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Abstract

In 2018, the Counting Ourselves: Aotearoa/New Zealand Trans and Non-Binary
Health Survey recruited a total of 1,178 transgender people aged 14 or older (Mage = 29.5)
who lived in Aotearoa/New Zealand. This comprehensive survey included mental health
measures from Aotearoa/New Zealand population-based surveys, as well as questions
specific to experiences of being a transgender person, which were either adopted from
overseas transgender surveys or developed in consultation with the project’s community
advisory group. The study recruited participants using various recruitment techniques, such
as advertising on social media (e.g., Facebook), making connections with transgender
community organisations, and reaching out to the network of academic researchers and health
professionals working in the field of transgender health.

This thesis comprises two review studies and three empirical studies that report
findings from the Counting Ourselves survey. Informed by the health equity perspective of
LGBTQ-affirmative psychology, these studies fill in the literature gap related to transgender
people in Aotearoa/New Zealand by (1) critically reviewing existing literature on Gender
minority stress theory, and putting forward a framework that aligns with the understanding of
cisgenderism as a marginalising prejudice for transgender people; (2) drawing on existing
transgender research in Aotearoa/New Zealand to provide an overview of the social
determinants of mental health for transgender people in Aotearoa/New Zealand; (3)
examining the extent of mental health inequities affecting transgender people relative to the
Aotearoa/New Zealand general population across all age groups; (4) exploring the predictive
power of transgender-specific enacted stigma and protective factors on mental health
outcomes of transgender people; and (5) using an inductive thematic analysis to analyse
qualitative comments from an open-ended question to understand the nuances of mental

health indicators affecting transgender people.
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Findings from empirical studies noted large inequities in mental health between
transgender people and the Aotearoa/New Zealand general population, and the differences
were especially prominent for those in younger age groups. Enacted stigma or overt
experiences of gender minority stress (e.g., discrimination, harassment, and violence
experienced for being transgender) were associated with elevated rates of mental health
problems, while protective factors such as support and connection from friends, family
members, neighbourhood, and transgender communities were associated with better mental
health. Besides gender minority stress experiences, qualitative analysis revealed other mental
health determinants that were important for transgender people, such as the ability to affirm
their gender, equitable access to gender-affirming care and mental healthcare services, and
support from families and the wider community.

Overall, this thesis addresses important literature gaps by providing insight into the
associations of enacted stigma and protective factors with mental health inequities among
transgender people in Aotearoa/New Zealand. The reported findings have crucial public and
healthcare implications, which include the need to promote anti-discriminatory practices
against transgender people and trans-cultural competency in healthcare settings. Furthermore,
this thesis evidenced a need to move beyond pathologising approach that views transgender
people as “deficit” when understanding their mental health experiences. Instead, this thesis
highlights the importance of examining enacted stigma related to cisgenderism and social

determinants of mental health for transgender people.
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Chapter 1: Introduction

1.1  Chapter Overview

This chapter sets the context of the research on which this thesis is based. First,
transgender terminology relevant to the Aotearoa/New Zealand context is introduced. The
context in which this research examined mental health inequities among transgender people is
then presented; this includes a discussion of the gender minority stress that transgender
people face in relation to cisgenderism and the pathologising history of medicalising
transgender people’s lived experiences. Drawing on large-scale transgender health studies
that have emerged over the years, this chapter provides a review on the prevalence of mental
health difficulties, and the relationship between mental health inequities and enacted stigma
and protective factors among transgender people in various countries. Finally, the research
objectives and questions for the overall thesis are presented and the structure of this thesis is
outlined.
1.2 Terminology

Transgender, or the shorthand trans, commonly refers to people who identify their
gender as different from their sex assigned at birth. Transgender populations include trans
women, trans men, and people with non-binary genders; these are the three most studied
gender groups within transgender populations in recent years (see Crissman et al., 2019;
Rimes et al., 2019; Veale, Watson, et al., 2017). More specifically, transgender people can be
understood through the concepts of gender identity (inherent sense of gender; American
Psychological Association, 2015; Castro-Peraza et al., 2019). A trans man is someone who is
assigned female at birth but may have an inherent sense of feeling like a man, whereas a trans
woman is someone who is assigned male at birth but may have an inherent sense of feeling
like a woman (American Psychological Association, 2015). Some trans men and trans women

may simply identify themselves as a man or woman, without the preceding word, “trans”



(American Psychological Association, 2015). A narrow conceptualisation of “gender” as
mutually exclusive categories comprising only men and women, however, can be problematic
(Green et al., 2018). It is important to note that not all transgender people align their genders
comfortably within cisnormative expectations or the fixed construct of the culturally bound
gender associated with one’s sex assigned at birth. For instance, people with non-binary
genders (also sometimes known as genderqueer and gender non-conforming) include those
who identify their genders as both men and women, neither men nor women, or as moving
between genders in a fluid way (American Psychological Association, 2015; Green et al.,
2018). The increasing recognition of non-binary genders is reflective of the finding from a
recent population-based study in the United States which showed that non-binary was the
most common self-defined gender in their transgender youth sample (Crissman et al., 2019).
As an umbrella term, while it attempts to encapsulate the full breadth of diversity of
transgender people, the term “transgender” itself may not fully capture the full spectrum of
gender diversity. This is especially true for gender diversity within non-western cultures
whose existence has long been documented throughout history and across regions (see
Alexeyeff & Besnier, 2014; Hazenberg & Meyeroff, 2017; Herdt, 1996). Scholars studying
non-western gender diversity, such as mak nyah in Malaysia, or sistergirl and brotherboy in
Australia, recommend using a culturally appropriate lens to understand transgender people
rather than merely equating their experiences of gender with the western definitions of gender
(Kerry, 2014; Nemoto et al., 2018). The culture-specific conceptualisation of transgender
identities is pertinent in Aotearoa/New Zealand to acknowledge Maori as tangata whenua
(indigenous people or people of the land) and the substantial influences of Pasifika cultures.
Originally rooted in Maori precolonial history, the Maori term takatapui translates
literally to “intimate companion of the same sex” (Kerekere, 2017, p. 5). In contemporary

understanding, in Aotearoa/New Zealand, takatapui is an inclusive term for Maori people



with diverse sexual and gender identities (Kerekere, 2017; Marino, 2020). Some Maori
transgender people may find solidarity with the non-gendered specificity that the term
“takatapui” encapsulates; but others may prefer to accentuate their gender identities through
terms such as “whakawahine,” which translates literally as “in the manner of, towards
woman” (Feu’u, 2017, p. 172) and is also sometimes interpreted as an assigned male with the
wairua or spirit of a woman (see also, Kerekere, 2017), and “tangata ira tane” which
translates roughly as a person with the essence or wairua of a man (Kerekere, 2017). There
are many instances of gender diversity within Pasifika cultures, such as Samoan fa'afafine,
Cook Islands Maori akava’ine, Tongan fakaleiti, and Niuean fakafifine (Brown-Acton, 2014).
Most Pasifika diverse gender identities translate roughly as “in the manner of a woman”
(Schmidt, 2017, p. 3) and have an emphasis on gender role to denote people who are assigned
male at birth but engage in feminine practices (see also, Alexeyeff & Besnier, 2014; Feu'u,
2017; Howell & Allen, 2020).

The experiences of people with intersecting identities, both Maori and/or Pasifika and
transgender, are often intricate and require the consideration of various aspects and values
that constitute their cultural identities (Kerekere, 2017; Marino, 2020). For instance,
indigenous scholars suggested that people who identify as takatapui may wish to connect to
the Maori cultural aspects such as whakapapa or genealogy, mana (prestige, authority,
power, influence, and charisma), whanau or family, and te aroha or love (Kerekere, 2017;
Maori dictionary, n.d.; Marino, 2020). Over many decades, western colonisation has affected
the ways of Maori, Pasifika, and other minority cultures conceive gender by marginalising
and erasing gender diversity in these cultures (Farran, 2010; Kerekere, 2017; Marino, 2020).
In this era, some transgender people of indigenous or other non-western cultural backgrounds
view the adoption of gender identities specific to their culture as a part of the journey to

reclaim their identities that have been long subjugated by the colonising (western) cultures



(Kerekere, 2017; Kerry, 2014; Marino, 2020). Often, the journey to reclaim cultural identities
for transgender people of non-Western cultures also includes challenging both the
cisnormativity (the normalisation of people who express genders in cisgender ways) and
racism (Marino, 2020). For more context on transgender identities in Maori and Pasifika
cultures in Aotearoa/New Zealand, see Chapter 3.
1.3 Demography of Transgender People in New Zealand

Historically, Statistics New Zealand, the official data agency in Aotearoa/New
Zealand, has not collected data on the size of the transgender population. The first
population-based or nationally representative survey to measure this among New Zealanders
of all age groups, the 2019/20 Household Economic Survey, began in late 2019 and at the
time of writing the results have not yet been released (Statistics New Zealand, 2020c). One of
the earliest attempts to estimate the size of the transgender population in Aotearoa/New
Zealand was through the number of people requesting a change of sex marker on their
passport, and Veale (2008) reported that 1 in 6,364 had done so. This estimate from a decade
ago is likely to have changed substantially, however, given the increase in overall population
size over the years, as well as easier access for transgender people to change their passport’s
sex marker via a statutory declaration (Collins, 2012; Ministry of Internal Affairs, 2020). In
2012, Clark et al. (2014) conducted a population-based survey in Aotearoa/New Zealand, as
part of the Youth2000 survey series. The Youth’12 study of 8,500 high school students asked
a single question: “Do you think you are transgender? This is a girl who feels like she should
have been a boy, or a boy who feels like he should have been a girl (e.g., Trans, Queen,
Fa’faffine [sic], Whakawahine, Tangata ira Tane, Genderqueer)” to determine transgender
identities, and they found 1.2% identified as transgender (Clark et al., 2012, p. 25). The
estimated prevalence of transgender youth was found to remain similar (1%) in the latest

Youth2000 survey series, the Youth’19 study (Fenaughty et al., in press). In 2018, the New



Zealand Mental Health Monitor (NZMHM; Health Promotion Agency, 2019), a population-
based study of 2,938 people in Aotearoa/New Zealand, reported that 3.2% identified as part
of the rainbow communities (including lesbian, gay, bisexual, transgender, and takatapui
people). It is unclear how many transgender people are captured by this proportion, as the
NZMHM (Health Promotion Agency, 2019) did not report on the prevalence of transgender
people separately.

At present, there is no Aotearoa/New Zealand population-based data on the
prevalence of transgender adults and older adults, but research in North America has
produced an estimate on this. In the 2016 United States population-based survey, the Center
for Disease Control’s Behavioral Risk Factor Surveillance System (BRFSS) employed the
two-question method by asking participants about their sex assigned at birth and current
gender identification (Flores et al., 2016). The BRFSS reported that 0.51% of the adult
United States population identified as transgender (0.25% trans women, 0.15% trans men,
and 0.11% non-binary; Crissman et al., 2019; Flores et al., 2016). The United States estimate
is slightly higher than the proportion of transgender people reported in large-scale Canadian
nationally representative surveys. Utilising the two-question method to identify transgender
people, the population of Canadian transgender people was estimated to range from 0.24% to
0.35% (Jaffray, 2020; Statistics Canada, 2020).

Recent large-scale community-based studies including the 2015 United States
Transgender Survey (James et al., 2016), The 2019 Canadian Trans PULSE (Trans PULSE
Canada Team, 2020), The 2016 Australian Trans Pathway (Strauss et al., 2020), and the 2018
Aotearoa/New Zealand Counting Ourselves Survey (from which this thesis drew data; Veale
et al., 2019) found that the gender descriptor non-binary was more commonly used in their
sample than either trans man or trans woman. This gender distribution differed considerably

from those published a decade ago, where trans men and trans women were much more



common (e.g., Couch et al., 2007; Rotondi, Bauer, Scanlon, et al., 2011). While these
community-based studies did not provide a reliable measure of population estimates of
transgender people, they highlighted the evolving nature of transgender language and
conceptualisations of gender. The greater numbers of transgender people seen in community-
based studies in recent years also suggest an increasing visibility of this population and a
greater willingness for transgender people to publicly disclose their gender.

The following sections of this chapter discuss the relevance of conducting transgender
research in Aotearoa/New Zealand and the frameworks used by this thesis that constitute a
part of transgender-affirmative research. This chapter is divided into three parts. The first part
focuses on the research position by introducing the research journey, as well as core concepts
related to transgender mental health. Specifically, section 1.4.1 describes the decisions made
in choosing the appropriate terminology, and section 1.4.2 details the concepts drawn from
LGBTQ-affirmative psychology that inform the background of this thesis. The second part
(sections 1.5 and 1.6) focuses on the theoretical frameworks used to explain mental health
inequities faced by transgender people; and the third part presents a literature review of large-
scale mental health research on transgender people in various countries.

1.4 Thesis Journey
1.4.1 Changes in Terminology

Finding an umbrella term that could adequately represent the gender diversity within
the transgender population in Aotearoa/New Zealand was a challenge for this thesis.
Language in this field has evolved over the time as transgender people have created more
empowering and less binary terminology such as “non-binary” (Green et al., 2018). The
change in terminology has involved transgender people shifting away from the hegemonic
use of the terms “transvestite” and “transsexual” in the medical discourse (see Section 1.6 for

a brief timeline), as well as transgender people of non-western backgrounds seeking to



reclaim culturally specific identities that have been marginalised and threatened through
colonial influences (Green et al., 2018). To date, the term transgender remains one of the
most commonly used in psychology and other related disciplines (American Psychological
Association, 2015; Pega & Veale, 2015; White Hughto et al., 2015). The term transgender is
also relatively acceptable among transgender communities in Aotearoa/New Zealand (Clunie,
2018) and has been used by the Counting Ourselves research team to recruit participants who
fall under the broader “transgender and non-binary”” umbrella term (see Chapter 4). The
Counting Ourselves research team opted to include non-binary in the title of the survey (see
Veale et al., 2019) to enhance inclusivity for non-binary people who do not necessarily
identify themselves as transgender (Jones et al., 2019).

Other studies have used similar broad terms, such as “transgender and gender non-
conforming” and “transgender and gender diverse” with the aim of capturing a wider group
of gender diverse people who do not necessarily align themselves with the transgender
identity (e.g., Adams et al., 2017; Grant et al., 2011). Different terminology was used
throughout the series of published papers (Chapters 2, 3, 5, 6, and 7) due to changing
terminology in the field. The term transgender and gender diverse and the accompanying
acronym “TGD” were initially used in Chapters 2 and 3 when reviewing literature across
various countries. This thesis later removed the reference to the term gender diverse for
reporting empirical findings from the Counting Ourselves study after consulting with the
supervision panel and the wider Counting Ourselves team members. The term gender diverse
has a mixed history in Aotearoa/New Zealand, as its usage appears to be more led by
cisgender researchers in government agencies (e.g., Statistics New Zealand) than transgender
people themselves (Pega et al., 2017; J. L. Byrne, personal communication, November 22,
2019). Indeed, only about 1 in 8 Counting Ourselves participants (13%) identified with the

term gender diverse and this percentage was much lower than that of other terms such as non-



binary (40%), transgender (35%), trans man (25%), and trans woman (22%; Veale et al.,
2019). As this thesis endorses the rights of transgender people to exercise autonomy in
naming themselves, and following the author’s understanding of the evolving nature of
community-driven terms, this thesis changed the umbrella term from “trans and gender
diverse” for Chapters 2 and 3 to “transgender” for Chapters 5, 6, and 7.
1.4.2 Research Position

Transgender mental health has been recently described as a “public health crisis”
(dickey & Budge, 2020, p. 381) due to the major mental health inequities that transgender
people face (see findings of systematic reviews on this topic, for example McNeil et al.,
2017; Millet et al., 2017; Valentine & Shipherd, 2018). Historically, the mental health of
transgender people has been viewed through a pathological lens (see Section 1.6) and
examined through the mainstream psychology disciplines that emphasise individual
determinants of health (Sandil & Henise, 2017; Treharne & Adams, 2017). Because
mainstream psychology intervenes primarily via the clinical treatment of so-called mental
disorders, the root causes of mental health inequities among transgender people, or the
manner in which individual determinants of health are shaped by broader social contexts,
have traditionally been largely overlooked in the clinical psychology literature (Harper &
Schneider, 2003; Sandil & Henise, 2017). This thesis is informed by the lesbian, gay,
bisexual, transgender, queer (LGBTQ) psychology, which has a commitment to “social
justice” that serves as an essential tool to create social change for rainbow?! populations who
experience mental health inequities (Harper & Schneider, 2003; Sandil & Henise, 2017). The

term inequity is used throughout this thesis to illustrate the extent of mental health differences

YIn this thesis, | used the term rainbow to refer to people whose sexual orientations, gender identities
or expressions, or sex characteristics differ from the conventional social norms of being a cisgender
and a heterosexual person. The term rainbow is commonly used in preference to other western
umbrella terminologies (e.g., lesbian, gay, bisexual, transgender, and queer; LGBTQ) in
Aotearoa/New Zealand for its inclusivity in acknowledging the diversity of culturally-based identities
(Clunie, 2018).



in comparison to cisgender people, which arise due to the impacts of unjust social norms
(e.g., cisgenderism; see Section 1.5 for a definition) that prevent transgender people from
attaining their full health potential (Fredriksen-Goldsen et al., 2014; Sheridan et al., 2011).

A recent article on the need to establish LGBTQ psychology in Aotearoa/New
Zealand? (Tan, 2018) argues that this branch of psychology, whose knowledge spans across
various disciplines (e.g., community psychology, sociology, and population health), has the
potential to not only empower transgender people who are disadvantaged by unjust social
structures, but also to challenge and transform the broader processes and social structures that
perpetuate social and health inequities. The role of LGBTQ psychology also includes
investigating the paradox underlying the public discourse of transgender people’s mental
health, such as the Diagnostic Statistical Manual (DSM) pathologising approach that
attributes transgender people’s mental health problems to gender dysphoria (Ellis et al., 2020;
Sandil & Henise, 2017; see Section 1.6 for elaboration). This branch of psychology shifts the
focus away from the medical interventions that objectify transgender people, and instead
bases itself on scientific, rational, and humane approaches to understand the root causes of
mental health distress among this population (Sandil & Henise, 2017).

LGBTQ psychology asserts that reductionist biomedical approaches to mental health
treatments that do not adequately attend to the social contexts and environments and do not
fully recognise rainbow people’s right to optimum health (Harper & Schneider, 2003; Sandil
& Henise, 2017; Treharne & Adams, 2017). Indeed, the World Health Organization has
affirmed that “the root causes of health inequities are to be found in the social, economic, and

political mechanisms” (Solar & Irwin, 2010, p. 64), prompting scholars to examine the social

2Drawing on previous (limited) LGBTQ works in Aotearoa/New Zealand, | wrote an article (Tan,
2018) on the establishment of LGBTQ psychology with the aim to raise awareness of the need to

employ affirmative psychological perspectives to explore the lives and experiences of transgender
people in this country.
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determinants of health or the conditions in which transgender people are born, grow, live,
work and age. Professional organisations in Aotearoa/New Zealand such as the New Zealand
Psychologists Board and the Professional Association for Transgender Health Aotearoa have
issued statements about the importance of exploring and improving social determinants of
health for transgender people, such as healthcare access (New Zealand Psychologists Board,
2019; Professional Association for Transgender Health Aotearoa, 2019).

The exploration of social determinants of health aligns with the health equity
perspective in LGBTQ psychology (Fredriksen-Goldsen et al., 2014; Sandil & Henise, 2017)
to account for the influences of structural and environmental contexts alongside the full range
of determinants—from biological, behavioural, psychological, to social—that play essential
roles in promoting mental health equity among transgender people. Specifically, the mental
health consequences of enacted stigma (i.e., actual or overt experiences of discrimination,
rejection, and violence) at interpersonal and structural levels have led scholars to call for the
World Health Organization to designate gender identity as a social determinant of health
(Pega & Veale, 2015). According to Pega and Veale (2015), enacted stigma experiences
targeted at transgender people produce differential levels of social exclusion across
healthcare, employment, and educational settings, which can create stressful environments
for people to live in. Testa et al. (2015) postulated that transgender people face additional
social stressors (i.e., gender minority stress) because of their stigmatised identities, and these
stressors account for the disproportionate mental health burden faced by transgender people.
1.5 Cisgenderism and Gender Minority Stress

One of the most influential theoretical frameworks used to explain the health
inequities that transgender people is gender minority stress theory (Hendricks & Testa, 2012;
Testa et al., 2015). This theory outlines the path from social and psychological processes that

drive mental health inequities among transgender people (Testa et al., 2015). It is an adaption
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of minority stress theory (Meyer, 1995, 2003) which was conceptualised to identify the
mental health effects of the additional social stressors that sexual minorities (e.g., lesbian,
gay, and bisexual people) experience. Then, Testa et al. (2015) developed gender minority
stress theory to explore stressors relevant to transgender people, such as non-affirmation of
transgender identities and rejection for being transgender (Testa et al., 2015). Recently,
scholars have noted that some research applying gender minority stress theory only focused
on internal stressors (e.g., internalised transphobia), which risked creating a narrative of
victim-blaming for transgender people (i.e., assuming that gender minority stressors have an
impact on mental health only if transgender people fail to cope with the negative effects of
stressors; Riggs & Treharne, 2017; Treharne & Adams, 2017). There is also a need for more
consideration of the social origins of gender minority stress in Testa et al.’s original
framework (Riggs & Treharne, 2017; Testa et al., 2015), and this thesis (specifically Chapter
2) seeks to address this critical theoretical gap by emphasising how cisgenderism exposes
transgender people to enacted stigma experiences.

The term cisgenderism originates from the term cisgender (Ansara, 2010; Ansara &
Hegarty, 2012), which was derived from the Latin prefix cis meaning “on the same side,” in
contrast to the prefix trans meaning “across from.” The term cisgender was first coined by
Carl Buijs, a Dutch trans man, in 1995, to refer to people whose sex assigned at birth matches
their gender identity and expression (Ansara, 2010). The concept of cisgenderism was later
defined by Gavriel Ansara (2010) as the “individual, social, and institutional attitudes,
policies, and practices that assume people with non-assigned gender identities are inferior,
unnatural, or disordered” (p. 168). Compared to concepts of “transphobia’ and “anti-trans
prejudice” that largely focus on individual-level hatred and unfair treatment towards

transgender people, using the term cisgenderism has the advantage of focusing on and
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challenging the perceived inferior status of the transgender population at a systemic level
(Ansara, 2010; Ansara & Hegarty, 2012).

Contemporary scholars use the term cisgenderism to refer to the prejudicial ideology
that constructs cisgender identities as “normal” and perpetuates the belief that cisgender
people are more valued than transgender people, which creates an inherent system of
associated power and privilege (Ansara & Hegarty, 2012; Riggs et al., 2015). Riggs et al.
(2015) posited that cisgenderism could affect transgender people in two primary ways: (1)
through the reinforcement that transgender identities and experiences are disordered, and that
only people whose gender follows from their assigned sex are socially acceptable; (2) by
misgendering experiences such as not using correct names and pronouns that are essential in
affirming transgender people’s gender. The privileging of cisgender people through
cisgenderism is an example of the injustice of exclusionary social norms, as it leads to
prejudice, discrimination, and violence against people who do not conform to the
cisnormative expectations of being a cisgender man or a cisgender woman (Ansara &
Hegarty, 2012; Riggs et al., 2015). The hierarchal structure that is generated by cisgenderism,
which delegitimises transgender identities, experiences, and languages, is a substantive
source of daily minority stressors for many transgender people (Riggs et al., 2015; Riggs &
Treharne, 2017). When transgender people are unable to compensate for the effects of
cisgenderism, they risk putting themselves in a state of “decompensation” (Riggs et al., 2015;
Riggs & Treharne, 2017). Initially used within medical literature to suggest a state when a
bodily organ ceases being able to compensate for stressors, decompensation in the context of
cisgenderism refers to the vulnerabilities that may arise when a transgender person is unable
to psychologically compensate for the effects of gender minority stressors. The
decompensation framework proposed by Riggs and colleagues (2015, 2017) supplements the

gender minority stress theory by accounting for the effects of marginalising social norm (i.e.,
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cisgenderism) that render transgender people vulnerable to mental health difficulties.
Drawing from previous theoretical papers on minority stress, this thesis (see Chapter 2 for an
extensive review) offers a comprehensive framework that accounts for the effects of social
norms (i.e., cisgenderism) in the form of enacted stigma to explain the higher occurrence of
mental health difficulties among transgender people.
1.6 Pathologisation of Transgender People

As mentioned in Section 1.5, cisgenderism can affect transgender people by
positioning transgender people as having a mental disorder because of their gender.
Diagnostic tools such as Diagnostic Statistical Manual (DSM-5; published by the American
Psychiatric Association, 2013) and International Classification of Disease (ICD-11; published
by the World Health Organisation, 2020) are widely utilised by mental health professionals in
Aotearoa/New Zealand, such as psychiatrists and clinical psychologists, to inform their
training and practices (Counties Manukau District Health Board, 2011). These tools outline a
standardised list of symptoms and diagnostic criteria for all categories of “mental disorders”
for both children and adults, which aim to help mental health professionals to arrive at
consistent diagnoses of clients (American Psychiatric Association, 2013; World Health
Organization, 2020). Evidently, transgender people have long been medicalised through the
DSM and ICD in healthcare settings, as well as in research in the discipline of psychology
(Ansara & Hegarty, 2012; Riggs et al., 2015). This medicalised approach, however, has been
criticised over the years by transgender scholars and advocates in both Aotearoa/New
Zealand (Oliphant et al., 2018) and overseas (Castro-Peraza et al., 2019; Davy, 2015; Riggs
et al., 2019; Schulz, 2018) for its controversial usage in pathologising people who do not
conform to cisnormative expectations.

The perception that gender diversity is an indicator of mental disorder has existed

since the listing of “transvestism” in DSM-I (American Psychiatric Association [APA], 1952)
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and DSM-I11 (APA, 1968) before being replaced with “gender identity disorder of childhood”
for transgender children and youth and “transsexualism” for transgender adults in DSM-I11
(APA, 1980). Transsexualism also appeared in the ICD in 1975 (World Health Organization,
1975), which described transgender people as those who desire to transition to the “opposite
sex,” and there was little understanding of “gender” as a social construct that differed from
sex as a biological construct during this time (Riggs et al., 2019). In the DSM-IV and DSM-
IV-TR, “gender identity disorder,” or GID, replaced transsexualism in previous versions of
the DSM and had an emphasis on cross-gender identification (APA, 1994, 2000). The
framing of transgender identities as a mental disorder is pathologising, and this has received
much critique from transgender advocates for institutionalising cisgenderism in healthcare
settings (Ansara & Hegarty, 2012; Castro-Peraza et al., 2019; Suess et al., 2014).

Amid the challenges against medical pathologisation, the DSM-5 was released in
2013 and replaced the GID diagnosis with “gender dysphoria” (APA, 2013). This shifted the
focus to the distress experienced by transgender people due to gender incongruence. While
the shift from viewing transgender identity as a mental disorder represented a symbolic
milestone, there has been much contestation of the emphasis on transgender people’s
experiences of dysphoria (Davy, 2015; Davy & Toze, 2018). In 2018, the World Health
Organization shifted the classification of transsexualism and “gender identity disorder of
children” in ICD 10 to “gender incongruence” for transgender children and adults in ICD 11.
In this latest version of the ICD, the World Health Organization has publicly affirmed that
transgender identities are not mental disorders by proposing to move the gender incongruence
diagnosis from the “Mental and Behavioural Disorders” chapter to the new chapter of
“Conditions Related to Sexual Health,” which is due to come into effect in 2022 (World
Health Organization, 2020). Transgender scholars and advocates have celebrated the ICD’s

depathologising movement, as being transgender is no longer considered as a mental health
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deficit. The persisting medicalisation of transgender people’s experiences in the DSM and
ICD, however, continues to be questioned (Castro-Peraza et al., 2019; Riggs et al., 2019).

Diagnosis within the medical approaches has held potential promise and peril for
transgender people. One of the problematic assumptions that arises from medicalisation of
gender diversity is that the path of gender affirmation is a linear process and that all
transgender people wish to undertake medical interventions to be seen as cisgender (Ellis et
al., 2020); this assumption has gained increasing criticism from transgender scholars and
advocates in recent years (Castro-Peraza et al., 2019; Davy, 2015; Riggs et al., 2019).
Furthermore, Davy (2015) posited that a focus on the DSM diagnosis of gender
incongruences could violate transgender people’s right to access equitable healthcare.
Although a diagnosis allows health professionals to assist transgender people in pursuing
access to insurance payments for gender-affirming care (especially relevant in the North
American context; Schulz, 2018), there are no concessions in the DSM around gender-
affirming pathways as transgender people’s own self-determination and agency (Davy, 2015;
Riggs et al., 2019). Scholars have noted that the reliance on DSM diagnoses in healthcare
settings not only undermines transgender people’s autonomy in articulating their health
needs, but also forces transgender people to conform to the DSM’s pathologising narrative by
presenting particular behaviours indicative of gender dysphoria in order to be granted access
to gender-affirming care (Davy, 2015; Davy & Toze, 2018; Riggs et al., 2019). The need for
transgender people to fulfil the gatekeeping criteria of receiving a diagnosis of gender
dysphoria by healthcare providers prior to accessing desired gender-affirming care has been
noted in previous studies (Alpert et al., 2017; Ellis et al., 2015).

Another example of the pathologising of transgender people is the gender identity
conversion efforts (GICE) that aim to “cure” a person’s transgender identity (Turban et al.,

2020). While gender identity conversion practices are currently banned in four countries (i.e.,



16

Brazil, Ecuador, Malta, and Taiwan) for treating transgender people as inherently
pathological, these unethical practices remain permitted in many countries including
Aotearoa/New Zealand (OutRight Action International, 2019). Using community-based
nationwide data from the 2015 United States Transgender Survey, Turban et al. (2020) found
that 20% of transgender people had experienced practices that impeded them from affirming
their gender while consulting a health professional (e.g., psychologist and counsellor) or
religious advisor at some point in their lives. There were considerable associations found
between GICE exposure and mental health of transgender people, with those experiencing
GICE having a 56% increased likelihood of reporting psychological distress in the past
month and a 49% increased likelihood of attempting suicide in the past year (Turban et al.,
2020).

The lack of representation of transgender people at the forefront of the development
of DSM and ICD may be the reason for the overreach of the medical jurisdiction in dictating
transgender people’s lived experiences (Davy, 2015). The World Professional Association for
Transgender Health’s (WPATH) Standards of Care 7 (SOC7; Coleman et al., 2012) takes a
different approach with the aspiration to promote the highest standards of health care for
transgender people. While the SOC7 makes references to the DSM in guiding the path to
providing access to gender-affirming care, it does not insist on evidence of gender dysphoria
(Coleman et al., 2012). Instead, the SOC7 allows health professionals to shift from a
gatekeeper role to an informed consent model to address the issues with provision of
equitable healthcare services for transgender people (Coleman et al., 2012). An informed
consent model acknowledges transgender people as the experts of their own lives and
emphasises that transgender people have the capabilities in authorising their own treatment,
in collaboration with health professionals (Schulz, 2018). The SOC7 also highlights that

transgender people’s experiences of dysphoria may be the consequences of enacted stigma



17

and minority stress (Meyer, 2003; Testa et al., 2015), urging health professional to consider
that the mental distress that transgender people face may be socially induced rather than
inherently pathological (Coleman et al., 2012). The continued reliance on a diagnostic
approach in SOC7, however, has been criticised for pathologising transgender identities and
setting a precedent that transgender people require validation from mental health
professionals to be able to access gender-affirming care (Lipshie-Williams, 2020). The SOC7
is currently being revised and version 8 is believed to have a stronger focus on the informed-
consent process to provide autonomy for transgender people to access care (Ashley, 2019).
Cognisant of these pathologising histories, this thesis seeks to create a depathologising
narrative around gender diversity that aligns with the approach that is affirmative of
transgender people’s genders.

The previous sections have outlined the concepts and theoretical frameworks used in
this thesis to understand mental health inequities among transgender people. These included a
commitment to social justice (Section 1.4.2), a health equity perspective to examine social
determinants of health (Section 1.4.2; see also Chapter 3), a focus on cisgenderism that leads
to gender minority stress experiences (Section 1.5; see also Chapter 2), and the perspective
that being transgender is pathological, which stands in contrast with a health equity
perspective (Section 1.6). The next section reviews literature with findings on mental health
inequities among transgender people, and minority stress and protective factors, that aligns
with the postulation of gender minority stress theory.
1.7 Literature Review

Drawing from literature across various continents, this section provides a review on
the prevalence of mental health problems, and the relationship of minority stress factors such
as enacted stigma (i.e., actual or overt experiences of discrimination, rejection, and violence)

and protective factors (i.e., factors that provide buffering effects against minority stress and
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reduce vulnerabilities towards mental health difficulties) to the mental health of transgender
people.

Note that this review is not exhaustive,® as it only includes existing large-scale survey
studies that have reported findings on at least one of the mental health indicators:
psychological distress (including depression and anxiety), non-suicidal self-injury (NSSI),
and suicidality, which are used in this thesis. Findings presented here primarily focus on the
international context, as a detailed review of findings from studies undertaken in
Aotearoa/New Zealand studies is outlined in Chapter 3. This section ends with a summary of
the literature review and a description of literature gaps that need to be filled for trasgender
people in Aotearoa/New Zealand.

1.7.1 North America

This section reviews evidence of transgender people from US and Canada studies on
the prevalence of mental health difficulties and the associations among enacted stigma,
protective factors, and mental health.

Canada. One of the earliest studies to examine health and wellbeing of transgender people
from a health equity perspective was the Ontario Trans PULSE study in Canada. First
launched in 2009, Trans PULSE was a community-based sample of 433 transgender people
aged 16 and over (Bauer et al., 2013; Rotondi, Bauer, Scanlon, et al., 2011; Rotondi, Bauer,
Travers, et al., 2011). This study reported that 66% of trans men and 61% of trans women
had depression (Rotondi, Bauer, Scanlon, et al., 2011; Rotondi, Bauer, Travers, et al., 2011),
and 36% of the overall transgender sample had considered suicide, with 10% reported

attempting suicide in the past year (Bauer et al., 2013). Transgender people who reported

3The goal of this review is not to include every published transgender study, but rather to provide a
broad picture of the mental health trends of transgender people in different regions of the world. For
instance, | excluded community-based studies with a relatively small sample size of transgender
people and clinical-based studies as these usually target a specific population of treatment-seeking
transgender people (e.g., Poteat et al., 2020).
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exposure to physical or sexual assault due to their gender were 2 times more likely to
seriously think about suicide (56% vs 28%) and 7 times more likely to have attempted suicide
in the past year (29% vs 4%) than those without such experiences. Suicide risk also varied
across levels of social support, as transgender people with high levels of social support had a
lower likelihood of attempted suicide in the past year than those with little support (2% vs
16%; Bauer et al., 2013). Trans PULSE was also one of the few studies in the current
literature to examine the mental health of transgender people from indigenous backgrounds; it
found 73% of this group had experienced violence because of their transgender identities and
76% had considered suicide in their lifetime (Scheim et al., 2013). The risk of suicidal
ideation and suicide attempts, however, did not differ significantly between indigenous and
non-indigenous transgender people (Bauer et al., 2013).

In 2019, after almost a decade, the Trans PULSE study recruited 2,837 transgender
people aged 14 and over across all of Canada. Preliminary findings of the Trans PULSE
study showed that suicidality remained a concern for transgender people in Canada, with 31%
having considered suicide and 6% attempting suicide in the past year (Trans PULSE Canada
Team, 2020).

The Canadian Trans Youth Health Survey recruited an online sample of 923
transgender youth in 2014 and explored the prevalence of mental health issues within this
group (Veale et al., 2015, Veale, Watson, et al., 2017). Veale, Watson, et al. (2017) reported
that transgender youth had a higher prevalence of psychological distress, self-harm, and
suicidality compared to the Canadian general population for both younger (14 to 18 years
old) and older (19 to 25 years old) age groups. While there were no significant differences
found for psychological stress and suicidality across trans men, trans women, and non-binary
gender groups, youth with non-binary genders had a higher risk of engaging in self-harm than

trans women (Veale, Watson, et al., 2017). Rates of self-harm and suicidality also differed for
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the two age groups, as younger transgender youth had an increased likelihood of engaging in
self-harm in their lifetime (75% vs 51%) and seriously thinking about suicide in the last 12
months (13% vs 5%) compared to the older transgender youth (Veale et al., 2015, Veale,
Watson, et al., 2017).The high prevalence of mental health concerns found among
transgender youth had strong associations with the enacted stigma encounters and protective
factors that this population experienced (Veale, Peter, et al., 2017). For instance, Veale, Peter,
et al. (2017) found that transgender youth with high levels of exposure to enacted stigma and
low levels of family connectedness and friends caring, had a 10 times greater risk of
attempting suicide than those with low levels of enacted stigma and high levels of access to
protective factors (72% vs 7%).

Five years later, the Canadian Trans Youth Health Survey launched their second wave
of recruitment in 2019 and recently released their preliminary findings based on 1,519
transgender youth aged 14 to 25 (Taylor et al., 2020). More than three-fifths (63%) of
transgender youth had severe levels of emotional distress. Taylor et al. (2020) reported that in
the last 12 months, 64% of transgender youth had self-harmed, 64% had seriously considered
suicide, and 21% had attempted suicide.

United States. The National Center for Transgender Equality and the National Gay
and Lesbian Task Force in the United States have produced two of the largest community-
based transgender surveys to date, the National Transgender Discrimination Survey in 2010
(Grant et al., 2011) and the United States Transgender Survey in 2015 (James et al., 2016).
Based on findings from 6,450 transgender people aged 18 and over, Grant et al. (2011)
reported 41% had attempted suicide in their lifetime compared with 2% among the United
States general population. The same study also found the risk of suicide attempts increased
when transgender people were victimised by physical assault (61%) or sexual assault (64%;

Grant et al., 2011). The subsequent United States Transgender Survey recruited 27,715
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transgender people aged 18 and over (James et al., 2016). This survey found that transgender
people were 8 times more likely to manifest severe levels of psychological distress than the
United States general population (39% vs 5%; James et al., 2016). The United States
Transgender Survey clearly illustrated the mental health differences across various age
groups, as it reported a higher prevalence of severe psychological distress among younger
transgender people than those of older age groups. When compared to the United States
general population, the inequities in psychological distress level were also found to be more
apparent among younger transgender people (James et al., 2016).

In the United States, existing population-based studies with nationally representative
samples of transgender people have mostly involved youth or high school students (e.qg.,
Eisenberg et al., 2017; Ross-Reed et al., 2019; Taliaferro et al., 2018). Ross-Reed et al.
(2019) used data from the Youth Risk Behavior Surveillance System that recruited 15,046
participants (14,188 cisgender youth and 858 transgender youth) in Grades 6-8 (middle
school) and 9-12 (high school) to identify mental health inequities among transgender youth.
There were approximately threefold differences in rates found for non-suicidal self-injury
(49% vs 18%) and suicide attempts (32% vs 8%) in the past year between transgender and
cisgender youth (Ross-Reed et al., 2019).

To the best of knowledge, only one existing population-based study has recruited
transgender people across all age groups, and this is the BRFSS study in the United States
(Crissman et al., 2019; Flores et al., 2016). Using data from the 2016 BRFSS that recruited a
probability sample aged 18 and over (528,986 respondents, and 0.51% identified as
transgender), Crissman et al. (2019) reported higher rates of frequent mental distress (20% vs
11%) and depression disorder diagnosis (27% vs 17%) among transgender people relative to
the cisgender populations. When looking at mental health differences across age and gender

groups, Crissman et al. (2019) found increased vulnerabilities to mental health difficulties
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among younger transgender people compared to other age groups and that trans men and non-
binary people had worse mental health than trans women.

