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a b s t r a c t

Rationale: Transgender people in the United States experience widespread prejudice, discrimination,
violence, and other forms of stigma.
Objective: This critical review aims to integrate the literature on stigma towards transgender people in
the US.
Results: This review demonstrates that transgender stigma limits opportunities and access to resources
in a number of critical domains (e.g., employment, healthcare), persistently affecting the physical and
mental health of transgender people. The applied social ecological model employed here elucidates that
transgender stigma operates at multiple levels (i.e., individual, interpersonal, structural) to impact
health. Stigma prevention and coping interventions hold promise for reducing stigma and its adverse
health-related effects in transgender populations.
Conclusion: Additional research is needed to document the causal relationship between stigma and
adverse health as well as the mediators and moderators of stigma in US transgender populations. Multi-
level interventions to prevent stigma towards transgender people are warranted.

© 2015 Elsevier Ltd. All rights reserved.
Transgender is as an umbrella term used to define individuals
whose gender identity or expression differs from the culturally-
bound gender associated with one's assigned birth sex (i.e., male
or female) (Davidson, 2007; Valentine, 2007). While there is
considerable variability in who falls under the transgender um-
brella, it is estimated that 0.03e0.05% of the population are trans-
gender (Conron et al., 2012; Gates, 2011; Reisner et al., 2014a).
Transgender individuals define their gender identity (e.g., man,
woman, transgender man, transgender woman, genderqueer,
bigender, butch queen, femme queen) and express their gender in a
variety of ways, which may vary according to racial/ethnic back-
ground, socio-economic status, and place of residence (Valentine,
2007). Some transgender individuals choose to socially transition
(e.g., change their name, pronoun, gender expression) and/or
medically transition (e.g., cross-sex hormones, surgery) to align
their gender expression with their gender identity, while others
alth, 60 College Street, New
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choose to have a gender expression or identity outside of the
traditional gender binary (e.g. gender nonconforming people)
(Davidson, 2007). In the US, transgender individuals are considered
deviant for having a gender identity or expression that is discordant
with the gender typically associated with their assigned birth sex
and experience widespread stigma as a result (Bockting et al., 2013;
Grant et al., 2011; Lombardi et al., 2002).

Stigma is the social process of labeling, stereotyping, and
rejecting human difference as a form of social control (Link and
Phelan, 2001; Phelan et al., 2008). Given that stigma is a complex
and dynamic process, the measurement of stigma is inherently
thwarted by challenges including concerns regarding the level (e.g.,
interpersonal, structural) and perspective (e.g., objective versus
subjective experiences) at which to operationalize stigma and
measure its severity and frequency (e.g., hate crimes versus
everyday discrimination) (Meyer, 2003a). Here we draw on socio-
logical and public health theory (socio-ecological model; Baral
et al., 2013; Link and Phelan, 2006), operationalizing stigma ac-
cording to the levels and means through which it is experi-
enceddstructural, interpersonal, and individual (Fig. 1). Structural
stigma refers to the societal norms and institutional policies that
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STRUCTURAL
(Societal Norms, Conditions, Laws  

Policies & Practices)

INTERPERSONAL
(Everyday of Episodic 

Interactions)

INDIVIDUAL
(Beliefs & Behaviors)

Structural
Types of Stigma
• Gender conformity to natal 

sex norms
• Stigmatizing policies and 

enforcement practices
• Lack of provider training 

and education
• Healthcare access barriers
• Economic inequality
• Gender inequality 

Interventions
• Non-discrimination 

policies
• Access to care policies
• Transgender health content 

in medical school curricula

Interpersonal
Types of Stigma
• Healthcare discrimination
• Workplace discrimination
• Family rejection
• Hate crimes
• Sexual assault
• Physical assault 

Interventions
• Family/partner support 

groups
• Healthcare provider 

trainings
• Intergroup contact

Individual
Types of Stigma
• Concealment of stigma
• Avoidance of stigma
• Internalization of stigma

Interventions
• Counseling/therapy
• Self-affirmation
• Transgender support 

groups
• Collective activism

Fig. 1. Modified Social-ecological model of transgender stigma & stigma interventions.
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constrain access to resources, while interpersonal stigma refers to
direct or enacted forms of stigma such as verbal harassment,
physical violence, and sexual assault due to one's gender identity or
expression. At the individual level, stigma includes the feelings
people hold about themselves or the beliefs they perceive others to
hold about them that may shape future behavior such as the
anticipation and avoidance of discrimination. Structural, interper-
sonal, and individual forms of stigma are highly prevalent among
transgender people and have been linked to adverse health out-
comes including depression, anxiety, suicidality, substance abuse,
and HIV (Clements-Nolle et al., 2006; Grant et al., 2011; Nemoto
et al., 2011; Reisner et al., 2014b; Sevelius, 2013).

