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Abstract
Purpose Transgender people face known barriers to accessing mental health care generally, and gender-affirming care in 
particular. However, little research has been done to evaluate the impact of systemic racism on access to gender-affirming 
mental health care (GAMHC) among transgender people of color (TPOC).
Methods We conducted a cross-sectional, secondary analysis of data on 20,967 respondents to the 2015 United States 
Transgender Survey who reported a desire for GAMHC services related to their gender transition. We estimated inequities 
across ethnoracial groups in access to GAMHC, and measured the association between severe psychological distress and 
access to GAMHC among TPOC.
Results We found decreased access to GAMHC across all TPOC groups. Inequities in access to GAMHC were most severe 
among assigned male at birth respondents in the Black/African-American group (aOR 0.51, 95% CI 0.37–0.71), Latino/a/e/
Hispanic group (aOR 0.52, 95% CI 0.42–0.65), and Native American group (aOR 0.59, 95% CI 0.38–0.94). Among all 
respondents, severe psychological distress was highest among Native American respondents (47.4%), Latino/a/e/Hispanic 
(47.1%) respondents, and other/multiracial respondents (46.7%) and lowest among whites (39.9%). Further, among all TPOC, 
access to GAMHC was associated with decreased odds of severe psychological distress (aOR 0.74, 95% CI 0.62–0.87).
Conclusion These results illustrate the need for research that explicitly addresses the intersectional experiences of transgender 
communities, and the structural drivers of inequities in access to gender-affirming care.
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Introduction

Transgender individuals, or persons whose gender identity 
differs from their assigned gender at birth (AGAB) [1], face 
stigma and discrimination that has been linked to severe 
mental health inequities relative to the general US popula-
tion [2]. These inequities include a disproportionately high 
burden of severe psychological distress and mental health 
disorders such as depression, anxiety, suicidality, post-
traumatic stress disorder, and substance use disorder [3–5]. 
Gender-affirming care, which can include mental health ser-
vices such as counseling and therapy, puberty delay medica-
tions and hormone therapy, and surgical interventions such 
as vaginoplasty, phalloplasty, and metoidioplasty, has been 
linked to improved mental health outcomes among transgen-
der populations [6–8].

Gender-affirming mental health care includes many com-
ponents and is an integral part of patients’ transition care, 
and under the current World Professional Association for 
Transgender Health (WPATH) Standards of Care 7 (SOC 
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7) a consultation with a mental health care provider is 
required before initiating care for gender-affirming surger-
ies [9]. Whether or not a patient is currently considering 
gender-affirming surgery, mental health care should involve 
a culturally-informed and properly trained mental health 
specialist supporting their patients’ exploration of gender 
identity (i.e., informing clients regarding the multiplicity of 
gender identities and expressions). Often, this exploration 
of gender identity should include an assessment of gender 
dysphoria, history of dysphoric feelings, the influence of 
experiences of stigma surrounding gender nonconform-
ity, and levels of social support [9–11]. Gender-affirming 
mental health care also can include providing information 
regarding options for reducing gender dysphoria including 
medical interventions for transitioning and giving patients 
the space and resources to consider these options [10], as 
well as integration into care for co-morbid mental disorders 
that are disproportionately high among transgender people 
and/or those experiencing chronic minority stress [12, 13]. 
A recent multi-national, cross-sectional study of transgen-
der and non-binary people demonstrated that prevalence of 
depressive symptoms, anxiety, and suicidal ideation may be 
increased in transgender people who do not have access to 
gender-affirming mental health care, as compared to those 
who do [14]. However, little work has been done to evalu-
ate equity in access to gender-affirming mental health care.

In this study we evaluate ethnoracial inequities in access 
to gender-affirming mental health care using data from the 
2015 United States Transgender Survey (USTS) [5]. Specifi-
cally, we compare individuals with minoritized ethnoracial 
identities (i.e. transgender people of color) to white individu-
als and estimate the association between those identities and 
access to counseling and therapy related to gender transition. 
We also measure the assocation between severe psychologi-
cal distress and access to gender-affirming mental health 
care among transgender people of color (TPOC).

