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Abstract: Background. Transgender women (TW) in Puerto Rico (PR) face social stig-
matization. Physicians” transgender stigma can have detrimental consequences for TW’s
health. Purpose. The objective of this study was to document physicians’ knowledge,
competencies, and attitudes towards TW in PR and study their associations with stigma
towards TW. Methods. We implemented an exploratory sequential mixed-methods study.
We used in-depth interviews (n=30) and self-administered questionnaire (n=255). Results.
Qualitative results illustrated lack of recognition of the needs of TW; they also evidenced
the impact of stigmatizing attitudes on clinical decisions. Quantitative results showed that
more willingness and knowledge to provide health services to TW were negatively associated
with stigma. Participants who reported history of training in working with TW presented
significantly less stigma than participants who had not received such training. Conclusion.
In order to provide stigma-free services for TW in PR, specialized training regarding the
particular needs of this population is needed.
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ransgender is used as an umbrella term to describe people whose assigned sex at
birth is not fully aligned with their current gender identity.! Due to social stigma,
transgender people are placed in vulnerable situations in their everyday lives, resulting
in high risks for health problems, high under- and unemployment, poverty, and, of
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particular relevance to this article, reduced access to health care services.”® Specifically,
transwomen (T'W; male-to-female transgender people who often feminize their bodies
through hormone therapy or surgery) continue to be disproportionately affected by
health disparities that persist across multiple health outcomes.***!* Complicating the
situation is that health surveillance systems in the United States (U.S.) rarely monitor
transgender individuals as such,? and lack of information and training about trans-
specific health care among physicians is common."!

In this article we present data from a study conducted in Puerto Rico (PR) that
aimed to explore four areas related to the provision of care to TW among a sample of
physicians through a mixed-methods approach: 1) knowledge of transgender health;
2) competencies in treating TW; 3) willingness to provide services to this population;
and 4) stigma-related attitudes toward TW. We utilized a multilevel (i.e., structural,
interpersonal, individual) social determinants of health approach,'* focusing on the
potential negative effects of transgender stigma on TW in the context of access to health
care. Social determinants are the conditions in the environments in which people are
born, live, work, and age that affect a wide range of health, functioning, quality of life
outcomes, and risks."* They include access and quality of medical care."* Addressing
social determinants of health is extremely important for improving the health of mar-
ginalized populations, such as TW, and reducing disparities in health and health care.

Health disparities among TW. Approximately .6% of the U.S. population identifies
as transgender." This segment of the population faces significant health disadvantages
(i.e., they are disparately and negatively affected by health conditions relative to the
overall U.S. population) in several areas,' including HIV, substance use, and mental
health conditions. For example, in the U.S. (including PR), TW are one of the groups
most affected by HIV and are 49 times more likely to be living with this condition than
the general population.'” The prevalence of HIV among TW is equal to or greater than
its prevalence among other highly affected populations such as men who have sex with
men.>" In the U.S., between 20% and 30% of TW abuse substances, compared with
9% of the general population.'® Community surveys with TW have found high levels
of alcohol and marijuana use (50% and 38%, respectively) and high prevalence of sex
under the influence of drugs and alcohol.” In PR, 14.7% of the general population
reports engaging in substance abuse.?’ In contrast, data from previous research with
TW on the Island show that more than half of participants (56%) reported having used
alcohol, marijuana, or cocaine during the last month.?! Transgender populations have
been shown to have a higher prevalence of mental health conditions and suicidality
than individuals who are not transgender.”> Among the general population in the U.S,,
18.5% experience mental health conditions in a given year.” In comparison, studies
with TW have documented higher rates of depression (35%-44%), anxiety (28%), and
overall psychological distress (40%).5*

Due to these health disparities, TW will require enhanced medical and mental health
care. Health care providers must be aware of the implications of the health concerns
borne disproportionately by this population and the larger social and structural bar-
riers that may affect access to care, including stigma.>*"* Stigma and discrimination
manifested in the delivery of health care could affect TW’s trust and ability to access
appropriate care.'s
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Transgender stigma as a social determinant of health. Stigma is considered one of
the social conditions that shapes population health.?® Stigmatization is a multilevel pro-
cess that shapes structural, interpersonal, and/or individual determinants of health.”” In
the case of TW, for instance, stigmatization might be manifested in: the denial of medical
insurance coverage for gender-affirming medical interventions (a structural determi-
nant); the risk of physical and psychological violence when gender non-conformity
becomes apparent in social or intimate interactions (an interpersonal determinant);
or shame and avoidance of routine health care facilities due to internalized stereotypes
and negative experiences with medical providers (an individual determinant).