Summary. Trans Pulse Ontario, Canada was one of the first community-based survey
to examine social determinants of health of transgender people (Bauer et al., 2013).
Subsequent research in Canada has focused specifically on youth (Veale et al., 2015; Taylor
et al., 2020). The US has made major advancements in the transgender research field by
conducting the largest community-based survey of transgender people (The US Trans
Survey; James et al., 2016) and the only population-based survey that recruited transgender
people of all age groups (BRFSS; Crissman et al., 2019). These studies have shown the
importance of using a health equity framework to examine the sociocultural contexts of
enacted stigma that are associated with poor mental health outcomes of transgender people.
1.7.2 Europe

This section review studies conducted in the UK and Spain. Studies in Europe have
explored mental health differences across gender groups and exposure levels of enacted
stigma among transgender people.

United Kingdom. The Trans Mental Health Study is the largest community-based
survey of transgender people in Europe to date, with recruitment of 889 transgender people
aged 18 and older from the United Kingdom in 2012 (Bailey et al., 2014; McNeil et al.,
2012). McNeil et al. (2012) reported a high prevalence of mental health difficulties among
transgender people, for example 84% had lifetime suicidal ideation, 63% had suicidal
ideation in the past year, and 36% had clinically significant depressive symptoms.
Subsequent publications of the Trans Mental Health Study included a mixture of quantitative
and qualitative data to examine minority stress and protective factors across various settings
that were relevant to the mental health of transgender people (see Ellis et al., 2015; Ellis et

al., 2016).
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One wider LGBTQ community-based studies involving transgender youth emerged
later in England (Youth Chances; Baker et al., 2016; Rimes et al., 2019). Based on findings
from 677 transgender youth, the Youth Chances study by examined mental health differences
across gender groups and sexes assigned at birth; they found those assigned female at birth
(trans men and non-binary assigned female at birth) were significantly more likely than those
assigned male at birth (trans women and non-binary assigned male at birth) to report lifetime
self-harm and a mental health condition that interfered with their daily activities. Higher rates
of mental health difficulties among transgender youth assigned female at birth could be due
to increased exposure of sexual abuse among this group compared with trans women and
non-binary assigned male at birth (Rimes et al., 2019).

Spain. Aparicio-Garcia et al. (2018) carried out a large online survey in Spain to
explore the inequities in mental health, and the differences in exposure rate of enacted stigma
and protective factors among three groups aged 14 to 25 years old: transgender (n = 180),
non-binary (n = 70) and cisgender people (n = 574). This online study found transgender
(70%) and non-binary (78%) youth were significantly more likely to have ever considered
suicide than cisgender (41%) youth.

1.7.3 Asia

This section reviews a community-based study of transgender people in China, which
has documented the correlation between enacted stigma at family and public settings, and
suicidality.

China. In 2017, Chen et al. (2019) conducted the largest online survey in China to
examine the mental health of transgender people. A total of 1,309 participants (622 trans men
and 687 trans women) aged 12 and above were recruited (Chen et al., 2019). This online
study reported 56% of transgender participants had seriously thought about suicide and 16%

had attempted suicide in their lifetime, and the prevalence of suicidal ideation and suicide
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attempts for the Chinese general population were 12% and 3%, respectively (Chen et al.,
2019). When exploring mental health differences between trans men and trans women, trans
women were found to fare worse across all mental health outcomes such as depression (72%
Vs 65%), self-harm (28% vs 21%), suicidal ideation (61% vs 52%) and suicide attempts (21%
vs 11%). For both gender groups, Chen et al. (2019) found that minority stressors such as
discrimination and violence at public settings and conflicts with parents correlated with
increased risks of suicidal ideation and suicide attempts. Using a subset of this China online
study, Peng et al. (2019) assessed the relationship of minority stressors and mental health
among transgender youth aged 12 to 18 (n = 385). In the Chinese transgender youth sample,
51% had seriously thought about suicide, and among those reporting suicidal ideation, 31%
had attempted suicide in their lifetime (Peng et al., 2019). In this study, transgender youth
were found to have a higher risk of suicidal ideation when they had also experienced abuse or
bullying at schools (Peng et al., 2019).

1.7.4 Australasia

As Chapter 3 reviews studies conducted in Aotearoa/New Zealand, this section
focuses on studies with samples of Australian transgender people.

To date, the Youth’12 study (Clark et al., 2014) is the only study that has produced
findings on mental health of transgender people in Aotearoa/New Zealand.* The Youth’12
study of 96 transgender youth attending Year 9-13 reported a higher prevalence of
depression (41% of transgender youth vs 12% of cisgender youth), NSSI (46% vs 23%), and
suicide attempts (20% vs 4%) among transgender youth relative to cisgender youth (Clark et
al., 2014). Detailed reviews on findings of the Youth’12 study and other Aotearoa/New

Zealand studies involving transgender people are outlined in Chapter 3.

“The latest Youth2000 survey series, the Youth’19 study, has also included questions to examine
mental health of transgender people but the data analysis of this study is still in its early stage.
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This section reviews only research conducted in Australia or trans-Tasman research.’
The earliest research with the involvement of transgender people in Australia was the 2005
Private Lives study (Pitts et al., 2006). With a sample of 5,476 LGBTQ people aged 16 and
over (including 100 transgender people), Pitts et al. (2006) reported transgender people were
more likely than their LGBI counterparts to indicate that they had visited a counsellor or
psychiatrist for a mental health issue. The TranZnation study extended from the Private Lives
study by recruiting a larger sample of transgender people aged 18 and over from Australia (n
= 253) and New Zealand (n = 24) in 2007 (Couch et al., 2007; Pitts et al., 2009). TranZnation
reported 36% of transgender people met the criteria for a current major depressive episode, a
rate higher than that found in the general Australia population (7%; Couch et al., 2007). The
same study also showed a higher rate of depressive episodes among trans women (41%)
compared to trans men (21%) and that those of younger ages had increased vulnerabilities to
manifest depression (Couch et al., 2007).

In 2013, Hyde et al. (2013) launched the first Australian National Trans Mental
Health Study and recruited 946 transgender people aged at least 18 years old. A high
proportion of mental health problems were found among transgender people, with 57%
having been diagnosed with depression and 40% with an anxiety disorder in their lifetime
(Hyde et al., 2013). One fifth of participants (21%) had thought about suicide or self-harm in
the previous 2 weeks, and this rate was 10 times higher than the Australian general
population (2%; Hyde et al., 2013). Trans men (62%) and trans women (59%) were more
likely to report having been diagnosed with depression than non-binary people who were
assigned female at birth (54%) and assigned male at birth (41%). The gender differences for
lifetime depression diagnosis, however, altered when the effect of age was controlled; Hyde

et al. reported non-binary assigned female at birth to be the most vulnerable group (75%)

5l am not aware of any existing transgender health research being conducted in the Pacific Islands.



26

followed by trans men (59%), trans women (58%), and non-binary assigned male at birth
(40%).

A large Australian study of transgender youth was carried out in 2017 through the
Trans Pathways project, with a sample of 859 people aged 14 to 25 years old (Strauss et al.,
2017, 20204, 2020b). Self-harm and suicidality were found to be serious concerns in this
study, as Strauss et al. (2017) reported 91% had a desire to self-harm, 80% had self-harmed,
83% had suicidal thoughts, and 48% had attempted suicide in their lifetime. Transgender
youth assigned female at birth were more susceptible to self-harm (85% vs 65%) and to think
about suicide (84% vs 77%) compared to those assigned male at birth (Strauss et al., 2020a).

In 2017, Treharne et al. (2020) conducted an online survey to examine the prevalence
and correlates of suicidality and self-harm among cisgender and transgender people aged 18
and over. With a combined sample of 700 people from Australia (n = 372) and Aotearoa/New
Zealand (n = 328, of which 45% of the Aotearoa/New Zealand sample identified as
transgender), transgender participants were found to have been significantly more likely to
self-harm (37% vs 15%), think about suicide (40% vs 17%) and attempt suicide (17% vs 5%)
than their cisgender counterparts in the past year (Treharne et al., 2020). Transgender people
also faced a greater level of discrimination but a lower level of social supports relative to
cisgender people (Treharne et al., 2020). This study also reported that transgender
participants with less exposure to discrimination and greater levels of support from friends
and family members were significantly less likely to have attempted suicide in their lifetime
(Treharne et al., 2020).

Summary. One of the earliest studies involving transgender people in Australia was
the Private Lives study with a LGBTI sample (Pitts et al., 2006). The subsequent transgender-
specific studies (Hyde et al., 2013; Pitts et al., 2009; Strauss et al., 2017) reported a high

prevalence of mental health difficulties affecting this population, especially for those who
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were assigned female at birth. One study recruited a mixed sample of cisgender and
transgender people from Australia and Aotearoa/New Zealand (Treharne et al., 2020), and the
researchers found that elevated rates of suicidality among transgender participants were
correlated with high exposure of enacted stigma and low level of social support. While
Treharne and colleagues have examined the relationships among enacted stigma, protective
factors, and suicidality, their study did not examine other mental health outcomes such as
psychological distress and was limited to a smaller sample of transgender people from
Aotearoa/New Zealand that was recruited exclusively online.
1.7.5 Summary of Literature Review and Gaps

Research Design. International studies in North America, Europe, Asia, and
Australasia® have documented high rates of depression, anxiety, NSSI or self-harm, and
suicidality among transgender people. The wide range of rates of mental health issues is
partially due to differences in methods for measuring mental health outcomes, which
included participants’ recollection of ever being diagnosed with a mental health issues (e.qg.,
depression and anxiety) by a health professional (e.g., Hyde et al., 2013), various self-report
scales that examined symptoms of mental health difficulties such as the Center for
Epidemiologic Studies Depression (CESD) scale (e.g., McNeil et al., 2012; Rotondi, Bauer,
Scanlon, et al., 2011) and the Patient Health Questionnaire (PHQ; e.g., Strauss et al., 2020),
and different versions of self-report scales such as the longer version (K10; Veale, Watson, et
al., 2017) and shorter version (K6; James et al., 2016) of Kessler Psychological Distress
Scale. While NSSI and suicidality (including suicidal ideation and suicide attempts) were

mainly measured with single-item questions, these rates were restricted to a timeframe of

There were no large-scale studies found in South American and African regions exploring mental
health of transgender people; this could be due to the literature gaps in these regions or language
differences that presented challenges to searching for relevant literature for inclusion in this review.
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interest such as in the past year (e.g., Ross-Reed et al., 2019; Treharne et al., 2020) or lifetime
(e.g., Chen et al., 2019; Strauss et al., 2020).

Recruitment Design. The recruitment design of existing transgender studies also
varied, including respondent-driven sampling that used a network-based approach (e.g.,
Bauer et al., 2013; Chen et al., 2019), convenience sampling that recruits participants that are
conveniently available (e.g., James et al., 2016; Treharne et al., 2020), and probability
sampling that recruits nationally representative samples (e.g., Crissman et al., 2019; Ross-
Reed et al., 2019). Compared to a probability sampling, the external validity or
generalisability to a broader population of samples drawn from other recruitment designs is
reduced. Convenience sampling inherently contains selection bias (e.g., some studies
recruited participants entirely online; Treharne et al., 2020) and the estimates generated from
this sampling design are difficult to replicate as there is no guarantee that other researchers
will yield similar respondents through a similar type of recruitment (Rivera, 2019). Some
studies only recruited transgender people of specific demographic groups such as transgender
youth (e.g., Aparicio-Garcia et al., 2018; Rimes et al., 2019; Veale et al., 2015), and these
findings should not be generalised to wider transgender populations.

Prior to the 2010s, international research on transgender people mostly focused on
those with binary identities (i.e., trans men and trans women; Couch et al., 2007; Rotondi,
Bauer, Scanlon, et al., 2011; Rotondi, Bauer, Travers, et al., 2011) as non-binary identities
were not widely known or utilised until recently; or were housed within the larger context of
rainbow communities (e.g., Pitts et al., 2006). The National Transgender Discrimination
Survey was one of the first studies to explore mental health experiences of those with non-
binary identities (Grant et al., 2011) and there was a growing interest in subsequent research
to identify mental health differences among trans men, trans women, and non-binary people

(e.g., Hyde et al., 2013; Rimes et al., 2019; Veale, Watson, et al., 2017).
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Mental Health Findings. Studies in different countries have had inconsistent
findings on the differences among mental health outcomes across gender groups. For
instance, two studies (Chen et al., 2019; Couch et al., 2007) reported trans women had worse
mental health outcomes than trans men, but other studies (e.g., Crissman et al., 2019; Rimes
et al., 2019; Veale, Watson, et al., 2017) have collected findings that indicated trans men had
worse mental health outcomes than trans women. An Australian study (Hyde et al., 2013)
found age had an important influence in explaining gender differences as the researchers
reported two different sets of results before and after accounting for the effect of age (see
Section 1.7.4). However, existing literature that explores the influences of age on mental
health differences across gender groups is limited. Given that the age demographic of trans
men and non-binary people tends to be younger than the general population (see Crissman et
al., 2019), studies that do not consider age differences when investigating the mental health
of various gender groups within the transgender populations may give biased findings. See
Chapter 5 for a more in-depth discussion about associations between age and gender with
transgender people’s mental health.

There are a number of studies emerging that explore the mental health inequities
among transgender people by making comparisons with the general population (e.g., Hyde et
al., 2013; James et al., 2016; Veale, Watson, et al., 2017) and samples of cisgender people
(e.g., Aparicio-Garcia et al., 2018; Crissman et al., 2019; Treharne et al., 2020), but as
outlined in Chapter 3, this work in Aotearoa/New Zealand is limited to one youth-focused
study and some trans-Tasman studies. While the Australian-based TranZnation study
recruited 24 transgender adults from New Zealand, this study only reported findings based on
the combined sample of transgender people in Australia and New Zealand (Couch et al.,
2007). A recent study by Treharne et al. (2020) with a larger sample of transgender people in

Aotearoa/New Zealand (n = 328) found large inequities in the prevalence of NSSI and
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suicidality among this population. Treharne et al. (2020), however, did not explore other
components of mental health such as general mental health and psychological distress that
have been found to severely affect transgender people in overseas research (e.g., James et al.,
2016). Given the critical gaps in knowledge of the broader range of mental health experiences
of transgender people living in Aotearoa/New Zealand, there is a need to collect this essential
information to more effectively implement policies and programmes that can address mental
health inequities affecting this population.

Minority Stress and Protective Factors. Increasing numbers of overseas studies
have noted strong correlations between mental health difficulties among transgender people
and the experiences of enacted stigma (e.g., stigma, discrimination, and victimisation) that
transgender people face because of their gender (e.g., Bauer et al., 2013; Chen et al., 2019;
Veale, Peter, et al., 2017). In Aotearoa/New Zealand, a few studies (e.g., Dickson, 2017;
Human Rights Commission, 2008) have shown that enacted stigma exposures were common
experiences for transgender people (see Chapter 3 for a review). While Treharne et al. (2020)
identified associations between discrimination, and NSSI and suicidality in a combined
sample of transgender people in Australia and Aotearoa/New Zealand, they did not explore
the mental health influences of enacted stigma experiences that are specific to transgender
people. In line with gender minority stress theory (Testa et al., 2015), there is a need to
explore the association between transgender-specific enacted stigma experiences and the
mental health of transgender people in Aotearoa/New Zealand.

Overseas studies have also examined the relationship between protective factors at an
interpersonal level, such as social support from peers and family, and the mental health of
transgender people (e.g., Aparicio-Garcia et al., 2018; Bauer et al., 2013; Treharne et al.,
2020; Veale, Peter, et al., 2017). Studies that researched the mental health influences of

protective factors of secondary social ties (e.g., transgender communities) and beyond friends



31

and family members, however, remain limited in both Aotearoa/New Zealand and overseas
(see Valentine & Shipherd, 2018). Given the potential mental health benefits that protective
factors could offer for transgender people such as offsetting the negative impacts of enacted
stigma (Veale, Peter, et al., 2017), it is therefore important to investigate the types of
protective factors that need to be strengthened among transgender people in Aotearoa/New
Zealand.
1.8 Research Objectives and Questions

As noted in section 1.7, there is a wealth of transgender mental health research being
conducted in overseas, especially in North America. While increasing overseas research has
uncovered large mental health inequities affecting transgender people, the review study in
Chapter 3 noted that Aotearoa/New Zealand based research on this topic remains limited.
Research specifically on transgender people in this country is required due to the unique
demography, healthcare, and legal contexts, as well as to provide data to advocate for policy
change at national level.

Aotearoa/New Zealand is a Commonwealth nation in South Pacific Ocean. The
Treaty of Waitangi signed between the representatives of British crown and iwi (tribes) of
indigenous Maori in 1840 acknowledges Maori as the tangata whenua (people of the land)
and put in place a bicultural relationship between the two entities (Bennett & Liu, 2018). The
demography of Aotearoa/New Zealand today can be referred to as multicultural (Bennett &
Liu, 2018), with five major ethnic groups: New Zealand Europe/Pakeha (70.2%), Maori
(16.5%), Asian (15.1%), Pasifika (8.1%), and Middle Eastern, Latin American, and African
(MELAA,; 1.5%; Statistics New Zealand, 2020b). Different from other countries with a
predominant Western culture, the unique demographic makeup of Aotearoa/New Zealand has
a specific influence of how people in this country comprehend mental health. As

demonstrated in health models for indigenous Maori (Durie, 1985; 1999; see also Chapters 4
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and 5), Pasifika (Tamasese et al., 2005), and Asian (Sobrun-Maharaj & Wong, 2010)
populations, there is a growing recognition that mental health of people in Aotearoa/New
Zealand is an integral part of holistic health and that it is interconnected with spirituality,
family, and social environments.

Furthermore, the gender-affirming care provision context is unigque to transgender
people in Aotearoa/New Zealand. In Aotearoa/New Zealand, gender-affirming care such as
top surgeries (e.g., breast augmentation and chest reconstruction) and hormone therapy
(except genital surgeries) can be accessed through primary care clinics or local District
Health Boards (DHBs; Ministry of Health, 2020), although not all DHBs provide
comprehensive gender-affirming care (Fraser et al., 2018). The Ministry of Health has
decided to expand the public fund for gender-affirmign genital surgeries in 2019. The current
waiting list for genital surgeries is long due to the cap (2 surgeries per year) set by Ministry
of Health during the years 2004 to 2018 to access high cost treatment pool, and lack of
surgeons who can provide these procedures in Aotearoa/New Zealand (Fraser et al., 2018).
Overseas studies (e.g., Chen et al., 2019) have found higher levels of mental health
difficultiues among transgender people who faced barriers in accessing gender-affirming
care; the inequities in provision of gender-affirming care in Aotearoa/New Zealand is likely
to have an effect on mental health of transgender people.

Transgender people in Aotearoa/New Zealand also share a different legal and policy
environment to other countries. For example, some states in the United States and Australia
have implemented laws that prohibit discrimination on the basis of transgender identities
(Australian Human Rights Commission, n.d.; Gleason et al., 2016) but there is no such
existing laws in Aotearoa/New Zealand at present (Human Rights Commission, 2020).
Transgender-inclusive structural determinants are crucial for mental health of transgender

people as overseas studies have documented the relationship between positive mental health
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and existence of laws and policies that protect transgender people against discrimination
(Gleason et al., 2016; Restar et al., 2020).

It is not until recently that policy and research has begun to pay attention to the health
inequities experienced by transgender people in Aotearoa/New Zealand (see Clunie, 2018;
Treharne & Adams, 2017, for a review). The first large quantitative study to examine the
mental health status of transgender people in Aotearoa/New Zealand was the Youth’12 study
that focused on youth (Clark et al., 2014). To date, there have been no large studies in
Aotearoa/New Zealand exploring the mental health of transgender people across all age
groups, from youth, adults, to older adults. Because of the lack of research on transgender
people in this country, there is limited understanding of the extent of the mental health
inequities faced by this population compared to the general population.

To understand the root causes of mental health inequities among transgender people
in Aotearoa/New Zealand (see Section 1.4.2), this thesis utilised the health equity perspective
that focuses on the social determinants of mental health specific to transgender people. This
comprised quantitative analyses that assessed the associations of experiences of enacted
stigma and protective factors to transgender people’s mental health, as well as qualitative
analyses that identified mental health determinants based on reported experiences of
transgender people in Aotearoa/New Zealand. Moving away from the pathologising
explanation that positions transgender identity as the cause of the elevated rate of mental
health difficulties, this thesis builds on gender minority stress theory to explain the role of
cisgenderism as a key social determinant of mental health underpinning the mental health
inequities faced by transgender people.

The research questions of the current thesis are summarised below.

1. What are the mental health inequities faced by the transgender population relative to

the general population in Aotearoa/New Zealand? Are there differences in mental
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health outcomes across transgender people of different age and gender groups (i.e.,
trans men, trans women, and non-binary)?
2. To what degree is cisgenderism, in the form of enacted stigma, associated with mental
health difficulties for transgender people? Can gender minority stress theory explain
the negative effect of enacted stigma on the mental health of transgender people in
Aotearoa/New Zealand?
3. What are the protective factors that are important for the mental health of transgender
people in Aotearoa/New Zealand? To what degree might protective factors mitigate
against the negative effects of minority stress?
4. What do transgender people in Aotearoa/New Zealand describe as the most important
determinants of their mental health?
1.9 Thesis Structure

Table 1 presents the organisation of the thesis and an overview of the contents
covered in each chapter. This thesis consists of three unpublished chapters (Chapters 1, 4, and
8), two review articles (Chapters 2 and 3), and three empirical articles (Chapters 5, 6, and 7)
that report findings from the Counting Ourselves survey. Chapters 2, 3, 5, and 6 have been
peer reviewed and published in academic journals. Chapter 7 was accepted for publication in
early February 2021 and waiting for the publisher to typeset.

Note that Chapter 2 comprises a published paper, and an introductory section
providing some context for this paper; this approach is also used for subsequent chapters (3,
5, 6, and 7) that comprise already peer reviewed papers. The writing and referencing style of

each paper is presented based on the journal’s requirements.
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Overview of Thesis Structures and Contents Covered

Chapter Title

Contents

Chapter 1 Introduction

This chapter begins with terminology used for

transgender populations in Aotearoa/New
Zealand. The context of the research is then
presented by outlining the research position and
theoretical framework (i.e., gender minority
stress theory) that shapes the direction of current
thesis. This chapter also draws on international
literature to provide a review regarding the
prevalence of mental health, minority stress, and
protective factors of transgender people.
Research objectives and questions are also

discussed here.

Chapter 2 Article 1—Gender
minority stress: A

critical review

This paper extends from Chapter 1 to provide a

more thorough review of gender minority stress
theory that also accounts for the impacts of

cisgenderism.

Chapter 3 Article 2—Mental health
of trans and gender
diverse people in
Aotearoa/New
Zealand: A review of
the social determinants

of inequities

This paper reviews existing transgender research

in Aotearoa/New Zealand and explains the
utility of employing a health equity perspective
to understand transgender people’s mental
health.

Chapter 4 Study design and
methods

This chapter outlines on the philosophy, study

design, and methods of the thesis.

Chapter 5 Article 3—Mental health
inequities among
transgender people in
Aotearoa/New

This paper explores the prevalence of mental

health difficulties among transgender people in
Aotearoa/New Zealand and identifies the extent

of inequities by comparing to the general
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Zealand: Findings
from the Counting

Ourselves survey

population estimates. This paper also provides a
novel finding regarding transgender people’s
mental health by examining the interaction

effect of age and gender.

Chapter 6 Article 4—Enacted
stigma experiences and
protective factors are
strongly associated
with mental health
outcomes of
transgender people in

Aotearoa/New Zealand

This paper examines the associations of

transgender-specific enacted stigma and
protective factors (family and friend support,
neighborhood belongingness, and transgender
community belongingness), with psychological
distress, NSSI, and suicidality among
transgender people in Aotearoa/New Zealand.

Chapter 7 Acrticle 5—"It's how the
world around you
treats you for being
trans": Mental health
and wellbeing of
transgender people in
Aotearoa New Zealand

This paper provides an analysis of qualitative

responses of transgender people on the mental
health determinants that are crucial for their
mental health. This analysis is guided by a
critical realist framework (see Chapter 4) to
explore how transgender people make sense of
their mental health in relation to cisgenderism.

Chapter 8 Conclusion

This chapter provides a summary of the overall

findings, while detailing the limitations of the
current study. Recommendations for future

research and interventions are also presented.
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Chapter 2: Gender Minority Stress: A Critical Review

2.1 Preface

Initially conceptualised to help understand the lived experiences of cisgender gay men
(Meyer, 1995), minority stress theory has been widely used to explain the disproportionate
burden of mental health difficulties affecting ethnic and religious minorities (e.g., Every &
Perry, 2014), sexual minorities (e.g., McCarthy et al., 2014), and more recently, gender
minorities or transgender people (Testa et al., 2015). Minority stress theory (Meyer, 2003)
has been cited more than 8,500 times to date (source: Google Scholar; October 2020), with its
primary application being the elucidation of how marginalised social status and identity-
specific stress due to minority identification can lead to mental health inequities. The
utilisation of minority stress theory with transgender people, however, requires critical
evaluation as the minority stressors faced by this population (e.g., non-affirmation of
transgender identity) differ from other minority populations (Testa et al., 2015).

To facilitate a better understanding of reasons for mental health inequities among
transgender people in Aotearoa/New Zealand, this paper reviewed existing literature on
minority stress theory. The review also critically evaluated Meyer’s account of minority
stress based on various other theoretical frameworks in minority health. These frameworks
include the decompensation framework (Riggs & Treharne, 2017) that calls for the
conceptualisation of minority stress as the result of oppressive social norms (i.e.,
cisgenderism) that privilege identities in dominant social positions and marginalise others;
the psychological mediation framework (Hatzenbuehler, 2009) that suggest examination of
general psychological outcomes alongside minority stress; and the intersectionality
framework (Crenshaw, 1991) that highlights the need to understand the variations of minority
stress experiences in relation to the complexities of multifaceted identities and intersecting

social norms. In particular, this paper critically examined the relationship between gender
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minority stress and cisgenderism that has been serving to police and repudiate manifestations
of gender that fall outside of the cisnormative gender binary.

Declaration: After reviewing all relevant literature, 1 developed the outline of the
paper and wrote the first full draft of the paper. | was also the main person responsible for
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ABSTRACT KEYWORDS

Past studies that compare cisgender to transgender (or trans) Transgender; gender
and gender diverse people have found a higher prevalence of diverse; gender minority
mental health problems among the latter groups. This article stress; cisnormativity;

uses Testa’s gender minority stress framework, which is an intersectionality

expansion of minority stress theory, to assess minority stressors
that are specific to the experiences of trans and gender diverse
people. The concept of cisnormativity, an ideology that posi-
tions cisgender identities as a norm, is used in relation to the
gender minority stress framework to describe the marginaliz-
ing nature of social environments for trans and gender diverse
people. This article provides a critical review that integrates
and expands on past theoretical perspectives on gender min-
ority stressors and protective factors. Specifically, this article
demonstrates the relevance of cultural and ethnic back-
grounds to complement the application of intersectionality in
research on health disparities experienced by trans and gender
diverse people.

Transgender, or the shorthand trans, is an umbrella term referring to people
whose gender does not correspond with the sex assigned to them at birth,
such as trans women and trans men (American Psychological Association,
2015). Gender diverse is a term that describes people whose gender identity or
expression does not conform to societal expectations of gender in a binary
construct (Adams et al, 2017). Gender diverse people may define their
gender outside the binary constructs of “man” or “woman,” identifying as
neither men nor women (e.g., agender or nonbinary), or as moving between
binary genders (e.g., genderfluid; American Psychological Association, 2015).
Gender diverse people do not necessarily ascribe to a trans identity, particu-
larly those of non-Western cultural backgrounds who might identify with
non-Western terms that are best understood within their specific cultural
context (e.g., Samoan fa’afafine and Cook Islands akava’ine; Adams et al.,
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2017; Alexeyeft & Besnier, 2014). In this article, the abbreviation TGD is used
to refer to trans and gender diverse to encompass all whose gender identity
might differ from normative binary constructions of gender. Cisgender is
used to refer to those whose gender identity aligns with their assigned
physical sex in socially accepted ways (American Psychological Association,
2015).

This article provides an integration and expansion of theories of mental
health disparities relating to gender identity by (1) critically reviewing
Meyer’s conceptualization of minority stress and its relevance to the experi-
ences of TGD people; (2) engaging in an in-depth reading of other explana-
tory frameworks, in order to discuss the effectiveness of Testa, Habarth, Peta,
Balsam, & Bockting’s (2015) GMSF in encapsulating gender-minority stres-
sors and protective factors experienced by TGD people; and (3) using inter-
sectionality to explain how T'GD people with multiple marginalized identities
may experience specific forms of minority stress.

A number of review studies have investigated the prevalence of mental
health problems among TGD people (see Dhejne, Van Vlerken, Heylens, &
Arcelus, 2016; McNeil, Ellis, & Eccles, 2017; Millet, Longworth, & Arcelus,
2017). These review studies found that TGD people manifest higher rates of
various mental health problems when compared to either cisgender people or
general population prevalence figures. For example, a systematic review of
the prevalence of anxiety symptoms and disorders among TGD people across
countries in the regions of Americas, Europe, and Asia found that the
prevalence of anxiety among TGD people may be as high as 68.0%, compared
to the 18.0% found in general population surveys (Millet et al., 2017).

The high prevalence of mental health problems among TGD people has
been found to correlate with the impact of minority stress. Minority stress is
the “excess stress to which individuals from stigmatised social categories are
exposed as a result of their social, often a minority, position” (Meyer, 2003,
p. 675). Minority stress theory (MST) was originally developed by Meyer
(1995, 2003) to provide theoretical explanations for the effect of minority
stress on the mental health of specific sexual minority groups, namely
lesbian, gay, and bisexual (LGB) people. Tokenistic incorporation of TGD
people in the overarching concept of sexual orientation and gender mino-
rities (conventionally known as LGBT people) may seem to render MST
applicable to TGD people. However, research has demonstrated that the
stressors experienced by TGD people on the basis of gender identity and
expression are not necessarily the same as those experienced by LGB people
(see Clarke, Ellis, Peel, & Riggs, 2010). Testa and colleagues subsequently
developed the gender minority stress framework (GMSF; Testa et al., 2015),
which considers specific minority stressors that are unique to TGD people to
elucidate the disparities in mental health problems between TGD and cis-
gender people.
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Gender minority stress

The gender minority stress framework (Testa et al., 2015) is built on Meyer’s
minority stress theory (Meyer, 1995, 2003). The GMSF employs a stress
discourse to examine the social environments affecting TGD people (Testa
et al., 2015). MST conceptualizes stress based on the application of an
engineering analogy, in which stress is assessed as “a load relative to
a supportive surface” (Meyer, 2003, p. 675). In this instance, a load is
depicted as a stressor, which can be conceptualized as a stimulus that
threatens the optimal functioning of a person’s cognitive perception
(Koolhaas et al., 2011). When a stressor becomes uncontrollable and unpre-
dictable for an individual, the person concerned is said to be experiencing
stress (Koolhaas et al., 2011). Meyer (2003) further postulated that loads can
be differentiated into individual and social stressors and that people of
minority groups are subjected to an additional form of social stressor that
is not experienced by those in dominant groups: minority stress.

Riggs and Treharne (2017) argued that Meyer’s definition of minority
stress as a distinctive or additional form of social stress does not correspond
with the understanding of the engineering analogy. Figure 1 depicts the
difference in the application of engineering analogy between Meyer (2003)
and Riggs and Treharne (2017). Riggs and Treharne (2017) raised an exam-
ple to consider stressful social environments as a load that places social
exertion on a supportive surface (i.e., a minority person or group). In this
instance, the load has incorporated both individual and social characteristics
of a stressor, thus generating a cumulative form of stress that exerts its
influence on a minority person. Given that stress is a product of cumulative
effects of stressors, Riggs and Treharne (2017) refuted Meyer’s view that
minority stress arises from a person’s marginalized social position mediated
entirely via intra-individual factors such as internalized homophobia. Riggs
and Treharne (2017) instead argued that minority stress should be perceived
to originate from institutionalized ideologies and social norms that accord
a minority position. Hence, in this review we conceptualize gender minority
stress as a form of stress that is unique to TGD people, and that the minority

l Social norms and ideologies I

Supportive T Supportive
_w| Social stressors surface 2 siaface
Loads v
~~a| Individual stressors l Load —DI Social environment | l
Meyer's (2003) perspective Riggs and Trehame’s (2017) perspective

Figure 1. Perspectives on the engineering analogy. Dashed line indicates a mediation or
influential effect.
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position of TGD people is the product of marginalizing ideologies and social
norms that privilege cisgender people.

Conceptualization of gender minority stress from social theories

The integrative conceptualization of the GMSF that this article proposes is
not based on one congruous theory, but it is rather informed by several
sociological and psychological theoretical frameworks (Meyer, 1995, 2003).
Below is the discussion of the frameworks that outline the role of institutio-
nalized ideologies and social norms that consign TGD people to a minority
position.

In Meyer’s original conceptualization of MST (2003), reference was made
to Merton’s (1968) work on institutionalized social norms in relation to
minority groups. According to Merton, social norms generate stressors that
conflict with the minority cultures and with the interests of minority groups.
In societies where distinctions of social status between dominant groups (e.g.,
cisgender people) and minority groups (e.g., TGD people) are particularly
prominent, there is a tendency for dominant groups to marginalize minority
groups. Meyer (1995) drew on societal reaction theory to provide explana-
tions for the “processes by which persons come to be defined as deviant” by
societies (Kitsuse, 1962, p. 248). A behavior or social norm is considered
“deviant” if it departs from the conventional understanding of an appropriate
behavior or social norm (Kitsuse, 1962). This theory assists in identifying the
members of a minority group who are defined by social norms as deviant, as
well as determining how these members are thus treated.

Cisnormativity refers to the assumption that it is “normal” for one’s
gender identity to reflect the physical sex assigned at birth in the expected
way, and that both sex and gender are only binary (Baril & Trevenen, 2014).
Cisnormativity as an ideology and the institutionalized social norm of being
cisgender (a prejudice known as cisgenderism) explain why TGD identity is
treated as deviant by contemporary societies. Cisnormativity is used to
describe situations where people fail or refuse to comprehend the identities
or experiences of TGD people (Riggs, Ansara, & Treharne, 2015). This
ideology privileges cisgender people, as it reinforces the understanding that
there are only two valid genders (i.e., woman and man) and that these should
always correlate with biological sex in the expected ways, delegitimizing TGD
people’s own understanding of their genders and bodies (Ansara & Hegarty,
2012; Baril & Trevenen, 2014; Riggs et al., 2015). Cisnormativity is prejudicial
for TGD people, because it treats people as deviant if they decline, or are
suspected of declining, the maintenance of a conventional consistency
between genitalia and gender presentation (e.g., physical body and attire)
as deviant. An example of pathologization of TGD people is the usage of
negative classifications in various versions of the Diagnostic Statistical
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Manual of Mental Disorders (DSM), such as gender identity disorder
(American Psychiatric Association, 1994), which was more recently relabeled
as gender dysphoria (American Psychiatric Association, 2013) but is still
conceptualized as a divergence from norms requiring psychiatric attention.
Examples such as this demonstrate that the pathologization of TGD people is
embedded in the construction of gender within a cisnormative framework.

Cisnormativity also includes the misgendering of TGD people, which
involves misclassifying TGD people based on dominant understandings of
genders and bodies (Riggs et al., 2015). Misgendering of TGD people results
in non-affirmation, where surrounding people are unable or unwilling to
acknowledge or use the appropriate name, pronoun, or gender of a TGD
person. For instance, a trans woman may be labeled as a man, addressed with
male pronouns or referred to by a former male name. Those who identify as
genderqueer or gender diverse may also be subjected to non-affirmation,
when surrounding people are unable to recognize them in a gender-neutral
manner (Testa et al., 2015). Testa et al. (2015) identified non-affirmation as
a form of distal stressor in the GMSF framework.

Much psychological research is conducted from a cisnormative perspective
(Ansara & Hegarty, 2012). Psychological research has presumed being cis-
gender to be the social norm, and most psychological researchers conceptua-
lize human experience in strictly cisgender terms (Ansara & Hegarty, 2012).
Past psychological and medical researchers who have applied a cisnormative
framework have at best neglected and invalidated the existence of TGD
people. If psychological research assumes the population of interest to be
cisgender, it is difficult to examine the issues affecting the TGD populations
and to develop measures to address the health and social needs of TGD
people. At its worst, psychological and psychiatric research has taken an
active anti-trans stance—for example, by attempting to produce evidence of
the effectiveness of conversion therapies (Bernal & Coolhart, 2012).

The social exclusion framework provides explanations for the effects of
marginalizing social norms on members who are considered as deviant
(Iwasaki, Bartlett, MacKay, Mactavish, & Ristock, 2005). In this instance,
cisgenderism causes TGD people to be at risk of social exclusion, as they face
limited opportunities and access to resources at various levels. The U.S.
National Transgender Discrimination Survey (NTDS) of 6,450 TGD people
revealed that TGD people experience labor market exclusions (unemploy-
ment and underemployment); economic exclusions (poverty); institutional
and medical exclusions (structural discrimination); social isolations (limited
social networks); cultural exclusions (inability to live according to culturally
accepted norms); and spatial exclusions (difficulty accessing public spaces
and services; Grant et al.,, 2011). The NTDS also identified the issue of
accessing gender-segregated bathrooms to be of concern among TGD people,
especially for those who do not conform to reified expectations of how men
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and women should behave. A secondary analysis of NTDS data of 2,325 TGD
college students on their experiences of accessing public bathroom found that
24.9% had been denied access (Seelman, 2016). When correlated with fre-
quency of suicide attempts, TGD college students who had been denied
access to a school bathroom were more likely to have reported attempting
suicides (Seelman, 2016).

Conceptualization of gender minority stress from social psychological
theories

Meyer (2003) also drew on social psychological theories in developing MST,
in an attempt to uncover the social origins of negative societal reactions
based on intergroup relations, developed through the process of categoriza-
tion. Identity categories are formed because there are distinctions between
social groups (e.g., cisgender and TGD people). These categories serve as
a platform for individuals within a group or multiple groups to self-define,
thus forming a social identity of their own. Differences in social identities
result in intergroup processes taking place between groups that are dominant
or subordinate (Turner, 1999). In this instance, intergroup processes such as
discrimination and prejudice constitute minority stressors on the lives of
TGD people.

In addition to the intergroup relations, Mead (1934) provided another
perspective on the social origins of negative societal reactions, based on
symbolic interaction theory. This theory views social environments as pro-
viding people with meaning for their world and organization of their experi-
ences, positing that a person’s sense of self develops through social
interactions that ingrain meanings through symbols and signifiers. As part
of growing up, a person observes and makes connections with the people
surrounding them and their social environment and learns to form judg-
ments about social norms. In this instance, lack of acceptance of TGD
identities and exposure to direct stereotypes and prejudice lead TGD people
to realize the cisnormative nature of their social environment. As a result,
TGD people may form negative self- regard in respect of their minority
identity (Meyer, 2003). In particular, TGD people who hold negative self-
regard and experience internalized stigmatization of their TGD identity may
manifest high distress levels (Sdnchez & Vilain, 2009).

Meyer’s shift from institutionalized social norms (e.g., being cisgender as
the idealized norm) to a person’s self-regard as the locus of stress has been
argued to be problematic based on interpretation of the engineering analogy
(Riggs & Treharne, 2017). The engineering analogy views stress in a social
context, but in social psychological theories, stress is reduced to an indivi-
dualized phenomenon. In these theories, stress is prioritized in relation to the
subjective experiences of each TGD person toward negative societal
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reactions. Consequently, the importance of social norms in shaping how
TGD people may be rendered legitimate targets of negative regard is
diminished.

Gender minority stressors

Meyer (1995, 2003) made a distinction between distal sources of stress and
proximal appraisals of stress, as in a continuum to classify the minority
stressors that TGD people face into three processes: distal stressors, negative
expectations, and internalized transphobia. Although Riggs and Treharne
(2017) made suggestions to reframe the language used to describe minority
stress, they did not criticize Meyer’s original intent to account for the effects
of discrimination, nor the potential utility of MST if stressors are not
considered to be purely resultant from personal internalization of stigma.