Methods

Data source

This study uses data from the 2015 USTS [5], the largest 
sample of transgender individuals in the United States to 
date, with 27,775 respondents. The 2015 USTS was a cross-
sectional online survey of US adults aged 18 and over who 
are transgender, broadly conceived, including non-binary, 
genderqueer, and other people belonging to gender expan-
sive groups along with transgender men and women. Data 
was collected between August 19 and September 21, 2015 
and included all fifty states, the District of Columbia, Guam, 
Puerto Rico, American Samoa, and US military bases over-
seas. The survey was available in English and Spanish, 

legible by screen readers, and disseminated in collaboration 
between its sponsoring organization, the National Center for 
Transgender Equality, and a coalition of community-based 
and non-governmental organizations. To allow for gener-
alizability and comparison to the US population at large, 
substantial portions of the questionnaire were adapted from 
or informed by existing national level survey measures. 
Because our focus was on access to gender-affirming men-
tal health care among transgender individuals, we excluded 
crossdressers (n = 758) whom the 2015 USTS defined as 
people who “dress in a way that is typically associated with 
a gender different from the one they were thought to be at 
birth, but who may not identify with that gender or intend 
to live full-time as that gender.”

Exposure

This study uses individual ethnoracial identity as a proxy 
for exposure to systemic racism [15]. Structural racism, a 
component of systemic racism, in the US is defined as “the 
normalization and legitimization of an array of dynamics—
historical, cultural, institutional, and interpersonal—that 
routinely advantages whites while producing cumulative and 
chronic adverse outcomes for people of color [16].” Systemic 
racism also includes includes interpersonal racism such as 
microaggressions, physical violence, healthcare provider 
bias, as well as societal level racialized oppressive forces 
such as economic deprivation, exposure to the carceral sys-
tem and police violence, and reduced access to health care 
[17]. In this study, individuals subject to systemic racism 
include respondents who are TPOC and identified as Black, 
Native American (referred to in the USTS as Alaska Native/
American Indian), Asian/Native Hawaiian/Pacific Islander, 
Latino/a/e/Hispanic (referred to in the USTS as Latino/a/
Hispanic, and Multiracial/Biracial/Other ethnoracial group 
(referred to in the USTS as “Not Listed”). In this study, these 
respondents are referred to as transgender individuals from 
minoritized ethnoracial groups. These groups are combined 
in the USTS recoding methodology to map onto the racial 
groups in the American Community Survey; although, the 
collapsed category including “Other ethnoracial group” rep-
resent a heterogenous group that may not necessarily experi-
ence the adverse effects of systemic racism.

Outcomes

Access to gender‑affirming mental health care

Our primary outcome of interest was access to gender-
affirming mental health care, which we operationalized 
as having a history of receiving gender-affirming mental 
health care among the population of those who endorsed 
a desire for gender-affirming mental health care, consistent 
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with previous studies using the USTS data [18, 19]. The 
USTS included an item that asked “Have you ever wanted 
any of the health care listed below for your gender identity 
or gender transition? (Select all that apply).” Those who 
selected “counseling/therapy” were counted as having a 
desire for gender-affirming mental health care. The USTS 
also included an item that asked “Have you ever had any of 
the health care listed below for your gender identity or gen-
der transition? (Select all that apply).” Those who selected 
“counseling/therapy” were counted as having a history of, 
and therefore access to, gender-affirming mental health care. 
We further restricted our analytic cohort to individuals who 
endorsed a desire to have counseling/therapy (n = 20,967).

Severe psychological distress

Our secondary outcome of interest was severe psychologi-
cal distress. Severe psychological distress was measured 
using a score of 13 points or greater on the Kessler-6 scale, 
a cut off point validated in prior studies [20]. The Kessler-6 
scale, a truncated version of the Kessler-10 scale, is widely 
considered a valid and reliable measure of psychological 
distress and is a commonly used measure for both screening 
and assessing severity of serious mental illness. The Kes-
sler-6 scale is short, easy to administer, and straightforward 
to score; it has six items rated on a 5-point Likert-type scale 
which assess the frequency of non-specific depressive and 
anxiety symptoms to provide a global measure of non-spe-
cific psychological distress [20]. Specifically, respondents 
are asked to rate how often within the past 30 days that they 
felt (1) nervous, (2) hopeless, (3) restless or fidgety, (4) so 
sad that nothing could cheer them up, (5) that everything 
was an effort, and (6) worthless [21]. Scores range from 0 
to 24, with higher scores indicating greater distress. The 
utility of the Kessler-6 scale to screen for and robustly pre-
dict DSM-based diagnoses has been demonstrated in a wide 
range of studies of general population samples [22–25] and 
Indigenous samples [26], however it is not validated among 
transgender samples. For example, in a sample of people 
with substance use disorders, the Kessler-6 scale accurately 
detected severe psychological distress associated with severe 
mental illness across different psychiatric disorders [22].