Research has begun to document the impact of stigma manifestations on the health
of the transgender population across the lifespan.?® These manifestations may be explicit
(i.e., deliberate, easy to identify)® or tacit (i.e., less intentional, harder to identify).
Stigma has been associated with mental, physical, and sexual violence,® depression,
anxiety, and somatization,® hormone and silicone injection without medical supervi-
sion,’ reproductive health care avoidance, HIV risk behaviors,” substandard substance
use treatment,” increased suicide attempts,* and mental health treatment disparities.**
These studies provide evidence that stigma is a social determinant of health® that can
influence well-being through the production of inequities and stress.?*

Stigma among health professionals. Previous research has shown that many health
professionals hold negative attitudes towards socially stigmatized populations.***” How-
ever, the attitudes of health professionals toward the transgender population have not
been specifically examined, particularly from the providers’ perspective. Despite evidence
suggesting that transgender people experience stigma in health care settings”**>* and
that lack of knowledge and skills can potentially result in stigmatizing encounters (for
example, the use of inappropriate language®****), research on transgender stigma among
health professionals is very limited* and has relied almost exclusively on patients” per-
ceptions of care,*"*? while the perspectives of physicians have largely been overlooked.

Recent literature has stressed the need to address stigmatization at multiple levels to
reduce health disparities among the transgender population. Our previous, formative
research with TW in PR showed that, while interacting with health care providers in
clinical scenarios, they experienced high levels of transgender stigma accompanied by
lack of overall knowledge about transgender health and competencies to interact with
them.>!*>*4 Taking this into consideration, our specific aims reflect four areas related
to the provision of care (i.e., physicians’ knowledge on transgender health, competencies
in treating TW, willingness to provide services to this population, and stigma-related
attitudes toward TW). We defined knowledge of transgender health as having accurate
information about the specific health-related needs of this population. Competencies in
treating TW are related to having the skills to interact and provide health care to TW.
We defined willingness to provide services to TW as a positive disposition to provide
trans-sensitive health care to this population. Finally, stigma-related attitudes towards
TW refer to negative beliefs towards the population.

We investigated these areas both qualitatively and quantitatively. In the quantitative
component, we included measures of social desirability, previous training, religiosity,
and the importance of religion, as previous research indicated that these variables may
affect social stigma.*** We hypothesized that willingness to provide services to TW,
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knowledge of TW health, previous training in transgender health, and competencies
to provide services to TW would be negatively associated with stigma, whereas religi-
osity and the importance of religion would be positively associated with stigma. Finally,
we hypothesized that social desirability would be negatively associated with stigma.

Methods

To achieve the above objectives, we implemented an exploratory sequential mixed-
methods study. In the qualitative phase (Phase 1), we conducted semi-structured
in-depth interviews with a small sample of physicians (n=30) to explore stigmatizing
attitudes among them in a rich way. We also gathered information in this qualitative
phase to develop the items for the quantitative survey that was administered in Phase
2. This survey was given to a larger sample of participants (n=255) in order to identify
the relationships among the stigmatization of TW (i.e., attitudes or behaviors toward
them) and physicians’ knowledge, competencies, and willingness to treat TW.

Participants and procedures. A total of 342 physicians were invited by phone or
email to participate in the study and 80% (N=285) agreed. They were not compensated
financially for their participation in the study. All procedures were implemented in
Spanish. For Phase 1, 30 participants were recruited via purposive sampling to ensure
the inclusion of both HIV-care providers (n=12, 40%) and physicians from other spe-
cialty areas (n=18, 60%) (See Table 1 for a detailed description). The study’s project
coordinator (PC) and two research assistants (RAs) gathered physicians’ contact infor-
mation through the Internet and contacted their offices. Physicians from governmental,
community-based, and private health care settings were included. The inclusion criteria
were: 1) licensed as a physician in PR and 2) engaged in direct service delivery. The
RAs explained to physicians the nature of the study and scheduled the interview if the
individual agreed to participate. Almost all interviews were carried out at physicians’
offices. The principal investigators (PIs) and the PC conducted the interviews. Once the
consent form was reviewed and signed by participants, they completed a paper-and-
pencil, self-administered Demographic Data Questionnaire (DDQ). Subsequently, they
participated in an in-depth interview that was audio-recorded and later transcribed for
qualitative coding and analysis. The average interview lasted 55 minutes. Physicians
who participated in Phase 1 were between the ages of 27 and 72 years (mean age: 54
years) (see Table 1). More than half were males (56.7%) and most self-identified as
heterosexual (83.3%). Most participants were living with a partner (80%). Seventy per-
cent reported being religious, with different levels of participation in religious activities
(Table 1). More than 80% had an annual income greater than $70,000. Most (83.3%)
reported not having formal training in transgender health. Almost two-thirds (63.3%)
reported having provided services to TW.