Stigma is a fundamental cause of adverse health in transgender
populations as it works directly to induce stress (a key driver of
morbidity and mortality) and indirectly by restricting access to
health protective resources (e.g. knowledge, money, power)
(Hatzenbuehler et al., 2013; Link and Phelan, 1995). Transgender
stigma works through multiple risk factors to impact multiple
health outcomes. Indeed, interpersonal and structural stigma are
associated with inequities in employment, healthcare, and housing
for transgender people compared to cisgender (non-transgender)
peopledfundamental resources that when restricted are associ-
ated with poor health in transgender communities (e.g., depres-
sion, suicidality, conditions requiring emergency care) (Clements-
Nolle et al., 2006; Nemoto et al., 2011; Reisner et al., 2015b).
Consistent with fundamental cause theory, transgender stigma
occurs across place and time, such that even when one form of
stigma is eliminated (e.g., policies are passed that prevent insurers
from denying healthcare coverage on the basis of gender identity),
other forms of stigma impede access to gender affirming care (e.g.,
healthcare providers lack the cultural and medical competence to
care for transgender patients) will continue to ensure adverse
health outcomes for transgender individuals.

While emerging evidence suggests that stigma makes trans-
gender persons vulnerable to stress and subsequent mental and
physical health problems (Bockting et al., 2013; Gamarel et al.,
2014; Operario et al., 2014; Reisner et al., 2015b; Xavier et al.,
2013), to our knowledge, synthesized findings on the health con-
sequences of transgender stigma and interventions to reduce
stigma towards transgender people remain absent from the liter-
ature. This article aims to fill the gap in the literature by reviewing
transgender stigma at the multiple levels it operates to influence
the health of transgender people. This review then summarizes
interventions targeting transgender stigma at multiple levels and
concludes by outlining a research agenda to understand and reduce
stigma toward this marginalized segment of the US population.

1. Stigma at multiple levels

Stigma has the ability to affect transgender health at multiple
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levels. Using an applied ecological model, this section reviews
transgender stigma at the structural, interpersonal, and individual
levels.

1.1. Level 1: stigma at the structural-level

Structural stigma refers to the societal norms, environmental
conditions, and institutional laws and practices that limit the re-
sources, opportunities, and wellbeing of stigmatized people
(Hatzenbuehler et al., 2010). Central to structural stigma is power,
which is used by the stigmatizing majority to exclude and
marginalize thosewho are different. Across modern Euro-American
history, cultural schemas have created and reinforced a binary
gender system (i.e., male and female) derived from biological sex
characteristics (e.g., chromosomes and genitalia) (West and
Zimmerman, 1987). Under this binary system, having a gender
identity or expression that aligns with one's sex characteristics is
seen as normative, while transgender people are seen as the
“other” (Link and Phelan, 2014; Schilt and Westbrook, 2009). It is
the very process of labeling transgender people as non-normative
(e.g., through community beliefs, medical/psychiatric diagnoses)
that legitimatizes social norms and bestows the cisgender majority
(“gender normals”) with power and privilege (Link and Phelan,
2014; Schilt and Westbrook, 2009). Structural stigma in this
context may therefore operate as a form symbolic violence inwhich
structures, such as communities, institutions, or governments
perpetrate violence through the laws, policies, and community
mores that restrict and forcibly reshape transgender individuals in
ways that ultimately serve to maintain the power and privilege of
the cisgender minority (Valentine, 2007).

The medicalization of gender nonconformity represents one
form of structural stigma that both shapes and reinforces societal
perceptions of transgender people as deviant. The movement to
medicalize gender nonconformity first began in the early 1900's in
an effort to legitimate gender nonconformity as biologically innate,
rather than a choice (Bockting, 2014). Themovement eventually led
to the development of surgical and hormonal treatments to assist
transgender individuals in altering their bodies to align with their
gender identities. While medical gender affirmation (e.g., sex
change) procedures were opposed by most of the mainstream
medical community well into the 1960's (Green, 1969; Worden and
Marsh, 1955), mounting data demonstrating the apparent success
of medical interventions (i.e., patient satisfaction, improved quality
of life), paired with the failure of psychoanalytic interventions to
alter a person's gender identity (Baker, 1969), eventually led more
medical and mental health providers to support these surgeries in
the later half of the 20th century (Meyerowitz and Meyerowitz,
2009). Although shifting attitudes provided potential surgical ac-
cess for transgender people seeking to masculinize or feminize
their body, the movement towards medicalized gender conformity
maintained the rigid binary construction of gender, making gender
conforming transgender people invisible, and further stigmatizing
those who do not conform to socially sanctioned expressions of
gender (Bockting, 2014; Conrad and Schneider, 2010; Meyerowitz
and Meyerowitz, 2009; Namaste, 2000). Moreover, possessing a
gender identity or expression incongruent with one's assigned
birth sex was viewed as sexually deviant or disordered and listed as
such in the Diagnostic and Statistical Manual of Mental Disorders
from 1968 to 2013 (APA, 1968, 2013).