Statistical analysis

We used multivariable logistic regression to compare access to 
gender-affirming mental health care across ethnoracial groups. 
We adjusted for age, gender identity, and census division to 
account for age-related and regional variation in access to 
gender-affirming care. Notably, we do not include education, 
income, and insurance in our models because these repre-
sent pathways through which systemic racism may impede 
access to gender-affirming mental healthcare. Therefore, these 

variables function as mediators between race, our proxy meas-
ure of exposure to systemic racism, and access to care. As 
such, inclusion of these variables would result in overadjust-
ment bias [27] and cause underestimation of the impact of 
systemic racism on inequitable distribution of access to gen-
der-affirming care. We similarly assess ethnoracial inequities 
in severe psychological distress using multivariable logistic 
regression models with the same covariate structure.

To assess the relationship between access to gender-
affirming mental health care among individuals from minor-
itized ethnoracial groups and severe psychological distress 
we used a multivariable logistic regression model in a sub-
set of the analytic cohort that excluded white transgender 
respondents. Here, because the goal is to isolate the asso-
ciation between access to gender-affirming care among 
respondents from minoritized ethnoracial groups, we also 
include education, income, and insurance, as potential con-
founders, in addition to age, gender identity, and census 
division. We also include history of pubertal suppression to 
prevent confounding due to other aspects of gender affirma-
tion. Gender-affirming surgeries are not included as potential 
confounders because they require referral from mental health 
professionals and are therefore downstream of the associa-
tion of interest. For all models we report odds ratio with 
corresponding 95% confidence intervals. For all analyses we 
report overall estimates, and estimates based on stratifica-
tion by assigned gender at birth. We chose this stratification 
variable because individuals with different assigned genders 
at birth typically choose different gender-affirming surger-
ies, and we wanted to determine if the mental health care 
services functioned as a differential barrier between the two 
groups.

We employed a complete case analysis to address miss-
ing data. Imputation approaches for estimating missing data 
were not employed because the necessary missing at random 
assumption was implausible so such approaches would intro-
duce bias. Cases with incomplete data on confounders were 
excluded prior to unadjusted analyses to ensure comparabil-
ity between crude and adjusted estimates.

Access to the 2015 USTS data was provided via a data 
use agreement with the Inter-University Consortium for 
Social and Political Research at the University of Michigan 
and with Institutional Review Board approval from the Uni-
versity of Southern California. All analyses were conducted 
in R Version 4.0.2 [28].

Results

Among the entire cohort of transgender individuals (see 
Table 1) who desired gender-affirming mental health care 
(n = 20,967), about twice as many respondents had a prior 
history of gender-affirming therapy/counseling (n = 13,883) 
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than those who had no history (n = 6918). Among both 
groups, those without a history of gender-affirming ther-
apy/counseling and those with a history of gender-affirming 
therapy/counseling, the majority of participants were white 
(79.5% and 85%, respectively), followed by Latino/a/e/His-
panic (6.8 and 4.6%), multiracial/not listed (6.2 and 4.5%), 
Asian/NH/PI (3.3 and 2.4%), Black/African-American (2.9 
and 2.5%), and Native American (1.2 and 1.1%). There were 
notable differences between respondents without history 
of therapy/counseling and those with a history of therapy/
counseling with respect to gender identity, age, education, 
income, and insurance status. Among those without a history 
of therapy, the majority identified their gender as gender-
queer (GQ)/non-binary (NB) (57.1%), followed by transgen-
der men (22.5%) and transgender women (20.3%). In con-
trast, transgender women (46.2%) were the most represented 
group with a history of therapy, followed by transgender 
men (34.5%). The cohort without a history of therapy was 
majority assigned female at birth (AFAB) (69.6%), com-
pared to the cohort with history of therapy which was less 
than majority AFAB (49.3%). There were also notable dif-
ferences by age between the two groups. In those without 
a history of therapy, individuals aged 18–24 (63.0%) com-
prised the majority. However, the majority of those with a 
history of therapy were aged 25–44 (46.4%). Of note, those 
with a prior history of therapy were more likely to have 
a bachelor’s degree or higher (46.2%) compared to those 
without a history of therapy (24.6%). Most respondents 
made less than $25,000 per year (i.e., 79.4% of those with-
out a history versus 56.1% of those with a history of prior 
gender-affirming therapy/counseling). Nearly twice as many 
of those without a prior history of therapy were uninsured 
(17.4%) compared to those with a prior history (9.5%). In 
terms of the geographic distribution of the sample, the two 
groups were very similar, with the majority of participants 
living in the Pacific.