For Phase 2, 255 physicians from a broad range of specialty areas (20 in total) (see
Table 1) were recruited through convenience sampling. The inclusion criteria for this
phase were the same ones used in Phase 1. As a result of a collaboration agreement, the
Puerto Rico College of Physicians and Surgeons® provided us with an island-wide list
of practicing physicians. The RAs contacted physicians by phone or email and invited
them to access the consent form, the DDQ, and the self-administered survey through
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a secure website. In addition, the PC and RAs attended two medical conferences that
were held in the San Juan metropolitan area and recruited additional physicians to
participate in the quantitative phase of the study. At these conferences, physicians were
given a tablet with the informed consent information, the DDQ, and the survey. The
average time needed to complete the survey was 30 minutes. Participants had a mean
age of 49 years. They were balanced in terms of gender and most of them identified
themselves as heterosexual (90.6%). More than half (56.5%) reported being married
and three-fourths (75%) reported being religious, with different levels of participation
in religious activities. Participants had the same income level as those who engaged in
Phase 1. Eighty-two percent reported not having formal training in transgender health.
Almost half (46.6%) reported having provided services to TW at some point (detailed
demographic data are presented in Table 1).

Measures. Three instruments were used to collect the data for this study: 1) a
Demographic Data Questionnaire (DDQ), 2) a semi-structured in-depth interview
guide, and 3) a survey. The DDQ included 29 multiple choice items to assess partici-
pants’ gender, sexual orientation, income, religion, specialty area, and number of years
practicing medicine, among others.

For Phase 1, we developed a semi-structured in-depth interview guide based on the
existing literature on transgender health services and data from our previous research
with TW in PR,>!*»* in which participants reported a number of difficulties in access-
ing appropriate health care. The guide was designed to examine in depth physicians’
knowledge and training in transgender health, stigmatizing attitudes towards TW,
willingness to provide services to them, and overall competencies and experience in
delivering transgender health care. A transgender woman and two transgender health
experts evaluated the guide before deployment in the field. The final version included
22 open-ended questions and two vignettes about hypothetical transgender patients.
Some examples of questions included in the guide are: What do you know about gen-
der dysphoria?; What do you think are the main medical needs that transgender women
have? (the interviewer had to explore each of the following areas: primary care, mental
health, hormone therapy, breast implants, and aesthetic and genital surgeries); and Tell
me how do you usually proceed when clinically interviewing a patient who is a transgen-
der woman (or hypothetically in the case you have never treated one) for the first time?

Through the use of vignettes, we explored physicians’ clinical approach in providing
health care to TW. For example, in one vignette we described a transgender woman
who had started to take hormones without medical supervision as part of her tran-
sitioning process. We asked physicians to share what kind of recommendations they
would provide, how they would feel interacting with this patient, and what would be
the challenges in doing so, among other questions.

Data from the Phase 1 qualitative interviews helped us to develop three quantita-
tive measures: the Transgender Stigma Scale; the Transgender Health Competencies
Scale; and the Transgender Health Willingness Scale. Data from Phase 1 also helped
us to adapt the Transgender Knowledge Scale for use in Phase 2. We also included a
social desirability scale as part of the quantitative instrument, measuring participants’
tendency to respond in a socially desirable manner to attitudinal questions, which
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could influence responses to stigma-related questions. Our final quantitative instru-
ment (survey) included the five measures described below.

Transgender Knowledge Index. This measure is an adaptation of the Transgender
Information Scale, which had 17 items.” It assesses health professionals’ knowledge of
trans-specific health needs. Our version is an index composed of 10 items with True/
False response options (sample item: There are professional guidelines for practitioners
working with transgender clients). Items are summed to create the total score. Higher
scores indicate more transgender-related knowledge.

Transgender Stigma Scale. We developed this scale to measure stigma related to
transgender identities among health care providers. Initially, 20 items were generated
to assess stigma, with response options on a five-point Likert-type scale ranging from
Strongly Disagree (1) to Strongly Agree (5) (sample item: Men who act like women
should be ashamed of themselves). Exploratory factor analyses, described below, reduced
the number of items from 20 to 12. Items are summed to create the total score. Higher
scores indicate higher levels of stigma.

Transgender Health Competencies Scale. We developed this eight-item scale to assess
physicians’ perceived competencies to interact with and provide health care to transgen-
der people. Response options on a five- point Likert-type scale ranged from Definitively
Can’t (1) to Definitively Can (5) (sample item: I can ask about body modifications she/
he has conducted). Items are summed to create the total score. Higher scores indicate
higher self-perceived competence to provide care to transgender individuals.

Transgender Health Willingness Scale. Our team also developed a nine-item scale
to assess physicians’ willingness to provide transgender-sensitive health care to TW.
Response options on a five-point Likert-type scale ranged from Definitively Can’t (1)
to Definitively Can (5) (sample item: I can listen to a transgender person in a clinical
scenario without being judgmental). Items are summed to create the total score. Higher
scores indicate greater willingness to discuss transgender-specific health concerns with
transgender patients.