Today, having a nonconforming gender identity or expression is
no longer viewed as medically disordered. This notion is reflected
in the change from gender identity disorder to gender dysphoria in
the DSM, whereby gender dysphoria describes the distress associ-
ated with sex/gender incongruence, rather than the experience of
gender variation itself (APA, 2013). Medical treatment for those
experiencing distress is aimed as eliminating the state of
dysphoria, rather than helping patients to conform to a binary
gender expression (Coleman et al., 2012). Similar changes have
also been made in the International Classification of Diseases;
however, some activists argue that any formal diagnosis related to
the “symptoms” of gender nonconformity serve to perpetuate
stigma for transgender individuals (Drescher, 2014). Still, formal
diagnoses are required for healthcare reimbursement and to ac-
cess many gender affirmation procedures and thus persist
(Drescher, 2014).

Structural stigma can also affect transgender health through
policies and practices that restrict access to healthcare. Many
transgender people lack insurance, which may be due in part to
higher prevalence of unemployment among transgender people
relative to the general populatione a likely product of employment
discrimination (Conron et al., 2012; Grant et al., 2011). Lack of in-
surance coverage restricts access to care. Although even when
transgender people are insured, barriers to accessing gender
affirming care often persist, as many private insurers may attempt
to exclude coverage for gender affirming medical interventions
claiming these procedures are, “pre-existing,” “cosmetic,” or
“medically unnecessary” (Khan, 2013).

Transgender people who do not have access to insurance for
transgender-specific care are forced to pay out of pocket for gender
affirmation procedures, which may be cost prohibitive (Khan,
2013). Unable to pay for medically necessary care, some trans-
gender people resort to the use of street hormones acquired
through friends or online (Grossman & D'augelli, 2006; Sanchez
et al., 2009). Street hormones can pose health risks if taken in
excess of recommended doses or if hormone syringes are
contaminated with HIV or other diseases. Street hormones can also
pose health risks if the hormones contain a dangerous substance,
which is common as street hormones are unregulated (Coleman
et al., 2012; Nemoto et al., 1999; Williamson, 2010).

Due to social systems that favor masculinity over femininity
(Schilt, 2010), transgender women often experience greater
discrimination in employment and subsequent economic stressors
relative to transgender men (Grant et al., 2011; Movement
Advancement Project, 2013). Faced with societal pressures to
conform to feminine ideals of beauty and unable to pay for surgery,
some transgender women, often women of color, resort to
“pumping” or using liquid silicone to enlarge their hips, breasts,
butt and/or lips (Garofalo et al., 2006; Herbst et al., 2008; Sevelius,
2013; Wallace, 2010; Williamson, 2010). Pumping can pose adverse
consequences as loose silicone can shift, causing permanent
disfigurement, pulmonary embolism, pneumonia, renal failure, and
even death (CDC, 2008; Gaber, 2004; Williamson, 2010). Lack of
access to medically necessary care has also been shown to lead to
depression, suicidal ideation, non-suicidal self-injury, and suicide
for individuals of diverse transgender experience (Huft, 2008;
Spicer, 2010).

Institutional practices that lead to inadequate access to essential
resources such as healthcare represent another form of structural
stigma. Indeed, lack of trained healthcare providers can limit access
to care (Khan, 2013). Lack of trained providers is driven in part by
the failure of most medical schools and healthcare institutions to
train their students and staff in transgender care (Makadon, 2008;
Obedin-Maliver et al., 2011; Solursh et al., 2003). In fact, a 2011
study of deans of medical education in North America found that
the median number of hours dedicated to LGBT-related curricular
content was five (Obedin-Maliver et al., 2011). Insufficient medical
education translates into lack of knowledge on the job, as medical
providers report lack of sufficient training and exposure to trans-
gender patients, impacting their ability to provide medically
competent and sensitive care to transgender patients (Lurie, 2005;
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Poteat et al., 2013). The limited availability of trained providers
forces some transgender people to travel long distances to receive
care, pay out of pocket for a trained provider not covered under
one's insurance, or postpone care altogether e an outcome of
structural stigmawith direct health implications (see interpersonal
stigma section below) (Cruz, 2014; Dewey, 2008).

Policies that favor one group over another represent another
form of structural stigma which produce and reflect community
beliefs that stigmatized groups (e.g., transgender people) are un-
worthy of equal protections under the law (Westbrook and Schilt,
2013). For example, as recently as 2000, state-level anti-discrimi-
nation policies excluded transgender individuals as a protected
class (National Gay and Lesbian Task Force, 2008); as a result,
transgender people could be victimized without legal recourse. In
2012 Massachusetts passed a non-discrimination law providing
protections for transgender people in employment, education, and
housing; however, the policy failed to include public accommoda-
tion protections despite activists efforts to include them. Exclusion
of public accommodation protections means that, as of 2015,
transgender people in Massachusetts can legally be refused access
to public bathrooms, denied healthcare, and removed from public
transportation among other spaces - discrimination experiences
associated with increased risk of adverse physical symptoms (such
as headache, upset stomach, tensing of muscles, or pounding heart)
and emotional symptoms (feeling emotionally upset, sad, or frus-
trated) (Reisner et al., 2015b). While the original bill had included
public accommodations, the protections were removed due to
stigma-driven concerns from conservative groups that individuals
who were not actually transgender would gain access to women's
bathrooms, posing a threat to women and children (Massachusetts
Family Institute, 2011; MassResistance, 2008; Westbrook and
Schilt, 2013). As of 2015, efforts to pass a state-wide public ac-
commodations bill remain stalled in the Massachusetts legislature
and other states where supporting the unsubstantiated claims of
some members of the cisgender majority is of greater importance
than providing transgender people with access to essential re-
sources such as bathrooms and other public spaces (Westbrook and
Schilt, 2013).