Among all respondents, access to gender-affirming 
mental health care (see Table 2) was highest among white 
respondents (68.2%) and lowest among Latino/a/e/Hispanic 
(57.3%). In contrast, severe psychological distress was low-
est among white respondents (39.9%) and highest among 
Native American respondents (47.4%) and Latino/a/e/His-
panic respondents (47.1%). Among assigned male at birth 
(AMAB) individuals, access to gender-affirming mental 
health care was much lower among TPOC compared to white 
individuals (78.8%), with Latino/a/e/Hispanic respondents 
(62.7%) and Black/African-American respondents (62.8%) 
having the lowest access. Notable differences were found 
between AFAB and AMAB individuals. AFAB respondents 
were found to have lower odds of access to gender-affirming 
mental health care across most groups, with lowest access 
found among Asian/NH/PI respondents (53.3%).

The distribution of severe psychological distress var-
ied across ethnoracial groups, with TPOC generally hav-
ing higher odds than their white counterparts. Among 
AFAB people, those with highest psychological distress 
belong to the Native American (51.6%) group, other/mul-
tiracial (50.6%) group, and Asian (48.3%) group. Among 
AMAB respondents, highest proportions of severe psy-
chological distress were observed among Latino/a/e/His-
panic (45.8%) respondents, followed by Native American 
(42.5%) respondents, Asian (39.2%) respondents, and 
Black/African-American (39.0%) respondents. Notably, 
white AMAB respondents had the lowest levels of severe 
psychological distress compared to all other groups in the 
study.

In adjusted analyses, inequities in access to gender-
affirming mental health care (see Table 3) were found among 
every TPOC group. These inequities were most pronounced 
among Latino/a/e/Hispanic respondents (aOR 0.69, 95% 
CI 0.60–0.80), Native American respondents (aOR 0.67, 
95% CI 0.50–0.90), and Asian/NH/PI respondents (aOR 
0.81, 95% CI 0.67–0.98). In analyses stratified by assigned 
gender at birth, access to gender-affirming mental health 
care was lower for TPOC among AMAB people—notably 
to a greater degree than the inequities observed among the 
entire cohort of respondents. Among those AMAB, we 
found Black (aOR 0.51, 95% CI 0.37–0.71) and Latino/a/e/
Hispanic (aOR 0.52, 95% CI 0.42–0.65) respondents had 
the lowest access to gender-affirming mental health care 
relative to white respondents. In contrast, among AFAB 
respondents, we found that Asian respondents (cOR 0.78, 
95% CI 0.63–0.97), Latino/a/e/Hispanic respondents (aOR 
0.82, 95% CI 0.69–0.98), and respondents in the other/mul-
tiracial group (cOR 0.82, 95% CI 0.71–0.96), demonstrated 
significantly less access to gender-affirming mental health 
care, relative to white respondents, but for Asian and other/
multiracial groups these findings were not statistically sig-
nificant in adjusted analyses.

In adjusted analyses, statistically significant inequities 
in severe psychological distress (see Table 4) were found 
among Latino/a/e/Hispanic (aOR 1.15, 95% CI 1.01–1.31) 
and Native American respondents (aOR 1.56, 1.18–2.05) 
desiring access to gender-affirming mental health care in 
the overall cohort, relative to their white counterparts. In 
analyses stratified by assigned gender at birth, notable differ-
ences were observed between AFAB and AMAB individu-
als. Inequities in severe psychological distress were most 
severe among AMAB Latino/a/e/Hispanic respondents (aOR 
1.34, 95% CI 1.09–1.65) and Native American respondents 
(aOR 1.56, 95% CI 1.03–2.34), who demonstrated signifi-
cantly more severe psychological distress compared to white 
respondents. Notably, among AFAB individuals, higher odds 
of severe psychological distress was only observed among 
Native American individuals (aOR 1.56, 95% CI 1.08–2.26).
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Table 1  Demographics of 
transgender respondents with 
desire for gender-affirming 
mental health care

GQ genderqueer, NB nonbinary, AFAB assigned female at birth, AMAB assigned male at birth, NH Native 
Hawaiian, PI Pacific Islander