Social Desirability Scale. We used a translated and adapted version of the Marlowe-
Crowne Social Desirability Scale,>** one of the most widely used scales to measure
social desirability with reliability coefficients in the high 70s. Since negative attitudes
towards transgender people can be influenced by social desirability, we incorporated
this 14-item scale with True/False response options (sample item: I am always willing
to admit when I am wrong). Items are summed to create the total score. Higher scores
indicate a greater tendency to be influenced by concerns over people’s evaluations of
oneself and therefore more social desirability.

Analysis. Qualitative analysis. Phase 1 qualitative interviews were transcribed. All
transcripts were coded and analyzed using NVivo software (V10).>* Coding occurred
in two stages. Stage 1 included in vivo coding, which involved the use of brief sum-
maries or restatements of narratives given by participants that are used to reduce the
quantity of meaningful data and to identify an initial set of core themes. This stage also
involved the writing of analytic memos describing behavioral and perceptual patterns
in the data, which contributed to the development of a code hierarchy including main
themes and sub-themes. This process led to the development of a focused codebook.
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Stage 2 entailed the systematic application of a fixed set of codes that were used to guide
all subsequent coding. Three coders worked independently at applying the codebook
to all interviews in the NVivo database. Throughout this process, coders met regularly
and discussed coding decisions, any difficulties or ambiguities in assigning codes,
and presented variations or marginal cases to resolve. Once data were fully coded in
NVivo, we performed axial coding procedures involving the examination of patterns
in the expression of codes across our sample as well as case analyses that examined the
meaning of a code in the lives of specific individuals. The former procedures permitted
trends and convergence in the sample, while the latter emphasized the variability and
situational expression of themes of interest.

Our analysis of qualitative data in Phase 1 informed the creation of survey items for
Phase 2. For example, when we found that stigma presented itself in tacit or indirect
ways, we refined our provisional survey measures to detect a broader variability and
subtlety of stigmatization. In addition, qualitative data provided some grounded, fea-
sible explanation for certain patterns in the survey data that emerged in Phase 2, as
described further below.

Quantitative analysis. Initially, we conducted the following independent statistical
analyses of the survey data. One-way frequency tables were generated using SPSS to
characterize the survey sample. Because the transgender stigma, competencies, and
willingness scales were newly created for this study, we used exploratory factor analyses
(EFA) to explore their factor structure and identify items which did not load strongly
on latent factors. The number of factors to extract was determined via scree plots.
Items whose factor loadings were not statistically and practically significant (i.e., factor
loadings whose values were less than |.50|) were dropped from subsequent analyses.*
Exploratory factor analyses were performed using Mplus 7.4°° with an extraction
method suitable for ordinal data (Mplus estimator WLSMYV).” Internal reliability for
the resulting scales was computed using Cronbach’s coefficient alpha.®®

Following validation of the scales, a structural equation model (SEM) was fitted in
which a latent transgender stigma factor measured by the Transgender Stigma Scale
items was regressed onto the Transgender Knowledge Index score and the latent
willingness and competencies factors measured by their respective scales” items. The
SEM was chosen to leverage the presence of multiple indicators of transgender stigma,
willingness, and competencies so that the structural associations between these latent
constructs could be estimated free of measurement error. The latent transgender
stigma factor was also regressed onto the following covariates: age in years, gender
(I1=male, 2=female), sexual orientation (1=heterosexual, 2=gay/lesbian), geographic
location (1=urban, 2=rural), religious affiliation (1=Catholic, 2=Protestant, 3=None,
4=0ther), religious importance (1=not important, 2=a little important, 3=important,
4=very important), religious participation (1=no, 2=yes), having received any formal
instruction on working with transgender patients (0=no, 1=yes), and social desirabil-
ity score. Each of the three religion variables were represented by a series of dummy
variables with the lowest value set as the reference category. The SEM was fitted using
Mplus with the WLSMYV estimator. Due to the presence of missing data, 100 multiply-
imputed (MI) data sets were generated with the SEM fitted to each imputed dataset
and the results summarized using Rubin’s rules for combining results from analyses
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of MI data.” Global model fit was determined using the well-established approximate
fit criteria recommended by Hu and Bentler® and Yu® that any two of the following
three conditions be met: Comparative fit index (CFI) > .95, root mean square error
of approximation (RMSEA) < .06, and weighted root mean square residual (WRMR)
< 1.00. Wald chi-square tests were performed to assess the statistical significance of
the multi-category religion variables. For each regression coefficient, we report the
unstandardized coefficient B, the standard error of B, the Z-test of the null hypothesis
that B is zero, and the corresponding p-values for all effects along with the standard-
ized regression coefficient p.