1.2. Level 2: interpersonal stigma

Societal norms and beliefs often translate into enacted stigma at
the interpersonal level, which can produce negative consequences
for transgender people. Indeed, individuals may hold the same
community-level biases around gender nonconformity, which may
be explicit (known to the individual and within their control) or
implicit (automatically activated, often subconscious biases for
which people have limited control) (Major et al., 2013). However, in
order for a person to enact their biases towards a transgender
person, they must first be aware that the individual is transgender.

Goffman (1963) described those with visible stigmas as the
discredited, as their stigmatized condition is readily apparent and
therefore more susceptible to mistreatment. Conversely, the
discreditable are those whose stigma is invisible, but who would
experience stigma should their stigma become known. To that end,
transgender people with low visual conformity (other people can
tell they are transgender) experience more discrimination and
worse health outcomes than those with high visual conformity
(Grant et al., 2011; Reisner et al., 2015b). Transgender individuals
who are unable to access gender affirmation procedures (e.g., due
to cost, familial rejection, or health concerns), those who have so-
cially transitioned, but never plan to medically transition, and in-
dividuals for whom medical interventions are less effective in
producing gender conformity (e.g., those transitioning post-
puberty, transgender women on estrogen relative to transgender
men on testosterone) may therefore be particularly at risk of
experiencing enacted forms of stigma as their nonconforming
appearance is visible to others (Bockting et al., 2013; Grant et al.,
2011; Reisner et al., 2015b).

Transgender individuals whose gender/sex incongruence be-
comes known to others are at risk for enacted forms of stigma such
as physical and sexual assault (Grant et al., 2011; see Stotzer, 2009
for a review). Indeed, a review of violence against US transgender
people found that prevalence of lifetime physical assault due to
gender identity ranged from 33 to 53% (Stotzer, 2009). It is theo-
rized that gender nonconformity causes perpetrators of violence to
become anxious and angry, ultimately enacting violence against
transgender people as a means of rejecting and diminishing that
which they fear (Westbrook and Schilt, 2013). Gender, race and
class also shape violence against transgender people. According to
the US National Coalition of Anti-Violence Programs, of the 18 anti-
LGBT or HIV-related homicides in 2013, 72% of victims were
transgender women, and 67% were transgender women of color
(Ahmed and Jindasurat, 2014). Sexual assault is also highly preva-
lent (13e86%) among transgender individuals independent of
gender (Stotzer, 2009), though specific subgroups, including sex
workers, incarcerated transgender women, and transgender
women of color, may be particularly vulnerable (Ahmed and
Jindasurat, 2014; Reisner, 2014c; Stotzer, 2009) due to inter-
locking systems of oppression (e.g., racism, sexism) (Crenshaw,
1991; Grollman, 2014). Physical and sexual assault is most
frequently perpetrated by cisgender males (Stotzer, 2009) and used
to exert power over devalued individuals (Schilt, 2010). In the case
of sexualized interactions between cisgender men and transgender
women, it has been argued that cisgender men feel threatened
when they learn a woman is transgender, and react violently in an
effort to prove their heterosexuality and reclaim their masculinity
and power (Schilt, 2010). Studies also show high levels of reported
violence among young and low-income transgender people
(Stotzer, 2009), suggesting that violence on the basis of transgender
identity or expression often affects the most marginalized trans-
gender subpopulations.

Violence against transgender people is often perpetuated by
someone known to the victim, including family members (Stotzer,
2009). Indeed, rejection by one's family of origin is common among
transgender people andmay be enacted through physical assault as
well as through less overt means such as lack of support around
gender expression or barring access to medical gender affirmation
procedures (Factor and Rothblum, 2008; Grossman & D'augelli,
2006; Wren, 2002). Familial rejection can occur at any age,
although it may be particularly distressful for transgender youth
who not only rely on their parents for emotional support (Garofalo
et al., 2006), but may become homeless as a result familial rejection
(Grant et al., 2011; Grossman & D'augelli, 2006; Sullivan et al.,
2001). For both transgender youth and adults, lack of support is
associated with isolation, low self-esteem, depression, and other
negative health outcomes (Grossman & D'augelli, 2006; Koken
et al., 2009; Nemoto et al., 2011; Simons et al., 2013). Lack of sup-
port may also lead some transgender individuals to transition later
in life (Fabbre, 2014; Gagn�e and Tewksbury, 1998). Transitioning
later in life may confer economic benefits (particularly for trans-
gender women who are able to earn more as men), while avoiding
discrimination in workplace settings (Schilt and Wiswall, 2008).
However, delaying one's transition and concealing one's trans-
gender identity may cause psychological distress in adolescents
and adults (Bryant and Schilt, 2008; Gagn�e and Tewksbury, 1998).
Moreover, delaying transition until adulthood can present transi-
tion barriers for those who wish to visually conform to a stereo-
typically masculine or feminine gender expression as one's
secondary sex characteristics are already formed and thereforemay
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be difficult to reverse or minimize later (Cohen-Kettenis and van
Goozen, 2002).