Demographic All (n = 20,967) History of gender-affirming 
therapy/counseling

No (n = 6918) Yes (n = 13,883)

Ethnoracial group – – –
 Asian/NH/PI 557 (2.7) 226 (3.3) 327 (2.4)
 Black/African-American 553 (2.6) 201 (2.9) 347 (2.5)
 Latino/a/e/Hispanic 1110 (5.3) 471 (6.8) 632 (4.6)
 Native American 241 (1.1) 86 (1.2) 152 (1.1)
 Other/multiracial 1063 (5.1) 432 (6.2) 624 (4.5)
 White 17,443 (83.2) 5502 (79.5) 11,801 (85.0)

Gender identity – – –
 GQ/NB 6704 (32.0) 3953 (57.1) 2688 (19.3)
 Transgender man 6379 (30.4) 1559 (22.5) 4784 (34.5)
 Transgender woman 7884 (37.6) 1406 (20.3) 6411 (46.2)

Assigned gender at birth – – –
 Female 11,745 (56.0) 4812 (69.6) 6845 (49.3)
 Male 9222 (44.0) 2106 (30.4) 7038 (50.7)

Age – – –
 18–24 8724 (41.6) 4360 (63.0) 4297 (31.0)
 25–44 8657 (41.3) 2162 (31.3) 6444 (46.4)
 45–64 3094 (14.8) 358 (5.2) 2699 (19.4)
 65 plus 492 (2.3) 38 (0.5) 443 (3.2)

Education – – –
 Less than high school 628 (3.0) 360 (5.2) 259 (1.9)
 High school graduate (including GED) 2508 (12.0) 1214 (17.5) 1268 (9.1)
 Some college (no degree)/associate's degree 9662 (46.1) 3639 (52.6) 5941 (42.8)
 Bachelor's degree or higher 8169 (39.0) 1705 (24.6) 6415 (46.2)

Income – – –
 < $25,000 13,384 (63.8) 5495 (79.4) 7782 (56.1)
 $25,000–$49,999 3436 (16.4) 742 (10.7) 2670 (19.2)

$50,000–$99,999 2527 (12.1) 351 (5.1) 2155 (15.5)
 ≥ $100,000 1238 (5.9) 143 (2.1) 1085 (7.8)
 Missing 382 (1.8) 187 (2.7) 191 (1.4)

Insurance status – – –
 Insured 18,396 (87.7) 5690 (82.2) 12,554 (90.4)
 Uninsured 2530 (12.1) 1201 (17.4) 1316 (9.5)
 Missing 41 (0.2) 27 (0.4) 13 (0.1)

Census division – – –
 East North Central 2903 (13.8) 1020 (14.7) 1865 (13.4)
 East South Central 753 (3.6) 304 (4.4) 444 (3.2)
 Middle Atlantic 2628 (12.5) 823 (11.9) 1782 (12.8)
 Mountain 1651 (7.9) 550 (8.0) 1092 (7.9)

New England 1652 (7.9) 438 (6.3) 1193 (8.6)
 Pacific 4877 (23.3) 1436 (20.8) 3398 (24.5)
 South Atlantic 3332 (15.9) 1222 (17.7) 2081 (15.0)
 West North Central 1445 (6.9) 475 (6.9) 962 (6.9)
 West South Central 1682 (8.0) 626 (9.0) 1046 (7.5)
 No census division 44 (0.2) 24 (0.3) 20 (0.1)
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In adjusted analyses of all TPOC, access to gender-affirm-
ing mental health care was associated with decreased odds of 
severe psychological distress (aOR 0.74, 95% CI 0.62–0.87) 
(see Table 5). Among AFAB respondents, access to gender-
affirming mental health care was associated with decreased 
odds of severe psychological distress (aOR 0.72, 95% CI 
0.59–0.89). For those AMAB, access to gender-affirming men-
tal health care was associated with decreased odds of severe 

psychological distress in the crude analyses (cOR 0.57, CI 
0.45–0.72) but was not statistically significant in adjusted 
analyses (aOR 0.76, 95% CI 0.57–1.00).