Triangulation of qualitative and quantitative data. Following our qualitative and
quantitative analyses, we engaged in a series of triangulation discussions in which we
compared and contrasted key findings from our qualitative and quantitative analyses.
As described in discussions of mixed-methods explanatory designs, qualitative and
quantitative findings can permit the identification of provisional hypotheses or extend
explanatory power when placed into dialogues while being explicit about the limita-
tions of the specific analytic strategy.®> In particular, our analytic approach focused
on: (1) determining the degree to which findings from qualitative and quantitative
findings converged on certain common or salient factors; (2) drawing the qualitative
data to identify how certain factors (e.g., stigmatization) were perceived or expressed
in individual lives; and (3) providing some provisional hypotheses for any patterns in
survey analyses that might inform interpretation or future studies. In the Discussion,
we reflect on the results of these mixed-methods considerations for our conclusions.

Results

Qualitative interview findings. Phase 1 participants expressed stigmatization in a
variety of ways. One of the most pernicious and subtle was a range of responses from
physicians that we described in our analysis as tacit stigma. Expressions of tacit stigma
were veiled, and, in some cases, may have expressed beliefs or attitudes that the partici-
pants themselves did not perceive to be stigmatizing, but were nevertheless identified
as stigmatizing by our team. For example, in response to one of the vignettes in which
physicians were required to comment on a hypothetical 18-year-old adolescent male who
expressed a desire to change her body in accordance with her female gender identity,
one participant [general medicine doctor] explained that a person of such young age
is unlikely to have the “maturity” to make such a decision:

The decision at 18 years old is made, but the steps to arrive at a happy ending is going
to be a little—to me—more uncomfortable in the young person than in a person 10
years more mature . . . In my understanding, because the 28-year-old person is more
conscious about decision- making, to me, reflecting a decision that is more thought-out.

The decision to wait 10 years, presumably to make the physician feel more comfort-
able with the patients need for gender-affirming medical interventions, does not fol-
low clinical guidelines of most standard transgender health protocols, such as those
set forth by the World Professional Association for Transgender Health (WPATH).®
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Moreover, this response to a patient likely underestimates the gender dysphoria and
potential suffering experienced by many transgender individuals whose gender identity
is not affirmed with appropriate clinical support.

The above physician’s discomfort with gender transition is akin to another expres-
sion of tacit stigma that involved expressions of moral opinion, rather than reference to
medical protocols, in formulating opinions about how to advise transgender patients.
Such comments suggest that justifications for clinical decisions can be appropriately
made based on personal or moral preferences, rather than protocols based on scientific
evidence and expert clinical consensus. For example, when asked about their opinion
regarding hormone therapy among TW, one physician specializing in internal medicine
explained,

I don’t support that. I think that, well, that each person must accept himself, okay? If
they want to do thatkind . . . of thing. Well, no. Because hormones have side effects . . .
And we have to consider that. So, to repeat: that is individual. I don’t recommend
it to any patient.

It is difficult to imagine a physician responding in such fashion to almost any other
health condition, but when it involves gender dysphoria and the need to transition,
apparently the physician quoted found it appropriate to express his opinion in terms
of morality, rather than according to established evidence-based clinical guidelines.

Another expression of tacit stigma involved an acknowledgment that transgender
people fall between the cracks of the medical system, but rather than this provoking
some sense of overall concern for their well-being, this was expressed simply as a fact
about medicine. One participant reflected, for instance, on the fact that transgender
patients fall between clinical categories for service delivery. This obstetrics/gynecology
doctor asked rhetorically, “One thinks, “‘Who does this patient correspond to? In what
discipline can we locate this patient?”” However, he did not express any urgency to offer
a solution to this hypothetical patient, stating simply “It is because of the system. If she
has no reproductive system, she can’t go to OBGYN . .. She can’t go to a gynecologist
who supposedly only sees women.”

Another physician (a pain management doctor) observed that he had problems
connecting socially with or understanding lesbian, gay, bisexual, and transgender
patients while his nurses were able to talk to them “very naturally,; which he attrib-
uted to generational differences: “In fact, they [the nurses] intervene more with these
transgender or transsexuals, homosexuals, and talk about their relationships with the
nurses, and they tell jokes . .. And they do it very naturally . . . I, more professionally,
don’t get into that kind of chat” In other words, some physicians seemed to identify
serious gaps in health communication but justified maintaining their distance as a
characteristic of appropriate professionalism. These physicians seemed unaware of how
challenging health communication may be for many transgender people or the ways
this may alienate transgender individuals from medicine entirely.**