Mistreatment in everyday settings such as healthcare is another
form of interpersonal stigma commonly experienced by trans-
gender people. A national study of over 6000 transgender adults
found that 28% had experienced harassment in medical settings,
19% were refused care, and 2% experienced violence in their doc-
tor's office (Grant et al., 2011). The prevalence of discriminationwas
even higher among people of color as 17% of White respondents
reported healthcare discrimination compared to 36% of Native
Americans, 27% of multi-racial individuals, 22% of Hispanics and
19% of Black respondents (Grant et al., 2011). In some cases, pro-
vider discrimination may be explicit and grounded in stigma-
related beliefs (Dewey, 2008; Lurie, 2005; Poteat et al., 2013;
Snelgrove et al., 2012). In other cases, provider mistreatment,
such as the use of outdated or incorrect language (e.g., wrong
pronoun), may be the result of structural factors such as lack of
training or implicit biases unknown to the provider (Major et al.,
2013). To that end, qualitative research shows that insufficient
provider training creates uneasiness and discomfort for both pa-
tients and providers, and even hostile treatment for transgender
patients (Lurie, 2005; Poteat et al., 2013). Stigma in healthcare
settings has individual behavioral implications, including the
anticipation and avoidance of stigma in future healthcare in-
teractions (see below) (Grant et al., 2011; Poteat et al., 2013; Reisner
et al., 2015b; Schilder et al., 2001).

1.3. Level 3: individual stigma

Stigma at the interpersonal level can shape stigmatized in-
dividuals' cognitive, affective, and behavioral processes. Thus, at the
individual level, stigmatized individuals' psychological processes
are affected by stigma, which powerfully shapes their basic orien-
tation to themselves, others, and their environmental circum-
stances. These processes include anxious expectations of rejection
and stigma avoidance, stigma concealment, and reduced self-
efficacy to cope with stigma-related stressors.

Experiencing stigma at the interpersonal level can affect how
transgender people evaluate and approach future situations.
Anxiously expecting discrimination can lead to avoidance of
interpersonal situations, which can take a toll on one's mental and
physical health (Reisner et al., 2015a, 2015b). For example, many
transgender people report experiencing mistreatment in health-
care settings, which is associated with postponing necessary care
and the development of conditions requiring emergency care (Cruz,
2014; Dewey, 2008; Grant et al., 2011; Reisner et al., 2015b; Xavier
et al., 2013). Transgender individuals' avoidance of healthcare due
to mistreatment supports the stigma-based rejection sensitivity
model proposed by Mendoza-Denton et al. (2002), in which stig-
matized individuals nervously anticipate (hypervigilance),
routinely observe (perceived stigma), and anxiously react to
rejection with important health costs (e.g., the onset of otherwise
preventable health conditions).

Transgender individuals who are visually conforming may
choose not to disclose their transgender identity as a form of stigma
management (Cruz, 2014; Dewey, 2008; Goffman, 1963; Mizock
and Mueser, 2014). To that end, visually conforming transgender
individuals are said to have “passing privilege” as their stigma is
hidden and they are able to avoid mistreatment (Sevelius, 2013;
Xavier, 1999). While the ability to pass may help transgender in-
dividuals avoid stigma, concealing a core aspect of one's self can
impart profound stress on individuals who question when their
stigma will be discovered and whether they should disclose their
stigma to others (Smart and Wegner, 1999). Concealing one's
transgender status can also limit the extent to which stealth
individuals (those who do not disclose their transgender history to
anyone) are able to access support from the transgender commu-
nity or medical and mental health interventions. Additionally,
concealment by those who have not transitioned can restrict access
to transition-related care for those who desire it, as well as prevent
those who have transitioned from receiving appropriate preven-
tative care for anatomy they may still possess (e.g., pap tests for
transgendermen, prostate exams for transgender women) (Alegria,
2011; Samuel and Zaritsky, 2008).

The internalization of stigma can also impact an individual's
ability to cope with external stressors, erode self-efficacy for
enacting health-promoting behaviors, and eventually diminish an
individual's ability to remain resilient in the face of negative events
(Hendricks and Testa, 2012; Meyer, 2003b; Mizock and Mueser,
2014). In fact, high levels of internalized transgender stigma is
associated with increased probability of lifetime suicide attempts
(Perez-Brumer et al., 2015). Additionally, internalized stigma in
transgender people may reduce self-care and help-seeking behav-
iors for mental health problems resulting in a failure to access
mental health services when needed (Hellman and Klein, 2004;
Ziguras et al., 2003).