Table 2  Distribution of gender-affirming mental health care access and severe psychological distress by ethnoracial identity and assigned gender 
at birth

NH Native Hawaiian, PI Pacific Islander

Ethnoracial group All Assigned female at birth Assigned male at birth

Gender-affirming 
mental health care 
access N (%)

Severe psycho-
logical distress 
N (%)

Gender-affirming 
mental health care 
access N (%)

Severe psycho-
logical distress 
N (%)

Gender-affirming 
mental health care 
access N (%)

Severe psycho-
logical distress 
N (%)

Asian/NH/PI 327 (59.1) 245 (44.6) 177 (53.3) 158 (48.3) 150 (67.9) 87 (39.2)
Black/African-

American
347 (63.3) 229 (42.4) 224 (63.6) 156 (44.2) 123 (62.8) 73 (39.0)

Latino/a/e/Hispanic 632 (57.3) 513 (47.1) 372 (54.1) 326 (47.9) 260 (62.7) 187 (45.8)
Native American 152 (63.9) 111 (47.4) 76 (59.4) 66 (51.6) 76 (69.1) 45 (42.5)
Other/multiracial 624 (59.1) 488 (46.7) 396 (54.5) 364 (50.6) 228 (69.1) 124 (38.3)
White 11,801 (68.2) 6837 (39.9) 5600 (59.4) 4227 (45.2) 6201 (78.8) 2610 (33.5)

Table 3  Ethnoracial inequities in access to gender-affirming mental health care

aORs are adjusted for gender identity, age, and census division
NH Native Hawaiian, PI Pacific Islander, cOR crude odds ratio, aOR adjusted odds ratio

Ethnoracial group All (n = 20,801) Assigned female at birth (n = 11,657) Assigned male at birth (n = 9144)

cOR (95% CI) aOR (95% CI) cOR (95% CI) aOR (95% CI) cOR (95% CI) aOR (95% CI)

Asian/NH/PI 0.67 (0.57–0.80) 0.81 (0.67–0.98) 0.78 (0.63–0.97) 0.88 (0.69–1.13) 0.57 (0.43–0.76) 0.70 (0.51–0.96)
Black/African-American 0.80 (0.68–0.96) 0.83 (0.68–1.02) 1.20 (0.96–1.50) 1.08 (0.84–1.39) 0.45 (0.34–0.61) 0.51 (0.37–0.71)
Latino/a/e/Hispanic 0.63 (0.55–0.71) 0.69 (0.60–0.80) 0.81 (0.69–0.94) 0.82 (0.69–0.98) 0.45 (0.37–0.56) 0.52 (0.42–0.65)
Native American 0.82 (0.63–1.08) 0.67 (0.50–0.90) 1.00 (0.70–1.43) 0.73 (0.49–1.09) 0.60 (0.40–0.92) 0.59 (0.38–0.94)
Other/multiracial 0.67 (0.59–0.76) 0.83 (0.72–0.96) 0.82 (0.71–0.96) 0.89 (0.75–1.05) 0.60 (0.48–0.77) 0.71 (0.55–0.92)
White 1.00 1.00 1.00 1.00 1.00 1.00

Table 4  Ethnoracial inequities in severe psychological distress among transgender adults desiring gender-affirming mental health care

Severe psychological distress is defined as Kessler-6 score ≥ 13. aORs are adjusted for gender identity, age, and census division
NH Native Hawaiian, PI Pacific Islander, cOR crude odds ratio, aOR adjusted odds ratio

Ethnoracial group All (n = 20,597) Assigned female at birth 
(n = 11,567)

Assigned male at birth (n = 9030)

cOR (95% CI) aOR (95% CI) cOR (95% CI) aOR (95% CI) cOR (95% CI) aOR (95% CI)

Asian/NH/PI 1.21 (1.02–1.44) 1.00 (0.83–1.19) 1.13 (0.91–1.42) 0.99 (0.79–1.25) 1.28 (0.97–1.68) 1.00 (0.75–1.33)
Black/African-American 1.11 (0.93–1.32) 1.09 (0.91–1.30) 0.96 (0.78–1.19) 1.09 (0.87–1.37) 1.27 (0.94–1.70) 1.10 (0.80–1.49)
Latino/a/e/Hispanic 1.34 (1.19–1.52) 1.15 (1.01–1.31) 1.11 (0.95–1.30) 1.05 (0.89–1.23) 1.68 (1.37–2.05) 1.34 (1.09–1.65)
Native American 1.36 (1.05–1.76) 1.56 (1.18–2.05) 1.29 (0.91–1.83) 1.56 (1.08–2.26) 1.46 (0.99–2.15) 1.56 (1.03–2.34)
Other/multiracial 1.32 (1.17–1.50) 1.14 (1.00–1.30) 1.24 (1.07–1.44) 1.17 (1.00–1.37) 1.23 (0.98–1.54) 1.07 (0.84–1.36)
White 1.00 1.00 1.00 1.00 1.00 1.00
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Discussion