Distal stressors

The first process relating to discrimination in MST is distal stressors, which
are events experienced by people with minority identities, and they range
from everyday events of discrimination or microaggressions to other factors.
Testa et al. (2015) posited that expressions of TGD identity expose TGD
people to distal stressors that comprise gender-based victimization (verbal or
physical acts committed against TGD people); gender-based rejection (rejec-
tion or nonacceptance by people, institutions, and communities); gender-
based discrimination (difficulty accessing housing, employment, medical care,
or legal documents) and non-affirmation (internal sense of gender identity of
TGD people is not recognized by others). As purportedly objective factors,
distal stressors are conceptualized as independent of personal identification
and associated with the assigned minority position within a society (Meyer,
2003). For example, a woman who was assigned male at birth and has since
undergone a medical gender transition so that her body is “female” might not
self-identify as trans. However, she may still be subjected to a similar degree
of distal stressors as other trans women because she is perceived as a “trans”
by others.

The U.S. Transgender Survey of 27,715 TGD people discovered that
incidences of victimization were relatively common among TGD people
(James et al., 2016). Approximately half (48%) of participants in this study
reported experiencing at least one form of victimization such as verbal
harassment, physical attack, or sexual assault. When compared to cisgender
counterparts, the New Zealand Youth’12 study of 96 TGD and 8070 cisgen-
der high school students found a threefold increase in the percentage of TGD
students who reported incidences of bullying on a weekly basis (17.6% vs.
5.8%; Clark et al., 2014). In the same study, TGD students were significantly
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more likely than their cisgender counterparts to report being physically
harmed by another person (49.9% vs. 32.5%). These differences in experi-
ences demonstrate some of the ways that TGD people are more likely to
experience distal stressors than the cisgender population.

Negative expectations

Based on the minority stressors continuum that Meyer (1995, 2003) postu-
lated, distal stressors play an important role in influencing a person’s percep-
tions and appraisals of stress. He conceptualized the subjective appraisals of
minority stress as proximal stressors, which comprise the second and third
processes relating to discrimination in MST (Meyer, 2003). The second
process is negative expectations for future events, which describes the anxiety
of TGD people in anticipating distal stressors because of previous experi-
ences with prejudice and discrimination toward their TGD identity
(Hatzenbuehler & Pachankis, 2016). Evidence of negative expectations for
future events among TGD was observed in the New Zealand Youth’12 study,
where more than half of TGD students (53.5%) reported being afraid that
someone at school would hurt or bother them (Clark et al, 2014).
Comparatively, cisgender students (39.8%) were less likely to report fear of
victimization (Clark et al., 2014). Proximal stressors also includes nondisclo-
sure, which describes attempts made by TGD people to conceal their TGD
identity in an attempt to protect themselves or others close to them from
directly experiencing distal stressors (Testa et al., 2015). During this process,
TGD people often feel the need to be vigilant in deciding if they should
conceal or disclose their TGD identity. The maintenance of a vigilant state
when anticipating discrimination can result in high levels of distress (Meyer,
1995).

Internalized transphobia

For TGD people, the third process relating to discrimination in MST is the
proximal stressors of internalized transphobia or the internalization of nega-
tive societal attitudes about one’s own TGD identity and TGD people as
a social group (Hatzenbuehler & Pachankis, 2016). As a case in point, a study
of 482 Argentinian TGD people found that more than half (55.8%) of
participants experienced some forms of internalized transphobia, such as
feeling ashamed or low self-esteem in relation to their TGD identity
(Marshall et al,, 2016). Often, these responses arise from pervasive exposure
to negative societal reactions resulting from cisnormativity (Marshall et al,,
2016).

In contrast with the distal stressors, negative expectations for future
events, nondisclosure, and internalized transphobia are theorized in MST
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to be more subjective and rely on internal appraisals among minority people
(Meyer, 2003; Testa et al., 2015). The degree of anticipation of stressful events
and internalized negative attitudes is thus theorized to vary for each TGD
person. Hatzenbuehler’s psychological mediation framework postulates that
MST does not sufficiently explain the proximal pathways through which
distal stressors are implicated in the process of contributing to mental health
problems (Hatzenbuehler, 2009). This is because MST does not investigate
the general psychological processes of people of minority groups, as part of
the understandings of proximal stressors. In this instance, general psycholo-
gical processes refers to the “common vulnerabilities in psychological and
social processes” that are shared by both cisgender and TGD people
(Hatzenbuehler, 2009, p. 712). The psychological mediation framework sug-
gests that distal stressors may cause TGD people to be more vulnerable to
general psychological processes such as maladaptive emotion regulations,
social exclusions, and feelings of hopelessness. However, this review focuses
on minority stressors that are specific to TGD people and therefore char-
acteristically different from stressors that apply to cisgender people.

In the understanding of proximal stressors experienced by TGD people,
there is a need to recognize their linkages to cisnormativity. Allowing for
these linkages is necessary to address the disjuncture between the social
context and the individualized conceptualization of internalization. As sug-
gested by Riggs and Treharne (2017), application of the MST is often limited
to a reified understanding of proximal stressors as a form of internalized
cognition that enacts the theoretical switch from stressful social environ-
ments (as the results of marginalizing social norms) to a personalized
account.

Gender minority protective factors

Despite not fitting into the dominant engineering analogy that views stress in
a social context, Meyer’s (2003) and Hatzenbuehler’s (2009) position of
speculating stress as proximal is important, as it opens up the possibility
for protective factors (i.e., resilience and coping) to buffer against the nega-
tive ramification of minority stressors. Protective factors for TGD people can
be divided into individual-level and social-level (Testa et al., 2015). Within
this conceptualization, there is one individual-level protective factor—iden-
tity pride—while social-level protective factors include community connect-
edness, family support, and culture connectedness.

Singh, Hays, and Watson (2011) reported the primary aspect of resilience
among TGD people as identity pride, which is the ability to define one’s own
gender identity and embrace one’s self-worth. Notably, embracing self-worth
was a critical component of enabling a strong “internal coach” to negotiate
negative messages from societal discrimination and internalized transphobia



(Singh et al., 2011, p. 23). TGD people who have a strong TGD identity have
a reinforced sense of self and are also more able to advocate for themselves in
a cisnormative social environment (Singh et al., 2011).

TGD people who have been exposed to resources pertaining to social-level
protective factors (e.g., peer networks and connectedness to trans-specific
support groups) have reported these social supports as being beneficial for
them to learn about medical resources, speak out about political concerns,
and strengthen their TGD social networks (Singh et al., 2011). In particular,
developing a sense of community connectedness with TGD-specific support
groups and social networks was found to serve as a counterpoint to minority
stressors by facilitating social-level coping resources, such as fostering connec-
tions with other TGD people, finding positive role models, and normalizing
emotional reactions related to discrimination through shared experiences with
TGD peers (Pflum, Testa, Balsam, Goldblum, & Bongar, 2015).

Differences in values across Western and non-Western contexts mean
Western understandings of TGD experiences are inadequate for understand-
ing TGD experiences in other cultural contexts, including many indigenous
cultures (Kirmayer, Sehdev, Whitley, Dandeneau, & Isaac, 2009; Walters &
Simoni, 2002). Although there are important convergences between the
proposed protective factors and indigenous concepts of health and wellbeing,
there is a definite need to integrate indigenous perspectives to understand the
specific minority stressors that indigenous TGD people face (Kirmayer et al,,
2009; Walters & Simoni, 2002). For instance, the indigenous people in
Aotearoa/New Zealand known collectively as Maori recognize health more
holistically, in comparison to the biomedical manner that is typical of
Western views of health that has often neglected the ways in which health
is interconnected and interdependent with other components of wellbeing,
such as family support and cultural connectedness (Durie, 1999; Rochford,
2004).

Family members are often characterized as “primary group members” with
whom TGD people can form emotional ties and are thus viewed as important
or influential in their lives (Thoits, 2011). In the U.S. Transgender Survey,
a comparison to TGD people with unsupportive family members found that
TGD people who receive positive familial responses toward their TGD
identity are less likely to experience psychological distress (31% vs. 50%), as
they are better equipped with coping mechanisms to deal with minority
stressors (James et al., 2016). When family support is translated into the
indigenous context, this factor also exerts a protective effect to buffer against
the impacts of minority stressors (Pettingell et al, 2008). For example,
a study of cisgender Alaskan indigenous young adults found that those
who get along well with family members or have someone in their family
who cares for their wellbeing are protected against suicidality (Pettingell
et al., 2008).
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The GMSF fails to take into account cultural connectedness among TGD
people, which is an important protective factor in mitigating the negative
impacts of minority stressors (Scheim et al., 2013; Walters & Simoni, 2002).
The Canadian Trans PULSE study of 433 TGD people (including 32 who
identified as indigenous) found that the indigenous TGD people perceived
community and spiritual sources of support as vital, with 19.0% of them
having approached cultural community leaders for mental health support
(Scheim et al.,, 2013). Cultural connectedness can be assessed with the
cultural factors in the indigenist stress-coping model (Walters & Simoni,
2002) that includes identity attitude (the extent to which one internalizes or
externalizes one€’s attitude toward their cultural or ethnic background) and
enculturation (learning and identifying with one’s cultural or ethnic back-
ground), spiritual methods of coping, and traditional health practices.

Consideration of multiple and intersecting identities

Past uses of MST (Meyer, 1995, 2003) and the GMSF (Testa et al., 2015) have
been critiqued around the usage of broad identity terms to effectively refer to
one particular population (Meyer, 2010, 2015). For instance, the term TGD
often connotes only Western, middle-class, or urban TGD people.
Applications of the GMSF that do not include indigenous, underprivileged,
or rural TGD people can lead to homogenized and limited understandings of
TGD people’s experiences and, consequently, only advance the interests of
subsections of the TGD population who are already relatively privileged
(Meyer, 2010, 2015; Parent, DeBlaere, & Moradi, 2013). Hence,
a comprehensive understanding of gender minority stress requires considera-
tion of multiple identities.

Additive approaches to minority stressors

An additive approach treats marginalized identities as independent of each
other and sees them as combining to shape the experiences of a person or
a group who possess more than one marginalized identity (Parent et al,,
2013). MST illustrates this approach by referring to having two minority
identities (e.g., TGD and ethnic-minority) as double jeopardy, and three
minority identities (e.g., TGD, ethnic-minority, and rural) as triple jeo-
pardy (Meyer, 2010). Within MST, people who face double or triple
jeopardy would have higher prevalence of mental health problems because
of the greater risks of minority stress resulting from adding other minority
identities to the TGD identity, when compared to people who have
a single minority identity (Jaspal, 2015; Meyer, 2010). In terms of social-
level protective factors, the added minority identity may also restrict the
ways in which TGD people with two minority identities identify and
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affiliate with TGD groups (Meyer, 2015). For instance, TGD people from
ethnic-minority groups may end up marginalized within predominantly
Western TGD support networks (Singh, 2013). Lessening community
connectedness may in turn amplify the negative impact of gender minority
stressors on these TGD people. Double jeopardy for TGD people is
demonstrated in the U.S. National College Health Assessment-II, which
reported ethnic-minority TGD students may experience exacerbated
amounts of minority stress in relation to their double minority identities
(Lytle, Blosnich, & Kamen, 2016).

However, not every person with an additional minority identity experi-
ences greater effects of minority stress. Meyer (2010) proposed that because
ethnic-minority people commonly have prior exposure of racism, they may
be resilient to the effect of minority stressors related to their other minority
identity. This is suggested in an analysis of data from New Zealand Youth’07
and ’12 studies, which found that ethnic-minority TGD people have better
mental health outcomes than Western TGD people (Chiang et al., 2017).
People of two minority identities have also been found to develop resilience
in a more effective manner, by drawing on social-level resources (e.g., com-
munity support, family values, cultural beliefs) to buffer against the impact of
minority stressors on mental health outcomes (Sanders & Munford, 2015).
For instance, indigenous Maori culture in Aotearoa/New Zealand provides
specific resources (e.g., spiritual practices, and community gatherings) that
can be drawn on to address the effects of minority stressors (Sanders &
Munford, 2015). Western people, on the other hand, may be more suscep-
tible to minority stressors because they lack collectivist cultural resources to
provide them with a stronger positive sense of identity (Sanders & Munford,
2015).

Intersectional approaches to minority stressors

Intersectionality acknowledges that a person may possess multiple identities
that result in distinctive individual and collective experiences (Parent et al.,
2013). Compared to an additive approach that treats identity categories as
mutually exclusive variables, an intersectional approach contends that multi-
ple identity categories construct novel experiences that are not necessarily
divisible into their component identities (Parent et al., 2013). The focus of
intersectionality is the result of a “fusing” of multiple identity categories
(Choo & Ferree, 2010; Parent et al,, 2013). For example, Singh (2013) used
an intersectional approach to examine the resilience experiences of ethnic-
minority TGD youth. An African American trans man participant described
his transgender culture and Black culture as inseparable, and that the min-
ority stress he had experienced was distinctive. Singh (2013) also found that
ethnic-minority TGD youth who valued the interconnectedness of their
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ethnicity and gender were more likely to develop a sense of empowerment
and pride.

Intersectionality is used to explore how multiple and overlapping preju-
dices (e.g., racism and cisgenderism) shape the experiences of those with
multiple marginalized identities (Crenshaw, 1991; Parent et al., 2013). Often,
these social norms and prejudices contribute to the construction of relative
privileging and marginalizing systems that impact a person and their wider
social groups (Parent et al, 2013). The emphasis of an intersectional
approach aligns with the understanding of the engineering analogy of MST,
which focuses on how ideologies and social norms serve to marginalize or
privilege certain groups of people. Intersectionality was briefly discussed in
Meyer’s work (Meyer, 2010), but there has yet been extensive research on the
application of intersectionality in relation to MST and the GMSF. Detailed
reviews and meta-analyses will be possible after further research has been
conducted into the GMSF. This further research will need to take into
consideration the multiple and simultaneous effects of marginalizing ideolo-
gies on TGD people, who may be oppressed along the multiple axes of
inequality.

The selection of either an additive or an intersectional approach when
conducting research with TGD people with multiple marginalized identity
would depend on the theoretical approach adopted by the researcher. An
additive approach can be applied in quantitative studies where identity
categories (e.g., ethnicity and gender) are appraised as predictor variables
in the equation of MST to ascertain their influences on criterion variable
(e.g., mental health outcomes; Parent et al., 2013). The effects of the predictor
variables are tested through their main effects (e.g., the independent effect of
ethnicity and gender). At the same time, quantitative studies can apply an
intersectional approach by testing interactive effects (e.g., the interaction
outcomes of ethnicity and gender). Qualitative methods can also be
employed to examine the issues of intersectionality, with specific advantages
in generating a nuanced understanding of the complexities and multiplicities
of experiences (Parent et al,, 2013). An intersectional approach resolves the
“problem of addition” that results from the way in which an additive
approach treats identity categories as mutually exclusive variables. Well-
designed quantitative research can advance understanding of intersecting
identities by testing research questions that attend to the needs of people
with multiple identities, and the operationalization of outcome variables that
can reflect the unique experiences of these people (Parent et al,, 2013). An
example of quantitative research that used intersectionality is Jefferson,
Neilands, and Sevelius (2013), which adapted scales about experiences of
racism and cisgenderism to explore the combined effects of these experiences
on ethnic-minority trans women and found that combined discrimination
related to the likelihood of depression.



Conclusions and summary of future directions

There is a growing body of research that has employed MST (Meyer, 1995,
2003, 2015) to elucidate mental health disparities among minority groups.
MST has provided fundamental scaffolding to describe the stress process
experienced by members of minority groups, although the use of this theory
has largely been taken for granted, and ongoing critical evaluation and
expansion are required. This article attends to the critiques of Meyer’s initial
account of minority stress, which includes the definition of minority stress
based on the engineering analogy (Riggs & Treharne, 2017), the lack of
emphasis on institutionalized ideologies and social norms (Riggs &
Treharne, 2017), inadequate explanations of general psychological outcomes
(Hatzenbuehler, 2009), and the lack of consideration of the specific experi-
ences resulting from having multiple and intersecting identities (Meyer, 2010,
2015).

This article expands on the GMSF (Testa et al., 2015) to highlight specific
minority stressors and protective factors for TGD people. By drawing on the
sociological and social psychological theories that were used to conceptualize
MST, this article analyzes these perspectives using the lens of cisnormativity.
In this instance, a critical understanding of the ideology of cisnormativity is
used in relation to the GMSF to provide explanations for the source of
stressful social environments that affect TGD people. Cisnormativity also
serves to describe how cisgender identities are constructed as the ideal social
norm, and how they are privileged at the expense of TGD identities while
also being constrained by narrow cisgender norms.

Although distal and proximal minority stressors in relation to the sexual
minority groups have been widely tested among TGD people, most TGD
mental health studies (e.g., Marshall et al., 2016; McCarthy, Fisher, Irwin,
Coleman, & Pelster, 2014) have neglected TGD-specific minority stressors,
such as non-affirmation and nondisclosure of gender identity. These two
stressors were found to contribute substantially to the minority stress experi-
ences of TGD people (Testa et al., 2015) and therefore should be included
when considering minority stressors for TGD people. This article has also
demonstrated the relevance of two additional protective factors in relation to
the original GMSF (Testa et al,, 2015), which are family support and cultural
connectedness. Although these two factors have not yet been tested in the
GMSF as a whole framework, specific studies have suggested that these
factors correlate with positive mental health outcomes among TGD people
(Klein & Golub, 2016; Scheim et al., 2013). Assessment of cultural connec-
tions should be conducted in a culturally sensitive manner and could benefit
from the application of indigenous frameworks of health promotion, such as
the New Zealand Te Pae Mahutonga model (Durie, 1999) or the Samoan
Fa’afaletui model (Tamasese, Peteru, Waldegrave, & Bush, 2005). Future
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TGD research should operationalize family support and cultural connected-
ness in ways that align with indigenous definitions of health, which often
recognize health as interconnected and interdependent with other compo-
nents of wellbeing (e.g., spirituality and connectedness to physical environ-
ments; Kirmayer et al., 2009; Walters & Simoni, 2002).

This article has explored the intersection of ethnicity and gender, in
relation to overlapping effects of racism and cisgenderism on TGD people’s
experiences of minority stressors and their mental health outcomes. The
inclusion of an intersectional approach is important in TGD health research
to facilitate a shift in focus from the unitary effect of cisgenderism to the
intersections among multiple systems of oppression. This intersectional shift
would allow for a greater consideration of systemic inequalities within the
TGD populations. There are other identities and systems of oppression that
may affect the health outcomes of TGD people that we have not explored in
this article—these include those related to sexuality, religion, disability status,
and socioeconomic status. Constraints in resources and knowledge within
specific research projects may preclude a simultaneous analysis of every form
of inequality, but studies that focus on TGD identities without at least
considering other axes of identity are inadequate and reductive.

In conclusion, this article argues that the GMSF is a useful framework for
understanding TGD-specific minority stressors and protective factors and
their roles in predicting mental health outcomes. However, the original
GMSF is not comprehensive enough. This article proposes the integration
of the GMSF into a broader culturally embedded framework that would
include indigenous perspectives and intersectional approaches, in order to
adequately account for the gender minority stressors experienced by TGD
people, while accounting for the importance of family support and culture
connectedness.
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Chapter 3: Mental Health of Trans and Gender Diverse People in
Aotearoa/New Zealand: A Review of the Social Determinants of
Inequities
3.1 Preface
Despite a growing body of international research calling for the understanding of
transgender identity as a social determinant of mental health, there has been little exploration
of the social aspects of transgender mental health in Aotearoa/New Zealand. To fill this
literature gap, this review drew on the health equity perspective to understand social
determinants of mental health relevant to transgender people in Aotearoa/New Zealand. To
do this, this paper provided a comprehensive review on existing New Zealand-based findings
on the prevalence of mental health problems, minority stressors, and protective factors among
transgender people. In particular, findings of the Youth’12 study (Clark et al., 2014), the first
Aotearoa/New Zealand study to examine transgender people’s mental health, were discussed
in-depth and the study’s limitations were highlighted. This paper also critically reviewed the
two competing perspectives that have been used, in both Aotearoa/New Zealand and
overseas, to explain mental health inequities: (1) the conceptualisation of transgender identity
as a mental health condition through a lens of pathology; and (2) mental health difficulties
that arise from specific social stressors (i.e., gender minority stress) associated with being
transgender. The specificities of these theories were discussed by bringing together evidence
on social aspects of transgender mental health from theoretical and empirical research, and
these arguments were used to inform empirical findings in Chapter 6 and 7. This paper
concluded by providing recommendations for future psychological research with the
transgender populations in Aotearoa/New Zealand.
Declaration: After reviewing all relevant literature, | developed the outline of the
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Mental Health of Trans and Gender Diverse People in
Aotearoa/New Zealand: A Review of the Social Determinanis of

Inequities

Kyle K.H. Tan, Johanna M. Schmidt, Sonja J. Ellis, Jaimie F. Veale
University of Waikato

The effects of health inequities on transgender (or trans) and gender diverse populations have
been well documented intermnationally. Studies that compared the mental health of frans and
gender diverse populations fo cisgender populations found significant inequities for mental health
problems. There has been very little research on this topic, however, from Actearca/New Zealand.
We conducted database search in the PsyclNFO, as well as manual searches for published grey
literature in Aotearoa/Mew Zealand to identify theoretical and empirical literature on social
determinants of health and related frameworks to explain the effects of social environments on
health inequities expernenced by trans and gender diverse people. We also complement
international studies by considering Maor and Facific trans and gender diverse identities and the

ramifications of colonisation on the mental health and wellbeing of these populations.

Kevwords: Transgender, Gender Diverse, Mental Health, Social Determinants of Health.

Scope of Research

Thi= review examunes mental health and wellbeing,
and the soctal determinants that lead to mental health
problems among transgender and gender diverse (TGDY)
people m AoctearoaTew Zealand We provide an
overview of exstent transgender and gender diverse
health research m AcotearcaMew Zealand and some
recommendations for enhancing research design with this
population. We used the PsyeINFO database to locate
relevant mental health research m Aotearca/Mew Zealand.
Due to the homted amount of local research about
mdigenons TGLD people’™s health, we searched for
mternational literature that has examined this topic. We
also searched the intermational Literature for theones that
explain the high prevalence of mental bealth problems
among TGD people.

The database search was based on publications from
database inception until Jume 2019, usmg the search term
keywords, transgender, trans, and gender diverse, and
mental bealth kevwords such as depression, anxiety, and
mental health problems. Leshian, gay, tisexual and
transgender (LGBT) studies that did not examine TGD
people as a separate category were excluded, as previous
research has demonstrated TGD and LGB people do not
have simular expenences related to gender identity and
expression {(Lan, Trehamme, Elhs, Schmmdt, & Veale,
2019%. We also explored published grev literature such as
reports and conference papers through Google Scholar to
provide a comprehensive overview of TGD mental health
m AotearoaMew Zealand.

Introduction
The demographic makeup of AotearcaTew Zealand
15 specific to this country, and this has a particular effect
on the ways in which mental health 15 understood. Nearly
three-quarters of the Aotearoa™ew Zealand population

(74.0%) identfy with one or more European ethnicity,
followed by the indipenous M3on who comprnize 14.9%
of the national population (Statistics New Zealand, 2015).
Aotearca™ew Zealand 15 also home to Asian people, who
compnse 11 8% of the population, and vanous Pacific
people, who make up 7.4% of the populanion, and are
Samoan, Cook Islands M3on, Tongan, Mivean, and other
Pacific ethnicities {Statisties New Zealand, 2015). Smce
the colomization of Aotearca™ew Zealand by Pakehid
(European) settlers dunng the nineteenth century, the
soctal and cultural status of indigenous M3on bhave been
severely affected, with detrimental impacts on themr
wellbeing (Hutchmgs & Aspm, 2007). The process of
colomisation has invobred degrees of assmmilation into
Pikehi setting=, and a commensurate losz of M3en
cultural knowledge. Cmne of the outcomes of colomsation
15 the marginalisation of the diverse expressions of gender
which were specific to M3on culture, but were understood
as ‘perverse’ by many Pikehd mussiomares and other
colomsers (Hutchmgs & Aspan, 2007; Eerekere, 2017).
In Actearca™ew Zealand, there are many ways of
understanding gender diversity includmg Pakehi, Mion,
Pacific and Asian wavs. PakehS perspectives of gender
diverzity are based on the western understandings of
gender identity (Le., the mternal semse of individuals
toward their expenience of gender) and include those who
1dentify under the umbrella terms of ransgender or gender
diverse. Transpender (or trans) denotes people whose
gender 1denfity does not comespond with the gender
tyvpically associated with the sex assigned to them at birth
(American Psychological Association, 2015).
Tranzgender people mav identify as meither men mer
women (e.g., non-binarvk both men and women (e.g.,
bigender); as moving between binary genders (e.g..
genderflmd); or as no gender (e.z., agender) (Adams et al.,
2017; Amencan Psychological Association, 2015).
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Gender diverse is a broader term which includes people
who 1dentify as transgender or any of the other identities
that we describe in the following section. In this review,
we use the abbreviation TGD to refer to transgender and
gender diverse people.

There is litle research into Asian understandings of
gender diversity in ActearcaM™New Zealand but more
research has been conducted on MSon and Pacific

understandings that are unique to our region.

Maori and Pacific Gender Diversity in Aotearoa/
New Zealand

All colonised states have a specific and unique history
of colomization, and Aoctearoa™ew Zealand i3 no
exception. European settlement of Aotearca/MNew Zealand
occurred throughout the 17th and 13th centuries, and the
Treaty of Waltanmi was signed between the
representatives of the British Crown and some rangatira
(chiefs) in 1840 (King, 2003). Given the distinctive
colomal context of AotearoaMNew Zealand Burford
Lucassen, and Hamlton (2017) wrged researchers to
reflect on the “history of indigenous mhabitation, settler
colonisation and the migration of pecples from the 1slands
of the South Pacific, and among other migrant groups™ (p.
213). For TGD research to be relevant to Aotearoa™New
Zealand, Mzon and Pacific wnderstandings of gender
diversity need fo be central to this work.

Diversity in gender identity, gender role (i.e., social
roles associated with gender m a culture), and gender
expression (1.e., the presentation of an individual to reflect
aspects of gender identity or role) have always been part
of Maon society (Hutchings & Aspin, 2007). Although
many details were lost as a consequence of colonisation
and the imposition of binary westemn gender frameworks
onte mdigencus inderstandmgs of gender (Feu'n, 2017;
Hutchings & Aspin, 2007), there are various scurces (e.g.,
oral accounts, archival material and carvings) that provide
evidence of the existence of gender diversity within pre-
colomial MEon culture (Kerekere, 2017). For instance,
there is a Mion tradifional narrative of an ancestor,
Tawhak: who was on a joumey when he encountered
Tongameha, a tipua (spiritual force who had the ability to
fhmzlge form and gender in remarkalble ways). The ability
of tipua to embody both female and male. and alter gender
provides a sense of cultural resonance for contemporary
Maon TGD people (Feu'n, 2017; Kerekere, 2017). Feu'n
(2017) also brought up accounts from James Cook’s crew
members on the Endeavor voyage, who commented on the
striking beauty of Miori “maidens”, although they scon
realised these maidens were whakau.a]:lme (Feun, 201_}
a term that literally franslates as “like a woman™
Contemporary usage of this term denotes a person
assigned male at birth with the wamua (spmality) of a
woman (Eerekere, 2017).

Thers are many instances of gender diversity among
Pacific populations m Aoctearca™New Zealand such as
Samoan fa'afafine, Cook Islands Maon akava’ine, Tongan
fakaleiti, and Minean fakafifine (Brown-Acton, 2014). As
Samoans are the largest population of Pacific ongin in
AptearoaNew Zealand (Statistics New Zealand, 2013),
the Samoan fa'afafine are relatively commen within
Pacific TGD populations. Fa’afafine hiterally translates as
“n the mammer of a woman”, and fa'afifine are

traditionally identified by virtue of their propensity for
fominine labour (Schmidt 2017). Contemporary
fa’afafine represent a broad range of gender expressions
that sometimes (although not always) encompass more
western aspects of trans and gender diversity and/or nuight
be understood as “gay men’, while still ahgllum
themselves with the traditional identity of fa’afafine
(Schomdt, 2017). While globalised discourses of gender
and sesmality diversity have been actively utilised by
fa’afafine in constructing their idenfities, they have also
led to a range of steretypical representations of fa’ afafine
within both popular and academic texts (Schmidt, 2017),
and Faman (2010) noted sinmlar ranmfications of
colomisation and globalisation on gender diverse people
across other Pacific cultural contexts.

Mson and Pacific TGD people ascribe to various
identiies — some affiliate with terms of their specific
cultural comtext, others align only with Pakeha TGD
identities, and others encompass both their own cultural
backsrounds and western models within therr identities
(Adams et al, 2017; Brown-Acton, 2014). Mion and
Pacific terms often camry historical, political and social
connotations that are not mssanh nterchangeable with
Pakehd terms which are reflected in the range of
identifications adopted by Maon and Pacific TGD people
mn AotearcaMNew Zealand (Feu'w, 2017). The uniqueness
of Maor and Pacific gender diversity, and the specific
social outcomes wrought by colomisation and
westernisation mean that considermg the mental health
and wellbeing of TGD people m Acteacra™ew Zealand
necessitates awareness and consideration of the additional
margnalisation faced by people with these 1dentities.

Mental Health in Aotearoa/New Zealand

Mental health can be defined as a state of wellbeing
which allows people to “realise their abilities, deal with
Life’s challenges and stresses, enjoy life. work
productively and confmbute to ther commmmities™
(Brumton, 2018, p. 1). Those whoe experience mental
health problems face psychological and emotiomal
reachions that may affect their abibity to daily
roufine activities (Brumton, 2018). Various surveys have
been developed to examine the health and wellbeing of
Aotearca™ew Zealand populations. The 2015 New
Zealand Mental Health Survey is a population-based
study of 1377 adult participants from the
AotearoaNew Zealand population. It found that 9.3% and
6.5% of Aotearca™Mew Zealand population reported
symptoms of depression and anxiety respectively
(Hudson, Pussell, & Holland 2017). Mental health
problems can have life-threatening consequences, with
Aotearca™ew Zealand studies (e.g., Beautrais, 2003)
finding that mental health problems are associated with an
mcreased nsk of developing suicidal ideation amd
attempiing suicide.

The Aotearca™ew Zealand National Health
Commmttee (1998) posited a need to examine upstream
factors influencing mental health, which compnse
determmants of health that are social (e_g., accessibality to
health services), cultural (e g., comnectedness to cultural
group) and economic (e.g., socloeconomuc status). The
Commuttes highlighted the importance of mwvestigating
health within a social context as social environments
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comprise upstream factors that exert predominant
mfluences on health and are often beyond the confrol of
mdividuals (Blane, 2006; Jayasinghe, 2013). Hence, a
holistic health model should contemplate social
determinants of health as a collection of intermediary
factors that intertwine with social systems (e.gz., education
system), social norms (e.g.. racism), and social stichures
(e.g.. policy) in generating health cutcomes (Jayasinghe,
2015).

TGD Mental Health and Social Determinants of
Health

Fecent published review studies in the Europe and
North Ametica found that TGD people manifest higher
rates of various mental health problems when compared
to general population prevalence fimwes. For example,
Millet, Longworth, and Arcelus (2017) conducted a
systematic review of the prevalence of anxiety symptoms
and disorders among TGD people across vanous countries
i the regions of Amenicas, Europe and Asia, and found
that the prevalence of anxiety disorders among this
pu-pulaha-nmmbeas]nglasﬁﬂﬂ . compared to the
18.1% found in general population surveys. Public health
literature correlates the relative susceptibility of minonity
populations (TGD populations m this mstance) in
manifesting mental health problems with their
marginalized social positions (Brumner & Marmot, 2006).

Thesa review stdies have generally not taken into
consideration 1ssues of efhmicity and indigenous
backgroumds. Burford and colleagues (2017) noted the
mportanee of acknowledmng the ramdfications of
colomsation in taking into account the wellbeing of
gender diverse people whe are margmalised in
contemporary westermsed society as well as the ethme
and cultural differences among AotearoaNew Zealand
populations in  gender diversity research. Such
acknowledgement promotes the inclusmity of Maon and
Pacific populations, and this in fum fosters their mana
{authority, influence. and power).

Histonic colomalizm has resulted in destruchion of
Maon commmities and Mion becoming disconnected
from their land (Dumie, 2011; National Health Commattes,
1998). Deleterious effects of colonialism on the wellbemg
of indigenous populations are outlned in the Indigenist
Stress-Coping  Model (Walters & Simoni, 2002).
According to this model mdigenous people expenence
heightened levels of life stressors (e.g., historical frauma)
that in tum affect health negatively. Feid and Fobson
(2007) attributed the hish prevalence of mental health
problems among imligmaus Mzon populations to their
loss of mana rngatiratanga (autononry), and sense of
belonging.
When g;ender diversity 1s examined i health-related
research, it is clear that TGD people are at nisk of a range
of health mequities when compared to cisgender people
(Pega & Veale, 2015). Health inequity refers to those
mequalities or disparities in health outcomes, which are
“deemed to be unfair or stemmung from some form of
mjustice™ (Fawachi, Subramanian & Almeida-Filho,
2002, p. 647). In order to umderstand the fimdamental
causes of mental health mequities for TGD people, we
need to examine the circumstances in which people live
and work—the social deternunants of health (SDHs)

(Bnmmer & Mammot, 2006) and refer to theoretical
frameworks that explain the roles of social determinants
in cansing health inequities that TGD pecple experience.
Pega and Veale (2015) argned that gender diversity has
been neglected as a social determinant of health and that
health inequities specifically affecting TGD people anse
as the result of cisgendenism Cisgendensm is a form of
struchwral margmalisation of TGD people through a
process that privileges cisgender people by renforcing the
understanding that there are only two vaiid genders (1e.,
WoIan m:lman:l and that pmple 5 gender st align with
of thelr sex assigned at birth (Piggs, Ansara,
& Trehame, 2015). Consequently, cisgenderism causes
the delemtinmsing of TGD identities and genders. The
pmfllegm.g of msgeuder pecple situates TGD people in a
lower social position and canses TGD-related negative
expeniences, such as discimmation, rejection, and
victimisation at individual, interpersonal, and structural
levels (Pega & Veale, 2015; Testa, Habarth, Peta, Balsam
& Bockting, 2015). These mgative experniences also lint
TGD people’s ability to access other determimants of
health mecluding edueation,  employment  social
programmes, and healthcare services.
Existing TGD Mental Health Research in
Aotearoa/New Zealand

The Touth'12 study (Clark et al., 2014) is the only
research based m AoteaoraMNew Zealand to mwvestigate
TGD pecple’s health inequity with compansons to
cisgender populations. Youth'12 is the third of the
Youth?000 seres of population-based surveyvs that
focused on the health and well-being of secondary school
students m AotearcaNew Zealand It mcluded the

“Dio you think you are transgender? This 15 a girl
who feels like she should have been a boy, or a boy who
feels like he should have been a girl {EE Trans, Cueen,
Fa'faffine, ~Whakawahine, Tangata ira Tane,
Gﬂniﬂqueeﬂ“. In response, 12% of the sample
responded ves to the question. and a further 2 5% reported
being not sure about their gender.

Youth'1? found an almost 4-fold mereased nsk of
depression among TGD students (41.3% vs 11.8%), an
almost 2-fold increase n non-smcidal self-impury (N55I)
nisk (45.5% vs 23.4%), and an almost 5-fold mcrease m
risk of a suicide attempt m past 12 months (19.8% vs
4.1%) when compared to cisgender students (Clark et al.,
2014). TGD students were significantly more likely than
cisgender stdents fo lence extemal stressors
including being g physically harmed (409.9% vs 32 5%) and
bullied at school (17.6% vs 5.8%:). and infemal stressors
such as being afraid of somecne hurting them at school
(53.5% vs 39.9‘?«1;]. TGD students also reported being
significantly less likely to experience protective factors,
such as getting along with family members (63.9% vs
81.3%), eyjoying the school environment (74.1% ws
90.4%), and feelmg comnected with friends (63.9% vs
81.5%) (Clark et al., 2014). This decreased access to
protective factors is important for TGD youth, as studies
have shown that family acceptance and social support aid
mnreducing the nsk of manifesting mental health problems
{2z, Veale Peter, Travers. & Saewye, 2017).

However, there is a need to interpret the results of
Youth'l2 en TGD students with caution Although
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Youth'12 was a prodoct of its time, its transgender
questien defined TGD people based on their sex assigned
at birth, refermg to TGD youth as a gl who feels like
she should have been a boy, or a boy who feels like he
should have a girl This namow conceptualisation of
“transgender” could present TGD identities as arbitrary
choices, and fal to mclude students whose gender 13
outside the bmary of boys and girls. It is wnclear what
effect, if amy, this had on TGD participants’ responding.

It 15 also possible that some cisgender stdents may
have responded ves to the fransgender identity question
because of mismderstanding of the question or not
answermg the question seniously, and it would have only
taken a small proportion of cisgender students to endorse
this question to n.wraumzﬁllh dilute the transgender
sample. Pega, Feisner, 5&]]_ and Veale 2017 alsﬂ raized
concern about the usage of the one-question method (1.e.,
asking if one identifies as transgender) in a population-
based survey. because 1t nms the nsks of ndercoumting
TGD people whose gender is different from their sex
assigned at birth but who only identify themselves within
the gender binary framework. Hence, the current best
practice in pcupulaton—hased surveys includes using the
two-guestion method, which involves collecting both sex
assigned at birth (e, female or male), and current gender
identity (in a way that 1s inclusive of non-binary genders).
This allows for the responses for these two items to be
cross-classified to determine TGD identity (Pega et al.,
2017; The GenIUSS Group, 2014).

TranZmation was an Australian-based TGD health
sudy that has meluded 24 TGD participants from
Aptearoa™ew Fealand (Pitts, an:]:l, Hunter, Croy, &
Mitchell, 200%). New Zealand participants m this smd‘i.
comprised less than 10% of the total sample and the
researchers did not report separately on data from this
group. TranZnation found an approximate 6-fold mcrease
m depression among TGD people (36.2% vs 6.8%) n
comparison to the Anstralian general population. TGD
people who had faced a greater number of different types
of stressors (e.g., verbal abuse, physical attack and sexual
assanlf) were found o be more likely to exhibit depressive

SYIIptoms.

Theoretical Frameworks in TGD Mental Health

There are competing thecretical frameworks to
explan these mental health inequities. one that suggests
that bemg TGD 1is psychopathological (e,
psychologically disordered and inferior) and another that
focuses on the shgma and minonty stresses that TGD
people face.

Psychiatnic diapnoses related to being TGD have
existed m the International Classification of Diseases
(ICDY) and the Diagnostic and Statistical Manual of
Mental Disorders (DSM) since the 19805 (Amenican
Psychiatmc Association, 2013; Drescher, 2014), reflecting
the idea that beng TGD is mentally disordered (Zucker,
Lawrence, & Ereukels, 2016). Because mental health
problems tend to co-oceur, the belief that this pathology
can explain the increased prevalence of mental health
problems among TGD people was widely taken for
granted without mmch consideration of the mle of
cisgendensm as a social determinant of mental health
inequities (Schulz, 2017). The exstence of psychiatmc

diagmoses 15 4 form of social determinant of mequities
affecting TGD people, as these diagmoses serve as
gatekesping coteria and compel this population to
undergo extensive assessment and referral pmer to
obtaining medically necessary  healthcare  services
(Schulz, 2017). During this process, TGD people may risk
exposing themselves to mental health professionals who
are not equipped with sufficient level of TGD healthcare
knowledge, or worse, who ufilise the pathologisation
perspecoive to mvalidate lived experiences of a TGD
person (Schulz, 2017).

TGD populations mobilised to cnticise this
pathologisation for its lack of conderation of the role of
cisgendenism as a social determinant of health; they also
noted that this pathologisation leads to harmful
stereatypes about TGD people and advocated the end of
the patholegisation of TGD people (Suess, Espineira, &
Walters, 2014). While the pathologisation explanation for
mental health problems m TGD people is stll taken
seniowsly by some (Zucker et al, 2016), as more
researchers and health professionals listen to the views of
TGD people, this appreach is becoming less accepted
Professional organisations such as the World Professional
Association for Transgender Health (WPATH, 2018) and
the Amenean Psychological Association (American
Psychological Association, 2015) have publicly affirmed
that being TGD is not pathological. In hume 2018, the
Werld Health Orgamization (2012} amnomeed that
Gender Incongruence will be moved from the mental
health to section of the ICD to a new section called
Conditions Eelated to Sexual Health.