2. Direct health effects of stigma

The negative health impact of multiple forms of stigma are
summarized in the gender minority stress theory (Hendricks and
Testa, 2012). Derived from minority stress theories applied to
other stigmatized statuses (e.g., SES, Dohrenwend, 2000; race,
Williams et al., 1997; sexual minority status, Meyer, 2003b), gender
minority stress theory proposes that added stressors related to the
stigma attached to one's discordant gender identity/expression
adversely affect health and accounts for health differences between
transgender and cisgender individuals on a population level. In this
model, structural forms of stigma establish stressful environments
for stigmatized populations, which then generate the cognitive,
affective, and behavioral stress processes with health consequences
reviewed here.

Experimental studies among diverse populations show that
stressors have immediate effects on the body including diastolic
blood pressure reactivity, increased cortisol output, and elevated
cardiometabolic risk (Guyll et al., 2001; Hatzenbuehler et al.,
2014b; Townsend et al., 2011). Chronic activation of the body's
stress response system can compromise health over time, a phe-
nomenon termed allostatic load (McEwen and Stellar (1993). For
many, chronic stress is associated with adverse health outcomes,
such as hypertension, diabetes, and even death (Anderson, 1989;
Hatzenbuehler et al., 2014a; Taylor et al., 2006). Persistent stress
has also been linked to anxiety, depression, suicidality, and sub-
stance use to cope (Clements-Nolle et al., 2006; Hatzenbuehler
et al., 2008; Reisner et al., 2014b). While a dearth of research
has explored the long-term physical health effects of stigma-
related stress in transgender people, studies among other stig-
matized groups reveal that stigma can affect health over the life-
course, as middle age Black women in one study, were found to
be 7.5 years biologically older than their White peers (Geronimus
et al., 2010). Given that transgender people experience stigma in
numerous contexts throughout their lives, it is likely that these
experiences take a similarly additive toll on their health, yet this
remains understudied. Further, adults with multiple disadvan-
taged statuses are more likely to experience poor physical and
mental health than those with a single stigmatized identity
(Grollman, 2014). Thus, transgender individuals with multiple
disadvantaged statuses (e.g., low income, transgender women of
color) may be at particularly increased risk of poor health due the
chronic stress associated with experiencing discrimination
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through multiple pathways.

3. Interventions to reduce stigma and its negative health
impact

To prevent the onset of adverse health outcomes in diverse
transgender populations, interventionists need to reduce the fac-
tors that cause stress and intervene directly to help transgender
people mitigate stress responses. Stigma interventions have been
developed to change attitudes and improve coping at the
individual-level, reduce the perpetration of stigma at the
interpersonal-level, and change the norms, policies, and systems
that perpetuate stigma at the structural-level. This section reviews
interventions relevant to transgender populations at each level, and
across multiple levels, providing potential intervention strategies
for future development and testing.

3.1. Individual and interpersonal stigma interventions

Clinicians have long recognized the need to intervene to reduce
the effects of stigma in transgender people. A primary focus of
counseling for transgender individuals involves reducing the
shame around one's transgender identity and helping individuals
to cope with the effects of stigma (Coleman et al., 2012; Johnson
and Yarhouse, 2013). While the success of these therapeutic stra-
tegies have largely been reported through qualitative reports
(Bockting et al., 2006; Byne et al., 2012), more recently researchers
have attempted to measure the effects of individual-level coping
interventions that target the psychological, emotional, and behav-
ioral responses to stigma. A 2014 study of lesbian, gay, bisexual,
transgender, and queer or questioning college students and allies
(LGBTQA) aimed to build collective self-esteem and reduce the ef-
fects of stigma by having participants listen to a presentation on
positive LGBTQA identities and write narratives related to their
own positive identity experiences (Riggle et al., 2014). Post-
intervention, participants showed an increase in positive LGBTQA
identity, collective self-esteem, and individual self-esteem; how-
ever, these results were not maintained one month later. More
intensive interventions (e.g., more sessions, multiple components)
aimed at building identity-related self-esteem have been con-
ducted in non-transgender sexual minority populations with more
sustained positive results (Pachankis and Goldfried, 2010;
Pachankis et al., 2015). While individual-level coping in-
terventions tend to be feasible to implement, they are limited in
their ability to reach all stigmatized individuals in need of support.
Thus, efforts that reach a larger audience of stigmatized people may
yield more sustainable and far-reaching results.

While clinical interventions can be useful in addressing indi-
vidual challenges, interventions that help transgender individuals
to connect and share strategies for resilience can be effective in
managing stigma (Schrock et al., 2004). In fact, awareness and
engagement with other transgender people significantly influences
risk and resilience during early gender identity development as
both prior awareness and engagement with other transgender
people are related to less fearfulness, less suicidality, and more
comfort (Testa et al., 2014). Recognizing the utility of community
support, groups have been developed to provide transgender
people with the opportunity to connect with one another and
manage the effects of stigma (Bradford et al., 2013; Schrock et al.,
2004). In evaluating the effects of transgender support groups,
Schrock et al. (2004) found that participants were able to “find
relief from shame, fear, powerlessness, alienation, and inauthen-
ticity” (p. 76). Moreover, transgender social support and commu-
nity involvement have been shown to protectively moderate the
association between stigma and psychological distress (Bockting
et al., 2013) and physical health outcomes (i.e. HIV/STI infection)
(Nuttbrock et al., 2015). One limitation of social support in-
terventions, however, is that they teach individuals to behaviorally
manage the effects of stigma without addressing the structural
forces that create and perpetuate stigma (Schrock et al., 2004).
Thus, individual interventions that foster social change may be
more effective and sustainable.