Our findings demonstrate the impacts of systemic racism 
on TPOC in the specific context of gender-affirming mental 
health care. Systemic racism is a ubiquitous, multilevel, and 
oppressive force that causes socioeconomic inequities and 
adverse health outcomes. Manifestations of systemic rac-
ism occur on the interpersonal, institutional, and structural 
level, and they underlie many of the mechanisms that hinder 
access to gender-affirming care among TPOC [15]. Prior 
work has shown that transgender individuals from minor-
itized ethnoracial backgrounds have more limited health care 
access: they are less likely to have health insurance, more 
likely to report cost barriers to care, and less likely to report 
access to a regular care provider [29, 30]. Consistent with 
this, we found that those without a history of prior gender-
affirming mental health care were significantly less-insured, 
less educated, and had lower incomes, compared to those 
with a prior history of gender-affirming mental health care.

Our analyses revealed that notable ethnoracial inequi-
ties in access to gender-affirming mental health care exist 
within the transgender population. We found that white 
transgender people, regardless of assigned gender at birth, 
were more likely to have access to gender-affirming mental 
health care, and less likely to report severe psychological 
distress according to the USTS data. Further, we found that 
access to gender-affirming mental health care was associ-
ated with decreased odds of severe psychological distress 
overall; although, this association may be mediated by other 
structural factors in addition to exposure to systemic racism. 
We found differential patterns of access to gender-affirming 
mental health care along lines of gender assigned at birth. 
Black AMAB respondents, followed by Latino/a/e/Hispanic 
and Native American respondents, reported the lowest odds 
of access to gender-affirming mental health care. In contrast, 
among AFAB individuals, Asian, Latino/a/e/Hispanic and 
those respondents who reported an ‘other’ race/ethnicity 
reported the lowest odds of access. Ultimately, ethnoracial 
inequities of some kind were discovered in each analysis, 

such that exposure to systemic racism proves to be a signifi-
cant factor in determining access to gender-affirming mental 
health care and odds of severe psychological distress.

Currently, insurance coverage for gender-affirming sur-
geries require prior evaluation through counseling and 
therapy with a referral from a mental health care provider, 
based on WPATH guidelines [9]. Similarly, recent literature 
suggests current guidelines, such as the need for two inde-
pendent referrals from mental health providers for gender-
affirming surgery, may be inappropriately “gatekeeping” 
surgery from some who are informed and seek it [31]. Many 
individuals from minoritized ethnoracial backgrounds also 
experience economic deprivation and, therefore, rely on 
insurance coverage to obtain these life-saving procedures 
[6, 32]. Therefore, ethnoracial inequities in access to gender-
affirming mental health care can propagate to other elements 
of transition, making therapy and counseling a racialized 
bottleneck for gender affirmation. This likely has further 
mental health implications, given the prior association 
demonstrated between surgical affirmation procedures and 
decreased suicidality among transgender populations [6].

The findings from this study must be contextualized in 
the limitations intrinsic to the 2015 USTS data. One of the 
primary challenges with this data source is the poor repre-
sentation of TPOC. Both in the overall USTS cohort and 
the subcohort used in our analyses, there is severe under-
representation of Black and Latino/a/e/Hispanic respond-
ents who comprise less than 3 and 6% of the USTS cohorts, 
compared to 12 and 16% of the United States population 
respectively. Most studies using USTS data attempt to rem-
edy this underrpresentation by re-weighting the data to 
approximate the entire US transgender population. However, 
such an approach might lead to underestimation of the effect 
that systemic discrimination has on health outcomes among 
underrepresented groups [33]. Therefore, at the cost of pre-
cision, we performed unweighted analyses which reduce 
our ability to detect significant associations. Despite these 
limitations, the results are still worthwhile reporting as this 
is one of the largest and most regionally diverse samples of 
the transgender US population and an important contribution 
to begin establishing information on ethnoracial differences 
in access to gender-affirming mental health care, while also 
highlighting the importance of improved sampling of TPOC 
in subsequent iterations of the USTS.