One of the most widely adopted theonies to explain
health mequities that TGD pecple experience is the
Gender Minonty Stress Framework (GMSE; Testa et al,
2015), which 15 an adaptation of Minonity Stress Them
(Mevyer, 2003). The GMSF focuses on the inopact of
cisgendensm on the mental health of TGD people (Tan et
al., 2019). Thus framework proposes that TGD people
experience risk factors (that create adverse expenences
and mecrease vulnerability to negative mental health
outcomes) and protective factors (that buffer risks and
promote health and wellbeing). Risk factors that TGD
people face include distal (external) mmonty stressors
(e.g.. TGD-related discrimination and non-affirmation of
identity). which lead to the development of proximal
{internal) muinority stressors within TGD people {eg
internalisation of 1 negative socletal attitudes about one’s
own TGD identity and TGD people as a social group).
Testa et al. (2013 proposed that the negative impacts of
minonty stressors can be mitigated when TGD people are
ezposed to protective factors, such as education, access to
affirmative healthcare services, and social support (2.2,
TGD commmmnity erganisations and family support).

Numerous studies have found comelations between
distal and prommal stressors and mental health problems
(e.g., Veale et al., 2017). When put together, Testa et al
(2015} postulated a plausible chain: cisgendenism causes
TGD people to expenence distal stressors; some, or all of
these distal stressors lead to proximual stressors that affect
TGD people intemally, and the accummlation of these
stressors contribute to heightened levels of siress among
TGD people. In this instance, stress 1s displayed T]nmmh
the over-activation of fight-or-flisht responses. The
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physiolegical changes associated with the dysregulation
of flight-or-flight responses resonate with the symptonas
of mental health problems (Brummer & Marmot, 2006).
Intersectionality can be used in relation to the
Minority Stress Theory to investizate the expenences of
TGD people with multiple and intersecting identifies. who
have distinetive individual and collective experiences
(Parent, DeBlaere, and Moradi, 2013). In AotearoaMNew
Zealand, this includes ynderstanding the expeniences and
needs of TGD people of a range of ethmic groups,
mchedng  Maon and  Pacific TGD  people
Intersectionality 1s used to explore how mmltiple and
overlapping structural marginalisaions (e.2.. racism and
cisgendensm) shape the experiences of TGD people with
multiple and infersecting marsnalised 1dentifies
(Crenshaw, 1991; Parent et al. ”1}13] Chverlocking
intersectionality in mental health research would lead to a
lack of a full inderstanding of the expenences of those
most negafively affected by more than one form of

marginalisation (Blane, 2006).

TGD Mental Health and Ethnicity

Because no research has yet examimed differences in
TGD people’s mental health in AotearoaMew Zealand on
the basis of ethnicity, here we review intematiomal
research on this topic. The 2010 US. National
Transgender Discimination Survey was a commumity-
based survey that recnuited 6,450 TGD people (Grant et
al, 2011). A higher prevalence of swicide attempts was
reported among non-white TGD people (categonised as
aboriginal American Indian, Asian Latino and Black)
when compared to white TGD people (34.0% vs 38.0%).
Significance test was not camed out for this compansen,
however. The 2009 US. National College Health
Assessment-Il was a population-based survey that
recrunted 111415 students, of whom 174 identified as
TGD (Lytle. Blosnich, & EKamen 2016). In a companison
between non-white and white TGD people, the former
group was sigmificantly more likely o engage m N5SI
(38.0% ws 27.8%), develop swicidal ideation (35.2% vs
31.1%), and attenmpt swicides (29.6% ws 10.0%). A
Canadian commumity-based study, TransPULSE Ontanio,
recruited 398 TGD pecple, of whom 32 identified as
mndigenous (Schemm et al., 2013), and this study found
mdigenous TGD parficipants reported high mates of
Iifetime swicidal thoughts (76.0%:) and Lifetime smcide
attemnpts (48.0%).

An additive approach is commeonly used in relation to
the Minornty Stress Theory to explain mental health
outcomes of those with nultiple marginalised identifies
(Meyer. 2010). This approach freats marginalised
ldentities as mdependent of each other. and sees social
mequality increasing linearly with each additional
marginalised  identity (Paremt et al, 2013)
Intersectionality, however, extends on the additive
appmac]:l_ recognising not only the independent effects of
minerity idenfity statuses {eg, being indigenous and
TGD) but also the combinative and inferactive effects of
minority stafuses m shaping the expenience of a person
{Parent et al., 2013). Infersectionality is used to provide
explanations for the impacts of nmitiple and overlapping
structural marginalisation {e 2., racism and cisgenderism)
In constructing the experiences of those with nmltiple

marginalised identiies (Crenshaw, 1991; Parent et al,
2013).

Two studies have explored intersectionality
quantitatively among TGD people. Jefferson, Neilands,
and  Sevelius {2[1'13} adapted scales measuring
experiences of racism and cisgendensm to explore the
combined effects of these expenences on trans women of
colour and foumd that combimed discrmuination related to
the likelihood of depression. Scheim et al. (2013) reported
only one-fifth of mdigenous TGD people m TransPULSE
Ontario had parents who embraced ther TGD identity.
Many mdigenous TGD participants. however, were found
to develop a strong sense of their mdigenous identity, with
56.0% reporting high levels of spirtuality and 19.0%
having sought cultural or tnbal leaders for mental health
support (Scheim et al, 2013). A positive mtegration of
indigenous identity and cultire has been linked to
buffermg effects on the mmpacts of minonty stressors, as
well as those related to rammfications of colonalism (Chae
& Walters, 2009}

Other Trans and Gender Diverse Research in
Aotearoa/New Zealand

Three further studies m Aotearoa™ew Zealand have
examined the expenences of distal stressors among TGD
people. The Human Rights Commission’s Transgender
Inguiry was conducted in 2006 and 2007 to nvestigate the
discnmunation  experienced by TGD people in
Apotearoa™ew  Fealand {Human Rights Commmssion,
2008). Based on the accounts of over 200 TGD people.
the mauiry reperted nmltiple forms of diserimination that
affected TGD people, ranging from individual (e.g., low
self-acceptance of their own TGD identity). interpersonal
(e.g, facing rejection from peers at school). to stmctural
levels (e.g., difficulty in changing name and gender details
on legal documents). The mquiry also identified notable
Zaps and inconsistencies for TGD people m the provision
of health services and accessing gender-affimming
Services.

In 2015, the Hohou Te Oronge Kahulkura: Cuting
Viclence commmmity-based survey was launched to
explore the prevalence of mtimate partner and sexual
violence rambow commmmities (Dickson 20170
Out of 149 TGD participants, 53% reported being
subjected to physical viclence by partmers. 4096 recerved
threats of sesmal assanlt, and 17% expenenced gender-
affirming resources (e.g, hormones and clothes) being
thrown away. Despite facing physical vielence threats,
TGD participants reported reluctance to seek assistance as
35.0% did not believe that they would be treated fairly and
16.0% were womed about prejudiced nature of specialist
violence services. When asked to elaborate on the barmers
of seeking assistance In comment boxes, non-binary
people raised the issue of cisgendensm, suggesting that
most professional organisations were operating within a
binary gender framework.

The Auckland District Health Board mitiated a project
m 2011 to examme the experiences of rambow
commumities m accessing mental health and addiction
services m the Auckland DHB region (Bikenhead &
Eands, 2012). In qualitative interviews with four TGD
people, participants reported TGD-specific bamers in
accessing appropriate mental healtheare, including stizma
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about TGD 1dentities. lack of professional inderstanding
about TGD issues, and an msufficient mumber of
clinicians who were expenenced in working with TGD
people.

Future Directions for TGD Research in Aotearoa’
New Zealand

Chur review has identified a need to account for plural
and intersectng identities in future research with TGD
people In Aotearca™ew ZFealand Standard western
defimtions of mental health and understandings of mental
health problems are inadequate to the AotearoaMNew
Zealand confext. g Te Ara Al Whakanma, a lnn
{conference) held m Fotoroa m March 1994, more than
one thousand Maon health commmmity, and tribal leaders
gathered alongside taurwi (non-Maon) health leaders, to
assess the state of MEon health and propose a strategic
direction for M2oni health (Rochford, 2004; Te Pum
Edkin, 1994). The u was marked as an important
indicator of implementing the principles of Treaty of
Waitangi into practice in Maon health, and Mgon people
were consulted to advise on health needs and the direction
of health services. They came to an agresment that Maon
health should constitute:

a strong sense of identity; self-esteem confidence and
pride, control of hisher own destiny, leadership,
mtellectual, physical, spiritual, and whinan (extended
famuly) awareness, personal respomsibihity, respect for
others, knowledge of te reo (the MBon language) and
tikanga (custom), economic security, and solid whinan
support (Fochford, 2004, p. 46)

This defimtion of Maon health reflects the need to
recognise health in a holistic manner and as a state of
balance including the self, others. and the emvironment.
Miori models of health should be viewed as
complementary to the westem biomedical paradizm as
the latter has often neglected the ways in which health is
interconmected and interdependent with other components
of wellbeing (e.g., spimtuality, whinau support, and
cultural comnections) (Dume, 2011; Eochford, 2004).
Eaupapa Maon health frameworks, in which people are
embedded m their social worlds and  natural
environments, are more consistent with the Minonty
Stress Theory, which focuses on social stressors, than the
pathologisation understanding that enly focuses on the
individual as a discrete entity.

Dumie (1985) developed a Maon model of health, Te
Whare Tapa Wha, which conceptualises four dimensions
of Maon health that interconnect with each other and are
ima'depﬂnimt These four dimensions comprise taha
walmia (spiritual ]l.'f'a].lh:l taha hinengaro (mental and
emotional health), taha tinana l:phtmcal health) and taha
whanan (family and social health). Futre TGD mental
health research is needed to mwvestigate the
mfercommection of dimensions of walua, tmana and
whanan in relation to the hinengaro (mental health) of
TGD people. The roles of spiritual and fanuly health
acting as protective factors for mental health
ndigenous TGD people were documented in the
TransPulse Ontario study (Schem et al., 2013).

The recent published gmdelines for gender-affimung
healthcare m Aotearoa™ew Zealand recognise the
negative repercussions of the heavy reliance on

pathologising diagnoses among health professionals in
granting TGD people access to healthcare services
(Olphant et al., 2018). The swdelines wse Mzor health
frameworks. Te Pae Mahutonga and Te Whare Tapa Wha,
to inform the provision of culfurally competent, as well as
TGD-competent healtheare services. For example, health
professionals are encouraged to facilitate autonomry to
TGD people in making decisions about their own care, as
well as to connect mental health with other components of
health as part of the holistic healthcare delivery. The
guidelines alse highlight the need to aveid pathologising
TGD pecple as being mentally disordered, as this
approach negates the minomty stress results from
everyday distal stressors that TGD people experience.

To ensure that indigenous conceptualisations of health
are accounted for comprehensively m psychelogical
research, researchers meed to comsider how they are
collecting data. Bethume et al. (2018) discussed the
importance of using self-reported health to examine the
health cutcomes of indigencus populations, as this allows
participants to ncorporate multiple dimensions of health
when considermg satisfaction with therr lives. In
AotearoaNew Zealand, self-reparted health 15 necessary
for researchers who may wish to incorporate the four TE
Whare Tapa Whi dimensions mto their conceptualisatio
of health It 15 also important to consider which topies are
focused on. Contemporary TGD mental health research
often takes a deficit approach which emphasises the
relative vulnerability of TGD pecple mm manifesting
mental health pmblﬂns Brough Bond, and Hunt (’*00-1-]
suggested a focus on deficits may chscure mvestigation
into the strength of populations and their resilience in
sustaining mental health and wellbeing. Durne (2011)
encouraged an examimation of mdigenous resilience that
centres on the potential of indigenous pecple to overcome
the effects of racism and colomialism through the
formation of collective bonds with whinan and
commumities, and engagement with te ao Maon (Maon
worldview), for example through fluency in te rec and
connection to whemua (Jland).

Quantitative research that employs categorisation to
classify gender and ethnicity nun the nisks of overlooking
the breadth of diversity within the TGD populations and
rendening indigencus concepts of gender imvisible
(Adams et al., 2017). For instance, the term transgender
has been criticised for its madequency mrepresmnngth&
deeper underlying meanings of the Maon and Pacific
gender diverse identities (Brown-Acton, 2014; Eerekere,
3017). Durie (2011) pomted out that adopton of an
indigenous identity assists people n conveying a sense of
comnectedness to their indigenous identity and wider
mdigenous commmmities. Eemy {2018} conducted
unstmchured interviews with indigenous TGD people in
Anstralia and reported that those who affiliated waith
mdigenous identities have an improved sense of self,
spirtuality, mental health and wellbeing. Clsgpndenmn
was foumd to generate stigma towards TGD people, which
detached TGD people from  their mdigenous
commumities, consequently hindenng them from adopting
indigenﬂus identities {Ki:m "'I}lﬂj The strength of
quantitative approaches in generating data from a larger
population can be complemented with qualitative
approaches which better encapsulate the manced
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differences of experiences among TGD people across a
range of diverse backgroumds. These can include TGD
people with disabiliies, non-bmary people who sifuate
their gender within a gender spectnim. and MEon and
Pacific TGD people who have gender diverse identities
that are relevant to their cultural back srounds.

We recommend commmity-based parficipatory
research (CBPE) approaches for TGD health research
CEBPE. emphasises conducting research with a conmmmity
rather than on a commmmity (dickey, Hendncks &
Bockting, 2016). TGD people in Aotearca™New Zealand
who have knowledge and interest in advancing the health
of TGD populations should be mvited to participate as
Tesearch team members fo provide imput on research
design. In doing so, it would be optimal to include TGD
people with a diverse range of intersecting idenfities.
Other than allowing the research to benefit from extensive
TGD m-group knowledge, parmership with TGD people
also enhances the efficacy of the research through the
provision of opportumities for margmalised voices to have
space in research (Adams et al., 2017).

Conclusion
International  literature  has  documented  the
relationships of social deternunants of health and mental
health of TGD people. This arficle extends the existent
literature in some impertant ways. We found that existent
research on TGD people’s mental health in AotearoaNew
Zealand has focused on TGD youth, and that the Imited
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3.2. Summary of Chapters 2 and 3

Chapters 2 and 3 set the context for this research as reviews were conducted on gender
minority stress theory (Testa et al., 2015) and existing transgender studies in Aotearoa/New
Zealand. The discussions of gender minority stress in relation to cisgenderism in Chapter 3
are subsequently used in Chapters 5, 6, and 7 to explain the heightened rates of mental health
issues among transgender people in Aotearoa/New Zealand. Chapter 4 expands on Chapter 3
by linking cisgenderism to a marginalising prejudice that hinders transgender people to
access social determinants of health. The types of social determinants that are crucial for

mental health of transgender people in Aotearoa/New Zealand are examined in Chapter 7.
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Chapter 4: Study Design and Methods

4.1 Chapter Overview

This chapter establishes the research framework for the current study. It begins with
an introduction to the philosophy that underpins the methodology used for analysing and
reporting the data. An overview of the Counting Ourselves survey—the source of the data for
empirical studies of this thesis—is then detailed, from survey design and guiding framework,
to recruitment design. Finally, this chapter discusses the methods used in each stage of the
study to analyse the quantitative and qualitative data from the survey.
4.2  Philosophy

While the empirical studies in this thesis have largely drawn on a positivist
framework to conduct analyses that would be replicable and generalisable to wider
transgender populations, the discussion of findings was based on critical realism. This section
provides an overview, as well as the rationale of utilising the critical realist paradigm to
inform the pathway from the ontology (nature of reality) and epistemology (knowledge of
reality) to the theoretical position that underpins the foundation of this thesis.
4.2.1 Positivism

Empiricist epistemology within positivism has long been contended as the only
legitimate form of science and scholarship (Breen & Darlaston-Jones, 2010). Despite the
existence of alternatives (e.g., social constructivism and critical realism), positivism
continues to be the dominant philosophical paradigm within the field of psychology (Breen &
Darlaston-Jones, 2010; Lyons & Chamberlain, 2017). Positivism aims to yield a hypothetico-
deductive approach wherein (usually experimental) variables are operationally defined, with
some being manipulated or controlled, and hypotheses based on predetermined variables are
clearly stated on a priori basis, enabling the identification of correlational or causational

relationships (Breen & Darlaston-Jones, 2010; Cruickshank, 2012; McEvoy & Richards,
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2006). By employing scientifically or methodologically sound measures to quantify
psychological phenomena, positivism aims to achieve findings that are objective and free
from the influence of subjective values and experiences (Breen & Darlaston-Jones, 2010).

Research that strictly adheres to positivism may be seen as problematic, however,
especially when it involves marginalised groups (Breen & Darlaston-Jones, 2010; Nelson &
Prilleltensky, 2010). For example, the positivist paradigm has been critiqued for its limited
capacity to address prejudice at societal level (e.g., cisgenderism) and for its uncritical
application in exploring the relevance of social phenomena such as norms, cultures, and
structures in the search for an accurate and comprehensive reality. The problem of “context
stripping” in positivism has been highlighted by researchers who adopt alternative
epistemological approaches, pointing out that the reduction of a social phenomenon to
restricted numbers of predetermined variables may create a “closed system” that may not
only fail to examine the role of social determinants of health, but also risks misconstruing the
actual social worlds (Cruickshank, 2012).
4.2.2 Critical Realism

The perception that the world is a stratified open system, and that there are
unobservable social events and structures that interact in contingent ways to produce changes
at observable levels, was posited by Bhaskar (1997) who developed the critical realism
framework. Critical realism argues that there is a need to look beyond positivism, and strives
to provide a contextual analysis by minimising the disjuncture between human beings (treated
as data in positivism) and social contexts (Cruickshank, 2012; Danermark et al., 2002;
McEvoy & Richards, 2006). Critical realism involves a shift from the assumption that there
are only objective truths about a social phenomenon to the proposal that the existence of an
authentic reality is socially determined and subjective in nature. Rather than engaging in a

relatively rigid form of empirical analysis of a given dataset, Bhaskar (1997) condoned the
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use of established theories to facilitate a deeper analysis, which are congruent with the reality
of the social world. The use of theories, however, does not necessarily negate or compromise
the systematic pursuit of scientific knowledge that is favoured by positivist researchers if the
conceptual models can be empirically tested (Breen & Darlaston-Jones, 2010; Cruickshank,
2012; Danermark et al., 2002; McEvoy & Richards, 2006).

Critical realism also recognises the influence of a researcher’s subjectivity on
interpretation of experiences and stories that are being told by the participants (Cruickshank,
2012; Danermark et al., 2002; Lyons & Chamberlain, 2017). In this research, the use of
critical realism is driven by a health equity perspective that aims to challenge the narrative
that pathologises the experiences of transgender people, with the goal that this population can
achieve their full health potential (Fredriksen-Goldsen et al., 2014). A health equity
perspective endorses LGBTQ psychology’s social justice lens (see Section 1.4.2) by
examining the role of cisgenderism as an unjust social structure that can compromise
transgender people’s access to social determinants of health (Harper & Schneider, 2003;
Sandil & Henise, 2017).

In line with the ways in which critical realism treats the social world as theory-laden
(Cruickshank, 2012; Danermark et al., 2002), this research draws on gender minority stress
theory (Hendricks & Testa, 2012; Testa et al., 2015), which asserts that mental health
difficulties are the result of a hostile or stressful social environment, thus suggesting that
observed inequities in mental health among transgender people are socially produced through
cisgenderism (see Chapter 2). The applications of gender minority stress theory were evident
in the empirical studies of this thesis. For instance, gender minority stress theory was used to
explain the social implications of cisgenderism in the quantitative findings of Chapter 5 on
the extent of mental health inequities and Chapter 6 on the relationships between enacted

stigma experiences and protective factors on the mental health of transgender people. In
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Chapter 7, the qualitative analysis, within a critical realist paradigm, went beyond
participants’ descriptions of mental health experiences by examining the role of cisgenderism
to generate a socially located exploration of mental health determinants for transgender
people.
4.3 The Counting Ourselves Survey

The data analysed for the research publications in this thesis were derived from a
larger research project: Counting Ourselves: Trans and Non-Binary Health Survey. This
section presents the overall structure and recruitment methods of the Counting Ourselves
survey, as well as the demographic details of transgender people who participated in the
survey.
4.3.1 Guiding Framework: Te Pae Mahutonga

The Treaty of Waitangi (1840), signed between Maori (the indigenous peoples of
Aotearoa/New Zealand) and the British Crown not only set the foundation of Aotearoa/New
Zealand’s sovereignty, but also recognised the position of indigenous Maori people as one
that should be constitutive of rights and responsibilities (Bennett & Liu, 2018). Therefore, all
people in Aotearoa/New Zealand should play their part in resisting the privileged position of
western knowledge (Smith, 2013), and enable Maori to practise self-determination in
reconnecting with their cultural identities. As more researchers in Aotearoa/New Zealand
embark on the decolonising journey, the incorporation of Maori insights into psychological
research in Aotearoa/New Zealand has become more pertinent than ever.

The Counting Ourselves survey was kaupapa Maori’-informed by Te Paec Mahutonga
(the Maori term for the constellation also known as the Southern Cross) framework of public

health (Durie, 1999, 2004). First developed by Professor Sir Mason Durie, Te Pae Mahutonga

"The Counting Ourselves research team (including me) worked with one of our team members, Dr
Tawhanga Nopera, to ensure the approach taken by the survey aligned with the knowledge, skills, and
values of Te Ao Maori or Maori worldview.
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builds on the Ottawa Charter to contextualise a public health framework that is specific to the
history and culture of Aotearoa/New Zealand (Durie, 1999). Te Pae Mahutonga comprises
four central stars forming a cross and two pointer stars pointing toward the cross (Durie,
1999, 2004). Figure 1 presents the diagram for the framework of Te Pae Mahutonga.

Figure 1

Te Pae Mahutonga as an Indigenous Maori Health Model

Maori Health Model

Te Pae Mahutonga

Te Pae Mahutonga (Southern Cross
Star Constellation) brings together

elements of modern health promotion.
Mauriora

The four central stars of the Southern cultural identity

Cross represent four key tasks of
health promotion Mauriora, Waiora, ‘
Toiora and Te Oranga. The two pointers ’ )

represent Nga Manukura and

Te Mana Whakahaere. Waiora *
physical environment

Nga Manukura __

‘ community leadership
Te Oranga

Te Mana Whakahaere participation in society

autonom
y Toiora

healthy lifestyles

Note. From Maori health models—Te Pae Mahutonga, by Ministry of Health, 2017.
(https://www.health.govt.nz/our-work/populations/maori-health/maori-health-models/maori-
health-models-te-pae-mahutonga). Copyright 2017 by Ministry of Health.

Te Paec Mahutonga not only acts as a navigational aid for sailors and explorers, it also
is a symbolic map for effective health promotion (Durie, 1999). The four central stars can be
used to represent four key domains of health: cultural identity and access to the Maori world
(mauriora), environmental protection (waiora), wellbeing and healthy lifestyles (toiora), and
full participation in wider society (te oranga). The two pointers of effective leadership (nga
manukura) and autonomy (te mana whakahaere) symbolise two key guiding principles that

are needed to make progress toward the four domains of health (Durie, 1999, 2004). While

Te Paec Mahutonga has mostly been acknowledged as a framework that aligns with
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indigenous Maori worldviews, the Counting Ourselves research team recognised its relevance
for promoting access to social determinants of health among transgender people (Veale et al.,
2019). The kaupapa of Te Pae Mahutonga was also acknowledged by health professionals
and transgender communities when designing guidelines for the provision of gender-
affirming care in Aotearoa/New Zealand (see Oliphant et al., 2018).

The domains of health and guiding principles that are relevant to this thesis are
elaborated further in the following paragraphs. Two of these, mauriora and waiora, are not
mentioned here because they fall outside of the scope of this thesis. The Counting Ourselves
survey included questions within the mauriora and waiora domains such as the Multigroup
Ethnic Identity Measure-Revised (MEIM-R) to measure cultural connectedness, involvement
in cultural activities, and Nature Relatedness Scale (NR-6) to measure natural connectedness.
Preliminary analyses found a statistically significant positive correlation between a sense of
belongingness to ethnic group and lower level of suicidal ideation for non-Pakeha (i.c.,
Maori, Pasifika, Asian, and MELAA) participants, but not when the sample also included
Pakeha participants (Veale et al., 2019). Examination of mauriora and waiora domains as
protective factors to promote mental health for specific ethnic groups of the transgender
population requires a comprehensive planning with the Counting Ourselves community
advisory group members; there are plans under way to examine whanaugatanga (relationships
with natural environments and people) experiences of Maori transgender people in another
study.

Nga Manukura. Nga Manukura asserts that people within communities hold valuable
knowledge and ought to be meaningfully incorporated in the research process to share their
personal experiences and insights. The Counting Ourselves project was led by researchers
who identified as transgender and involved transgender community members in multiple

phases of the research process. In early 2018, a community advisory group was set up with 10



76

transgender people of various backgrounds. This group was chosen to maximise the diversity
of expertise (across ages, ethnicities, and regions) and this included leaders within
transgender communities in Aotearoa/New Zealand. The centring of transgender people in
the research process aligns with the LGBTQ psychology ethos, which views community
members as an important social force in the process of promoting health equity (Nic Giolla
Easpaig et al., 2018).

Te Mana Whakahaere. Te mana whakahaere refers to the ability of a community or
population to have a level of autonomy and self-determination in promoting their own health.
This process includes shifting away from the hierarchical research relationship (i.e.,
researcher and researched) by facilitating a partnership approach wherein transgender people
can take ownership of the issues that matter to them. In the context of transgender health,
Oliphant et al. (2018) noted that te mana whakahaere could be reflected through the
involvement of transgender people in making informed decisions to advance access to
gender-affirming care and to create a non-pathologised understanding of transgender health.
Since the early phase of the research process, the Counting Ourselves research team has
worked closely with the community advisory group in a collaborative manner, with group
members playing key roles in providing advice for participant recruitment and assessing the
relevance and implication of survey items (Veale et al., 2019). With the involvement of
transgender people as community stakeholders, the findings produced are more likely to be
inclusive (e.g., not using language that pathologises transgender people) and be relevant to
wider communities (Adams et al., 2017).

Toiora. Toiora is often discussed alongside the Te Whare Tapa Wha, a Maori model
that views health as a holistic concept with four components, which are spirituality (taha
wairua), emotion and mental wellbeing (taha hinengaro), physical body (taha tinana) and

human relationships (taha whanau; Durie, 1985). Importantly, toiora points towards the
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importance of examining individuals’ lifestyles, which can influence their holistic health,
while accounting for the effects of unjust social structures that can lead to the unequal
distribution of opportunities for making suitable health decisions (Durie, 1999, 2004).

This holistic perspective of viewing mental health has similarities with the World
Health Organization’s (2004) definition of mental health as “as a state of wellbeing wherein
people realise their own abilities, cope with life stresses, work productively, and contribute to
their communities, and that it is an integral part of health alongside physical and social
wellbeing” (p. 12). The broad definition of mental health given by the World Health
Organization is partially captured by the various mental health measures used such as mental
health difficulties (i.e., psychological distress, NSSI, and suicidality) that can interfere with
daily functioning, as well as OECD measures of general mental health (i.e., life satisfaction,
life worthwhileness, and coping with stress) that allow for consideration of multiple aspects
of health (also noted in Chapter 3).

Te Oranga. Te Oranga acknowledges the sociocultural elements of wellbeing, with a
focus on people’s socioeconomic situations and access to social determinants. As a
marginalised population in Aotearoa/New Zealand, transgender participation in the wider
society and social services are known to fall considerably short than the general populations
due to the barriers presented by cisgenderism (Human Rights Commission, 2008).. This
thesis examines the mental health effects of enacted stigma that limit transgender people’s
ability to access social institutions such as employment, healthcare, and legal services.
4.3.2 Survey Design

The Counting Ourselves study was a comprehensive survey that examined the health
and wellbeing of transgender people in Aotearoa/New Zealand (Veale et al., 2019). The
Counting Ourselves project was led by researchers who identify as transgender, and there was

a core research team that included academic staff and students who were transgender and
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cisgender, Maori, Pakeha (New Zealand European), and Asian. Designed in 2018, the survey
had a simple and direct objective—to ensure transgender people in Aotearoa/New Zealand
were “counted” in both quantitative and qualitative data that could improve their health
status. For many years, New Zealand population-based surveys such as the Census, the New
Zealand Health Survey, and the New Zealand General Social Survey have operated on a
cisnormative framework that assumes all people are cisgender and that their genders align
with their sex assigned at birth (Ministry of Health, 2017b; Statistics New Zealand, 2016,
2020a). The lack of data collection on transgender identities is an example of cisgenderism as
it neglects the health needs of people whose gender does not conform to cisnormative
expectations (Riggs et al., 2015). To counter the long-held invisibility of transgender people
in national statistics, the Counting Ourselves survey aimed to fill in the gap by asking
participants many of the same questions as the national population-based surveys. These
questions included mental health measures such as the Kessler Psychological Distress Scale
(K10; Kessler et al. (2003) and depression and anxiety diagnoses (i.e., “Have you ever been
told by a doctor that you have depression/anxiety disorder?”’) from the 2016/7 New Zealand
Health Survey (Ministry of Health, 2017b), the OECD subjective wellbeing questions (i.e.,
life satisfaction, life worthwhileness, and ability to cope with stress) that were also used in
the 2016 New Zealand Mental Health Survey (Health Promotion Agency, 2016), and the
adapted version of non-suicidal self-injury and suicidality questions that were used in the
Aotearoa/New Zealand Youth’12 study (Clark et al., 2012). Quantitative findings from these
specific questions allowed comparisons to be made between the transgender participants who
responded to the Counting Ourselves survey and the general population estimates of
Aotearoa/New Zealand population-based surveys.

Other questions that were also taken from the Aotearoa/New Zealand population-

based surveys included enacted stigma experiences such as discrimination, unfair treatment,



79

verbal harassment, and physical assault, from the 2016 New Zealand General Social Survey
(Statistics New Zealand, 2016); protective factors such as friend and family support that were
measured with a single-item question from the New Zealand Mental Health Survey 2016
(Health Promotion Agency, 2016); and sense of belongingness measures that were either
adopted (i.e., neighbourhood) or adapted (i.e., transgender or non-binary communities) from
the 2016 New Zealand General Social Survey (Statistics New Zealand, 2016). The Counting
Ourselves survey also incorporated questions about experiences related to access to gender-
affirming care and transgender-specific enacted stigma, from overseas transgender surveys
(e.g., the 2015 United States Transgender Survey; James et al., 2016), such as homelessness
experiences due to violence from family members, and gender identity conversion efforts.
There were additional questions that were designed by the Counting Ourselves research team
in collaboration with the community advisory group, health professionals and experienced
researchers in specific areas of transgender health. A copy of the paper-form survey
containing questions relevant to the studies of this thesis is in Appendix 1.
4.3.3 Recruitment

Counting Ourselves was an anonymous survey that was open for anyone who
identified as a transgender or non-binary person, aged at least 14 years old, and who was
living in Aotearoa/New Zealand. Participants had the option of completing the survey online
or on papers, although almost all participants (99%) elected to complete the survey online
(\Veale et al., 2019). Both online and paper surveys explained the objectives of the study to
participants, and participants provided their consent by completing the survey. Counting
Ourselves received ethical approval from the New Zealand Health and Disability Ethics
Committee (18/NTB/66/AMO01) and was open for participation from June to October 2018.

See Appendix 2 for the ethics approval letter.
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Given that transgender people are a stigmatised population in Aotearoa/New Zealand,
many who have affirmed their gender may choose to remain in stealth (not disclosing their
transgender history to people in their surroundings) which makes recruiting this population
difficult. In attempts to capture a wide representation of the diversity among transgender
people, members from the community advisory group, as well as community members from
Maori, Pasifika, and Asian ethnic groups, older aged, disabled, and those living in rural areas
were invited to share quotes about the importance of the survey to them. Illustrated images of
these members and their quotes (for example, see Appendix 3) were shared on the project
website (https://countingourselves.nz/) and distributed on Facebook and Twitter.
Approximately 4 out of 5 participants (79%) reported hearing about the survey via a social
media platform (Veale et al., 2019), suggesting that its relatively anonymous nature may have
allowed more transgender people in stealth to participate.

The Counting Ourselves research team also utilised other recruitment techniques to
reach out to parts of transgender communities that were likely to be harder to access online.
The research team made connections (e.g., sending out flyers, posters, and paper-form
surveys) with transgender, rainbow, and takatapui community groups and organisations, and
networks of academic researchers and health professionals who were interested in
transgender health, to spread the word about the survey. See Appendix 4 and 5 for the flyers
and posters used for recruitment. Support was sought from key transgender people within
Maori, Pasifika, Asian, disability, and sex-work networks to promote the survey. Direct
contact (e.g., via phone, email, and social media messages) were also made with transgender
people who had strong networks of people who were less likely to be part of online trans
communities, including those who were older and living in rural areas, to encourage them to
complete the survey. During the process of community outreach, the research team used

language that covered terms that are relevant to a broad range of people and communities, for
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example transgender people of Maori (e.g., whakawahine, tahine, tangata ira tane) and
Pasifika (e.g., fa’afafine, fa’afatama, fakaleiti) ethnic groups.
4.3.4 Participants’ Demographics

A total of 1,380 people commenced the survey, but some responses were removed for
not meeting the eligibility criteria. During the filtering process, responses were removed if
they were duplicates (n = 22), younger than 14 years old (n = 2), not residing in
Aotearoa/New Zealand (n = 12), or not genuine (e.g., provided offensive responses such as
leaving a transphobic comment or illogical responses such as a current age that was younger
than the age of realising their transgender identities; n = 5). A further 161 were excluded for
not completing the demographic section, which included the questions that indicated
participants were transgender, leaving a final sample of 1,178 participants. Not all 1,178
participants completed the whole survey, however, as questions in the later part of the survey
had a lower number of participants due to participant attrition. For instance, 905 participants
completed the mental health section of the survey, giving a completion rate of 77%. Note that
different numbers of participants were included for each analysis as they depended on the
measures used, hence each study in Chapters 5, 6, and 7 has reported the total number of
participants. Nonetheless, the Counting Ourselves survey remains the largest of its kind in
Aotearoa/New Zealand to date, with a community-based sample that indicates a relatively
larger proportion than the representation of transgender people in overseas large-scale studies
of a similar nature in Australia, Asia, Europe, and North America (e.g., Chen et al., 2019;
Hyde et al., 2013; James et al., 2016; McNeil et al., 2012; Trans PULSE Canada Team,
2020).

The mean age of transgender people for the overall sample was 29.5 (median = 25.0,

SD = 13.3), with a range from 14 to 83 years. See Chapter 5 for further details about the age

distribution of the Counting Ourselves sample. Participants were allowed to select more than
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one ethnic group and the findings here were reported using the concept of total response (i.e.,
participants can be counted as more than one ethnic group; Ministry of Health, 2017). Most
participants identified as New Zealand European/Pakeha (n = 920; 82%), followed by Maori
(n = 160; 14%), Samoan (n = 21; 2%), Chinese (n = 17; 2%), Cook Island Maori (n = 13;
1%), Filipino (n = 11; 1%), and other ethnic groups with less than 1%. When prioritised
ethnicity (i.e., participants are prioritised into one of the four ethnic groups in a priority order
of Maori, Pasifika, Asian, and New Zealand European/Pakeha or other) of Counting
Ourselves participants was compared to the Aotearoa/New Zealand general population (using
estimates of 2016/7 New Zealand Health Survey), there was an greater proportion of New
Zealand European/Pakeha or other (78% vs 69%) and Maori (14% vs 13%) participants, and
an undersampling of Pasifika (4% vs 5%) and Asian (4% vs 13%) participants in the
Counting Ourselves survey (Veale et al., 2019).

Participants were classified into three gender groups based on their responses to
questions on sex assigned at birth and current gender identities. Trans men included those
who selected one of the current gender identities as man, trans man, transsexual, or tangata
ira tane and were assigned female at birth. Trans women were participants who selected
woman, trans woman, transsexual, tangata ira wahine, or whakawahine and were assigned
male at birth. Participants who did not meet these criteria were classified as non-binary, and
this group included those who selected genderqueer, gender fluid, bigender, pangender, or
non-binary as their current gender. Almost half of participants were non-binary (45%), and
there were similar proportions of trans women (28%) and trans men (27%). There was a
higher proportion of non-binary people who were assigned female at birth (76%). The three
gender groups had distinctive age structures, with a relatively higher proportion of trans
women among older adults (aged 55 and above) and relatively higher proportions of trans

men and non-binary people among younger participants (for more details, see Chapter 5).
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Using the postcodes provided by participants, the Counting Ourselves research team
identified the regions in which the participants lived. More than half reported currently living
in major regions of Auckland (32%) and Wellington (28%), followed by regions of
Canterbury (10%), Otago (7%), Waikato (7%), Manawatt (4%), Bay of Plenty (3%),
Hawke’s Bay (2%), Taranaki (2%), Tasman (2%), other South Island regions (2%), and other
North Island regions (2%).

4.4  Conclusion

This chapter reviewed the two philosophical approaches that underpinned both
quantitative and qualitative methods of this research. The research design of the Counting
Ourselves survey was then discussed, followed by a detailed description of participants’
demographic information. Then, this chapter gave a brief overview of the quantitative and
qualitative methods used to provide additional information on methods that were not covered
in Chapters 5, 6, and 7. The next chapter presents a published paper with empirical findings
on mental health inequities among transgender people. The paper aimed to investigate the
prevalence of mental health difficulties and the extent of mental health inequities with the

Aotearoa/New Zealand general populations.
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Chapter 5: Mental Health Inequities Among Transgender People in

Aotearoa/New Zealand: Findings from the Counting Ourselves Survey

5.1 Preface

Overseas studies (e.g., Aparicio-Garcia et al., 2018; Crissman et al., 2019) have
consistently documented that transgender people experience heightened levels of depression,
anxiety, and symptoms related to psychological distress, relative to cisgender people.
Aotearoa/New Zealand-based findings on this topic, however, were limited to the Youth’12
study (Clark et al., 2014) that recruited a relatively small sample of transgender adolescents
(n =96) and studies with a combined sample of Australian and Aotearoa/New Zealand
transgender people (Couch et al., 2007; Treharne et al., 2020). The findings of Youth’12 need
to be interpreted with caution when generalising to transgender people of older age groups as
previous overseas studies have shown varying rates of mental health concerns among
transgender people of different age groups (e.g., Hyde et al., 2013; James et al., 2016). To the
best of knowledge, only one existing study (the United States Transgender Survey; James et
al., 2016) has examined in detail mental health inequities among transgender people across
age groups.

This study expanded on previous studies by investigating the extent of mental health
inequities between transgender people and the Aotearoa/New Zealand general population
(based on New Zealand Health Survey 2016/7 estimates) across the life course, from youth,
adults, to older adults. While overseas studies (e.g., Chen et al., 2019; Rimes et al., 2019;
Veale, Watson et al., 2017) have compared mental health of transgender people across gender
groups (i.e., trans men, trans women, and non-binary), findings produced have been mixed
which may be partially due to the lack of consideration for age differences. This study
examined mental health differences for gender groups by conducting two sets of analyses (1)

controlling for the effect of age and (2) exploring the interaction effect of age and gender.



85

Findings of this study have important implications for future research to understand the life
course perspective (Fredriksen-Goldsen et al., 2014) when exploring the mental health, social
contexts, and life trajectory of transgender people of various age groups.
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Abstract: There has been little international research looking at differences in mental health across
different age groups. This study examines mental health inequities between transgender people and
the Aotearoa/New Zealand general population from youth to older adulthood. The 2018 Counting
OQurselves survey (N = 1178) assessed participants” mental health using the Kessler Psychological
Distress Scale (K10) and diagnoses of depression and anxiety disorders, questions that were the
same as those used in the New Zealand Health Survey. Our results showed significant mean score
differences for transgender people on K10, and these differences were almost two standard deviations
higher than the general population (Cohen’s d = 1.87). The effect size differences, however, decreased
from youth to older adults. Regression analyses indicated trans women were less likely to report
psychological distress than trans men and non-binary participants. There was an interaction effect
for age and gender, with lower psychological distress scores found for younger trans women but
higher scores for older trans women. The stark mental health inequities faced by transgender
people, especially youth, demonstrate an urgent need to improve the mental health and wellbeing
of this population by implementing inclusive institutional practices to protect them from gender
minority stress.