Another expression of stigma that was quite common coalesced in our analysis around
the notion of “equal treatment to all” Based on the clinical value of treating the body
or physiological system rather than the person, stigmatizing responses in this category
tended to sidestep questions of transgender health care access by making rather bland
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statements such as, “I treat all patients equally” This was a kind of equality narrative
that was ironically used to undermine more substantive consideration of serious gaps
in services for transgender people in PR. For example, when asked in the interview
about how they would manage an initial clinical interview with a transgender patient,
several of our participants responded with phrases such as, “Well, the same as any other
patient” [general/alternative medicine doctor], or “One tries to maintain the same line
and tries to be the most standardized possible” [psychiatrist] or “Well, I would do the
[initial clinical interview] like it is usually done with a feminine woman” [psychiatrist].
This was often connected to a norm expressed by physicians regarding general clinical
standards, which they then applied to all patients, even when the patients may have
transgender-specific concerns. One participant expressed this explicitly:

[T use] more or less standards or procedures for everyone. I don’t think it [transgender
health] is something particular, right? For good health, for everyone, right? Prevention
of diseases, screening for diseases, right? [cardiologist/internal medicine doctor]

These physicians were apparently unaware of the multiplicity of needs that transgender
people have that simply cannot be subsumed within standard protocols not designed
for them or for their specific health concerns.

In sum, while physicians generally viewed themselves as supportive of their patients,
many expressed tacit attitudes that delegitimized patients’ concerns, gender-related
anxieties, or specific health care needs. When they identified factors that potentially
undermined TW’s health or when they were not responsive or communicative about
TW’s needs, physicians were generally not solution- oriented and were unaware of exist-
ing protocols to support clinicians in providing transgender health care. These factors
contributed to a high level of tacit and explicit stigmatization among our participants.

Quantitative survey findings. The results from Phase 2 (N=255) regarding knowl-
edge, competencies, and willingness to provide services to TW indicated that 39% of
respondents believed they had the necessary competencies to provide health services to
TW, even though 82% of the sample did not have any formal training on transgender-
specific health care. Almost half (47%) reported having provided health services to
TW and 30% indicated they do not collect information about gender identity versus
sex assigned at birth in their place of work (Table 1). Most participants (71%) were
unaware that Gender Dysphoria is classified as a mental health disorder and 40% of
them lacked information about standards of care for treating transgender individuals.

With regard to stigma-related attitudes towards TW, 70% of participants were against
encouraging male children to explore their feminine side, and 58% had made jokes
about men who dress as women. Almost half of the sample (44%) were undecided or
against supporting gender-affirmation surgery for a patient. Moreover, 36% of partici-
pants believed that people are either men or women with no one in the middle, and
33% thought that men who see themselves as women have mental health problems.
Finally, 34% believed that gender-affirmation surgery is an affront to God.

Exploratory factor analysis of the Transgender Stigma Scale found support for a
single dominant transgender stigma factor as shown in Figure 1. All factor loadings
were equal to or greater than the cutoff of |.50]|, except: “If  were providing services to
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Table 1.

SOCIO-DEMOGRAPHIC DATA OF INTERVIEWS AND

QUESTIONNAIRES (N=255)

Interviews Questionnaires
Variable N % N %
Age range
26-40 6 23.3 68 27.0
41-50 2 6.7 53 21.0
51-60 9 30.0 89 35.3
>60 12 40.0 42 12.6
Gender
Male 17 56.7 124 48.6
Female 13 43.3 129 50.6
Sexual Orientation
Heterosexual 25 83.3 229 90.5
Homosexual/Lesbian 5 16.7 20 7.9
Bisexual 0 0 4 1.6
Marital Status
Married 16 53.3 135 57.2
Single 1 3.3 40 16.9
Divorce 2 10.0 22 9.3
Widow 2 26.7 6 2.5
Living with partner (not legally married) 8 26.7 27 11.4
Religion
Catholic 18 60.0 151 63.4
Protestant 3 10.0 29 12.2
Santero 1 3.3 1 4
None 1 23.3 39 16.4
Other 1 3.3 18 7.6
Importance of religion
Not important 3 10.0 33 14.1
Of minor importance 7 233 55 23.3
Important 13 43.3 72 2.1
Very Important 7 233 74 41.1
Participation on religious activities
I don’t participate 9 30.0 86 36.4
Weekly 9 30.0 48 20.3
Sometimes during the month 4 13.3 5 2.1
Sometime during the year 8 26.7 97 41.1
Annual income
Less than $50,000 0 0 23 9.7
From $50,001 to $60,000 1 3.3 10 4.2
From $60,001 to $70,000 3 10.0 12 5.0
More than $70,000 25 83.3 191 81.1

(continued on p. 1529)



Madera, Diaz, Padilla, Pibernus, Neilands, Segarra, etal. 1529

Table 1. (continued)