Collective activism serves as a means to combat the effects of
stigma. Activism around a shared cause can create a sense of unity
and collective identity and help individuals to feel empowered
against stigma (Ashmore et al., 2004; Testa et al., 2014). Activism
generally requires an individual to be out about their transgender
identity. Through their visibility, out activists reject societal efforts
to keep transgender people down and concealed (Bornstein and
Bergman, 2010), while also avoiding the psychiatric distress asso-
ciated with concealing a stigmatized aspect of one's self (Schrock
et al., 2004). Activism may be particularly empowering for trans-
gender people as it simultaneously yields personal fulfillment and
fights systems of oppression (Mizock and Mueser, 2014; Schrock
et al., 2004).

Interventions to reduce transgender stigma and its effects need
not be limited to transgender people, but also individuals who hold
the power to constrain the opportunities and resources of trans-
gender people, such as family members, peers, and providers. In-
terventions aimed at family members can have positive effects,
including fostering understanding and acceptance of transgender
loved ones as well as recognizing one is not alone (Broad, 2011;
Menvielle and Hill, 2010; Menvielle and Tuerk, 2002). A central
component of many family support groups is education about
transgender experiences which allows non-transgender partici-
pants to develop a humanizing perspective of their transgender
family member and no longer see them as the “other” (MacNish
and Gold-Peifer, 2014; Menvielle and Hill, 2010). Support groups
can also aid family members in coping with the loss of their
transgender family member as they knew them, as well as
combating the stigma that families also face due to having a
transgender loved one (MacNish and Gold-Peifer, 2014; Menvielle
and Tuerk, 2002). Such interventions can also help to create allies
who can educate the broader community about transgender issues
in order to reduce structural and interpersonal stigma (Broad, 2011;
Broad et al., 2008).

Many providers lack training in transgender care and are in
need of interventions to prevent enacted stigma in healthcare
settings (Lurie, 2005; Poteat et al., 2013; Snelgrove et al., 2012).
Educational efforts to increase transgender cultural competency
(e.g., “Transgender 101” trainings) are often successful in
improving healthcare provider awareness and understanding of
transgender patients by exposing them to the healthcare barriers
that transgender people encounter and improving their skills in
caring for transgender patients (Hanssmann et al., 2008). Empir-
ical interventions to improve providers' transgender medical
knowledge have also demonstrated success, as a lecture covering
the durability of gender identity and hormonal treatment regi-
mens significantly increased physician-residents’ knowledge and
willingness to provide hormonal therapy for transgender patients
(Thomas and Safer, 2015). An intervention to reduce providers'
implicit racial biases was also successful (Burgess et al., 2007) and
could be adapted to reduce providers' implicit transgender bias in
healthcare settings. While education is important, lack of exposure
to transgender people represents a barrier to provider comfort and
expertise (Lurie, 2005). Inter-group contact is effective in reducing
prejudice among diverse populations (Pettigrew and Tropp, 2006).
Thus, interventions aimed at increasing provider contact with
transgender people may be beneficial in eliminating biases and
discomfort (Pettigrew and Tropp, 2006; Walch et al., 2012);
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although such interventions could prove burdensome to trans-
gender people.

To our knowledge no empirical studies testing the efficacy of
provider contact interventions exist for transgender patients;
however, a recent study with college students showed that
exposure to a transgender speaker panel on transgender stigma
yielded greater immediate decreases in stigma compared to a
lecture led by non-transgender people (Walch et al., 2012).
Healthcare entities have also begun to institute training programs
aimed at increasing transgender medical and cultural competency
through exposure to transgender patients and trainings led by
transgender people (Hanssmann et al., 2008; Makadon, 2008).
While these interventions represent efforts to reduce transgender
stigma in healthcare settings, they require significant time and
resources, with positive effects only extending to those who
participate in the intervention and often only sustained for a
limited time (Hanssmann et al., 2008). Given that stigma is socially
constructed, efforts to reduce transgender stigma at the
population-level and improve health outcomes for all transgender
people are needed.