Keywords: transgender; mental health inequity; psychological distress; depression; anxiety; age

1. Introduction

Transgender (or trans) people are those whose gender does not correspond with their sex assigned
at birth. In this article, we use transgender as an umbrella term to encompass trans men (those who
identify as men but were assigned female at birth), trans women (those who identify as women
but were assigned male at birth), and non-binary people (those whose gender is neither man nor
woman) [1]. These broad descriptions include identities formed in both Western and non-Western
cultural contexts. The primary ethnic groups in Aotearoa/New Zealand are New Zealand European
(also known as Pakeha and equating to the term “White” in many other English-speaking places),
indigenous Maori, Pacific Island, and Asian. Maori terms that encompass gender diversity include
whakawahine, takatapui, and tangata ira tane [2]. The significant Pacific population also means that
New Zealanders are relatively familiar with terms such as the Samoan identity, fa"afafine [3].

Increasing international evidence has shown that transgender people experience significant
mental health inequities when compared to the cisgender population (people whose gender aligns
with their sex assigned at birth). This has been demonstrated across North America [4-7], South
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America [8], Europe [9], Oceania [10,11], and Asia [12]. A population-based health survey in the United
States, the 2014-2016 Behavioral Risk Factor Surveillance System (BRFSS) survey, found transgender
people had a higher self-rating of mental distress (20% vs. 11%) and were more likely to report a
depression diagnosis (27% vs. 17%) than the cisgender population [4]. The Aotearoa/New Zealand
population-based adolescent health survey, Youth'12, reported an almost fourfold increase in depressive
symptoms (42% vs. 12%), a twofold increase in non-suicidal self-injury risk in the past year (46% vs.
23%), and a fivefold increase in suicide attempts in the past year (20% vs. 4%) among transgender high
school students compared to their cisgender counterparts [10]. The Youth12 study, however, focused
only on adolescents and was limited to 96 transgender participants.

Public health literature commonly defines health inequalities as differences in health outcomes
between groups or specific cultures within a population [13]. The term health inequities reflects a social
justice lens and foregrounds the impacts of unjust social norms that prevent a population from attaining
their full health potential [13,14]. In this instance, the systemic difference in health status between
transgender and cisgender populations are affected by cisgenderism, a prejudicial norm that asserts
that there are only two valid genders (i.e., man and woman) which correspond to one’s assigned sex at
birth [15,16]. The Gender Minority Stress Theory posits that cisgenderism leads to a form of stress that
is specific to transgender people, and that elevated mental health concerns among this population
are due to their experiences of distal (e.g., external discrimination) and proximal (e.g., internalised
transphobia) stressors [16-15].

Evidence from recent studies in the United States showed younger transgender participants
reporting higher levels of mental health concerns, and that these people were more likely to
experience gender minority stressors, such as discrimination and internalised stigma (a form of
internalised discomfort with one’s transgender identity that is stimulated by distal stressors) than older
participants [19,20]. Realising these generational differences in mental health, we extended existing
transgender mental health studies that have only examined specific age groups, such as youth [1,6,9,10]
and older adults [21] by assessing mental health inequities across the lifespan from adolescence to
older adults.

Findings of mental health differences among gender groups within the transgender population (i.e.,
trans men, trans women, and non-binary people) have been mixed. While some studies documented
significantly poorer mental health outcomes for non-binary participants relative to trans men and
trans women [6,9], their results were restricted to transgender youth. Other studies have recruited
transgender people of all age groups and adjusted for the effects of demographic variables, such as
age, in identifying gender differences; contrary to the transgender yvouth studies, these found that
non-binary participants had better mental health than trans men and trans women [5,22]. Given these
discrepancies, this study explores the relationship of gender, along with age, on mental health, and does
50 in more detail than previous studies by also assessing the interaction effect between these variables.

2. Materials and Methods

2.1. Procedure

Counting Ourselves: the Aotearoa New Zealand Trans and Non-Binary Health Survey was a survey
of transgender and non-binary people who were at least 14 years old and resided in Aotearoa/New
Zealand. The recruitment strategy focused on ensuring that there was adequate representation of
the diversity among transgender people. To do this, transgender people of older age groups, Maori,
Pacific, and Asian ethnic groups, and those residing in rural areas were invited to share quotes about
the importance of the survey to them, and have their images drawn alongside their quotes in posters.
These posters were shared on the project website and distributed through social media. Participants
were also recruited through billboards and word-of-mouth with help from our networks of transgender
community organisations, academic researchers, and health professionals working in transgender
healthcare (see [23] for more details). The study received ethical approval from the New Zealand
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Health and Disability Ethics Committee (18/NTB/66/AM01) and was open for participation from June
to September 2018 in both online and paper forms.

2.2, Participants

The survey had 1380 initial responses. After filtering out responses that were duplicates (n = 22),
not from Aotearoa/New Zealand (n = 12), less than the age 14 requirement (n = 2), did not complete
the initial demographic section to confirm that they were transgender (n = 161), or were not genuine
(n = 5) (see [23] for more details), the final sample for analysis included 1178 transgender people whose
ages ranged from 14 to 83 years (M = 29.5, SD = 13.3). However, not all participants completed the
whole survey due to attrition over a long survey; more than three quarters (n = 905) completed the
mental health section of the survey.

Most participants were New Zealand European/Pakeha (82%), followed by Maori (14%), Samoan
(2%), Tongan (1%), Chinese (1%), and Filipino (1%). When compared to the estimates of the
Aotearoa/New Zealand general population, the Counting Ourselves survey had relatively more New
Zealand European/Pakeha and Maori participants and relatively fewer Asian participants. Our sample
had many non-binary people (45%; with 76% of this group having been assigned female at birth),
and similar proportions of trans women (28%) and trans men (27%) (Note that these demographic
details may differ slightly from the published findings from the same survey dataset ([23]) which were
weighted to by ethnic groups to match the Aotearoa/New Zealand population.). Figure 1 presents the
distribution of gender groups across the lifespan, with three gender groups displaying distinctive age
structures. There was a relatively higher proportion of trans women among older adults and higher
proportions of trans men and non-binary people among younger participants.

Trans women

174 0 2%
22% 21% E
xnn:bmarl‘r _

M S 1% 15% 0% 5% 30% 35% 4P 45% 5

O%outh (ased 14-24) | Adults {Aged 25-51) W Mder Adults [Ased S5+)

Figure 1. The distribution of gender groups across the lifespan among Counting Ourselves participants.
2.3. Population Comparisons

Existing population-based health surveys in Aotearoa/New Zealand, such as the New Zealand
Health Survey (NZHS) 2016/17 of 13,598 people aged 15 and above, did not collect data about
whether someone was transgender [24]. The NZHS 2016/17 employed the probability proportional
to size sampling and also applied weighting to ensure data were representative of the New Zealand
demographic distribution [24].
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24. Measures

24.1. Gender

Participants were classified into three gender groups (trans men, trans women, and non-binary)
using two items that asked about sex assigned at birth and current gender identities. We classified
participants as trans men if they reported man, trans man, or transsexual as their gender and were
assigned female at birth. Trans women were participants who selected woman, trans woman, or
transsexual and were assigned male at birth. All other participants were classified as non-binary.

2.4.2. Number of Years Living Full-Time in Affirmed Gender

Trans women and trans men were asked to list the age of started living full-time as a woman or
man. The number of years lived full-time in their affirmed gender for these groups was calculated by
subtracting the age they started living full-time as a woman or man from their current age.

2.4.3. Mental Health Diaj;moses

We used the same measures of mental health diagnoses found in questions from the NZHS
2016/17 [24]. Participants were asked whether they had ever been told by a doctor that they had
depression or an anxiety disorder, with “yes” and “no” response options. We avoided using the term
“disorder”, given the history of transgender people resisting having their gender diversity or health
needs framed pathologically in this way. The term appears in the text where this study used questions
from a population-based survey to compare the prevalence of depression and anxiety diagnoses among
transgender people with the general population estimates.

2.4.4. Paychological Distress

Psychological distress was measured in our study and the New Zealand Health Survey using
the Kessler Psychological Distress scale (K10). This scale measures the presence of non-specific
psychological distress symptoms in the past 4 weeks, using 10 items with a five-point response scale,
from none of the time (0} to all of the time (4) [25]. Scores can range from 0 to 40, with higher
scores indicating someone is manifesting higher levels of behavioural, emotional, cognitive, and/or
psychophysiological symptoms of psychological distress. A score of 12 or more suggests the presence
of high levels of psychological distress symptoms [24]. The K10 has demonstrated sound validity
in screening for cases of mood and anxiety disorders among the Aotearoa/New Zealand general
population [26]. In the current dataset, the internal consistency of the K10 was high (oc = 0.94).

2.5. Data Analysis

All statistical analyses were performed in IBM 5PS5 Statistics version 25 (IBM, Armonk, NY,
USA). The percentage of missing data for each K10 item ranged from 0.2% to 1.1%, and these missing
values were imputed using the expectation maximisation method in which values were estimated by
regression methods based on means and covariances of available data [27]. We identified mental health
inequities between transgender participants and the general population by conducting independent
sample t-tests to assess the differences in means of the psychological stress scores. Chi-square goodness
of fit tests were used to compare the observed proportion for dichotomous mental health diagnoses
with the expected value of the general population. Cohen’s d and risk ratio estimates were used to
measure the effect size differences of mental health inequities.

The multivariate relationships among mental health, gender, and age were explored by employing
the linear and logistic regression analyses with gender and age (and their interaction) predicting mental
health diagnoses and K10 psychological distress. Low variance inflation factors (VIFs = 1.09) of age
and gender variables in our sample indicated that the assumption of independence was not violated.
An alpha level of p < 0.05 was used to determine statistical significance for all analyses in this study.
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3. Results

Nearly three quarters (72%) of participants manifested high or very high psychological distress
symptoms (i.e., a score of 12 or more on the K10 scale). Nearly two-thirds reported having been told by
a doctor that they had depression (65%), and over half (56%) had been told by a doctor they had an
anxiety disorder.

3.1. Mental Health Inequities

New Zealand general population-based estimates were for those aged 15 and older, so we excluded
data from 14-year-old participants (1 = 25) in this analysis. Table 1 outlines comparisons between
Counting Ourselves and the New Zealand Health Survey for K10 psychological distress scores and
mental health diagnoses. The inequity in psychological distress scores was particularly prominent,
with effect size differences of almost two standard deviations for the overall sample. Considerable
differences were also found for rates of being diagnosed with a mental health disorder, with participants
having almost three times the risk of reporting a lifetime depression diagnosis and a more than five
times greater risk of reporting an anxiety disorder diagnosis.

Table 1. Mental health characteristics across age groups and comparisons with New Zealand Health
Survey 2016/7 (age 15+).

Age Groups Counting COurselves NZHS 2014/7
" 24/M (SD) /M (SD) e Thl Square Effect Size
Depression (Yes; Mo} BS54 BTN 16.7% 40,45 =+ RE = 188 (247, 6.12)
15-18 112 53.6% %51 5211 ER=7.71{3.69, 1612}
19-25 2ER T1A% 14.7%: 6485 = RE = 480 (29, 778)
26-30 149 T2E% 18.2%, 59.75 == RE = 406 (263, 6.27)
31-35 7s [ 15.4%, 50,85 = RE = 460 (283, 7.37)
36—40 51 T06Y: 17.5% 57.50 == RE = 3.94 (255, £.10)
41-45 43 B2 19.3%: 4002 == RR = 3.32(215,511)
4654 &4 56.3% 18.9%, 29.21 = RE = 295 {190, 4.58)
AR+ 72 S0.0%: 17.5% 23.24 = RE =278 (L75, 4.41)
Arncciety (Yes; No) B53 55.2% 10.3% 4440 = RR = 5.50(2.98, 10.18)
15-18 117 53.8%: 54% i RE = 10.80 (451, 15.86)
19-25 pat] | 66.0%: 11.7% 6129 == RE = 5.50 (3.18, 9.52)
2630 149 SEAY 12.6% 4422 RE = 446 (262, 7.61)
31-35 74 55.5% 1% 56,63 RR = 6.67 (3.50, 1264)
3p—40 47 55.3% 10.7% 4378 " RE = 5.00 (179, 8.98)
41-45 43 I26%: 11.8% 1265 RR =275 (151, 5.01)
454 & 40.0% 11.3% 2213 RE = 3.64 [L98, 6.67)
55+ 72 20.2% a4% 13.00 =+ RE = 3.22 {161, 6.45)
K10 (0—20) BB& 7.86 (0.56) 354 (5.12) 833.11* d =187 (180, 1.93)
15-18 124 24 80 (B.65) 4.39 (5.31) 4278 a =284 (267, 3.02)
19-25 pat ] 19.96 (B.49) 4.55 (5.96) 4461 ™ d=210{1L%, 2.22)
2630 152 18.22 (8.600 4.16 (5.93) 29,22 % d=1.90(L75, 2.06)
31-35 75 16.03 (8.89) 3.62 (5.05) 2126 d=172(149,1.94)
36—40 53 14.63 (B.24) 3.38 (4.93) 1660 d=1.66(139,1.93)
41-45 46 1243 (B.17) 3.58 (5.24) 1146 a =129 (L0, 1.58)
4654 &4 12.58 (9.49) 3.20 (4.88) 15.22 == a=1.23[0.98, 1.48)
5+ 74 9.08 (7.57) 265 (4.49) 1173 " 4 =008 (0.76, 1.21)

Significant difference ** p < 0.01.

3.2. Age Group Differences

Figure 2 illustrates the extent of inequities for psychological distress scores across age groups.
This shows a reduction of effect size differences from younger to older age groups.

90
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Figure 2. The inequities in K10 psychological distress scores between Counting Curselves participants
and the Aotearoa/New Zealand general population across age groups.

A similar trend was observed for the mental health diagnoses findings in Table 1. For depression,
risk ratios varied from more than seven for 15- to 18-year-olds, to almost three times for those aged
55 and above. Transgender youth aged 15 to 18 years had ten times the risk of reporting having a
diagnosis of anxiety disorder.

3.3. Gender and Age Differences

Regression analyses revealed strong negative associations of age with an anxiety diagnosis and
psychological distress scores (see Table 2; This analysis included 14-year-old participants.). There were
statistically significant main effects for gender for depression and anxiety diagnoses in the age-adjusted
models, but not for psychological distress. Table 2 reports the differences in odds ratios and predicted
scores from the respective gender groups to the reference category (trans women). The regression model
noted trans men and non-binary participants had significantly higher odds of depression and anxiety
diagnoses than trans women, independently of these groups. There were, however, no significant
gender differences, and the interaction effect of age and gender found for mental health diagnoses in
the age-interaction models. The results of these interaction effects are presented in Table S1.



Int. [. Environ. Res. Public Health 2020, 17, 2862

108

7of14

Table 2. Regression analyses of gender and age on mental health variables among Counting Ourselves age 14+ participants.

Depression Diagnosis Anxiety Diagnosis K10 Psychological Distress
Variables Age-adj Model Age-ad) Model Age-ad) Model Age-int Model
‘Wald Statistics OR (95% CI) Wald Statistics OR (95% CI) ‘Wald Statistics b (95% CI) Wald Statistics b (95% CI)
Age 0.82 1.00(0.98, 1.0} 1518 ** 0.98 (0.97, 0.99) 189.20 ** -0.31{-0.35, -0.27) —0.24 (—0.30, —0.18)
Gender 7.7 21121 0.587

Trans women 1.00 (mef) 1.00 (ref) 1.00 (ref) 1.00 (mef)

Trans men 7.8 172 (116, 255} 17.91* 2.20 (156, 3.36) 0.13 —0.28 (-1.85,1.29) 567 (1.83,9.51)
Non-binary 4,00 142 (101, 201) 15.03% 1.97 (140, 277) 0.24 0.36 (-1.06, 1.77) 4.77 {079, 774)
Gender x Age - - - - - -

Trans women

1.00 (ref)

Trans men

—0.20 (—0.32, —0.08)

Non-binary

i

—-0.11 (-0.21, —0.02)

n

B70

571

Trans women were used as a reference group for comparison. Age-adj model = Regression models adjusted for the effects of age. Age-int model = Regression models examining the
interaction effect of gender groups and age. Significant difference * p < 0,05 ** p < (.01
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The interaction effect between age and gender, however, was a statistically significant predictor of
psychological distress. Compared to trans women, our findings in the age interaction model showed
trans men and non-binary participants to have 5.67 and 4.26 points higher average psychological
distress scores, respectively. We illustrated the interaction effect of gender and age on psychological
stress scores in Figure 3. The presence of more steeply negative regression lines for trans men and
non-binary participants indicated a more rapid decrease in psychological distress scores from younger
to older ages within these gender groups when compared to trans women.
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Figure 3. The interaction effect of age and gender on K10 psychological distress scores.

Upon recommendations from anonymous reviewers, we conducted supplementary analyses,
including the effect of the number of years living in the affirmed gender, to examine whether there
were any changes to the effects of age and gender on transgender people’s mental health (see Table S2).
As we did not ask our non-binary participants the age first lived in their affirmed gender, this gender
group was excluded from this analysis. We found that statistically significant gender differences
for depression and anxiety diagnoses remained on the supplementary analysis, as well as for the
interaction effect of age and gender on psychological distress scores.

4. Discussion

4.1. Population-Based Comparisons

Using data from the Counting Ourselves survey, this study explored the extent of mental health
inequities that transgender people in Aotearoa/New Zealand face. There was a ninefold increase in the
manifestation of high or very high psychological distress symptoms when comparing transgender
participants (72%) to the general population (8%). While some studies have found high levels of
psychological distress among transgender participants [19,28], the other studies we could find using
the Kessler Psychological Distress Scale were the United States Trans Survey 2015 using the shortened
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version—K6 [7], and an Australian study [29]. Comparatively, our sample had a higher prevalence of
serious psychological distress than that reported in the United States study (44% vs. 39%; measured
with K6) (We used same items that are in the K6 scale to compare with the findings of the 2015 U.S.
Trans Survey. A serious psychological distress level was identified by a total score of 13 or more on the
K6), and high or very high levels of psychological distress compared to the Australian study (72% vs.
46%; measured with K10) community-based studies.

Our transgender participants were also more likely to report having received a mental health
diagnosis by a health professional than the general population, with approximately fourfold differences
for depression and more than fivefold differences for anxiety disorders. The prevalence of depression
(66%) and anxiety disorders (55%) among our Aotearoa/New Zealand transgender participants were also
higher than those reported in the United States (47% for depression and 42% for anxiety disorders) [22]
and Australian studies (57% for depression and 40% for anxiety disorders) [11]. The discrepancy in
prevalence could be due to the older average age of transgender participants in the other studies;
these warrant further investigation. The mental health inequities between transgender and cisgender
participants found in this study are consistent with and add to the body of evidence confirming the
deleterious impacts of gender minority stress [16-18]. Our questions on depression and anxiety asked
about the lifetime prevalences of these diagnoses; we are aware that these might be prone to recall bias,
and that we cannot necessarily infer one’s current mental health status from these particular questions
in the way that we can from our psychological distress questions. Nevertheless, a strength of our
study is that it highlights inequities with the general population for both current mental health status
(psychological distress in the past 4 weeks) and lifetime meantal health status (depression and anxiety
diagnoses).

4.2. Age Comparisons

Our study also looked at inequities (i.e., comparisons with the general population) for transgender
people across different age groups from youth to older adults. Other studies have found that younger
transgender participants reported a higher prevalence of mental health diagnoses [11] and psychological
distress symptoms [28,29], but we also know that in the general population, youth were at higher risk
of mental health difficulties than adults and older adults ([30]; see also Figure 2). The 2015 United
States Transgender Survey also compared the prevalence of serious psychological distress across age
groups relative to the general population [7]. Similar to our findings, James et al. reported higher
inequities for transgender participants aged 18 to 25 (53% vs 10%, RR = 5.3) than those aged 65 and
older (8% vs 2%, RR = 4.0) [7]. We are not aware of any studies that have examined inequities between
transgender people and the general population in the prevalence of depression and anxiety diagnoses
for younger transgender youth; other studies on this topic only recruited participants of 18 years or
older [4,7,11,22], although other studies have found that adolescent trans youth were more likely to
report self-depression and anxiety symptoms than older transgender youth (e.g., [31]). It is important
to note, however, that while mental health inequities faced by older transgender people were less, they
still faced substantial mental health inequities compared to the older aged general population.

Examining research on gender minority stressors may help to explain these mental health inequities
across different age groups. A United States online survey revealed younger transgender people were
more vulnerable to the negative mental health effects of gender minority stressors than their older
counterparts [28]. Jackman et al. in the United States found lower levels of internalised stigma among
older transgender people, and suggested that this may be due to them having developed better coping
skills and social support systems (maturation effect) in counteracting the effects of gender minority
stressors [19]. Longitudinal research is needed to uncover the ways that transgender people build
resilience and support over time that may provide mental health benefits.

While our study has identified age as an important demographic factor in predicting transgender
people’s mental health, we could not be certain whether the mental health differences across age groups
represented changes as this population grew older (aging effect), their development of the ability to
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cope with gender minority stressors later in life (maturation effect), or whether they were the result of
historical and social contexts that occurred for specific age groups (cohort effects). A comprehensive
understanding of the mental health status of transgender people of different age groups would require
an examination on how minority stress and resilience for transgender people changes over the life
span [14,19,32].

4.3. Gender Group Comparisons

In our sample, trans women were over-represented in older age groups (aged 55 and above),
while the younger participants were more likely to be trans men or non-binary. A population-based
study in United States [4] and community-based studies in United Kingdom [1,5], United States [22],
and Canada [6] demonstrated similar findings, with trans men and non-binary individuals being more
common in the trans youth samples of these studies. Because of these differences, we included age asa
variable in the regression models that examined gender group differences.

After controlling for the age effect, we found that trans men reported higher prevalences of
depression and anxiety diagnoses. This aligns with the findings of other population-based studies [4]
and community-based studies that employed convenience sampling [1,28]. Such findings might be
explained partly by research on differential experiences of gender minority stressors among gender
groups within the transgender population which have found trans men to be more likely to report
sexual abuse and domestic violence [1], and discrimination when accessing employment and healthcare
services [28]. One study in the United Kingdom noted trans men and women were no more or less
likely to seek professional help for mental health problems [1].

In our sample, non-binary participants were more likely than trans women to have been diagnosed
with depression and anxiety disorders. Findings from previous studies of non-binary people’s mental
health compared to the other two gender groups have been mixed. Studies of transgender youth [6,9]
and a population-based study of adults in the United States [4] found that non-binary participants
reported higher levels of mental health concerns. Crissman et al. also found that this difference
held after accounting for age differences among the gender groups. This finding, however, was not
replicated in a recent United States community-based study which found that non-binary participants
had lower odds of reporting depression and anxiety diagnoses by health professionals compared to
trans men and trans women, even after adjusting for the effects of demographic variables, such as
age [22]. This discrepancy could be due to Reisner and Hughto's study having an equal proportion of
non-binary participants who were assigned male and female at birth, respectively [22], whereas our
study and the other studies had a higher proportion of non-binary people assigned female at birth.

To extend our knowledge about this topic, we were the first study to also examine the interaction
effect between age and gender on transgender people’s mental health outcomes. It is important
to examine the interaction of independent variables in regression analyses, because omitting the
interaction effect can lead to a biased estimation of model parameters when an interaction effect
is present [33]. Notably, gender differences in mental health diagnoses were no longer statistically
significant when we included the age and gender interaction term in the models. This finding suggests
that when the interaction effect of age and gender is estimated, trans men and non-binary participants
no longer had significantly higher rates of having been diagnosed with depression and anxiety disorders
relative to trans women.

Our exploratory finding of an interaction effect on the K10 scale, however, suggested that the
relationship between age and psychological distress scores varied across different gender groups.
For instance, we found that younger trans women reported less psychological distress compared to
trans men and non-binary people of the same age groups. This trend changed for older age groups,
where trans women reported more symptoms of psychological distress than other gender groups. This
interaction effect remained statistically significant after adjusting for the number of years lived in the
affirmed gender (see Table 52), suggesting that the length of time living in the affirmed gender is not
the reason for this difference. Increased rejection and less social support for older trans women may
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explain this finding. A United States study that examined mental health of trans women across the
life span found older trans women were less likely to have stable relationships with family members
and friends [32]. More research is needed to replicate this interaction finding and further explore the
reasons for it, but this research suggests a clear need to consider interaction effects when exploring
how age and gender are related to mental health for transgender people.

There are other within-group differences that can be assessed of our data that is beyond the
scope of this paper, including race/ethnicity, disability status, and cultural connectedness, and future
research should consider the variations of mental health outcomes for these different subgroups of
transgender people.

5. Limitations

Itis difficult to determine the degree to which the convenience sample used in Counting Ourselves
was representative of transgender people in Aotearoa/New Zealand. While the use of a recruitment
strategy to promote the survey via online platforms and community organisations has allowed us
to achieve a large sample that enabled us to conduct comparisons based on age and gender groups,
it risks under-representing transgender people who were not active in transgender communities,
including those who transitioned a long time ago. This may have contributed to the relatively small
sample of older (age 55 and older) transgender participants in our study. However, clinically based
research in Aotearoa/New Zealand also found a relatively lower proportion of older transgender
people accessing gender-affirming care [34], and this demographic profile has also been seen in a recent
population-based study in the United States [4]. Relative to the overall population in Aotearoa/New
Zealand, Counting Curselves achieved a sample size that was many times larger than other recent
national transgender surveys that employed convenience sampling [6,7,11].

6. Conclusions

Counting Ourselves is the first large quantitative study in Aotearoa/New Zealand to describe
mental health inequities for transgender people from youth to older adulthood. Our findings indicate
significant mental health inequities faced by transgender participants, which is consistent with the
Gender Minority Stress Theory. This study is the first, to our knowledge, to explore the interaction
effect of age and gender on mental health outcomes, finding that trans men and non-binary participants
had larger changes in psychological distress from youth to older adulthood.

7. Study Implications

To ameliorate the risk of mental health problems among transgender people, we recommend
immediate actions on behalf of the policy makers in Aotearoa/New Zealand to identify transgender
people as a named priority in mental health policies, for mental health professionals to receive training
on cultural competency for working with transgender communities, and for funding for peer support
and other wellbeing initiatives led by transgender communities [35]. Mental healthcare providers and
service workers should be aware of the very high risk of psychological distress and mental health
problems faced by transgender people. Where there are gaps in delivering care that is appropriate
to transgender people, relevant training should be required so that mental healthcare workers can
better serve the needs of this population. Mental health inequities affecting transgender people need to
be understood in relation to gender minority stress as a social determinant, as studies have shown
that discrimination, stigma, and social exclusion against transgender people could limit their abilities
to access services that are crucial to health and wellbeing, including education, employment, and
healthcare services [36,37]. In line with the international human rights standards [38], institutions
across different settings, such as schools, employers, and government agencies have an obligation
to generate a safe and welcoming environment for transgender people, as well as to implement
trans-inclusive policies and interventions to protect this population from exposure to gender minority
stressors (e.g., discrimination and workplace bullying) [23].
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While these inequities in mental health outcomes apply to transgender people of all genders and
ages, it is important to recognise the specific gender minority stress experiences and mental health
needs of transgender youth who have been found to be at extreme risk of developing mental health
problems. With the recent surge of negative media aimed at negating transgender people’s lived
experiences and discrediting the merits of gender-affirming care, there is still much work to be done to
ensure this population can enjoy human rights to health without being jeopardised by discrimination
or stigma. Healthcare providers should advocate for equitable access to mental healthcare services
and gender-affirming care for transgender people to attain the highest standard of health [35,39]. Tt
is also important for health professionals working with transgender youth to respect their privacy,
self-determination, autonomy, as well as their evolving capacity to make informed decisions about
their health [40].

Transgender people remain understudied in Aotearoa/New Zealand, and we urge government
agencies to include standardised survey items to identify transgender people in population-based
surveys. Health surveillance efforts that are done in collaboration with fransgender communities will
allow health professionals, policy makers, and transgender people themselves to monitor and evaluate
efforts to achieve health equity. More specific recommendations to improve transgender people’s
mental health and wellbeing in Aotearoa/New Zealand can be read from the published report [23].
Finally, our findings of differential levels of psychological distress across various gender and age
groups also show that future research should consider the effect of age when examining gender group
differences in mental health among transgender people.

Supplementary Materials: The following are available online at httpy//www.md pi.com/1660-4601/17/8/2862/s1,
Table 51: Regression analyses of gender and age on mental health variables among Counting Ourselves age 14+
participants. Table 52. Regression analyses of number of years living in affirmed gender, gender, and age on
mental health variables among Counting Curselves age 14+ trans men and trans women participants.
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Table S1. Regression analyses of gender and age on mental health variables among Counting Ourselves age 14+

participants.
Depression diagnosis Anxiety diagnosis
Age-int Model Age-int Model
Variables Wald statistics OR (95% CI) Wald statistics OR (95% CI)
Age 3.57 0.99 (0.97, 1.00) 997 ** 0.97 (0.96, 0.99)
Gender 0.42 1.26
Trans women 1.00 (ref) 1.00 (ref)
Trans men 0.37 0.73 (0.27, 1.99) 0.89 159 (0.61, 4.16)
Non-binary 0.22 0.81 (0.34, 1.94) 1.01 1.56 (0.66, 3.73)
Gender x Age 3.69 0.69
Trans women 1.00 (ref) 1.00 (ref)
Trans men 296 1.03 (1.00, 1.06) 0.62 1.01 (0.98, 1.04)
Non-binary 1.67 1.02 (0.99, 1.04) 0.28 1.01 (0.98, 1.03)

116

Trans women were used as a reference group for comparison. Age-int model = Regression models examining the interaction

effect of age and gender groups.

Significant difference * p < 0.05 ** p <0.01

Table 52. Regression analyses of number of years living in affirmed gender, gender, and age on mental health variables among Counting Ourselves age 14+ trans men and trans women

participants.
Depression Anxiety K10
Age-adj Model Age-adj Model Age-adj Model Age-int Model

Variables Wald statistics ~~ OR(95%CI)  Wald Statisties ~ OR(95% CI)  Wald Statistics B (95% CI) Wald Statistics B (95% CI)
Age 0.23 1.00(0.98, 1.01) 5.60% (.98 (0.96, 1.00) L4 -0.22(-0.30, -0.15) 1645 -0.18 (.27, -0.09)
Years living in affirmed 055 099(0.9,1.02) 120 0.98 (0.94, 1.02) 197 0.10(-025,0.04) 163 -0.09(-0.24,0.05)
gender

Gender? 848" 209(1.27,343) 1331% 2.38 (150, 3.80) 0.01 0.09(:212,1.93) 363 475(-0.14,9.63)
Genderx Age? - 455* -0.16 (-0.31,-0.01)

Number of years since living in affirmed gender was calculated with the equation “current age - age of first started living as a woman or man”. We did not ask non-binary participants their age of

first living in affirmed gender so we could not calculate the number of years of living in affirmed gender for this gender group. * Trans women were used as a reference group for comparison. Age-

adj model = Regression models adjusted for the effects of age. Age-int model = Regression models examining the interaction effect of age and gender groups.

Significant difference * p <0.05* p <0.01

Due to the word count restriction of the journal, a decision was made to not include

the general mental health measures in the published paper. Expanding on the published paper

that documents large inequities in depression, anxiety, and psychological distress affecting

transgender participants, the next section presents findings on the extent of inequities of

OECD general mental health outcomes between transgender participants and the

Aotearoa/New Zealand general populations. This section also examines age and gender

differences on transgender people’s general mental health outcomes. Note that each gender

group has a different age range: trans women (14 to 83); trans men (14 to 63); and non-binary

(14 to 73).

Variables



117

General mental health was assessed using the Organization for Economic Co-operation and
Development (OECD) subjective wellbeing single-item questions. These OECD questions
were also asked in the 2016 New Zealand Mental Health Survey, a population-based study of

1,300 participants in Aotearoa/New Zealand (Health Promotion Agency, 2016).

Life satisfaction. Overall, how satisfied are you with life as a whole these days? The item had

a 5-point response scale from “very satisfied (1) to “very dissatisfied (5)”.

Life worthwhileness. Overall, to what extent do you feel the things you do in your life are
worthwhile? The item had a 5-point response scale from “not at all worthwhile (1)” to “very

worthwhile (5)”.

Coping with stress. How much you agree or disagree with the following statement: | am able
to cope with everyday stresses of life. The item had a 5-point response scale from “strongly

disagree (1)” to “strongly agree (5)”.

Methods

Independent sample t-tests were carried out to identify the extent of inequities of
OECD general mental health outcomes (i.e., life satisfaction, life worthwhileness, and ability
to cope with stress) between transgender participants and the general population (from the
estimates of the New Zealand Mental Health Survey 2016). Subsequently, ordinal logistic
regression analyses were conducted to examine general mental health differences across

various age and gender groups of transgender people.
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5.2 Results and Discussion of General Mental Health

Table 2 outlines comparisons between transgender participants and the Aotearoa/New
Zealand general population (using estimates of the 2016 New Zealand Mental Health Survey)
for general mental health outcomes: life satisfaction, life worthwhileness, and ability to cope
with stress. Transgender people were found to fare worse across all general mental health
measures relative to the Aotearoa/New Zealand general population, with effect size
differences of almost one standard deviation for the overall sample. This finding was similar
to overseas studies (Anderssen et al., 2020; Jones et al., 2019) that reported lower life
satisfaction and quality of life among transgender people compared to cisgender people.
However, no studies were noted to have explored the extent of inequities of general mental
health outcomes of transgender people relative to cisgender people across different age
groups. Similar to the psychological distress and mental health diagnosis findings—reported
above in the published paper—this study found larger effect sizes for younger age groups
than older age groups (but still statistically significant), across all general mental health
measures.

Table 3 presents the differences in odd ratios from the respective gender groups (trans
men and non-binary people) to the reference category (trans women). Ordinal regression
analyses revealed there were no statistically significant main effects for gender for general
mental health outcomes in the age-adjusted model. This finding echoed a United Kingdom
study (Jones et al., 2019) that found binary transgender people (trans women and trans men)
were no more likely than people with non-binary genders to have better quality of life when
the effect of age is controlled.

Exploratory analyses of interaction effects of age and gender, however, found
statistically significant differences for all general mental health outcomes between trans men

and trans women across age groups. Figures 2, 3, and 4 illustrate the interaction effect of age
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and gender for life satisfaction, life worthwhileness, and ability to cope with stress,
respectively. For each general health measure, there was a more steeply negative regression
line for trans men which indicated a more rapid decrease in general mental health scores from
younger to older ages for trans men relative to trans women. This trend suggested that
younger trans men were more likely to report poorer general mental health than younger trans
women; however, older trans men were more likely to report better general mental health
than older trans women. This statistically significant interaction finding for general mental
health was similar to the reported findings for psychological distress in the published paper.
There are a few explanations that can be made for gender differences across age groups such
as aging effect, maturation effect, and maturation effect (see the published paper for more

details).



Table 2

General Mental Health Outcomes Across Age Groups and Comparisons with New Zealand Mental Health Survey 2016 (Age 15+)

Counting Ourselves NZMHS 2016
n % / M (SD) % / M (SD) t-test statistics Effect size
Life satisfaction (1-5) 869 2.78 (1.22) 1.85(0.78) 35.14** d=0.91
15-19 170 3.46 (1.15) 1.96 (0.75) 26.10%* d=154
20-24 204 2.93 (1.15) 2.00 (0.85) 15.60** d=0.92
25-34 266 2.69 (1.14) 1.79 (0.73) 20.09** d=0.94
35-44 100 2.30 (1.15) 1.84 (0.82) 5.64** d=0.46
45-54 63 2.49 (1.26) 1.88 (0.80) 6.06** d=0.58
55+ 65 1.98 (0.99) 1.72 (0.75) 2.79* d=0.30
Life worthwhileness (1-5) 869 2.62 (1.19) 1.83 (0.72) 32.24%* d=0.80
15-19 169 3.42(1.20) 1.99 (0.79) 23.65** d=141
20-24 201 2.67 (1.10) 2.03 (0.80) 11.29** d =0.66
25-34 269 2.49 (1.13) 1.73 (0.69) 18.10** d=0.81
35-44 100 2.21(1.08) 1.77 (0.68) 6.44** d=0.49
45-54 64 2.19 (1.10) 1.77 (0.64) 5.25** d=047
55+ 66 1.92 (0.85) 1.71 (0.66) 2.60* d=0.28
Cope with stress (1-5) 871 2.82 (1.20) 1.91 (0.74) 36.43** d=0.91
15-19 171 3.48 (1.17) 2.10 (0.79) 22.55** d=1.38
20-24 202 3.04 (1.16) 2.00 (0.80) 20.18** d=1.08
25-34 268 2.60 (1.12) 1.86 (0.69) 19.10** d=0.86
35-44 101 2.46 (1.11) 1.96 (0.68) 6.13** d=0.51
45-54 63 2.49 (1.13) 1.86 (0.64) 7.66** d=0.68
55+ 65 1.98 (0.95) 1.74 (0.66) 2.90* d=0.29

120

Note. Response options ranged from 1 (very satisfied) to 5 (very dissatisfied) for life satisfaction; 1 (very worthwhile) to 5 (not at all worthwhile) for life worthwhileness; 1 (strongly agree) to 5

(strongly disagree). Significant difference *p < 0.05 **p < 0.01



121

Table 3

Ordinal Logistic Regression of Gender and Age on General Mental Health Variables Among Counting Ourselves Age 14+ Participants.

Life satisfaction Life worthwhileness
A,\ﬂ%'é"gj Age-int Model Age-adj Model Age-int Model
Variables Wald OR (95% ClI) Wald OR (95% CI) Wald statistics  OR (95% Cl) Wald OR (95% CI)
statistics statistics statistics
Age 90.06** 0.95 (0.94- 33.25** 0.96 (0.95- 80.86** 0.96 (0.95- 24.78** 0.97 (0.95-0.98)
0.96) 0.97) 0.97)
Gender 8.93* 5.28 0.62 14.86**
Trans women 1.00 (ref) 1.00 (ref) 1.00 (ref) 1.00 (ref)
0.67 0.87 (0.62- 5.22* 2.71 (1.15- 0.00 1.00 (0.71- 13.93** 5.17 (2.18-12.25)
Trans men 1.22) 6.37) 1.40)
i 3.29 1.33 (0.98- 1.79 1.66 (0.79- 0.39 1.10 (0.82- 0.93 1.44 (0.69-3.01)
Non-binary 1.79) 3.50) 1.49)
Gender x Age - - 8.56* - - 17.63**
Trans women - - 1.00 (ref) - - - 1.00 (ref)
Trans men - - 8.37** 0.96 (0.93- } } 17.03** 0.94 (0.92-0.97)
0.99)
Non-binary - - 0.23 1.00 (0.97- } } 0.26 1.00 (0.97-1.02)

1.02)
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Table 4
Ordinal Logistic Regression of Gender and Age on General Mental Health Variables Among Counting Ourselves Age 14+ Participants

(continued)

Cope with stress

Age-adj Model Age-int Model

Variables Wald statistics OR (95% CI) Wald statistics OR (95% CI)
Age 87.16** 0.95 (0.94-0.96) 35.08** 0.96 (0.95-0.97)
Gender 3.57 7.19*

Trans women 1.00 (ref) 1.00 (ref)

Trans men 0.40 1.12 (0.80-1.56) 6.11* 2.91 (1.25-6.77)

Non-binary 3.26 1.32 (0.98-1.78) 0.72 1.38 (0.66-2.90)
Gender x Age - - 6.30*

Trans women - - 1.00 (ref)

Trans men - - 6.40* 0.97 (0.94-0.99)

Non-binary - - 0.00 1.00 (0.98-1.02)
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Figure 3
The Interaction Effect of Age and Gender on Life Satisfaction of Counting Ourselves Participants
(Age 14+)
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Figure 2
The Interaction Effect of Age and Gender on Life Worthwhileness of Counting Ourselves
Participants (Age 14+)
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Figure 4
The Interaction Effect of Age and Gender on Ability to Cope with Stress of Counting
Ourselves Participants (Age 14+)
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Chapter 6: Enacted Stigma Experiences and Protective Factors are
Strongly Associated with Mental Health Outcomes of Transgender

People in Aotearoa/New Zealand

6.1 Preface

Informed by gender minority stress theory, which was outlined in Chapter 2, this
study assessed the associations of enacted stigma and protective factors with transgender
people’s mental health: psychological distress, NSSI, suicidal ideation, and suicide attempts.
The most recent systematic review on transgender mental health (comprising 77 studies
published from 1997 to 2017; Valentine & Shipherd, 2018) noted that only about two-fifths
(39%) of the reviewed studies had examined the prevalence and/or mental health influences
of enacted stigma due to transgender identities; although more studies have researched this
topic since 2017 (e.g., Kuper et al., 2018). Furthermore, Valentine and Shipherd (2018) noted
that an even lower number of studies have examined protective factors at the interpersonal
level and that existing transgender studies have mainly researched mental health benefits of
primary social ties (i.e., friends and family members; 26%).