Interviews Questionnaires
Variable N % N %
Medical Specialty
Allergy and immunology 0 0 1 3
Anesthesiology 1 33 4 1.3
Dermatology 0 0 2 6
Emergency Medicine 2 6.7 2 .6
Endocrinology 0 0 2 .6
Family medicine 0 0 17 6
Gastroenterology 0 0 2 .6
General Medicine 2 6.7 82 25.9
Gynecology/obstetrics 0 0 25 7.9
HIV Specialist 12 40.0 7 22
Internal Medicine 5 16.7 22 6.9
Neurology 0 0 6 1.9
Odontology 1 3.3 2 6
Ophthalmology 0 0 2 6
Orthopedic 0 0 2 .6
Pediatric 3 10.0 21 6.6
Physiatrist 0 0 4 1.2
Plastic Surgery 1 33 18 5.7
Psychiatry 2 6.7 0 0
Surgery 0 0 9 2.8
Urology 1 33 1 3
Organization
Government 18 60.0 59 17.6
Community 1 3.3 14 42
Private 11 36.7 200 60.5
Years of experience
1-10 13 44.8 70 30.6
11-20 6 19.8 52 22.9
21-30 6 19.8 59 24.8
31-40 4 13.3 38 15.2
>40 8 3.2
Provision of health services to transgender women
Yes 19 63.3 109 46.6
No 7 23.3 29 12.4
I don’t know 1 33 26 11.1
We don’t ask 3 10.0 70 29.9
Formal training on transgender health
Yes 4 13.8 43 18.5

No 25 83.3 190 81.5
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Figure 1. Eigenvalues from exploratory factor analyses.
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a patient that looked like a female but I suspected to be male, I would ask if he were
a transgender person,” “The health needs of transgender women require specialized
attention,” “In light of my specialty in medicine, I feel I already have the necessary
knowledge for providing services to a transgender person,” “Personnel from my practice
do not require specialized training to provide services for transgender women,” “My
friends and I on occasions have made jokes about men who look like women,” “If a
patient wanted to change sex I would support him/her,” “People should be allowed to
experiment with their gender freely,” and “Boys should be encouraged to explore their
feminine side” Two- and three-factor EFA solutions were checked to determine if the
eight items with poor loadings in the single-factor solution would group together into a
second subscale; however, these solutions revealed multiple split loadings of items across
factors, weak factor loadings, and unclear interpretability of the solutions. Accordingly,
the single-factor solution was adopted with the eight items not loading strongly onto the
stigma factor being dropped. Removal of the eight poorly-performing items resulted in
a final Transgender Stigma Scale consisting of 12 items with an alpha reliability of .89
versus the 20 items in the original scale yielding a reduced alpha of .83. The original
20-item scale and the improved shorter 12-item scale correlated at r=.95, indicating
that the two versions of the scale share over 90% of their variance.

Exploratory factor analysis of the Transgender Competencies Scale revealed a single
dominant factor (Figure 1). Factor loadings ranged from .78 to .94 and therefore exceeded
|.50| and were statistically significant, so all eight competencies items were retained.
Internal reliability assessment across these items yielded an alpha of .91. Exploratory
factor analysis of the Transgender Willingness Scale yielded a single dominant factor
(Figure 1). Factor loadings ranged from .61 to .97 and therefore exceeded |.50|, so all
nine willingness items were retained. Internal reliability assessment across the nine
items resulted in alpha = .90.

The structural equation modeling (SEM) analysis found that the model fit the data
well: CFI=.954, RMSEA=.042, and WRMR=1.199 (Figure 2). Higher levels of willing-
ness and knowledge to provide health services to TW were negatively associated with
stigma. Self-assessed competencies to provide services to TW was, however, not sig-
nificantly associated with stigma (Table 2). Religious affiliation exerted a statistically
significant effect on stigma levels, with Protestant participants exhibiting more stigma
than Catholics. Religious importance was also statistically significant, but the degree
of religious participation was not significantly associated with stigma levels. Partici-
pants who reported a history of training to work with transgender people reported
significantly less stigma than participants who had not received such training. Finally,
social desirability was positively associated with stigma. Collectively, the explanatory
variables accounted for 59% of the variance in the latent stigma factor.