3.2. Structural stigma interventions

Changes to policies that reduce stigma and provide equal op-
portunities for transgender people have the potential to improve
the health of transgender individuals. Recent years have witnessed
a movement to be more inclusive of transgender people in non-
discrimination policies, with numerous states having passed laws
to provide transgender people with equal protections in employ-
ment, housing, and education (Transgender Law and Policy
Institute, 2012). While empirical work has not assessed whether
these policies had an effect on the lived realities of transgender
people, studies in other populations suggest that even changes to
distal stigma structures (i.e., state-level policies) can improve the
health of stigmatized groups (Hatzenbuehler and Keyes, 2013;
Hatzenbuehler et al., 2009). For example, Hatzenbuehler et al.
(2009) examined state-level policies that provided protections
against hate crimes and employment discrimination based on
sexual orientation and found that state-level protective policies led
to a reduction in the association between LGB status and mood
disorders. Similarly, a study of anti-bullying laws in Oregon found
that inclusive anti-bullying policies were significantly associated
with a reduced risk for suicide attempts and exposure to peer
victimization among gay youth (Hatzenbuehler and Keyes, 2013).
These findings suggest that policies can positively impact the lives
of stigmatized individuals by providing greater protections and
access to resources under the law.

As noted previously, access to gender transition-related care
represents an important structural factor that can impact the
mental and physical health of transgender people. In 2010, the
Affordable Care Act made it illegal for insurance companies to deny
individuals on the basis of pre-existing conditions and gender
identity (ACA, 2010). The law also provides low-income peoplewith
access to gender affirmation therapies through Medicaid. Pro-
tections for older and disabled adults came with the 2014 repeal of
the Medicare policy of excluding coverage for transition-related
surgery, thus allowing care decisions to be made on an individual
basis (NCTE, 2015).While other structural factors, such as untrained
providers could still bar access to care for transgender patients,
extended coverage under the law may encourage medical schools
and healthcare institutions to increase training for transgender care
as gender affirmation surgeries will become reimbursable (Khan,
2013). Such policy changes serve as structural interventions that
engender immediate health benefits through increased access to
care and also have the potential to shift societal attitudes by
increasing public awareness of transgender issues.

3.3. Multi-level community-based stigma interventions

As shown in this review, stigma works at multiple levels to
impact the health of transgender people; thus, interventions that
target stigma at multiple levels are likely to achieve the maximum
benefit (Cook et al., 2014). Once such campaign is the I AM Trans
People Speak campaign developed by the Massachusetts Trans-
gender Political Association (MTPC, 2013), which features videos of
transgender people sharing their stories and the multiple identities
they hold. The videos act as a self-affirmation intervention (Walton
and Cohen, 2011) that aids transgender people in coping with
stigma. The campaign also features videos of family members,
partners, and other transgender allies telling their narratives of
heartbreak, acceptance, and unconditional love. While the project
has not been rigorously evaluated, dissemination of the videos to
non-transgender audiences aims to reduce transgender stigma by
educating the public about transgender people's lives and elimi-
nating stereotypes through exposure. Similar programs have also
been developed to address mental illness stigma and homophobia
with positive results (Corrigan and Gelb, 2006; Vinney, 2014). The I
Am campaign is just one strategyMTPC uses to combat transgender
stigma and discrimination at multiple levels. The organization also
advocates for the passage of supportive legislation, engages in
community education by delivering “Transgender 101” trainings,
supports transgender people in responding to discrimination, and
encourages community empowerment through collective action.
Interventionists looking to reduce transgender stigma should
consider collaboratively engaging in research with community-led
organizations, as community-based participatory research can
yield measurable, significant, and sustainable results (Corrigan and
Shapiro, 2010).

4. Summary and future directions

Changing attitudes have allowed transgender people to become
more visible in society. However, the increased visibility of trans-
gender people also highlights the high prevalence of adverse health
outcomes that exist in some transgender communities e- health
inequities linked to the societal stigma attached to gender non-
conforming identities and expressions. While recent US non-
discrimination policies may reflect greater acceptance of trans-
gender people, widespread interpersonal stigma ultimately im-
pacts the health of transgender individuals.

This review paves a path for a transgender health research
agenda that includes three primary domains: 1) Stigma De-
terminants: Stronger evidencedusing population-based, longitu-
dinal, and experimental designsdis needed to document the causal
relationship between stigma and adverse health in US transgender
populations. 2) Stigma Mechanisms and Moderators: Future
studies should simultaneously and interactively examine the
structural, interpersonal, and individual pathways through which
stigma operates to jeopardize the health of transgender people in
the US. Such research will permit examination of the pathways that
mediate the stigmaehealth relationship for this population and the
investigation of moderators that may help to identify subgroups at
greatest risk for poor health (e.g., by age, race/ethnicity, poverty) or
protective factors that can be levied as future modifiable inter-
vention targets (e.g., transgender peer support, community
involvement). 3) Stigma Interventions: Interventions are needed to
reduce stigma toward transgender people at the individual, inter-
personal, and structural levels. Multi-level interventions that
concurrently address individual responses to stigma (e.g., stigma
management and coping), implicit and explicit biases that
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contribute to enacted stigma at the interpersonal level (e.g., pro-
vider attitudes), and systems that restrict access to essential re-
sources as the structural level (e.g., restrictive policies) also warrant
future development and testing. Regardless of intervention level,
these approaches should meaningfully enlist the input of trans-
gender communities to ensure intervention acceptability, engage-
ment, and long-term implementation.
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