To contribute to the further understanding of the growing field, this current study
collated a broad range of enacted stigma or overt gender minority stress events across various
settings (e.g., public places, online, and religious communities) that occurred due to people
being transgender. This operational definition of enacted stigma allowed the investigation of
gender minority stress hypothesis that cisgenderism negatively influences the mental health
of transgender people. This study expanded on overseas research on protective factors by also
looking at associations of secondary social ties (i.e., neighbourhood and transgender
community) with the mental health of transgender people. Specifically, the use of probability

profiling allowed this study to identify if the protective factors of secondary social ties could
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provide additional mental health benefits (beyond primary social ties) for transgender people
who were exposed to enacted stigma. Overall, this study has contributed to the state of
knowledge of enacted stigma and protective factors—in both Aotearoa/New Zealand and
internationally—by focusing on factors specific to transgender people that are amenable to
change through public and healthcare interventions.

Declaration: | developed the outline of the paper after discussing with my supervisors.
| wrote the first full draft of the paper and was the main person responsible for conducting
data analysis. | also held the leading role in making revisions of the paper based on the
feedback from other co-authors and journal reviewers. Overall, I contributed 80% to this
paper, and the other co-authors contributed the remaining 20%.
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ABSTRACT

Introduction: International evidence has found large mental health inequities among trans-
gender people and demonstrates that mental health outcomes are associated with enacted
stigma experiences and protective factors. This study aimed to examine the extent of associ-
ations of enacted stigma experiences specific to transgender people alongside protective
factors with mental health of transgender people in Aotearoa/New Zealand.

Methods: The 2018 Counting Ourselves survey was a nationwide community-based study of
transgender people (N=1178, Mage = 295) living in Aotearoa/New Zealand. The survey
assessed a wide range of gender minority stress experiences and protective factors that com-
prised primary (support from friends and family) and secondary social ties (neighborhood and
transgender community belongingness). We calculated the predicted probabilities that trans-
gender people exhibit very high psychological distress level, non-suicidal self-injury, and suicidal
risks with different combinations and exposure profiles of enacted stigma and protective factors.
Results: Our findings demonstrated that enacted stigma was associated with negative men-
tal health, and support of friends and family was linked to better outcomes across all mental
health measures. Beyond primary social ties, sense of belongingness to neighborhood and
transgender communities were linked to reduced odds of psychological distress and suicidal
ideation. For those scoring high on enacted stigma and low on protective factors, our
model revealed a 25% probability of attempting suicide in the last year compared to 3% for
those scoring low on enacted stigma and high on protective factors.

Conclusions: Echoing previous findings, this study demonstrates that transgender people
across Aotearoa/New Zealand are less likely to manifest life-threatening mental health out-
comes if they experience low levels of enacted stigma and high levels of access to protect-
ive factors. Our findings suggest a need to address the enacted stigma that transgender
people face across interpersonal and structural settings, and also to enhance social supports
that are gender affirmative for this population.

Transgender; minority
stress; enacted stigma;
protective factors;
mental health

Introduction

Transgender is an umbrella term that refers to peo-
ple whose gender identity does not correspond
with their sex assigned at birth. This term includes
trans men, trans women, and people with non-bin-
ary genders, as well as the various gender diverse
identities of non-Western cultural backgrounds. For
example, in Aotearoa/New Zealand, the transgender
population includes indigenous Maori tangata ira
tane and whakawahine and people with Pasifika
genders such as Samoan fa'afafine and Tongan

fakaleiti (Tan et al., 2019). Not all transgender peo-
ple seek medical care, such as hormones or surgery
to affirm their gender (Schulz, 2018), but all trans-
gender people have a right to the highest standard
of gender-affirming care (O'Flaherty & Fisher,
2008; The Yogyakarta Principles, 2007).

Mental health inequities, risk factors, and
minority stress

International studies have identified significant
health inequities affecting transgender people,

CONTACT Kyle K. H. Tan 9 khtS@students waikato.ac.nz Q School of Psychology, University of Waikato, Private Bag 3105, Hamilton, 3240,

New Zealand.
£ 2020 Taylor & Francis Group, LLC
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with this population consistently found to have
an increased prevalence of mental health difficul-
ties, including psychological distress symptoms
and suicidality (James et al., 2016; Veale, Watson,
et al., 2017; see Valentine & Shipherd (2018) for
a review). An example of such studies is the
Youth’12 study, a population-based health survey
of high school students in Aotearoa/New
Zealand, which found a stark contrast in the
prevalence of current significant depressive symp-
toms (41% vs 12%), and non-suicidal self-injury
(NSSI; 46% vs 23%) and suicide attempts (20% vs
4%) in the past year among transgender adoles-
cents compared to their cisgender counterparts
(Clark et al., 2014).

In recent years, the focus of research on men-
tal health inequities affecting transgender people
has shifted from pathologizing models that con-
ceptualize transgender identities as being men-
tally disordered to the understanding that it is
broader social environment that hinder this
population from achieving mental health equities
(Schulz, 2018; Tan et al, 2019). An increasing
number of studies have employed Gender
Minority Stress Theory (Meyer, 2003; Tan et al,,
2020; Testa et al., 2015) to delineate the processes
in which marginalizing social environments lead
to adverse mental health outcomes for trans-
gender people. This theory attributes the dispro-
portionate mental health burdens faced by
transgender people to the negative consequences
of cisgenderism (Tan et al, 2020), which is a
prejudice that delegitimizes transgender people
(Riggs et al., 2015) and exposes them to a specific
form of stress, gender minority stress (Tan et al.,
2020; Testa et al., 2015).

Transgender people have been described as
one of the most marginalized populations around
the world (O’Flaherty & Fisher, 2008), and even
in relatively liberal countries like Aotearoa/New
Zealand, transgender people report experiencing
a multitude of gender minority stress experiences.
To date, the legal framework protecting the
human rights of transgender people in this coun-
try is limited to the Human Rights Act that pro-
hibits discrimination on the grounds of sex (New
Zealand Human Rights Commission, 2020). It is
unclear if transgender people are provided legal
protection from discrimination due to the lack of
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explicit acknowledgement of gender identity and
expression in the Act. A recent review study that
collated existing transgender research in
Aotearoa/New Zealand proposed that gender
minority stress is prevalent in the everyday lives
of transgender people at individual (e.g., internal-
ized transphobia), interpersonal (e.g., discrimin-
ation, harassment, and violence), and structural
levels (e.g., barriers in changing gender marker
on legal documents) (Tan et al., 2019).

In this article, we refer to risk factor experien-
ces specific to transgender people as enacted
stigma (actual or overt experiences of gender
minority stressors). Empirical studies that have
examined the association between enacted stigma
experiences and mental health found transgender
people who had been discriminated against or
victimized on the basis of their gender were more
likely to manifest symptoms of psychological dis-
tress (e.g., Bockting et al, 2013; Wilson et al,
2016). Studies involving transgender youth have
also found those who had experienced bullying
and abuse at school were more likely to engage
in NSSI and suicidality (Peng et al., 2019; Strauss
et al., 2020).

Protective factors for transgender people

Previous studies have identified protective factors
that may mitigate the negative effects of enacted
stigma experiences by promoting individual
resilience (Bockting et al, 2013; Puckett et al,
2019), and are associated with higher levels of
mental health and wellbeing (Barr et al, 2016;
Pflum et al, 2015; Puckett et al, 2019; Veale,
Peter, et al., 2017; Weinhardt et al., 2019; Wilson
et al.,, 2016). For instance, positive connections to
family members have been shown as a crucial
protective factor for transgender people with ben-
efits such as affirmation of transgender people’s
identity (Weinhardt et al, 2019) and offsetting
the negative mental health impacts of enacted
stigma (Veale, Peter, et al., 2017).

Studies have shown that social support at a
community level is also important for trans-
gender people. A recent study of transgender
people in the United States found that those with
high levels of support from family and friends
and high levels of connectedness with



transgender community had the lowest levels of
depression and anxiety symptoms (Puckett et al.,
2019). Another United States study found trans-
gender people who lived in neighborhoods that
were tolerant of their gender manifested fewer
depressive symptoms (Owen-Smith et al, 2017).
These findings are congruent with Gender
Minority Stress Theory, which proposes that group
and community level protective factors can poten-
tially offer important mental health benefits for
transgender people through providing opportuni-
ties to socialize, tangible resources that enhance
personal coping, and platforms that allow commu-
nity members with similar experiences to validate
and reappraise their enacted stigma encounters
(Meyer, 2003; Testa et al., 2015).

Objectives and hypotheses

There has been little research identifying the men-
tal health influences of risk and protective factors
specific to transgender people either globally or in
Aotearoa/New Zealand. This study seeks to exam-
ine the associations of enacted stigma and protect-
ive factors with the mental health inequities that
transgender people in this country face. As well as
testing hypotheses of Gender Minority Stress
Theory, it is important to understand the extent
to which the manifestation of mental health diffi-
culties is related to different risk and protective
factors in different parts of the world. While stud-
ies have been conducted to examine the negative
impacts of enacted stigma on transgender people’s
mental health, a recent systematic review found
that few of these have focused specifically on gen-
der minority stressors as well as protective factors
(Valentine & Shipherd, 2018).

Our study examined the associations of risk
(transgender-specific enacted stigma) and protect-
ive factors (family and friend support, neighbor-
hood belongingness, and transgender community
belongingness), with psychological distress, NSSI,
and suicidality in our sample of transgender peo-
ple in Aotearoa/New Zealand. We hypothesized
that enacted stigma experiences will be associated
with a greater risk of mental health problems,
whereas friend and family support, neighborhood
belongingness, and transgender community
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belongingness will be predictive of a lower occur-
rence of mental health problems.

Method
Design and consultation

This study used data from Counting Ourselves:
the Aotearoa New Zealand Trans and Non-Binary
Health Survey, which was open for participation
from June to September 2018. The anonymous
survey was designed to provide a comprehensive
understanding of health of transgender people. It
comprised questions related to multiple aspects of
health, such as physical and mental health, health-
care access, and experiences of risk and protective
factors that could influence health.

General health and mental health questions
were taken from Aotearoa/New Zealand popula-
tion-based health surveys (e.g., the New Zealand
Health Survey 2016/17; Ministry of Health, 2017).
Questions specific to the lived experiences of
transgender people were taken from other trans-
gender studies (e.g., the U.S. Transgender Survey;
James et al. (2016)) or developed by the research
team. The study structure and content were devel-
oped in consultation with a community advisory
group of ten transgender people of diverse back-
grounds (e.g., ages, ethnic groups, and regions).

The study was advertised on online platforms
(e.g., Facebook), billboards in the community, and
spread through word of mouth with support from
our networks of transgender community organiza-
tions, academic researchers, and health professio-
nals working in transgender health. Participants
were eligible to take part if they identified as trans-
gender, were at least 14years of age, and were
residing in Aotearoa/New Zealand. Participants
were presented with a list of gender options (e.g.,
trans man, trans woman, and non-binary) and
transgender identities were confirmed if their self-
identified gender(s) differed from their sex assigned
at birth. The study received ethical approval from
the New Zealand Health and Disability Ethics
Committee (18/NTB/66/AMO1).

Participants

There were 1380 initial responses to the survey,
but some were removed for being duplicates
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Table 1. Demographic details of Counting Ourselves
participants (n = 1178).
n (%)/M (SD; range)

Age 29.54 (13.31; 14-83)
Gender groups

Trans men 324 (27.6)

Trans women 328 (27.9)

Non-binary AFAB 397 (33.8)

Non-binary AMAB 126 (10.7)
Race/ethnicity

New Zealand European/Pakeha 920 (82.4)

Maori 160 (14.3)

Samoan 21 (19

Chinese 17 (1.5)

Others 211 (189)
Regions

Auckland 368 (31.9)

Wellington 321 (27.7)

Other regions in the North Island 216 (18.6)

Canterbury 121 (10.4)

Other regions in the South Island 132 (11.4)

Note. Participants were allowed to select more than one race/ethnicity
group and these were reported using the concept of total response
(see Ministry of Health, 2017). AFAB=assigned female at birth;
AMAB = assigned male at birth.

(n=22), younger than 14years old (n=2), not
residing in Aotearoa/New Zealand (n=12), not
responding beyond the survey’s questions on gen-
der identity to indicate that they were trans-
gender (n=161), or not genuine (e.g., provided
illogical responses such as current age was
younger than the age of realizing their trans-
gender identity) (n=5), leaving a final sample of
1178 responses.

Table 1 presents participants’ demographic
information. The sample had a mean age of just
under 30years. Our sample consisted of a high
proportion of younger and Pakeha (White) par-
ticipants. Almost half of the participants were
non-binary, and there was a similar proportion
of trans women and trans men. It is not known
whether this is representative of all transgender
people in Aotearoa/New Zealand. The demo-
graphic make-up of participants in the current
study, however, is very similar to survey research
with transgender people in the same region
(Treharne et al., 2020) and overseas (James et al.,
2016; Strauss et al, 2020). More details of the
sample demographics and survey method are
given in the published report based on the survey
dataset (Veale et al., 2019)."

Measures

All of the measures discussed below had a com-
pletion rate of 98% or higher within their
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respective sections of the survey, indicating the
relative acceptability of these questions for our
participants.

Enacted stigma

We modeled previous research (Poon et al., 2011;
Veale, Peter, et al,, 2017) to generate an enacted
stigma index that collated a wide range of gender
minority stress experiences reported by partici-
pants. The index consisted of 11 items and
included minority stress events specific to our
participants’ transgender identities such as dis-
crimination and unfair treatment at various con-
texts, as well as cyberbullying (see Table 2). Each
item was scored 0 (no or don’t know) or 1 (yes),
and the sum of scores for each participant indi-
cated the sum of enacted stigma experiences that
they had encountered.

Mental health

Psychological distress. The Kessler Psychological
Distress Scale (K10; Kessler et al., 2003) measured
the presence of depression and anxiety symptoms
in the past 4weeks. This scale comprises of 10
items with 5-point response scales from none of
the time (0) to all of the time (4). Total scores
range from 0 to 40, with a score of 20 or more
indicating the presence of very high levels of psy-
chological distress (Ministry of Health, 2017). In
the present study, the K10 demonstrated good
internal reliability consistency (x = .94).

NSSI and suicidality. These were assessed using
questions from the Aotearoa/New Zealand
Youth’12 study (Clark et al, 2012). NSSI was
measured using a question asking “During the
last 12 months, have you deliberately hurt your-
self or done anything you knew might have
harmed you (but not kill you)?” with response
options from not at all to more than 5 times.
Suicidal ideation was measured using a question
asking “In the last 12 months, have you seriously
thought about killing yourself (attempting
suicide)?” and suicide attempt was measured
using a question asking “In the last 12 months,
have you tried to kill yourself (attempted
suicide)?”; with three response options: not at all,
once or twice, and three or more times.



Protective factors

Friend and family support. This was measured
using a single item, “I can always rely on a friend
or family or whanau” member for support if I
need it,” with a 5-point response scale from
strongly disagree to strongly agree. This item was
used as one of the social connectedness indicators
in New Zealand Mental Health Survey (Health
Promotion Agency, 2016).

Community belongingness. The relationship
between sense of belongingness and mental
health has been addressed in past research (e.g.,
Barr et al., 2016; Hagerty et al., 1992; Van Orden
et al,, 2010). For this study, we were interested in
the experiences of transgender people’s involve-
ment within neighborhood and transgender com-
munities that allow them to feel accepted, valued,
and to be an integral part of these support sys-
tems (Hagerty et al, 1992). Neighborhood
belongingness was assessed with a single question
from the New Zealand General Social Survey
(Statistics New Zealand, 2016), in which partici-
pants were asked “On the scale of zero to ten,
how would you describe your sense of belonging
to neighborhood?”. We also created a separate
question with the same wording to identify par-
ticipants” sense of belonging to “trans or non-bin-
ary community” on the same scale.

Data analysis

IBM SPSS Statistics version 25 was used for
descriptive statistics and imputation of missing
values. Questions that were later in the survey
had a lower number of participants—this was
likely to be due to length (over 330 questions).
We imputed missingness due to participant attri-
tion, as we had no reason to believe that these
missing data were missing not at random; in
other words, not related to specific covariates and
outcomes that could not be evaluated (Schlomer
et al,, 2010). Missing values ranged from 0.2% to
1.1% of responses for the K10 scale and from
1.5% to 9.5% of responses for the enacted stigma
index. The high percentage of missingness in the
index included items that were not applicable to
some participants. Missing values were imputed
using the expectation maximization method
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through the estimation of means and covariances
of available data in regression models (Schlomer
et al., 2010).

To explore the relation of enacted stigma and
protective factors on each mental health outcome
among our participants, we used STATA’s mar-
gins command (MP2 version 16) to carry out
probability profiling. This method is used to
illustrate the differences in mental health patterns
with various combinations of low (10th percent-
ile) and high (90th percentile) levels of gender
minority stress-related risk and protective factors.
As per the original procedure (Rubenstein et al.,
1989), the first step involved conducting bivariate
logistic regression models of each of the single
risk and protective factors (along with age) pre-
dicting each of the binarized mental health varia-
bles: very high psychological distress (K10 value
of 20 or more) and affirmative responses to
NSSI, suicidal ideation, and suicide attempts (see
also Poon et al, 2011; Veale, Peter, et al., 2017;
Watson et al., 2019 for recent studies employing
this method).

Next, we carried forward the risk and protect-
ive factors that significantly predicted mental
health variables in the bivariate models and
entered them into multivariate logistic regression
models which included age along with multiple
risk and protective factors predicting each mental
health variable. Risk and protective factors that
were significantly associated with mental health
variables in multivariate models were identified,
and regression equations which included param-
eter estimates of these factors were then used to
determine probability profiles. The results of
these profiles are based on the analysis of all par-
ticipants, and these can be interpreted as the
probability that a transgender person would
exhibit a mental health problem based on a spe-
cific combination of low and high levels of risk
and protective factors.

Results

Table 2 outlines the broad range of gender
minority stress experiences that our participants
had encountered. While some experiences such
as being evicted from home or apartment, and
rejected by religious communities for being
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Table 2. Prevalence of enacted stigma experiences among Counting Ourselves participants in

their lifetime.
n (%)

Experienced discrimination based on gender 436 (51)
Treated unfairly 254 (33)
Verbally harassed 175 (23)
Physically attacked 133
Cyberbullying through phone or internet

Sent nasty or threatening message 325 (39)

Sent unwanted sexual messages 240 (30)
Rejected by religious communities 106 (13)
Housing experiences

Evicted from home or apartment 34 (4)

Rejected from home or apartment 61 (7)

Homeless because of violence 32 (4)
Prevented from identifying as a transgender person by a health professional 154 (19)

Total (n = 859)

Mean = 2.23; Median = 2; S0=213

Nore. All items on the enacted stigma index asked spedifically about the experience due to them being transgender. ns may

vary for each item due to different number of responses.

Table 3. Prevalence of mental health outcomes and results of bivariate and multivariate logistic regression

models.

Bivariate model Multivariate model
Odds ratio (95% Cls) 0Odds ratio (95% Cls)

K10 (very high psychological distress) past 4 weeks
Enacted stigma index

Friend and family support
Neighborhood belongingness
Trans community belongingness
Age

Non-suicidal self-injury past year
Enacted stigma index

Friend and family support
Meighborhood belongingness
Trans community belongingness
Age

Suicidal ideation past year
Enacted stigma index

Friend and family support
Neighborhood belongingness
Trans community belongingness
Age

Suicide attempts past year
Enacted stigma index

Friend and family support

Very high n = 418; total n =904
130 (1.21-1.40)** 126 (1.17-137)**
0.67 (0.58-0.77)** 0.75 (0.65-0.88)**

0.84 (0.79-0.88)** 0.88 (0.83-0.94)**

0.94 (0.50-0.99)* 0.99 (0.93-1.04)

0.94 (0.93-0.95)** 0.54 (0.92-095)**
Yes n=377; total n= 898

1.29 (1.20-139)** 1.25 (1.15-1.35)**

0.78 (0.568-0.90)** 0.85 (0.74-0.99)*

0.90 (0.85-0.95)** 0.93 (0.88-0.99)*

0.98 (0.93-1.03)
0.93 (0.92-0.94)**

0.92 (0.90-0.94)**

Yes n=500; total n= 891

122 (1.14-131)**
0.71 (0.62-082)**
0.89 (0.84-0.94)**
0.93 (0.88-0.97)**
0.96 (0.95-0.97)**

1.19 (1.11-1.29)**
0.78 (0.67-0.91)**
0.93 (0.88-0.99)*
0.95 (0.90-1.00)
0.96 (0.94-0.98)**

Yes n=195; total n = B66

1.41 (1.28-155)**
0.71 (0.59-0.86)**

1.39 (1.25-1.54)**
0.76 (0.62-0.92)**
a

Neighborhood belongingness 0.96 (0.89-1.05) —
Trans community belongingness 1.04 (0.96-1.12) —*
Age 0.95 (0.93-0.97)** 0.94 (0.92-0.96)"**

Nate. A score of 20 or more on the K10 scale denotes very high psychological distress. Bivariate models included single risk or
protective factor. Multivariate models included all risk and protective factors.
*Excluded from the multivariate analysis as it was a nonsignificant predictor; * p < .05; ** p < 01.

transgender were only reported by a small minor-
ity of participants, a third had been treated
unfairly, victimized through on the phone or the
internet, and discriminated against for being
transgender.

Table 3 presents the prevalence of mental
health outcomes and the results of bivariate and
multivariate regression models with risk and pro-
tective factors predicting very high levels of psy-
chological distress in the past 4 weeks, or at least
one instance of NSSI, suicidal ideation, or suicide
attempts in the past year. In the bivariate models,

enacted stigma experiences were positively associ-
ated with all negative mental health outcomes.
The enacted stigma index also demonstrated stat-
istically significant associations with mental
health in the multivariate models.

As expected, the protective factors were nega-
tively associated with most mental health varia-
bles (see Table 3). Friend and family support was
significantly related to every mental health vari-
able, so we included this protective factor in all
multivariate models. Other protective factors
were excluded from multivariate models when
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Table 4. Predicted probabilities of mental health outcomes by low/high enacted stigma and protective factors.

Low (10th percentile)

High (90th percentile)

enacted stigma enacted stigma
index % (95% Cls) index % (95% Cls)

K10 (very high psychological distress)

High on both protective factors 153 (103-20.4) 369 (27.1-46.7)

Low on family and friend support, high 299 (19.4-405) 58.0 (45.6-703)

neighborhood belongingness

High on family and friend support, low 337 (252-422) 62.1 (52.8-71.4)

neighborhood belongingness

Low on both protective factors 545 (44.1-65.0) 795 (728-86.1)
Non-suicidal self-injury (yes; no)

High on bath protective factors 18.1 (125-23.7) 39.8 (30.0-49.6)

Low on family and friend support, high 262 (165-36.0) 516 (39.1-64.1)

neighborhood belongingness

High on family and friend support, low 283 (20.4-36.0) 54.0 (443-637)

neighborhood belongingness

Low on both protective factors 38.7 (29.0-485) 65.4 (56.7-74.1)
Suicidal ideation (yes; no)

High on both protective factors 327 (255-39.9) 534 (438-630)

Low on family and friend support, high 514 (40.0-63.1) 714 (613-81.4)

neighborhood belongingness

High on family and friend support, low 473 (383-56.2) 67.9 (59.5-76.4)

neighborhood belongingness

Low on both protective factors 66.1 (57.3-75.0) 822 (763-88.0)
Suicide attempt (yes; no)

High on family and friend support 28 (1.3-43) 127 (79-175)

Low on family and friend support 6.1 (2.9-9.4) 25.0 (17.0-33.0)

Note. Enacted stigma index: Range = 0-11, 10th percentile = 0, 90th percentile = 5. Family and friend support: Range = 1-5, 10th percentile = 2, 90th
percentile = 5. Meighborhood belongingness: Range = 0-10, 10th percentile = 0, 90th percentile = 8. Trans community belongingness: Range =

0-10, 10th percentile = 2, 90th percentile = 10.

®High on family and friend support

High enacted stigma index E

OLow on family and friend support

Low enacted stigma index %_‘

0% % 10%

Probability of attempted suicide (%)

15% 20% 25% 30% 35%

Figure 1. Probability profile of Counting Ourselves participants who tried to kill themselves (attempted suicide) during the last
12months with different combinations of risk and protective factors. Error bars indicate 95% confidence intervals.

they were not significantly associated with the
respective mental health variable.

Table 4 displays predicted probability profiles
for each mental health outcome. Probability pro-
files were calculated based on the regression
equations for the multivariate models in Table 3.
The models predicted that participants with high
(90th percentile) enacted stigma and low (10th
percentile) family and friend support had the
highest probability of manifesting all of the nega-
tive mental health outcomes we assessed.
Conversely, when participants had low enacted
stigma and high levels of protective factors, the
probabilities of having these mental health out-
comes were lowest. Predicted probabilities for
different combinations of levels of risk and

protective factors fell between these extremes.
Figure 1 provides a graphical representation of
these probabilities for suicide attempt.

Discussion

The present study provides novel insights into
both risk and protective factors together and
illustrates the extent of these associations on
negative mental health outcomes for transgender
people using predicted probabilities. Using a large
national sample, we found high rates of trans-
gender-specific enacted stigma experiences rang-
ing from discrimination, verbal harassment to
cyberbullying, affecting transgender people in
Aotearoa/New Zealand. Consistent with findings
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from existent national community-based studies
such as the Transgender Inquiry (Human Rights
Commission, 2008), as well as overseas studies
such as the United States Transgender Survey
(James et al., 2016), our study evinced how trans-
gender people commonly face discrimination and
victimization in everyday life, as well as the lack
of inclusive legislative frameworks in place to
protect transgender people from enacted stigma.

In line with findings of previous studies
(Bockting et al., 2013; Liu & Mustanski, 2012;
Strauss et al., 2020; Treharne et al., 2020; Veale,
Peter, et al., 2017; Wilson et al., 2016), our find-
ings are consistent with Gender Minority Stress
Theory (Tan et al, 2020; Testa et al.,, 2015) that
enacted stigma experiences resulting from mar-
ginalizing social environments (i.e., cisgenderism)
are acting as drivers of mental health inequities.
This study showed that the mental health prob-
lems affecting transgender people have strong
associations with the gender minority stress that
they experience. These findings were illustrated
by the predicted probabilities of reporting psy-
chological distress symptoms, NSSI risk, suicidal
ideation, and suicide attempts which were statis-
tically significantly higher and clinically meaning-
fully higher for those reporting high levels of
enacted stigma compared with those reporting
low enacted stigma.

Our bivariate models indicated that higher
degrees of friend and family support, neighbor-
hood belongingness, and transgender community
belongingness were related to lower odds of
reporting mental health problems. These findings
were in accordance with other transgender stud-
ies that noted support from family and friends
was associated with better mental health and
lower suicidal risks (Puckett et al., 2019; Veale,
Peter, et al, 2017; Wilson et al, 2016). For
example, a study in the United States found that
parental closeness (e.g., satisfaction with relation-
ships with parents), and parental acceptance of
transgender identities, were associated with lower
risks for psychological stress and suicidal ideation
among transgender youth (Wilson et al, 2016).
Benefits of positive relationships with family and
friends also extend to aspects of social wellbeing,
with studies showing increased resilience to
counteract negative effects of enacted stigma
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(Puckett et al., 2019) and heightened quality of
life (Weinhardt et al., 2019) among transgender
people who have adequate access to support from
family and friends.

The provision of social support for transgender
people, however, has mostly been demonstrated
around the context of primary social ties (e.g.,
connections with close friends and family mem-
bers), and there is a considerably less attention
paid to the mental health benefits of secondary
social ties (e.g., neighborhood and transgender
communities). Existent finding on the importance
of neighborhood environments for transgender
people has been limited to one study which
examined neighborhood tolerance levels of trans-
gender people (Owen-Smith et al, 2017); our
study demonstrated a novel positive association
between neighborhood belongingness and mental
health outcomes among transgender people.
Sense of neighborhood belongingness includes
the presence of reciprocally caring relationships
with those living in close proximity that are
essential in reducing social isolation (Van Orden
et al,, 2010), and previous studies with cisgender
people have proposed that neighborhood belong-
ingness is an important predictor of good mental
health and wellbeing (Aminzadeh et al., 2013;
Aneshensel & Sucoff, 1996). For example, a study
of cisgender youth in Aotearoa/New Zealand
found those who were living in neighborhoods of
high levels social cohesion (characterized by par-
ticipants’ rating of how much they liked and felt
that they belonged to their neighborhood) had
better mental health (Aminzadeh et al., 2013).
Moreover, our results indicated neighborhood
belongingness may provide additional protection
for transgender people above primary social ties.
Future studies could explore how transgender
people develop a sense of community within their
neighborhoods and the barriers that hinder them
from accessing neighborhood support networks.

Our findings echoed recent studies in the
United States which found transgender people
with higher degrees of belongingness to trans-
gender communities were less likely to experience
mental health difficulties (Barr et al., 2016; Pflum
et al, 2015; Puckett et al, 2019). This finding
also aligns with Gender Minority Stress Theory
which posits that access to social and emotional



support from others with similar identities or
experiences could buffer the negative influences
of enacted stigma (Meyer, 2003; Testa et al,
2015). Particularly, social ties with secondary
group members have been proposed as an alter-
native form of social support that is especially
pertinent for those who have been victimized and
rejected by their primary members (Thoits,
2011). The relatively weak associations of trans-
gender community belongingness with specific
mental health outcomes in our study were also
reported in previous studies (Pflum et al,, 2015;
Puckett et al, 2019), and could be partly
explained by our participants’ prime reliance on
friends and family members for relevant informa-
tion and social support. It could also be that
many participants had transgender friends and
included them when reporting about support
from family and friends, meaning that the trans-
gender community belongingness could not add
any meaningful prediction above support from
family and friends.

While our question on transgender community
belongingness did not distinguish between online
or in-person connections, a report using the
same dataset as the current article found that
74% of participants socialized with other trans-
gender people online (Veale et al,, 2019). A study
in the United States involving transgender youth
found online platforms to be useful in compen-
sating for limitations in accessing offline resour-
ces and relationships, especially for those who are
“stealth” and do not regularly disclose their trans-
gender history (DeHaan et al., 2013). Although
the presence of online-based transgender support
groups in Aotearoa/New Zealand facilitates
opportunities for transgender people from non-
urban regions to connect with each other, many
transgender people socialize with each other in
other ways, such as friendships, in political activ-
ism, and transgender community organizations
(Veale et al., 2019). Nonetheless, our findings
point to a need to shed light on how online plat-
forms can empower transgender people who had
experienced enacted stigma. This empowerment
might be achieved by facilitating collective activ-
ism to address this stigma, peer support, or
through provision of relevant resources.
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Strengths and limitations

While a strength of this study is the large sample
size, our use of nonprobability sampling means
that the generalizability of our results to the
wider transgender population in Aotearoa/New
Zealand and beyond should be interpreted with
caution. Our sample consisted of a high propor-
tion of younger and Pakeha (White) participants.
Our survey’s promotion was most successful via
internet groups and transgender community
organizations; those who were less connected to
transgender community would have undoubtedly
been more difficult to reach.

The cross-sectional nature of our findings
means that causality cannot necessarily be
inferred. Nonetheless, we expect that the reported
gender minority stress events had temporal pre-
cedence over the mental health outcomes (Liu &
Mustanski, 2012). Lifetime enacted stigma experi-
ences were likely to have occurred before the
development of psychological distress in past
month, and NSSI and suicidality in past year
among our participants, favoring the conclusion
that minority stress is a significant contributor to
mental health distress (Meyer, 2003; Testa
et al., 2015).

Because we conducted a large survey encom-
passing a broad range of topics (a total of 330
questions), we needed to use single-item meas-
ures for many constructs to reduce participants’
response burden. It was difficult to ascertain the
validity of constructs that were measured using
only one item (NSSI, suicidality, family support,
belongingness). On the other hand, single-item
measures similar to these, with good face validity,
are widely used in Aotearoa/New Zealand and
overseas population-based surveys, and these
constructs—especially NSSI, suicidal ideation, and
suicide attempts—do not usually require multiple
questions to reliably measure the entirety of
the construct.

While the use of probability profiling in the
current study was valuable for revealing how
various combinations of co-occurring risk and
protective factors contribute to mental health
outcomes, its usage came with limitations.
Probability profiling only allowed us to present
results pertaining to those outcomes at low
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(10th) and high (90th) percentiles. Finally, there
were likely to be within-group differences (e.g.,
gender, race/ethnicity, religion, and socioeco-
nomic status) among transgender people that
were beyond the scope of the current study.
Future research should examine potential differ-
ences between subgroups of transgender people
who may experience risk and protective factors
in different manners, and the associations of
these demographic variables with mental
health outcomes.

Conclusion and implications

The striking prevalence of enacted stigma experien-
ces reported in this study was consistent with those
documented in the research available on trans-
gender people in many countries (e.g., James et al,
2016; Strauss et al., 2020; Veale, Peter, et al., 2017)
urging numerous agencies to consider immediate
actions to diminish the mental health inequities
affecting transgender people in Aotearoa/New
Zealand and globally. There is a need for clinicians,
practitioners, educators, and researchers who work
in the field of transgender health to acknowledge
the wider context of sociocultural cisgenderism.
This includes deepening their understandings on
how the impacts of cisgenderism can create a
stressful and harmful environment for transgender
people, as well as how cisgenderism is linked to the
various forms of enacted stigma (e.g., discrimin-
ation and sexual violence) that may give rise to
gender minority stress with subsequent negative
mental health consequences. Specifically, the pre-
sent findings suggest efforts to address cisgender-
ism at interpersonal and structural levels, including
awareness education, support for community advo-
cacy, and inclusive policy initiatives may help to
reduce transgender people’s exposure to enacted
stigma to reduce the risk of these life-threatening
mental health problems.

The finding of Youth’l2 study, which has
reported that transgender students in Aotearoa/
New Zealand were less likely to have family mem-
bers to care about them, is a serious concern
(Clark et al., 2014). Our findings highlight the cru-
cial role that primary social ties play in providing
transgender people with not just general support
that they need. Transgender-specific support could
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include expressing affirmation of a transgender per-
son’s gender that has been found to be associated
with promotion of personal resilience and reduced
negative impacts of enacted stigma (Puckett et al.,
2019; Weinhardt et al., 2019). In relation to this,
comprehensive resources and training for family
members about understandings of transgender-spe-
cific needs should be made widely available, such
as through social media, healthcare providers, and
community organizations.

Given the potential role of secondary social
ties (including connections to neighborhood and
transgender communities) in providing mental
health benefits for transgender people, opportuni-
ties for fostering positive relationships among
transgender people and between trans and wider
communities should be expanded by identifying
and reducing barriers to neighborhood engage-
ment. Resources should also be provided for the
work that transgender community organizations
do to allow transgender people to develop a sense
of belonging within their communities.

Notes

1. Note that these demographic details may differ slightly
from the published findings from the same survey
dataset (Veale et al, 2019) which were weighted by
ethnic groups to match the Aotearoa/New Zealand
general population.

2. The Maori term “whanau” translates as family
members, including those from an extended kinship
system (Durie, 1985).

Acknowledgment

The first author would like to acknowledge the financial
support received through a University of Waikato Doctoral
Scholarship. The authors would like to acknowledge the
work of Counting Ourselves research team, and give special
thanks to the community advisory group members and to
the survey participants.

Conflict of interest

The authors have no other conflict of interest to declare.

Funding

This work was supported by the Health Research Council
of New Zealand [J.F.V., 17/587], the Rule Foundation; and
the University of Waikato.



ORCID

Kyle K. H. Tan (® http://orcid.org/0000-0001-6831-7045
Gareth ]. Treharne () http://orcid.org/0000-0002-0065-2995
Sonja J. Ellis (® http://orcid.org/0000-0003-3502-7724
Johanna M. Schmidt & http://orcid.org/0000-0001-
7812-8774

Jaimie F. Veale (® http://orcid.org/0000-0002-9151-7413

References

Aminzadeh, K., Denny, S. Utter, ], Milfont, T. L,
Ameratunga, S, Teevale, T., & Clark, T. (2013).
Neighbourhood social capital and adolescent self-reported
wellbeing in New Zealand: A multilevel analysis. Social
Science & Medicine (1982), 84, 13-21. https://doi.org/10.
1016/j.socscimed.2013.02.012

Aneshensel, C. S., & Sucoff, C. A. (1996). The neighborhood
context of adolescent mental health. Journal of Health
and Social Behavior, 37(4), 293-310. https://doi.org/10.
2307/2137258

Barr, S. M., Budge, S. L, & Adelson, ]. L. (2016).
Transgender community belongingness as a mediator
between strength of transgender identity and well-being.
Journal of Counseling Psychology, 63(1), 87-97. https://
doi.org/10.1037/cou0000127

Bockting, W., Miner, M., Romine, R, Hamilton, A, &
Coleman, E. (2013). Stigma, mental health, and resilience
in an online sample of the US transgender population.
American Journal of Public Health, 103(5), 943-951.
https://doi.org/10.2105/AJPH.2013.301241

Clark, T. C, Fleming, T, Bullen, P. D. S, Crengle, S,
Dyson, B., Fortune, S., Lucassen, M., Peiris-John, R,
Robinson, E., Rossen, F., Sheridan, J., Teevale, T, &
Utter, |. (2012). Youth'l2 Overview: The health and well-
being of New Zealand secondary school students in 2012.
The University of Auckland.

Clark, T. C,, Lucassen, M. F. G,, Bullen, P,, Denny, S. |,
Fleming, T. M., Robinson, E. M., & Rossen, F. V. (2014).
The health and well-being of transgender high school stu-
dents: Results from the New Zealand Adolescent Health
Survey (Youth'12). The Journal of Adolescent Health, 55(1),
93-99. https://doi.org/10.1016/j.jadohealth.2013.11.008

DeHaan, S., Kuper, L. E, Magee, ]. C, Bigelow, L, &
Mustanski, B. S. (2013). The interplay between online
and offline explorations of identity, relationships, and
sex: A mixed-methods study with LGBT youth. Journal of
Sex Research, 50(5), 421-434. https://doi.org/10.1080/
00224499.2012.661489

Durie, M. H. (1985). A Maori perspective of health. Social
Science & Medicine, 20(5), 483-486. https://doi.org/10.
1016/0277-9536(85)90363-6

Hagerty, B. M. K, Lynch-Sauer, J., Patusky, K. L,
Bouwsema, M., & Collier, P. (1992). Sense of belonging:
A vital mental health concept. Archives of Psychiatric
Nursing, 6(3), 172-177. https:/doi.org/10.1016/0883-
9417(92)90028-H

138

INTERNATIONAL JOURNAL OF TRANSGENDERISM @ 1n

Health Promotion Agency. (2016). 2016 New Zealand
Mental Health Survey questionnaire. Health Promotion
Agency.

Human Rights Commission. (2008). To be who I am: Report
of the inquiry into discrimination experienced by trans-
gender people. Human Rights Commission.