Discussion

In the past decade, the transgender population has become more visible in society
by means of activism and media presence. There is growing public discourse about
gender identity, gender expression, gender nonconformity, and their implications for
everyday interactions. Discussions over the use of bathrooms, identity changes in legal
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Figure 2. Structural equation model results: standardized estimates for structural
coeflicients (N = 255).2

Notes

sStructural equation model results were estimated using Mplus 7.4’s WLSMV estimator based on 100
multiply-imputed data sets. Estimates are shown for structural associations among focal explanatory
variables and transgender stigma only to preserve clarity and are conditional on the following covari-
ates listed in Table 2: Age, gender, sexual orientation, religious affiliation, religion importance, religion
participation, previous training in working with transgender populations, and social desirability.
*p<.05

“p < 01

k< 001

documents, and access to work have garnered much attention. In this growing, intense
policy debate, scholars should foster a critical reflection on the health disparities faced
by the transgender population and the delivery of transgender-specific health care, in
order to contribute to an awareness of the challenges faced by this community and
the potentially negative impact of stigma on their overall health. Health care providers
have a key role to play in reducing TW’s health disparities. Without the engagement
of physicians and other health care providers, the delivery of care is inevitably limited.
Physicians who are well-informed about transgender health, willing to provide services,
and able to do so in a non-stigmatizing manner are therefore of crucial importance to
improve the health and well-being of TW in PR and around the globe.®

The findings from our study reflect a challenging scenario for the transgender com-
munity in PR. Although the past decade has witnessed efforts to reduce stigma towards
specific vulnerable populations, negative attitudes towards those who are perceived to
be outside norms still prevail. Our qualitative findings indicate that manifestations of
stigma among physicians are often tacit. Our mixed-methods approach was particu-
larly well suited to understand a range of stigma expressions. Although some might
interpret tacit expressions of stigma as less severe, our qualitative findings showed
how individual moral preferences and the stigma embedded in the logic behind hypo-
thetical medical encounters can shape clinical decision-making, rather than allowing
such decision-making to be guided by existing, evidence-based standards of care for
working with the transgender population. Perhaps most disconcerting is our find-
ing that some physicians described their management of TW “the same as any other
patient” or with similar phrases emphasizing the universality of human biology and
the standardization of care without recognition of the specific needs of the transgender
population, the health disparities they face, and the intervention strategies required
to address their health concerns. These manifestations of transgender stigma are par-
ticularly worrisome because they are harder to define and hence may be more difficult
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to confront in stigma-reduction interventions. Together with our finding that social
desirability is associated with higher levels of stigma, tacit stigma manifestations may
reflect the ambivalence or limitations experienced by physicians, presenting a barrier
to internalizing the clinical importance of recognizing and confronting stigma in their
interactions with their transgender patients. For example, tacit stigmatization could be
evidence that physicians are aware that social stigma towards transgender individuals
is problematic and are able to temper those attitudes in response to general questions,
yet are still unable to avoid its manifestation in their relationships with their patients,
colleagues, and the public.

These tacit manifestations of stigma were also present in our quantitative findings.
A sense of entitlement, commonly ascribed to physicians in positions of power and
knowledge, was evident in the fact that even though most had not received formal
training to understand TW’s needs and health concerns, participants felt they had the
needed competencies to do so. This contrasted with their practices, as those who had
provided services to TW had not asked about their gender identity, a crucial part of
service delivery. Probably of greatest concern, and a reflection of the gap between TW’s
needs and physician’s awareness of such needs, was the fact that most of the sample did
not know that Gender Dysphoria is classified as a mental health disorder.

Our quantitative results also provided evidence of more explicit manifestations of
stigma. Participants reported difficulty with the exploration of femininity among males
and had addressed the issue jokingly. Almost half of the sample understood gender
as a binary notion and saw challenges to this fact as a religious affront. We theorize
that the anonymity and privacy provided by the survey while gathering data allowed
participants to be open about these stigmatizing perspectives.

Conclusion. To engage physicians in the provision of effective health services for
the transgender population, physicians must be properly trained in transgender health
and existing evidence-based standards of care to attend to transgender persons’ unique
health care needs. Most physicians in our sample, however, lacked this type of train-
ing, yet many still felt prepared to provide services. This reflects a serious gap between
the reality of their training and their self-reported ability to provide quality care to
the transgender population. Physicians’ lack of awareness about Gender Dysphoria
as a mental health diagnosis exemplifies the urgent need for training. Such training
must consider the cultural context (e.g., religion) in which physicians are embedded,
which may influence their attitudes. Moreover, our findings highlight the importance
of addressing the knowledge gaps physicians have about TW and their health, along
with physicians’ willingness to address patients’ transgender-specific health needs.

We recommend that the training of physicians in transgender health start early on
as part of their medical school education and extend throughout their medical, resi-
dency, and continuing medical education. As suggested by our quantitative findings,
future interventions for this population must specifically address their willingness
and knowledge to provide health services to TW, as these are related to transgender
stigma. This will allow for the provision of up-to-date, evidence-based knowledge,
while simultaneously internalizing the notion that cultural sensitivity is a process that
must include confronting the social stigmatization of transgender individuals. Far from
treating “every patient the same” as a strategy to reduce transgender stigma, medical
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education and training must prepare physicians to acknowledge and address the specific
needs of this marginalized population.
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