Another limitation is that we a priori specified analy-
ses to be stratified by assigned gender at birth. This was 
largely to be consistent with previous literature and the 
construction of the USTS cohort. However, it is important 
to note that assigned gender at birth is a historical marker 
for a given respondent that does not represent an aspect of 
their internal identity, but rather how they were gendered by 
healthcare workers, family members and society. Therefore, 
each respondent may have a different relationship with this 

Table 5  Access to gender-affirming mental health care is associated 
with decreased odds of severe psychological distress among transgen-
der people of color

Severe psychological distress is defined as Kessler-6 score ≥ 13. 
aORs are adjusted for age, gender, race, education, income, insurance 
status, and census division
AFAB assigned female at birth, AMAB assigned male at birth, cOR 
crude odds ratio, aOR adjusted odds ratio

Assigned gender at birth cOR aOR

All (n = 3362) 0.45 (0.39–0.52) 0.74 (0.62–0.87)
AFAB (n = 2144) 0.41 (0.35–0.49) 0.72 (0.59–0.89)
AMAB (n = 1218) 0.57 (0.45–0.72) 0.76 (0.57–1.00)
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marker which may have more or less salience with regard 
to their needs for transition related care. However, we noted 
significant differences based on assigned gender at birth sug-
gesting that external factors (interpersonal interactions, sys-
temic discrimination), may differentially access to gender-
affirming care among AMAB individuals.

Additionally, the Kessler scale has not been validated 
among transgender individuals; however, given its broad 
applicability to the general population and validation among 
other minoritized groups, it is likely a useful measure to 
assess psychological distress among transgender popula-
tions. Formal validation among transgender populations is 
necessary to further support the conclusions of the current 
study.

Specific policies to reduce the inequities found in this 
study must include multi-level, multi-component interven-
tions that address the multitude of pathways through which 
transgender stigma [2] and systemic racism [17] negatively 
impact health. Such interventions would need to address the 
excessive costs, insurance barriers, and provider incompe-
tency and bias that drive these inequities in gender-affirming 
care [34], as well as the transphobic and racial discrimi-
nation that uniquely impact TPOC and contributed to the 
increased burden of psychological distress seen among this 
multiply marinalized group. Elements of such a structural, 
multifaceted approach would include removing insurance 
exclusions that impede gender-affirming care and improving 
insurance coverage for mental health care among transgen-
der people, and overall. Moreover, to address the lack of 
competent and transgender supportive mental health care 
providers, increased tailored training is necessary to equip 
the mental healthcare workforce to address the unique needs 
of transgender people.

Finally, more and better data must be collected on 
transgender people’s experiences of access to healthcare, and 
indeed on transgender life generally. As outlined above, the 
lack of ethnoracial diversity within the USTS does not reflect 
the reality of transgender communities in the US and there-
fore the scientific literature that is built upon this survey data 
may be biased toward favoring the white transgender experi-
ence [33]. While policy can be drafted and implemented to 
combat systemic racism with or without the most accurate 
data, we suggest that the transgender population represents 
a unique target population for interventions to combat sys-
temic racism given its relative ethnoracial diversity overall 
[35, 36]. Thus, it is crucial that accurate data be collected at 
outset on transgender communities that reflects their inter-
sectional experiences. This will facilitate the development 
of more accurate health surveillance data among multiply 
marginalized groups (i.e., groups subject to both racism 
and transphobia) and ultimately allow for the development 
of more efficacious interventions. Equally important is that 
policy makers understand that these interventions must be 

multifaceted, as the impact of collective strategies address-
ing structural problems would be likely greater than the sum 
of individual policies. This lens is important, as stand-alone 
strategies to improve gender-affirming mental health care 
may not be enough to reduce/combat the cyclic mechanisms 
by which systemic racism and transphobia disproportionally 
harm the health of transgender populations.

Conclusion

Systemic racism drives adverse health outcomes among 
people of color throughout all groups in American society, 
including within the transgender community. Our study 
demonstrates one manifestation of this ubiquitous oppres-
sive force—decreased access to gender-affirming mental 
health care among transgender people of color. Given that 
these services are associated with decreased psychological 
distress among transgender people, differential access cre-
ates a preventable racial health inequity within an already 
marginalized community. Further research is needed to not 
only better contextualize and understand the role of systemic 
racism in driving this inequity, but also to develop inter-
ventions capable of stymying its impact. The results of this 
study also point to the need for better recruitment in large-
scale surveys of transgender populations to more accurately 
reflect the ethnoracial diversity of transgender communities 
and enable high-quality research.
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