James, S. E, Herman, ]. L, Rankin, S, Keisling, M., Mottet, L,
& Anafi, M. (2016). The report of the 2015 U.S. Transgender
Survey. National Center for Transgender Equality.

Kessler, R. C,, Barker, P. R, Colpe, L. |, Epstein, . F,
Gfroerer, ]. C., Hiripi, E, Howes, M. ], Normand, S.-L
T., Manderscheid, R. W., Walters, E. E, & Zaslavsky,
A. M. & (2003). Screening for serious mental illness in
the general population. Archives of General Psychiatry,
60(2), 184-189. https://doi.org/10.1001/archpsyc.60.2.184

Liu, R. T., & Mustanski, B. (2012). Suicidal ideation and
self-harm in lesbian, gay, bisexual, and transgender
youth. American Journal of Preventive Medicine, 42(3),
221-228. https://doi.org/10.1016/j.amepre.2011.10.023

Meyer, I. H. (2003). Prejudice, social stress, and mental
health in lesbian, gay, and bisexual populations:
Conceptual issues and research evidence. Psychological
Bulletin, 129(5), 674-697. https://doi.org/10.1037/0033-
2909.129.5.674

Ministry of Health. (2017). Methodology report 2016/17:
New Zealand Health Survey. Ministry of Health.

New Zealand Human Rights Commission. (2020). Prism:
Human rights issues relating to sexual orientation, gender
identity and expression, and sex characteristics (SOGIESC)
in Aotearoa New Zealand- A report with recommenda-
tions. New Zealand Human Rights Commission.

O'Flaherty, M., & Fisher, ]. (2008). Sexual orientation, gen-
der identity and international human rights law:
Contextualising the Yogyakarta Principles. Human Rights
Law Review, 8(2), 207-248. https://doi.org/10.1093/hrlr/
ngn009

Owen-Smith, A. A, Sineath, C, Sanchez, T, Dea, R,
Giammattei, S., Gillespie, T., Helms, M. F., Hunkeler,
E. M., Quinn, V. P,, Roblin, D., Slovis, |., Stephenson, R.,
Sullivan, P. S, Tangpricha, V., Woodyatt, C, &
Goodman, M. (2017). Perception of community tolerance
and prevalence of depression among transgender persons.
Journal of Gay & Lesbian Mental Health, 21(1), 64-76.
https://doi.org/10.1080/19359705.2016.1228553

Peng, K., Zhu, X,, Gillespie, A, Wang, Y., Gao, Y., Xin, Y., Qi,
J. Ou, ], Zhong, S, Zhao, L, Liu, ], Wang, C., & Chen, R.
(2019). Self-reported rates of abuse, neglect, and bullying
experienced by transgender and gender-nonbinary adoles-
cents in China. JAMA Network Open, 2(9), ¢1911058.
https://doi.org/10.1001 jamanetworkopen.2019.11058

Pflum, S. R, Testa, R. |., Balsam, K. F., Goldblum, P. B, &
Bongar, B. (2015). Social support, trans community con-
nectedness, and mental health symptoms among trans-
gender and gender nonconforming adults. Psychology of
Sexual Orientation and Gender Diversity, 2(3), 281-286.
https://doi.org/10.1037/5gd0000122



12 (&) KKHTANETAL

Poon, C, Saewyc, E. M., & Chen, W. (2011). Enacted
stigma, problem substance use, and protective factors
among Asian sexual minority youth in British Columbia.
Canadian Journal of Community Mental Health, 30(2),
47-64. https://doi.org/10.7870/cjemh-2011-0016

Puckett, J. A, Matsuno, E.,, Dyar, C, Mustanski, B, &
Newcomb, M. E. (2019). Mental health and resilience in
transgender individuals: What type of support makes a
difference? Journal of Family Psychology, 33(8), 954-964.
https://doi.org/10.1037/fam0000561

Riggs, D. W,, Ansara, G. Y., & Treharne, G. |. (2015). An
evidence-based model for understanding the mental
health experiences of transgender Australians. Australian
Psychologist, 50(1), 32-39. https://doi.org/10.1111/ap.
12088

Rubenstein, . L., Heeren, T., Housman, D., Rubin, C,, &
Stechler, G. (1989). Suicidal behavior in “normal” adoles-
cents: Risk and protective factors. The American Journal
of Orthopsychiatry, 59(1), 59-71. https://doi.org/10.1111/j.
1939-0025.1989.tb01635.x

Schlomer, G. L., Bauman, S., & Card, N. A. (2010). Best
practices for missing data management in counseling
psychology. Journal of Counseling Psychology, 57(1), 1-10.
https://doi.org/10.1037/a0018082

Schulz, S. L. (2018). The informed consent model of trans-
gender care: An alternative to the diagnosis of gender
dysphoria. Journal of Humanistic Psychology, 58(1),
72-92. https://doi.org/10.1177/0022167817745217

Statistics New Zealand. (2016). New Zealand General Social
Survey 2016. Statistics New Zealand.

Strauss, P, Cook, A., Winter, S, Watson, V., Wright
Toussaint, D., & Lin, A. (2020). Associations between
negative life experiences and the mental health of trans
and gender diverse young people in Australia: findings
from Trans Pathways. Psychological Medicine, 50(5),
808-817. https://doi.org/10.1017/50033291719000643

Tan, K. K. H,, Schmidt, J. M., Ellis, S. ], & Veale, J. F.
(2019). Mental health of trans and gender diverse people
in Aotearoa/New Zealand: A review of the social determi-
nants of inequities. New Zealand Journal of Psychology,
48(2), 64-72.

Tan, K. K. H,, Treharne, G. J., Ellis, S. J., Schmidt, J]. M., &
Veale, |. F. (2020). Gender minority stress: A critical
review. Journal of Homosexuality, 67(10), 1471-1489.
https://doi.org/10.1080/00918369.2019.1591789

Testa, R. |, Habarth, ], Peta, J., Balsam, K., & Bockting, W.
(2015). Development of the gender minority stress and
resilience measure. Psychology of Sexual Orientation and
Gender Diversity, 2(1), 65-77. https://doi.org/10.1037/
sgd0000081

The Yogyakarta Principles. (2007). Principles on the appli-
cation of international human rights law in relation to

139

sexual orientation and gender identity. http://yogyakartap-
rinciples.org/wp-content/uploads/2016/08/principles_en.pdf

Thoits, P. A. (2011). Mechanisms linking social ties and
support to physical and mental health. Journal of Health
and Social Behavior, 52(2), 145-161. https://doi.org/10.
1177/0022146510395592

Treharne, G. J., Riggs, D. W,, Ellis, S. ], Flett, ]. A. M., &
Bartholomaeus, C. (2020). Suicidality, self-harm, and
their correlates among transgender and cisgender people
living in  Aotearoa/New Zealand or Australia.
International Journal of Transgender Health, In Press.
https://doi.org/10.1080/26895269.2020.1795959

Valentine, S. E., & Shipherd, J. C. (2018). A systematic
review of social stress and mental health among trans-
gender and gender non-conforming people in the United
States. Clinical Psychology Review, 66, 24-38. https:/doi.
0rg/10.1016/j.cpr.2018.03.003

Van Orden, K. A, Witte, T. K, Cukrowicz, K. C,
Braithwaite, S. R, Selby, E. A., & Joiner, T. E. Jr, (2010).
The interpersonal theory of suicide. Psychological Review,
117(2), 575-600. https://doi.org/10.1037/a0018697

Veale, ]. F., Bymne, ], Tan, K. K. H, Guy, S, Yee, A,
Nopera, T., & Bentham, R. (2019). Counting Ourselves:
The health and wellbeing of trans and non-binary people
in Aotearoa New Zealand. Transgender Health Research
Lab, University of Waikato.

Veale, ]. F,, Peter, T., Travers, R.,, & Saewyc, E. M. (2017).
Enacted stigma, mental health, and protective factors
among transgender youth in Canada. Transgender Health,
2(1), 207-216. https://doi.org/10.1089/trgh.2017.0031

Veale, ]. F, Watson, R. |, Peter, T, & Saewyc, E. M.
(2017). Mental health disparities among Canadian trans-
gender youth. The Journal of Adolescent Health, 60(1),
44-49. https://doi.org/10.1016/j.jadohealth.2016.09.014

Watson, R. ], Veale, ]. F,, Gordon, A. R, Clark, B. A, &
Saewyc, E. M. (2019). Risk and protective factors for
transgender youths' substance use. Preventive Medicine
Reports, 15, 100905. https:/doi.org/10.1016/j.pmedr.2019.
100905

Weinhardt, L. S, Xie, H, Wesp, L. M., Murray, J. R,
Apchemengich, L, Kioko, D., Weinhardt, C. B., & Cook-
Daniels, L. (2019). The role of family, friend, and signifi-
cant other support in well-being among transgender and
non-binary youth. Journal of GLBT Family Studies, 15(4),
311-325. https://doi.org/10.1080/1550428X.2018.1522606

Wilson, E. C,, Chen, Y. H., Arayasirikul, S,, Raymond, H. F.,
& McFarland, W. (2016). The impact of discrimination on
the mental health of trans*female youth and the protective
effect of parental support. AIDS and Behavior, 20(10),
2203-2211. https://doi.org/10.1007/5s10461-016-1409-7



140

As the journal limited the number of included tables and figures, a decision was made
to only include the figure of the probability profile for suicide attempt in the published study.
Drawing from Table 4 of the published paper of Chapter 6, these additional figures (Figures
5-7) present findings of probability profiles for psychological distress, NSSI, and suicidal
ideation with different combinations of risk and protective factors. Error bars indicate 95%

confidence intervals.

Figure 5

Probability Profile of Counting Ourselves Participants Manifesting Very High Psychological Distress
With Different Combinations of Risk and Protective Factors
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Figure 6
Probability Profile of Counting Ourselves Participants Engaging in NSSI in the Last 12 Months With

Different Combinations of Risk and Protective Factors
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Figure 7
Probability Profile of Counting Ourselves Participants Thinking About Suicide in the Last 12

Months With Different Combinations of Risk and Protective Factors
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These figures illustrate how multivariate logistic regression (adjusted for age and enacted
stigma) indicated that protective factors such as family and friend support, and
neighbourhood belongingness, were associated with higher level of psychological distress,
NSSI, and suicidal ideation. For example, the probability profile in Figure 5 shows that the
probability of participants exhibiting very high psychological distress was highest when they
were exposed to high level of enacted stigma and they had low levels of protective factors.
Similar findings are noted in Figures 6 and 7, which show high exposures of enacted stigma
and low levels of protective factors had the highest probabilities of NSSI and suicidal

ideation.
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Chapter 7: ""It's How the World Around You Treats You for Being
Trans': Mental Health and Wellbeing of Transgender People in

Aotearoa New Zealand

7.1 Preface

There is a scarcity of qualitative studies that explore transgender people’s own
accounts of mental health experiences in Aotearoa/New Zealand. This study aimed to provide
novel findings on this topic by assessing open-text comments from the mental health section
of the Counting Ourselves survey. Internationally, qualitative studies on transgender people
have confined their findings to specific determinants such as healthcare access (e.g., Alpert et
al., 2017; Halliday & Caltabiano, 2020), and gender minority stress and protective factors
(e.g., Howell & Allen, 2020; Singh et al., 2014) without specifically investigating the
relationships of these determinants to mental health outcomes.

This study employed an inductive thematic analysis that treated transgender
participants as the chief informants of their own experiences to guide the creation of themes
on the determinants that were essential for their mental health. This study analysed the
themes by drawing connections with the health equity perspective in Chapter 3 to delineate
the influences of cisgenderism alongside the full range of determinants from biological,
psychological to social, which played crucial roles in promoting mental health equity among
transgender people. This chapter built on Chapter 5 which examined the mental health
inequities among transgender people and Chapter 6 that explored the associations between
enacted stigma and mental health for transgender people by examining mental health
determinants that were not covered in the quantitative findings in these chapters.

Declaration: Both Johanna (second author) and I initiated the coding process and |

received guidance during this process to revise the codes and draw the thematic map. Any
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discrepancies in coding decisions were discussed with Sonja (third author) and I was
responsible for refining the codes and amalgamating the codes into themes. All authors
involved in the discussion of finalising the themes. I also wrote the first full draft of the paper
and made subsequent revisions based on feedback from the other co-authors. Overall, |
contributed 80% to this paper, and the other co-authors contributed the remaining 20%.
Publication status: Accepted for publication in the special issue: Critical Psychology
Perspectives on LGBTQ+ Mental Health: Current Issues and Interventions of the Psychology

and Sexuality journal.
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Abstract

Globally, transgender people have been described as a highly marginalised population
due to cisgenderism that delegitimises their gender identities and expressions. Despite robust
evidence from many countries noting the association of discrimination and stigma for being
transgender with heightened mental health risks, qualitative research that examines the
nuances of mental health indicators using health equity frameworks has been scant both in
Aotearoa/New Zealand and overseas. Using an inductive thematic approach, this paper
analysed 222 open-text responses in the mental health section of the 2018 Counting
Ourselves: Aotearoa New Zealand Trans and Non-binary Health Survey. Our findings
showed four overarching themes: gender-affirming healthcare, mental healthcare services and
accessibility, gender minority stress, and self-affirmation and social support. Participants’
narratives described pervasive gender minority stress experiences in gender-affirming and
mental healthcare services, including unmet healthcare needs, lack of competency in
healthcare delivery, and pathologisation of their genders. In social settings, our participants
commonly reported discrimination and violence, although they also reported that self-
affirmation strategies and social support offset the impacts of gender minority stress on their
mental health. The current findings indicate the importance of exploring mental health
outcomes for transgender people in relation to cisgenderism and resultant gender minority
stress.
Keywords: transgender, cisgenderism, gender minority stress, mental health, healthcare
services
Introduction

The term transgender commonly refers to people whose gender differs from their sex

assigned at birth. It is used as an umbrella term to encompass trans men (people assigned

female at birth who identify as/are men), trans women (people assigned male at birth who
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identify as/are women), and people with non-binary genders (those who identify as/are other
genders, across a spectrum of gender diversity; American Psychological Association, 2015).
In Aotearoa/New Zealand, there are many ways of understanding gender diversity, including
those specific to Pakeha (New Zealand European), Maori, Pacific, and Asian cultures (Tan et
al., 2019). Gender diverse identities within Maori and Pacific cultures may carry historical,
political, and social connotations that are not directly translatable to western concepts, and
these are reflected in a range of identifications such as Maori takatapui, whakawahine, and
tangata ira tane, and Pacific identities including Samoan fa'afafine and Cook Islands Maori
akava’ine (Tan et al., 2019). In an attempt to minimise the limitations associated with the
usage of the umbrella term “transgender” to cover this broad range of diversity, we will be
giving specific attention to race/ethnicity, gender, and age group differences in our analyses.
Cisgenderism and Gender Minority Stress. Cisgenderism refers to the systemic
attitudes, policies, and practices that discriminate transgender people due to cisnormativity
that identifies cisgender people as dominant, normal, and superior (Ansara, 2010; Tan et al.,
2020a). The privileging of cisgender identities through cisgenderism and cisnormativity is an
example of the injustice of exclusionary social norms, as it exposes people who do not
conform to the cisnormative expectations of being a cisgender man or a cisgender woman to
gender minority stressors (e.g., prejudice, discrimination, and violence). Gender minority
stress theory postulates that transgender people face a continuum of stressors, ranging from
distal to proximal (Tan et al., 2020a; Testa et al., 2015). Distal stressors are external events,
such as discrimination and victimisation, that occur at interpersonal (e.g., peer rejection and
cyberbullying) and structural (e.g., barriers in obtaining legal gender recognition) levels
(Testa et al., 2015). Proximal stressors refer to subjective experiences such as the
internalisation of cisgenderism, the development of expectations related to distal stressors,

and the concealment of one’s gender identity (Tan et al., 2020a; Testa et al., 2015).
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Testa et al. (2015) found evidence that proximal stressors partially mediate the effect
of distal stressors on mental health. This suggests that mental health concerns (e.g.,
psychological distress and suicidality) among transgender people originate from distal
stressors and may be influenced by individuals’ proximal appraisal systems or evaluation of
minority stress experiences (Tan et al., 2020a). The negative consequences of minority stress,
however, can be mitigated when transgender people have adequate access to protective
factors. Some of the most crucial domains of social support with known protective influences
on transgender people’s mental health are family and peer support (Fuller & Riggs, 2018;
Olson et al., 2016; Singh et al., 2014; Veale et al., 2017) and a sense of connection to a
transgender community (Brennan et al., 2017; Singh et al., 2014; Testa et al., 2015).
Individual-level protective factors such as identity pride are also important aspects of
resilience among transgender people to buffer against gender minority stress (Testa et al.,
2015) and can be fostered, as necessary, with support from mental health professionals and
social support networks (Singh et al., 2014).

Mental Healthcare Access. Access to mental healthcare is undoubtedly of major
importance for transgender people, given the high prevalence of mental health difficulties due
to gender minority stress (Ellis et al., 2015; James et al., 2016; Tan et al., 2020b). Despite
transgender people’s higher mental health needs, transgender people face difficulties in
accessing equitable mental healthcare services due to cisgenderism. The 2012 United
Kingdom Trans Mental Health Study reported one-third (34%) of participants were
dissatisfied with their mental healthcare experiences and approximately half (51%) expressed
concerns about discussing their gender with a healthcare provider (Ellis et al., 2015). Other
studies also showed that transgender people were likely to delay accessing mental healthcare

services and terminate mental healthcare services prematurely due to unhelpful healthcare
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providers who for example, misgendered their clients or appeared to lack trans-specific
knowledge (Alpert et al., 2017; Halliday & Caltabiano, 2020; Pitts et al., 2009).

Gender-affirming Healthcare Access. Provision of mental healthcare services and
gender-affirming medical interventions are not always mutually exclusive in Aotearoa/New
Zealand. At the time of writing, hormone therapy can be accessed through service providers
such as primary healthcare team and sexual health services, and gender-affirming surgeries
such as breast augmentation and chest reconstruction are provided by specialists in some
local District Health Board (DHB) areas (Ministry of Health, 2020). Referrals to publicly
funded gender-affirming (genital) surgery service requires transgender people to have a
readiness assessment from a health professional (e.g, mental health professional,
endocrinologist, or sexual health physician) who has expertise in gender-affirming care
(Ministry of Health, 2020). Transgender people might also consult mental health
professionals for assistance with the informed consent process while accessing other gender-
affirming interventions such as hormone prescriptions (Oliphant et al., 2018) though this is
not always required.

There is a rising demand for gender-affirming medical interventions with substantial
growth in the number of transgender people seeking such services across different countries
(Delahunt et al., 2016; Telfer et al., 2018). Studies have demonstrated the positive
associations between access to gender-affirming interventions and the mental health of
transgender people, as these interventions help align transgender people’s physical
characteristics with their affirmed gender and to alleviate bodily gender dysphoria for many
transgender people (Brennan et al., 2017; Tomita et al., 2019). For transgender people who
were actively seeking gender-affirming surgery but could not access it, a study with a
transgender sample in China found that they were at greater odds of developing suicidal

thoughts (Chen et al., 2019). In spite of the negative mental health effects associated with the
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inability to fully affirm their gender, transgender people often have to wait for a long duration
before being able to access gender-affirming care (Ellis et al., 2015).

Objectives. International research has consistently demonstrated stark mental health
inequities affecting transgender people compared to their cisgender counterparts (James et al.,
2016; Pitts et al., 2009). Research that describes the nuances of mental health indicators
affecting transgender people in Aotearoa/New Zealand has been limited, however. While
there are numerous qualitative studies that have researched transgender people’s experiences
of healthcare access (e.g., Alpert et al., 2017; Halliday & Caltabiano, 2020), and gender
minority stress and protective factors (e.g., Singh et al., 2014), these studies have not
specifically investigated the relationships of these determinants to mental health outcomes.
This qualitative paper is the first, to our knowledge, to exclusively analyse open-text survey
responses from a large nonprobability sample of transgender people, with the objective of
exploring the mental health needs of transgender people. Building on gender minority stress
theory (Tan et al., 2020a; Testa et al., 2015), we analysed participants responses by
accounting for the influences of structural and environmental contexts alongside the full
range of determinants from biological, psychological, to social, that play crucial roles in
promoting mental health equity among transgender people (Fredriksen-Goldsen et al., 2014).
Method

The data presented here was obtained as part of the 2018 Counting Ourselves:
Aotearoa New Zealand Trans and Non-Binary Health Survey, which recruited 1,178
transgender people aged 14 or older who lived in Aotearoa/New Zealand. This
comprehensive study collected data on transgender people’s physical and mental health,
experiences in general and gender-affirming healthcare services, gender minority stress
experiences, and levels of support from friends, family, and the wider community. The

survey received ethical approval from the New Zealand Health and Disability Ethics
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Committee (18/NTB/66/AMO01) and was open for participation between June and September
2018. In order to maximise the diversity and representativeness of our sample of transgender
people, our recruitment strategy involved reaching out to potential participants via social
media (e.g., Facebook), community newsletters and notice boards, and word of mouth by
collaborating with community advisory group members, academic researchers, and health
professionals working with transgender people.

There were 1,380 initial responses, with 1,178 of these meeting the inclusion criteria.
These excluded responses that were duplicates, participants not from Aotearoa/New Zealand,
and participants who did not complete the demographic section to indicate that they were
transgender (see Veale et al. (2019), for more details). As this was a lengthy survey, attrition
led to some partial completions; however, more than three quarters of participants (n = 905)
completed the mental health section of the survey.

A general open-text question was placed at the end of each topic section of the survey,
with the aim to identify additional issues that were not covered by the closed questions. In
this paper, we analysed the open-ended question in the mental health section “Is there
anything further about your mental health that you would like to share with us?”. Responses
such as “no” and “no, all good” (n = 7) were treated as non-responses and excluded from
analysis, leaving 222 responses to this specific question that were included in this analysis.
Each response was classified by the participant’s gender (i.e., trans man, trans woman or non-
binary), age group (Youth: 14-24; Adult: 25-54; Older adults: 55 and above), and ethnicity.
Analysis

A thematic analysis was employed to analyse qualitative comments from the open-
text question and identify patterned codes and themes (Clarke et al., 2015). Specifically, we
chose the inductive approach of thematic analysis that positions participants as the chief

informants of their own experiences. Critical realism recognises the existence of reality as
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socially determined and proposes that there is a need to provide contextual analyses by
bridging the disjuncture between human beings and social context (Cruickshank, 2012;
Danermark et al., 2002). Critical realism treats the social world as theory-laden (Cruickshank,
2012; Danermark et al., 2002), and this study drew on gender minority stress theory (Testa et
al., 2015; Tan et al., 2020) to explore how transgender people make sense of their mental
health in relation to wider social environments and associated norms (e.g., cisgenderism). The
coding process began with the first and second author (KT and JS) familiarising themselves
with the data and then systematically reading all of the responses to generate initial codes.
Any discrepancies in coding decisions were reviewed by the third author (SE) and the three
authors worked together to compare and refine codes before grouping the responses into a set
of mutual categories. Suggestions were also made to amalgamate codes into themes during
this process. All coding themes were jointly discussed and a consensus was reached among
all authors. An individual response could contribute to more than one code or theme if the
comments touched on several issues.

Given that only 19% of those who undertook the survey, and 25% of those who
completed the mental health section, elected to provide a response to this open-ended
question, we were interested to see if there were any demographic differences among this
group compared to the overall sample. IBM SPSS Statistics version 25 was used to conduct
this quantitative analysis. Differences in the proportion of participants who left a qualitative
comment by demographics (gender, age, and ethnicity/race) were determined with chi-square
goodness-of-fit (y?) tests. Standardised adjusted residuals were used to identify statistically
significant differences between the number of cases observed and the number expected in a
cell. Residual values that exceed + 1.96 indicate the proportion of participants who left a
comment versus those who did not to differ significantly for a demographic group. These

results showed that only youth participants were less likely, and older adults more likely, to



respond to this question; the statistical findings are outlined in online supplementary file

(Table S1).

Results and discussion

Our qualitative analysis resulted in four overarching themes to summarise the

contents across participants. While each theme is distinct, they needed to be considered

alongside each other to paint a coherent picture of the determinants of mental health for

transgender people. Figure 1 presents the thematic map of four determinants that our

participants described as essential to their mental health.

Figure 1. Thematic map of mental health determinants of transgender people in

Aotearoa/New Zealand
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prevalent issue for transgender people in Aotearoa/New Zealand. In the Counting Ourselves

report, unmet need was defined as those who wanted but could not access specific medical

interventions (Veale et al., 2019). For instance, there was a high percentage of Counting
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Ourselves participants who had an unmet need for hormone treatment (19%), breast
augmentation surgery® (35%), and chest reconstruction surgery® (48%; Veale et al., 2019).
Many participants reported that not being able to access gender-affirming medical
interventions impacted negatively on their mental health, for example:

Any depression | experience is due to the fact that my exterior physical

image does not match the psychological image | wish to be that could be

corrected by surgeries that | can neither afford or could see happening

through the NZ health system anytime within my lifetime (NZ

European/Pakeha, Trans woman, Adult).

Consistent with previous studies (Brennan et al., 2017; Ellis et al., 2015; Tomita et al.,
2019), our participants who had undertaken medical procedures to affirm their gender had
better mental health and wellbeing because of this, for example: “I used to have serious
clinical depression, from my early teens. When | started taking cross-hormones all that
disappeared within a couple of weeks. Turns out in my case it's largely a matter of hormonal
balance” (Maori, Trans man, Adult).

In 2018, a multidisciplinary group of health professionals developed a guideline
document for the provision of gender-affirming care that are culturally relevant to
Aotearoa/New Zealand context (Oliphant et al., 2018). The document recognised the high
unmet needs for gender-affirming medical interventions and the current pathologising
practices by some health professionals that have presented challenges for transgender people
to access medically necessary healthcare (Oliphant et al., 2018). An example of this is the

reliance on the Diagnostic Statistical Manual (DSM; American Psychiatric Association,

8Among trans women and non-binary participants assigned male at birth
°Among trans men and non-binary participants assigned female at birth
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2013) to assess eligibility for gender affirming care. One participant demonstrated their
dissatisfaction with the pathologisation of transgender identity through the DSM.
I don't put much value in the DSM and think it is absurd. It's been
historically used to police gender normative behaviour and | am very
uncomfortable with the way we are now trying to get the psychiatric
discipline onside in our quest for gender rights. Master's house with the
master's tools and all that. I'm not on board (NZ European/Pakeha, Non-
binary, Adult).

The perception that gender diversity is an indicator of mental disorder has been
institutionalised since the listing of “transvestism” in DSM-1 (American Psychiatric
Association, 1952) and “transsexualism” in the International Classification of Disease (ICD-
9; World Health Organization, 1975). The continued listing of transgender people’s
experiences as a diagnostic category, including “gender dysphoria” in DSM-5 has been
critiqued for reinforcing the pathologisation of transgender identities and the normalisation of
cisgender identities, as well as implying that medical intervention is a mandatory trajectory
for transgender people to affirm their genders (Castro-Peraza et al., 2019; Tan et al., 2019).
Transgender scholars and advocates have celebrated the World Health Organisation’s recent
depathologisation of transgender identities (Castro-Peraza et al., 2019), signalling that they
will move the diagnosis for transgender people from the Mental and Behavioural Disorders
chapter to the new chapter of Conditions Related to Sexual Health in the 11th edition of the
ICD (World Health Organization, 2020). This depathologising movement implies that being
transgender should no longer be considered a mental illness. The findings discussed here also
reflect that being gender diverse is not the cause of the distress that many transgender people
experience — rather, this distress is related to societal reactions to gender diversity and

transgender people’s inability to access services many need to affirm their genders.
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Mental Healthcare Service and Accessibility. Published findings using the same
study as this paper showed transgender people in Aotearoa/New Zealand were experiencing
disproportionate mental health burdens with approximately nine times higher psychological
distress for transgender people (72%) compared to the general population (8%; Tan et al.,
2020b). The Counting Ourselves report also revealed a high prevalence of transgender people
engaging in suicidal thoughts (56%) and suicide attempts (12%) in the past year, findings
which have been found to be associated with gender minority stress experiences (Veale et al.,
2019). Given the high prevalence of mental health concerns that transgender people face, it is
no surprise that they are more likely to seek mental healthcare services for support related to
the consequences of gender minority stress or concerns regarding their mental health.

The benefits of mental healthcare services (e.g., counselling or medication) in
providing support in the face of discrimination or rejection, relief from distress, coping skills
to manage emotional vulnerabilities, or gender affirming strategies were mentioned by our
participants.

One of the hardest periods of my life was when | started transitioning and
lost most of friends and the dyke community | lived in at that time. It was
very important for me to have access to a psychotherapist to deal with that
stress, and the discrimination and exclusion I experienced—either
intentionally or because the community at that time did not know how to
respond. | was lucky I could afford to pay to see a psychotherapist,
especially as there was very little peer support available for trans men (NZ
European/Pakeha, Trans man, Older adult).

Our findings supported previous studies that have documented high unmet needs for
mental healthcare services among transgender people (Ellis et al., 2015; James et al., 2016).

The lack of allocated funding to expand the provision of mental healthcare services for
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minority populations in Aotearoa/New Zealand has led to a long waiting time for transgender
people to access much needed healthcare services (Clunie, 2018; Delahunt et al., 2016).
Participants with mental health conditions reported that their conditions were exacerbated by
these delays.

| don't think my mental health is bad enough that | need to urgently see

anyone, but I definitely think I could use some help-if only seeing mental

health professionals wasn't so expensive and | didn't have to wait for

months and months just to get an appointment. | don't want to die or self-

harm, but I don't know how else to explain my constant low mood, lack of

motivation, awful sleep schedule, constant tiredness, negative self-talk,

sensitivity—among many other symptoms—other than as some kinds of

depression? Talking about it and figuring it out with somebody would be

nice, but here 1 am, anonymously typing into a box because I can't get help

elsewhere (NZ European/Pakeha, Non-binary, Youth).

In addition to the high cost of private services and the low availability of publicly
provided mental healthcare provision in Aotearoa/New Zealand, even in areas where services
were available, many participants reported that having to navigate through a system that
largely did not recognise or accept their genders deterred them from visiting mental
healthcare professionals. For example, one participant did not think that mental healthcare
services would be helpful as “Most treatments offered comprise of 4 or 5 appointments with
counsellors who know nothing about trans issues. Waste of time and resources” (NZ
European/Pakeha, Non-binary, Adult). While the inclusion of such knowledge in the training
of medical professions has been deemed essential in promoting inclusivity towards
transgender healthcare, a recent study surveying academic staff at Aotearoa/New Zealand

medical schools found that little to no content relating to gender diversity was introduced in
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the preclinical curriculum for medical health professionals such as psychiatrists (Taylor et al.,
2018). Overseas studies have found that when mental healthcare service providers possessed
sufficient knowledge about transgender issues, they were more likely to respect transgender
people by using their preferred name and pronouns, and to have a solid understanding of the
gender minority stress that their clients encounter (Ellis et al., 2015; Halliday & Caltabiano,
2020).

Cisgenderist prejudices were also evident in mental healthcare services. As one
participant said:

I’ve often had my mental health conflated with my “trans” status. I’ve had
countless times where assumptions have been made that my mental health
is poor due to being apparently “part way” through transitioning or
implying that because I haven’t had chest surgery for example, that’s why
I’m in a bad space (Maori, Non-binary, Adult).

The lack of transgender-competency on the part of mental healthcare professionals,
sometimes coupled with judgmental attitudes, can lead transgender people to question the
ability of the provider to effectively render care. One participant shared an experience that
could be interpreted as a gender identity conversion effort (GICE; Turban et al., 2020), “I
have had a psychiatrist tell me she could “fix” my gender and sexuality as it was caused by
trauma. She said this in front of my queer, trans partner” (NZ European/Pakeha, Non-binary,
Youth). It is notable that in the Counting Ourselves quantitative data, about one-sixth (17%)
of participants reported attempts at gender identity conversion in their lifetimes (Veale et al.,
2019). A recent United States survey found that transgender people who were exposed to
GICE in their lifetime had higher prevalence of psychological distress and suicidality (Turban
et al., 2020). Practices that impede transgender people from affirming their gender are an

example of cisnormative indoctrination, and have been deemed as unethical and harmful by
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the New Zealand Psychologists Board (2019). Previous transgender-affirmative research
urges mental healthcare providers for transgender people to go beyond clinical competency
(i.e., having knowledge of clinical issues related to gender-affirming care) and to include
cultural competency (i.e., acknowledge the social context of health inequities affecting
transgender people and being inclusive of gender diversity in the content and processes of
healthcare delivery; Alpert et al., 2017; American Psychological Association, 2015; Ellis et
al., 2015).

Gender Minority Stress. In their comments, survey participants talked about how
their mental health was negatively affected by cisgenderism and gender minority stress.
Cisgenderism describes marginalisation and prejudice against transgender people, which
often results in pathologising people who do not conform to the conventional cisgender
norms (Tan et al., 2020a). The marginalisation of transgender identities in society may lead to
the social isolation of transgender people, an effect that has much negative influences on
mental health, as one participant shared:

While I don’t agree with these specific assumptions and diagnoses [gender
identity disorder], | do agree that gender variance has influenced my mental
health and will continue to. Not because it is an issue for me so much as
dealing and navigating in a world that often does it’s best to make me
alienated, alone, less than (Maori, Non-binary, Adult).

Another participant criticised the notion that transgender identity is pathological,
“Being trans isn't something that in itself causes mental distress or harm. It's how the world
around you treats you for being trans that does the harm” (NZ European/Pakeha, Trans man,
Adult). The pathologising perspective that transgender identity is a cause of distress has been
widely taken for granted without much consideration of the consequences of the specific

form of stress that transgender people face due to cisgenderism — gender minority stress
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(Schulz, 2018; Tan et al., 2020a). Many participants conveyed how cisgenderism manifested
in their daily lives, including one participant who noted not being acknowledged
appropriately for his affirmed gender: “All the time struggling daily with being misgendered -
not seen and read correctly” (NZ European/Pakeha, Trans man, Adult). Other examples of
cisgenderism that participants brought up ranged from experiences of violence (e.g., sexual
abuse and workplace bullying) and lack of understanding from the society about transgender
issues, to the need to advocate for basic human rights to lead a life without being stigmatised.
Cisgenderism has specific impacts on those with non-binary identities, which one participant
described as being “non-binary in a binary world” (Maori, Non-binary, Adult), and the need
to resist pressure to identify as one of two normative gender categories.

Self-affirmation and Social Support. Emerging evidence suggests that affirmative
family environments can mitigate the high prevalence of mental health concerns among
transgender people (Fuller & Riggs, 2018; Veale et al., 2017). One United States study found
that socially transitioned transgender youth who were supported by family members in
affirming their gender were no more likely than their cisgender counterparts to exhibit
depression and anxiety symptoms (Olson et al., 2016). Our participants’ responses
corroborated these findings, for example, “Being accepted and affirmed by my family and
whanau (extended family) in my preferred gender improved my mental health” (Maori, Trans
men, Adult). Conversely, transgender people who were estranged from family members may
feel that challenging cisgenderism without support makes them vulnerable, as one participant
(Middle Eastern, Trans men, Youth) noted “There is little to no understanding in society, and
often people like myself are told it's our fault that we're miserable. To be ‘more positive.’ It is
hard, when | don't have family connections.”

In a society where transgender people may often feel socially ostracised, the presence

of trans-affirming friends, family, and community members can be crucial in ensuring that
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transgender people are equipped with support systems to enable them to cope with the effects
of gender minority stress (Singh et al., 2014; Testa et al., 2015). Studies found peer support
may provide additional mental health benefits on top of support from the family of origin for
transgender people, suggesting that they may benefit from extending their networks to form
“families of choice” and peer support groups that comprise members who are supportive of
their gender-affirming routes (Fuller & Riggs, 2018; Veale et al., 2017). A comment from our
participants echoed these previous findings.

The only other time I have considered it [suicide] was during the process of

realising | was trans, because it took me a long time to come to terms with

it and | was scared of what | might have to deal with, but that improved

with time and with support from friends and family. (Asian, Trans man,

Youth)

Pathways of gender affirmation are not necessarily limited to medical interventions,
but also include process that are social (e.g., changing presentation through clothing) and
legal (e.g., name change on formal documents; Oliphant et al., 2018; Olson et al., 2016).
Some participants mentioned that coming to terms with their transgender identity improved
their mental health: for example, one participant noted “Forty years of depression cleared in
two days after realising (or admitting to myself) that | am transgender. | had secretly cross
dressed all my life since about 3-4 years old. | couldn't connect the depression with being
transgender” (NZ European/Pakeha, Trans women, Older adult). Others noted the mental
health benefits of embracing their transgender identity through gender affirmation: for
example, “Coming out and transitioning has allowed me to get in touch with my body and
emotions and achieve a more holistic wellbeing” (NZ European/Pakeha, Trans women,
Adult). Our findings supported a previous qualitative study with transgender youth that

suggested being able to come out or self-define one’s gender identity was an integral factor
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for transgender people in promoting personal resilience to mitigate the effects of gender
minority stress (Singh et al., 2014).
Strengths and Limitations

The Counting Ourselves study is the largest survey of transgender people in
Aotearoa/New Zealand to date with recruitment of diverse range of subgroups (gender
identity, age, and ethnicity) across various geographical locations in this country. The
majority of participants responded to the survey online and while a recruitment strategy was
employed to reach wider audiences via internet groups and transgender community
organisations, our sample may over-represent those who were younger and more connected
to transgender communities. When identifying if there is a risk of bias in the open-text
responses used for this specific paper (when compared to the overall sample for Counting
Ourselves), we only found the proportion of people who responded to the open-text responses
to differ by age group, with younger participants being less likely to leave a qualitative
comment and older participants (aged 55 and above) being more likely to respond (see Table
S1). Higher response rate among older participants aligns with another study that analysed
free-text comments embedded within large quantitative surveys (Cunningham & Wells,
2017). There were no statistically significant differences for other demographic
characteristics (i.e., gender, ethnicity, and region), suggesting that there was minimal bias
among participants who self-selected to provide a qualitative comment based on these other
demographic factors.

Studies have shown that the use of “any other comments” question in surveys could
help to redress research power imbalances because participants can express their opinions or
concerns without the constraints inherent in closed questions (O'Cathain & Thomas, 2004).
Researchers’ interpretation may be restricted, however, because respondents may provide

only a few words or sentences, resulting in a lack of context and conceptual richness
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(O'Cathain & Thomas, 2004). However, in our study many participants provided often
lengthy details about their perceptions of their mental health. We judged the open-ended
comments in the mental health section to be very useful, given high numbers of participants
(222) responded, providing valuable information to complement the quantitative findings
published elsewhere (Tan et al., 2020; Veale et al., 2019).

A strength of this paper is its ability in capturing the broad range of issues related to
mental health such as gender minority stress and mental healthcare access. However, the
space constraint does not allow us to go more in-depth on each inductive theme. There are
many other open-ended comments that can be assessed from other sections of the survey to
further consolidate our findings; but this is beyond the scope of this paper.

Conclusion and Implications

This paper extends beyond the pathological perspective that positions transgender
identity as the primary cause of internal distress among transgender people. Using indicators
from health equity frameworks (e.g., Fredriksen-Goldsen et al., 2014), our findings affirm the
need to understand the social determinants that result in mental health inequities among
transgender people. Participants in our study reported individual and collective experiences of
cisgenderism across a range of social settings. These included gender minority stress
experiences (e.g., discrimination and misgendering), social exclusion, and loss of social
support from friends and family members. The high rates of gender minority stress and
violence among our participants endorse the recent Human Rights Commission’s call to
explicitly mention transgender people as a population whose human rights need to be
safeguarded under the Human Rights Act 1993 in Aotearoa/New Zealand (Human Rights
Commission, 2020).

Transgender people have greater healthcare needs due to gender minority stress

experiences and their need for gender affirming medical interventions, and yet our findings
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suggest that they experience inequities and gaps in accessing both gender-affirming and
mental health services. It is very concerning that healthcare services, which should be
supporting transgender people during some of the most difficult times of their lives, may
present obstacles to accessing medically necessary healthcare, may exacerbate mental health
symptoms through gender minority stress and pathologising practices, or may be avoided for
fear of unhelpful and non-inclusive treatments.

The lack of transgender-specific training among mental health professionals in
Aotearoa/New Zealand is likely to contribute to the gaps in trans clinical and cultural
competency in healthcare provision for transgender people (Taylor et al., 2018). Being
knowledgeable about the latest guideline for gender affirming healthcare is crucial as the
guideline situates transgender people at the core of decision-making processes and recognises
their right to bodily autonomy and self-determination (American Psychological Association,
2015; Oliphant et al., 2018; Schulz, 2018). Health professionals should consider the informed
consent model as an alternative to the DSM, as the former acknowledges transgender people
as the experts of their own lives and that mental health assessment is an option rather than a
prerequisite for access to gender-affirming procedures. Instead of relying on a diagnosis to
gatekeep transgender people’s access to gender-affirming care, health professionals can work
alongside transgender patients by presenting them with information about the risks and
benefits of undertaking gender-affirming medical interventions and ensuring that they are
informed in authorising their own treatment (Schulz, 2018). Our findings echo a recent
submission to the government’s mental health and addictions inquiry for the need to
implementing informed consent model in healthcare settings, as well as, to urge policy
makers to identify transgender people as a named priority in mental health policies (Clunie,

2018). When transgender people are feeling socially included in healthcare settings and are
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living in social environments that are supportive of their identities, our findings propose that

they can achieve mental health equity and are able to participate fully in society.
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Table S1.
Demographic details of participants who provided a response in the open-
text box

Respond n (%) Adj Std Residuals
Age Groups
14-24 80 (20.1) 2.7
25-34 65 (24.8) 0.1
35-44 32 (31.4) 1.7
45-54 14 (20.0) 0.9
55-100 31(41.9) 3.6
X2 (4) = 19.648, p = .001
Gender
Trans women 71(26.3) 0.8
Trans men 55(21.3) -1.4
Non-binary AFAB 78 (26.6) 1.0
Non-binary AMAB 18 (21.4) 0.7
x2(3)=3.021,p=.388
Ethnicity
Maori 27(23.7) 0.2
Pakeha/NZ European 180 (25.2) 1.0
Others' 15 (19.0) 1.2
X2 (2)=1.553,p=.460
Regions
Aucldand 60(22.1) -1.2
Wellington 67 (26.2) 0.7
Other north island 41 (26.3) 0.5
Other south island 52(25.0) 0.1

X2 (3)=1.539,p= 673
“Due to the low number of respondents for Pasifika, Asian, and others, responses of these
ethnic groups were merged.
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Chapter 8: Conclusion

8.1 Chapter Overview

This chapter summarises the findings in relation to respective research questions by
making reference to the review studies (Chapters 2 and 3) and empirical studies (Chapters 5,
6, and 7). Next, this chapter discusses the significance of the current thesis in terms of its
contribution to theory and practices of public health and healthcare settings. Chapter 8
concludes with limitations of the current study and recommendations for future research.

8.2 Summary of Research

This thesis comprises a series of quantitative and qualitative studies aimed at
understanding the mental health of transgender people in Aotearoa/New Zealand.

A major gap found in the Aotearoa/New Zealand literature was the absence of
research regarding the prevalence of mental health difficulties among transgender people
other than those at high school, and the relationship between gender minority stress resulting
from cisgenderism and elevated rates of mental health difficulties experienced by the
transgender population. Overseas research has increasingly employed gender minority stress
theory to explain the associations among enacted stigma, protective factors, and mental health
of transgender people. However, few studies have provided an explanation for the social
origins of gender minority tress in relation to cisgenderism or the prejudice that normalises
and privileges cisgender people. The primary aim of this thesis was, therefore, to provide an
insight into the inequities of mental health between transgender participants and the
Aotearoa/New Zealand general populations across all age groups—a subject not previously
explored in New Zealand-based nationally representative surveys. This thesis used a health
equity perspective to explore the possible influences of enacted stigma experiences as social
determinants of mental health inequities and the benefits of protective factors for transgender

people’s mental health. The use of the health equity perspective extended to qualitative
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findings to examine the determinants that were perceived by transgender people in
Aotearoa/New Zealand as crucial in promoting their mental health.

The following sections (from 8.3 to 8.6) describe how the results of the analyses
address the research questions outlined for this thesis in Chapter 1. The results are discussed
in relation to previous literature, as well as the quantitative findings from Chapters 5 and 6,

and qualitative findings from Chapter 7.

Using data from the Counting Ourselves survey, the study in Chapter 5 found that out

of 904 transgender participants, 42% had engaged in non-suicidal self-injury (NSSI), 56%
had thought about suicide, and 11% had attempted suicide in the past 12 months. When
comparing the prevalence of depression and anxiety of the Counting Ourselves participants to
the general population in Aotearoa/New Zealand, the inequities were stark: three-quarters
(72%) of participants met the Kessler Psychological Distress Scale (K10) criteria for high or
very high levels of psychological distress, and more than half had been told by a doctor that
they had depression (65%) or anxiety (56%). The national prevalence for the Aotearoa/New
Zealand general population of high or very high levels of psychological distress is 8%, and
diagnoses of depression or anxiety are 17% and 10%, respectively. Transgender participants
also fared worse across all OECD general mental health measures, with higher rates of life
dissatisfaction (31% vs 3%), not feeling life to be worthwhile (24% vs 2%), and low ability to
cope with stress (32% vs 4%) compared to the general population. Higher rates of mental

health difficulties among transgender people relative to the general population have also been
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documented in large-scale overseas community-based studies that recruited transgender
people of all age groups (e.g., Hyde et al., 2013; James et al., 2016) and population-based
studies with nationally representative samples (e.g., Crissman et al., 2019; Ross-Redd et al.,
2019).

Relatively few previous studies of transgender health inequities have treated
transgender people as a heterogenous population and explored mental health differences
across different demographic groups of transgender people; those that did produced mixed
findings that required closer scrutiny. Chapter 5’s study examined the nuances of mental
health outcomes across various age and gender groups of transgender people in
Aotearoa/New Zealand. When looking at mental health differences across different age
groups, findings from Chapter 5 revealed that younger transgender participants were more
likely to manifest mental health difficulties than those of older ages. The inequities in mental
health were also greater for younger transgender participants when compared to the general
population of the same age. When stratified by gender, while controlling for the effect of age,
in this study there was a higher prevalence of mental health difficulties among trans men and
non-binary participants compared to trans women. The mental health differences between
trans men and trans women were especially prominent. The findings of the higher prevalence
of mental health difficulties among trans men and those of younger age groups were also
reflected in research from other countries (e.g., Aparicio-Garcia et al., 2018; Crissman et al.,
2019; Jackman et al., 2018; James et al., 2016; Rimes et al., 2019; Veale, Watson, et al.,
2017).

The study in Chapter 5 also examined the interaction effect of age and gender on
mental health. The exploratory finding of the interaction effect of age and gender suggested

that trans men were not the most vulnerable gender group across all age groups, as older trans
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women (i.e., aged 55 years and above) had higher prevalence of psychological distress than
trans men and non-binary in the same age group.

Overall, despite the various mental health outcomes observed across age and gender
groups within the transgender populations, there were serious mental health inequities faced

by all transgender participants.

Drawing from gender minority stress theory (Testa et al., 2015; see also Chapter 2),

the study in Chapter 6 conceptualises the enacted stigma experiences (or the overt
experiences of gender minority stress) of transgender people as the consequence of
stigmatising social structures (i.e., cisgenderism) that delegitimise people who do not
conform to cisnormative expectations of being a cisgender man or a cisgender woman

In this study, participants reported encountering a range of enacted stigma experiences
because of the social non-acceptance of their genders, ranging from discrimination, unfair
treatment, verbal harassment, cyberbullying, rejection by religious communities, and negative
housing experiences, to being stopped from identifying as a transgender person by a health
professional. Out of the 11 enacted stigma experiences that Chapter 6 investigated, a
transgender person was likely to report being exposed to at least two of the enacted stigma
experiences in their lifetime on average, with the most common experiences being
discrimination based on gender (51%), being sent threatening messages through a phone or
the internet (39%), and unfair treatment across various public settings such as public transport

and retail stores (33%). The high rates of enacted stigma experiences that transgender
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participants face in their daily lives have been documented in other New Zealand-based
studies (Dickson, 2017; Human Rights Commission, 2008) and overseas (e.g., James et al.,
2016; Rimes et al., 2019; Strauss et al., 2020a). A published report using the same empirical
data (\Veale et al., 2019) as the studies in Chapters 5, 6, and 7 found that transgender
participants faced a heightened rate of a broad range of discrimination when compared to the
Aotearoa/New Zealand general population (44% vs 17%), pointing toward a need to identify
the impacts of these minority stressors on transgender people’s mental health.

Findings from Chapter 6 suggested that enacted stigma experiences were strongly
associated with all forms of mental health difficulties (i.e., psychological distress, NSSI, and
suicidality) for transgender people in Aotearoa/New Zealand. A comparison of mental health
outcomes for transgender participants with low and high levels of enacted stigma experiences
revealed a substantially higher prevalence of mental health difficulties in the latter group.
Specifically, participants who reported experiencing a high level of enacted stigma (at least
five instances) had approximately 1.5 times increased likelihood of reporting very high levels
of psychological distress (80% vs 55%), NSSI (65% vs 39%), and suicidal ideation (82% vs
66%), and most severely, a more than 4 times increased likelihood of attempting suicide
(25% vs 6%) than those experiencing a low level of enacted stigma. These findings
corroborated previous overseas studies that indicated that mental health difficulties
experienced by transgender people were likely be due to the exposures to enacted stigma
(e.g., Chenetal., 2019; Kuper et al., 2018; Strauss et al., 2020a; Treharne et al., 2020; Veale,

Peter, et al., 2017).
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Given the high rates of mental health difficulties among transgender people in

Aotearoa/New Zealand, the study in Chapter 6 also identified factors that could protect this
population from mental health difficulties. Results from this study indicated that friend and
family support, and neighbourhood belongingness, were associated with lower levels of
psychological distress, and lower engagement in NSSI, suicidal ideation, and suicide attempts
among transgender participants. Transgender community belongingness only appeared as a
significant protective factor for psychological distress and suicidal ideation. Across all mental
health variables, participants who had at least one high-level (90th percentile) protective
factor were less likely to report mental health difficulties than those with low-level (10th
percentile) protective factors. For example, Chapter 6’s study found that rates of reporting
very high levels of psychological distress were less than half for participants with high levels
of friend and family support, and neighbourhood belongingness (37%) compared with those
with low levels of these two protective factors (80%) when they were exposed to a high level
of enacted stigma,; this suggests that transgender people are less likely to experience
psychological distress when they can rely on their friends, family members, and neighbours
for social support.

When all protective factors were considered together, friend and family support
appeared to show the greatest mental health benefits. Friend and family support was the
strongest protective factor for suicide attempts, with the rate of suicide attempts almost half
depending on whether participants had high or low levels of support from friends and family

members (13% vs 25%). The beneficial role of friends and family members for transgender
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people has also been demonstrated in previous overseas research (e.g., Fuller & Riggs, 2018;
Puckett et al., 2019; Veale, Peter, et al., 2017; Weinhardt et al., 2019). Particularly, the
finding of the relatively weak protective effect of the transgender community in this study
aligned with a recent study in the United States that found transgender people had lower
levels of depression and anxiety when they had access to friend and family support compared
to those who only relied on their transgender peers for mental health support (Puckett et al.,

2019).

The final study (Chapter 7) incorporated qualitative data with the aim of

contextualising transgender people’s experiences of mental health in Aotearoa/New Zealand.
Using a critical realist framework, the qualitative analysis of responses to the open-text
question: “Is there anything further about your mental health that you would like to share
with us here?” focused on gaining a more nuanced understanding of the determinants that
underpinned the mental health status of transgender people. An inductive thematic analysis of
222 open-text responses resulted in four themes: gender-affirming healthcare, mental
healthcare services and accessibility, gender minority stress, and self-affirmation and social
support. The following paragraphs describe the main findings of each theme

The first theme of this study pointed toward a need to consider the transgender
experience of gender dysphoria as resulting from an inability to access gender-affirming
healthcare, rather than from transgender people’s own internal distress about their gender
incongruence. Participants talked about the pathologising effect of the DSM that has been
used to police gender normative behaviours and gatekeep transgender people’s access to

gender-affirming care. Cisgenderism was also prevalent in mental healthcare services, as
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participants reported having to navigate through a system that has little knowledge about
transgender issues and perpetuates practices that prevent them from affirming their genders.
Other evidence of cisgenderism included enacted stigma experiences such as misgendering,
sexual abuse, and bullying that participants experienced in public settings. Some also
attributed their mental health to how people in their surroundings treated them as a
transgender person, signalling that gender minority stress was the primary cause of their
mental health issues.

It was apparent that participants could possess the ability to resist negative effects of
enacted stigma when they had adequate access to social support systems such as friends and
family members. Furthermore, participants who had undertaken paths (e.g., social, legal, or
medical) to affirm their gender reported that they had enhanced mental health. Previous
qualitative studies with transgender people noted the mental health benefits of embracing
one’s transgender identity as this would allow for the development of resilience strategies to
manage enacted stigma (Singh et al., 2011; Singh et al., 2014). During the process of
affirming one’s gender, Singh et al. (2014) suggested that transgender people needed to have
supportive networks such as mental healthcare professionals, community, and family
members so that they could have specific conversations about how to define and embrace
their gender in a positive way.

8.7 Significance of the Current Thesis

Results from the set of studies within this thesis have reinforced previous studies that
adopt transgender-affirmative research approaches and have also produced new areas of
insight. This section discusses the important theoretical and practical implications from the

findings of these studies.
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8.7.1 Contribution to Literature and Theory

The results of these empirical studies addressed a major gap in the literature which
has not provided a comprehensive understanding of the mental health status of transgender
people in Aotearoa/New Zealand. Compared to the Aotearoa/New Zealand general
population, findings from Chapter 5 revealed large mental health inequities among
transgender participants across all age groups, with the largest inequities reported for those of
younger age groups. In concordance with the then-novel finding of age differences in the
United States Transgender Survey (James et al., 2016), this study also showed that
transgender youth had increased vulnerabilities to mental health difficulties compared to their
adult and older adult counterparts. To the best of knowledge, only a few existing transgender
studies controlled for the effect of age to understand mental health differences for various
gender groups and there were no studies exploring gender differences across age groups. The
significant finding of the interaction term between age and gender in Chapter 5’s study
highlighted a need to explore the effect of age when examining mental health differences for
various gender groups of transgender people.

Increasing numbers of overseas studies (e.g., Brennan et al., 2017; Peng et al., 2019;
Veale, Peter, et al., 2017) have employed gender minority stress theory to explain mental
health inequities faced by transgender people, but Aotearoa/New Zealand-based studies
exploring associations of enacted stigma and mental health among transgender people remain
limited. The higher prevalence of poor general mental health, psychological distress, and
diagnoses of depression and anxiety among transgender participants (compared to the
Aotearoa/New Zealand general population) reported in Chapter 5 suggest a pressing need to
employ an evidence-based model that seeks to advance understandings of transgender
people’s mental health in Aotearoa/New Zealand. While some overseas studies explored the

negative mental health effects of gender minority stress (e.g., Lee et al., 2020; Mizock &
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Mueser, 2014), they took an individualised approach and did not make reference to
cisgenderism as the source of the marginalising climate for transgender people. In line with
the recent critiques of minority stress theory (Riggs & Treharne, 2017; Treharne & Adams,
2017), the study in Chapter 2 moved away from the individualised approach of understanding
transgender people’s mental health by considering the additional social stressor that
transgender people face resulting from institutionalised ideologies and social norms that
stigmatise and marginalise this population. In doing this, Chapter 2 proposed a linkage of the
notion of gender minority stress to cisgenderism (Ansara & Hegarty, 2012): the prejudice that
marginalises people whose genders do not conform to cisnormative expectations (and
privileges those who do) through the exposures of enacted stigma.

Because this thesis used enacted stigma measures specifically related to the
experiences of being a transgender person, these experiences can be interpreted as the
minority stressors related to cisgenderism (i.e., gender minority stress). The negative mental
health effects of enacted stigma demonstrated in Chapter 6’s study offered support for a
transgender application of minority stress theory, as there were strong associations found
between enacted stigma experiences and compromised mental health outcomes of
transgender participants.

In line with gender minority stress theory (Testa et al., 2015), the study in Chapter 6
identified protective or stress-ameliorating factors that could confer protective effects for
transgender people against the adverse mental health effects of enacted stigma. Quantitative
analyses showed that protective factors at the interpersonal level (i.e., friend and family
support, neighbourhood belongingness, and transgender community belongingness) were
associated with lower levels of mental health difficulties. Notably, this study may be the first
to explore the association between neighbourhood belongingness and transgender people’s

mental health. Neighbourhood belongingness appeared to show evidence for additional
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mental health benefits on top of primary social ties (i.e., friends and family members),
asserting the importance of providing opportunities for transgender people to foster positive
interactions with their wider social circles.

The differences in mental health outcomes for the different protective factors
discussed in Chapter 6 suggest a need to consider the nuances in the types of support that
friends and family (primary social ties) and transgender communities (secondary social ties)
offer (Thoits, 2011). Findings from this study support the postulation of gender minority
stress theory (Meyer, 2003; Testa et al., 2015) that when transgender people connect with
other transgender peers who have a history of similar experiences, a sense of unity and
collective identity can be fostered which helps them to feel empowered against enacted
stigma. On the other hand, friends and family members are people with whom transgender
people can form emotional bonds (Thoits, 2011), and they play crucial roles in affirming
transgender people’s genders and instilling personal resilience to mitigate the negative mental
health effects of enacted stigma (Bockting et al., 2013; Weinhardt et al., 2019).

While previous qualitative studies have researched transgender people’s experiences
with specific social determinants of health such as healthcare access (e.g., Alpert et al., 2017;
Halliday & Caltabiano, 2020), and gender minority stress and protective factors (e.g., Howell
& Allen, 2020; Singh et al., 2014), these studies have not specifically investigated the
relationships between these determinants and mental health. Chapter 7 involved one of the
largest qualitative studies in this area, analysing 222 open-text responses related to
transgender people’s reported mental health experiences. As part of these experiences,
participants described a full range of determinants from biological, psychological, to
structural and environmental contexts. Qualitative findings helped to illuminate the
determinants that played key roles in influencing transgender people’s mental health (i.e.,

gender-affirming care and mental healthcare access, cisgenderism and gender minority stress,
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and social support) and these findings helped to uncover important practical implications (see
Section 8.7.2).
8.7.2 Contribution to Applied Settings

In recent years, there have been a number of positive changes at structural level aimed
at addressing inclusivity of transgender people in various social contexts of Aotearoa/New
Zealand. This can be seen in specific settings such as:

1) education, acknowledging the need to support transgender youth in the guidelines for
relationships and sexuality education (Ministry of Education, 2020);

2) healthcare, recognising a need to minimise barriers for transgender people to access
gender-affirming care (Ministry of Health, 2020a);

3) legal, allowing transgender people to change their gender marker on passport and birth
certificates® (Human Rights Commission, 2020).

These changes are important milestones that reflect increasing transgender inclusivity
in Aotearoa/New Zealand; but these could not have been achieved without ongoing
community activism at grassroots level (Clunie, 2018; Human Rights Commission, 2008;
Treharne & Adams, 2017). Overseas studies have shown that inclusive changes at structural
level (e.g., policies that allow easier access to change gender marker and name on identity
documents) can act as a social determinant to improve the mental health of transgender
people (Restar et al., 2020; White Hughto et al., 2015). However, there is still much work to
be done to foster positive mental health outcomes for transgender people in Aotearoa/New

Zealand. The next section discusses how the findings of this thesis will contribute to the

At the time of writing, the Births, Deaths, Marriages, and Relationships Registration Act required
people who wished to change their gender marker on their birth certificate to present medical
evidence and apply to the Family Court for a declaration. Changing gender marker on passports,
however, only required a simple statutory declaration.
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development of both public and healthcare interventions for transgender people in
Aotearoa/New Zealand.

Public Interventions. The findings of a high prevalence of poor general mental
health, psychological distress, NSSI, and suicidality among transgender people, in Chapters 5
and 6, indicate an urgent need to name transgender people as a priority in all national and
regional mental health policies in Aotearoa/New Zealand, as others have suggested (Clunie,
2018; Veale et al., 2019). A recent submission to the Government Inquiry into Mental Health
and Addiction reported that very few national strategies have identified transgender people as
a population with specific mental health needs; moreover, agencies that have recognised
these issues have yet to develop plans to address mental health inequities for this population
(Clunie, 2018). With the mounting empirical evidence related to gender minority stress and
social determinants of transgender people from community-based studies in Aotearoa/New
Zealand (Dickson, 2017; Fraser, 2020; Treharne et al., 2020; Veale et al., 2019; including this
thesis), it is timely for targeted responses to be made to promote the mental health and
wellbeing of this population.

Findings from Chapter 6 suggested both overt and covert forms of cisgenderist
prejudices were common experiences for transgender participants with more than half (51%)
reporting ever being discriminated because of their gender and the Counting Ourselves report
showed that 44% had experienced a broad range of discrimination in the last 12 months
(Veale et al., 2019). To date, there are no national-level policies that provide explicit legal
protection from discrimination with regard to gender identity and expression (Human Rights
Commission, 2020). Although the current prohibition of discrimination on the grounds of sex
under the Human Rights Act 1993 is thought to be applicable for transgender people, this has
not been tested in New Zealand courts (Employment New Zealand, n.d.). The high rates of

enacted stigma experiences, including discrimination, reported in Chapter 6°s study point
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toward an urgent need to implement inclusive national legislation to safeguard the human
rights of transgender people in Aotearoa/New Zealand. Previous research examining
transgender people’s experiences with the inclusion of non-discriminatory practices in
national legislation suggested that legal protection could do more than preventing transgender
people from experiencing enacted stigma, but also provide recognition and legitimacy of their
lived experiences to further enhance mental health and wellbeing (Gleason et al., 2016; White
Hughto et al., 2015). For instance, a study in the United States found that transgender people
residing in states with specific non-discrimination laws on the basis of transgender identities
had lower rates of suicide attempts than those who did not (Gleason et al., 2016).

Chapter 6 also highlighted the importance of protective factors (friends, family
members, neighbours, and transgender communities) in promoting the mental health of
transgender people. Given the potential mental health benefits of protective factors for
transgender people, efforts to provide educational information to those in the primary and
secondary social ties of transgender people about how to be supportive of this population are
warranted. Overseas studies have also found that transgender people who were supported by
peers, family members, and communities were less likely to be affected by the negative
effects of enacted stigma (Barr et al., 2016; Puckett et al., 2019). However, existing training
and resources on the provision of trans-specific support outside school settings continue to be
limited in Aotearoa/New Zealand, as these resources are mostly managed by rainbow and
transgender community organisations centred around youth. As suggested by Clunie (2018),
there is a need to provide a sustainable funding source to support the work of the transgender
community organisations, and, in this case, expand the availability of resources and training
about understandings of transgender-specific needs to universities, workplaces, and

healthcare settings.
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Healthcare Intervention. Due to the large mental health inequities that transgender
participants experience, as demonstrated in the findings of Chapter 5, it is not surprising that
this population is more likely to require access to mental healthcare services. However, the
qualitative study in Chapter 7 revealed that participants experience a range of barriers with
respect to accessing public mental healthcare services and transgender-led wellbeing
initiatives, supporting the call of other Aotearoa/New Zealand studies (Clunie, 2018; Fraser,
2020) to increase funding to improve accessibility to these services. In the Budget 2019, the
government announced the allocation of approximately $3 million over 4 years to improve
the capability of health sectors in delivering gender-affirming surgeries (Ministry of Health,
2020b). This additional funding to improve access to gender-affirming surgeries has been
celebrated by transgender communities in Aotearoa/New Zealand, and especially by
transgender people who have been in the waiting list to access these surgeries for years (Daly,
2019). Through qualitative findings in Chapter 7, it was apparent that participants perceived
access to gender-affirming care as a social determinant of mental health, as those who wished
to undertake gender-affirming surgeries and had the opportunity to do so, reported better
mental health and wellbeing.

Echoing findings from a recent Aotearoa/New Zealand study (Fraser, 2020), as well
as overseas studies (e.g., Alpert et al., 2017; Ellis et al., 2015; Halliday & Caltabiano, 2020)
that surveyed transgender people on their experiences with healthcare services, the study in
Chapter 7 also reported low trans-cultural competency among healthcare professionals.
Indeed, the Counting Ourselves report (Veale et al., 2019) showed that 42% of transgender
participants thought that their healthcare provider knew very little or only knew about some
aspects of transgender healthcare. Likewise, when staff at two Aotearoa/New Zealand-based
medical schools were surveyed, the majority (87%) had concerns that very little to no content

relating to sexuality or gender diversity was incorporated into the curriculum (Taylor et al.,
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2018). Insufficient education on transgender healthcare may translate into a lack of
knowledge of the unique experiences related to gender minority stress that transgender people
encounter and how these experiences influence mental health vulnerability, as well as their
ability to access and engage in healthcare effectively.

It is also important for health professionals to be prudent when considering the health
needs of transgender clients and not assume that the reasons for consultation are distress
surrounding gender incongruences (APA, 2013), as noted in the diagnosis of gender
dysphoria in DSM-5 (APA, 2013). The DSM has long served as a gatekeeping model to
permit access to gender-affirming services in Aotearoa/New Zealand (Counties Manukau
District Health Board, 2011) and overseas (Ellis et al., 2015; Schulz, 2018). As indicated in
Chapter 7’s study, participants found the listing of gender dysphoria as a diagnostic category
in the DSM problematic. Overseas studies also reported that a reliance on the DSM among
health professionals when interacting with transgender people in healthcare settings risks
pathologising their genders and reinforcing a binary gender framework (Ellis et al., 2015;
Halliday & Caltabiano, 2020). In 2018, Oliphant et al., a multidisciplinary group of health
professionals developed a guideline document for the provision of gender-affirming care in
Aotearoa/New Zealand, and they recommended the informed consent model as an alternative
to the DSM , with health professionals working alongside transgender people to present them
with information about the risks and benefits of undertaking gender-affirming medical
procedures. Self-determination for transgender people is prioritised in the informed consent
model, and mental health assessment is considered an option rather than a prerequisite for
access to gender-affirming procedures (Oliphant et al., 2018; Schulz, 2018).

Exposures to gender identity conversion efforts (GICE) that discourage transgender
people from affirming their gender were noted in the qualitative findings of Chapter 7; about

one-sixth (17%) of Counting Ourselves participants reported experiencing GICE at healthcare
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settings (Veale et al., 2019). A recent report looking into the legal status of GICE and sexual
orientation conversation efforts found that only four countries had fully banned such practices
(e.g., Brazil, Taiwan, Malta, and Ecuador), 10 countries had policies or a partial ban in place
(including the United States and Canada), and 10 countries had movements towards a ban
(e.g., Australia and the United Kingdom; OutRight Action International, 2019). Although a
movement that included petitions and bill drafting to outlaw GICE practices in Aotearoa/New
Zealand began in 2019 (Conversion Therapy Action, n.d.), these practices are still legal at
present. Nonetheless, GICE efforts targeted towards transgender people in Aotearoa/New
Zealand have been publicly denounced by professional organisations such as the New
Zealand Psychological Society (2019) and Professional Association for Transgender Health
Aotearoa (2020), as well as being reflected in the ethos and public positions of these
organisations.

The transgender-affirmative stance demonstrated in this thesis is also shared by the
recently developed Aotearoa/New Zealand-based mental health and gender-affirming
resources for health professionals (see Fraser, 2019; Oliphant et al., 2018). Particularly,
empirical findings from this thesis supported the recommendations made by a community-
based study, undertaken in collaboration with community organisations such as
RainbowYOUTH and Gender Minorities Aotearoa (Fraser, 2020), to upskill health
professionals in the area of trans-cultural competence in responding to the increasing health
needs of the transgender population in Aotearoa/New Zealand. Recommendations to ensure
health professionals are sensitive and inclusive to the health needs of transgender people are
not unique to Aotearoa/New Zealand, as similar suggestions have also been made in overseas
research on transgender people’s experiences with healthcare settings (e.g., Ellis et al., 2015;

Halliday & Caltabiano, 2020; Zwickl et al., 2019).
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8.8 Strengths and Limitations

This thesis provides a range of useful and interesting insights into mental health
experiences of transgender people in Aotearoa/New Zealand. However, there are some
limitations that need to be borne in mind. To date, the Counting Ourselves survey represents
the largest community-based nationwide survey (n = 1,178) that investigates various health
statuses and social determinants of transgender people in Aotearoa/New Zealand. Counting
Ourselves had a convenience sample that was made up of participants who chose to complete
the paper survey and link to the study website to complete the study instruments. Sampling
through online platforms allows easier access to a large number of transgender people,
including those who are in stealth or not “out” (Miner et al., 2012), and this sampling method
has allowed the recruitment of transgender samples large enough for examinations of mental
health differences and essential mental health determinants for transgender people across age,
gender and ethnic groups in this thesis. This type of sampling, however, risks excluding
transgender people without reliable internet access, and those who do not have connections
with transgender communities. Compared to probability sampling, the Counting Ourselves
survey is unlikely to have recruited a nationally representative sample that is generalisable to
the wider population in Aotearoa/New Zealand.

Although multiple recruitment strategies were employed to garner more responses
from transgender people in older age groups, rural regions, and Pasifika and Asian ethnic
groups, the Counting Ourselves survey had relatively higher numbers of participants who
were younger, living in urban regions like Auckland and Wellington, and of Pakeha/New
Zealand European descent. The degree of representativeness of the Counting Ourselves
sample to the transgender population in Aotearoa/New Zealand is uncertain as there are no
existing population-based studies that collect data on transgender identities in this country.

However, clinical-based research in Aotearoa/New Zealand found a relatively lower
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proportion of older transgender people accessing gender-affirming care (Delahunt et al.,
2016), and the younger demographic profile of transgender people was also reported in a
recent population-based study in the United States (Crissman et al., 2019).

Another limitation is the use of single items in measuring participants’ access to
protective factors in Chapter 6 which restricts the assessment of psychometric properties of
these items. Multiple-item measures are generally considered superior to single-item
measures for two reasons: 1) theoretical, they allow measurements of various facets
underlying a construct; and 2) statistical, more items will allow the random error of the
measurement to be cancelled out and therefore result in more reliable scores (see de Boer et
al., 2004; Wilkerson et al., 2016). Participants dropping out of the survey can be an issue with
studies that primarily recruit participants via online platforms (Miner et al., 2012), especially
for large surveys with 330 questions, like the Counting Ourselves survey. Therefore, the use
of single-item measures in various sections of the survey was necessary to achieve a high rate
of completed responses as they are easier to administer and less burdensome for participants;
this meant that 70% of those who provided valid responses in the initial demographics section
of Counting Ourselves completed the final section of the survey. Furthermore, an assessment
on the use of single-item measures in Chapter 6 to identify participants’ level of social
support and degree of belongingness judged these items to have a good face validity (i.e., the
items are valid for conveying the content on the surface level). These single-item measures
were also likely to have good content validity as these items were used by researchers of
Aotearoa/New Zealand population-based surveys such as New Zealand General Social
Survey (Statistics New Zealand, 2016) and New Zealand Mental Health Survey (Health
Promotion Agency, 2016). The additional items that were created as part of the Counting
Ourselves survey had also benefited from inputs from experts in survey research and the

transgender community advisory group (see Chapter 4). Given the differences in mental



190

health outcomes for these protective factors for transgender participants (see Chapter 6),
future research could benefit from including measures that investigate the mental health
benefits of specific primary and secondary social ties.

The cross-sectional design of the Counting Ourselves survey limits the ability to
explore mental health effects of enacted stigma over time; a longitudinal design is required to
establish such temporal precedence. While the correlational findings of the study in Chapter 6
do not offer the possibility of determining a definitive causal link between enacted stigma and
mental health outcomes, they indicate strong and clear correlations. In this study, analyses
were carried out to measure the associations between lifetime enacted stigma experiences and
recent occurrences of mental health problems (i.e., psychological distress in the past month,
and NSSI and suicidality in the past year). Therefore, the reported enacted stigma experiences
have temporal precedence, meaning that they are likely to have occurred before participants’
experiences of mental health difficulties; this favours the gender minority stress explanation
as the cause of poor mental health outcomes of transgender people rather than the alternative
explanation of mental health difficulties leading to experiences of enacted stigma.

8.9 Future Directions

Future research could broaden the findings of this study by considering the following
points. The study in Chapter 5 provided essential findings on age as an important
demographic factor in determining mental health outcomes of transgender people. Future
transgender research should consider employing a life-course perspective (Fredriksen-
Goldsen et al., 2014) to identify the degree of aging effects (changes in mental health as
people age), maturation effects (development of resilience and coping skills to counteract
gender minority stress), and cohort effects (historical and social contexts that are relevant to
specific age groups) in explaining mental health differences across age groups (Fredriksen-

Goldsen et al., 2014; Nuttbrock et al., 2012). Specifically, the analyses of different
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components of life-course perspectives can be achieved by using repeated measure to follow
transgender participants over a prolonged period of time in a longitudinal survey.

A decision was made to only explore age and gender differences in participants’
mental health in Chapter 5 as there were no statistically significant differences found for
other demographic variables (i.e., ethnicity or regions) in the preliminary analyses (see Veale
et al., 2019). As indicated in Chapter 3, it is important to keep in mind that the transgender
population in Aotearoa/New Zealand includes a diverse array of people who are also
members of other oppressed or marginalised groups with varying levels of social power and
influence (e.g., transgender people who are Maori or from other indigenous or other non-
Pakeha groups, and/or with a disability). Chapter 2 and 3 also noted that the intersectionality
of multiple minority (and privileged) identities has been largely unaddressed in the existing
transgender research, which may be due to quantitative methods being limited in their
abilities to encapsulate the complexities of lived experiences for those subjected to various
axes of marginalisation (Bauer & Scheim, 2019). The general dearth of empirical research on
the mental health experiences of transgender people with intersecting identities, as well as the
contradictory findings from research using additive approaches to understand the mental
health of transgender people of various ethnic groups (e.g., Chiang et al., 2017; Lytle et al.,
2016), indicate the need for more research on this topic that is contextually relevant to
Aotearoa/New Zealand.

A recent qualitative study on fa'afafine and fakaleiti students in Aotearoa/New
Zealand (Howell & Allen, 2020) highlighted that these students share unique Samoan and
Tongan cultural experiences that are often not represented in studies with a predominant
Pakeha sample (e.g., Youth’12; Clark et al., 2014). To expand on the quantitative findings of
the present research, future studies can model Jefferson and colleagues’ (2013) research in

the United States to examine the combined experiences of racism and cisgenderism on the
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mental health of non-Pakeha transgender people. Specifically, Jefferson and colleagues
created a combined measure of racism and cisgenderism based on two separate scales (13-
item Schedule of Racist Events and 13-item Schedule of Transphobic Events) that asked
these respective experiences among ethnic minority transgender people. When compared
mental health outcomes across different exposures of racism and cisgenderism, this United
States study found participants who experienced both forms of prejudices had higher level of
depression than those experiencing only one form of prejudices. Findings from Jefferson and
colleagues point toward a need to examine how multiple (and intersecting) prejudices affect
the mental health of transgender people with various minority identities; this is pertinent in
the multicultural context of Aotearoa/New Zealand as such fundings can be used to inform
designing of mental health interventions that is culturally appropriate for each minority
group.

The use of gender minority stress theory in Chapter 6 has primarily focused on
minority stressors at a distal level. To create a comprehensive model that delineates the path
from enacted stigma to elevated rates of mental health difficulties among transgender people,
future research could expand on the work of gender minority stress theory to examine the
mediating role of proximal stressors (e.g., negative expectations of enacted stigma and
internalised transphobia) and general psychological processes (e.g., appraisals, coping, and
emotional regulation; Hatzenbuehler, 2009; Testa et al., 2015). Previous studies that looked at
transgender people’s experience of gender minority stress at an individual level have
provided useful evidence to inform clinical practice and interventions in alleviating the
negative effects of proximal stressors (e.g., Lee et al., 2020; Scandurra et al., 2018). Gender
minority stress should not be considered as purely resulting from personal internalisation of
stigma, however. It is important to employ the framework of gender minority stress theory

(see Chapter 2) that recognises the environmental circumstances within which transgender
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people are embedded and that cisgenderism is the source of proximal stressors among
transgender people.

Findings from Chapter 7 found evidence for healthcare access as an important social
determinant of mental health for transgender people in Aotearoa/New Zealand. While there
are extensive overseas transgender studies documenting issues related to access to gender-
affirming healthcare and mental healthcare services such as high unmet need (e.g., Giblon &
Bauer, 2017; White Hughto et al., 2017), lack of transgender-competent healthcare services
(e.g., Ellis et al., 2015; Halliday & Caltabiano, 2020) and enacted stigma at healthcare
services (e.g., Ellis et al., 2015; Kattari & Hasche, 2016), most of these studies have not
specifically examined the implications of these barriers for the mental health of transgender
people. Only one US transgender study was noted to explore the mental health benefits of
having a positive interaction with healthcare providers (see Kattari et al., 2020).
Aotearoa/New Zealand research on healthcare access of transgender people remains scant.
Similar to findings in Chapter 7, a qualitative study of 4 transgender people in Wellington
(Ker et al., 2020) reported the importance for the provision of gender-affirming care to be
accessible, timely, and friendly to clients. Keeping in mind that transgender people in
Aotearoa/New Zealand commonly reported unmet need for gender-affirming care and low
trans competency of healthcare providers (Veale et al., 2019), there is a need for future
research to fill in the critical gaps in quantitative findings on the relationship between the
provision of trans-competent healthcare services and transgender people’s mental health.

The Youth’12 study (Clark et al., 2014) was the first national study to examine the
mental health of transgender people in this country; however, this population-based study
only recruited adolescents who were attending high schools. Another study that recruited
transgender people via probability sampling was the New Zealand Mental Health Monitor

(NZMHM; Health Promotion Agency, 2019). While the NZMHM expanded from the
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Youth’12 study by also recruiting transgender adults and older adults, this study only
reported mental health findings based on a sample of rainbow people (including lesbian, gay,
bisexual, transgender, and takatapui) due to the small sample size (Health Promotion Agency,
2019). The small sample size of transgender people in the NZMHM could be due to the usage
of a single-item measure “What gender do you identify with?” to determine transgender
identities (see Chapter 3 for an elaboration of the limitations). The large mental health
inequities reported for transgender people in Chapter 5 suggest that there is an urgent need
for government agencies (e.g., Statistics New Zealand) to develop inclusive measures to
identify transgender people and monitor the mental health status of this population in large-
scale population-based studies such as the Census and New Zealand Health Survey. The two-
step method (i.e., asking participants’ sex assigned at birth and current gender identification)
has been used in the 2019/2020 Household Economic Survey (Statistics New Zealand,
2020c) and recommended as part of the consultation process for the latest proposed Statistics
New Zealand’s Sex and Gender Standards (Statistics New Zealand, 2020c) to identify the
number of transgender people; however, the latest proposed standard has noted a need to
improve the clarity and specificity of the concepts used when asking these questions
(Statistics New Zealand, 2020c).!! Transgender status needs to be routinely and consistently
assessed in population-based surveys to provide precise population estimates of the
demography of transgender people in Aotearoa/New Zealand. Findings from this research, as
well as the Counting Ourselves study (Veale et al., 2019) have provided crucial empirical
data on health inequities, enacted stigma, and barriers to access social determinants (e.g.,

employment, healthcare services, and social support) for transgender people in Aotearoa/New

1During July and August 2020, Statistics New Zealand conducted a public consultation for the review
of the statistical standards for sex and gender identity, with the aim to develop the best practice
guidance for collecting information on these topics across government agencies. At the time of
writing, the findings of the review have yet been released.
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Zealand. These data can help to provide information to population-based surveys (e.g., New
Zealand Health Survey) to consider the use of similar questions to measure the extent of
inequities across a range of health outcomes affecting transgender people in this country.

The cross-sectional results from this thesis and the wider Counting Ourselves project
(Veale et al., 2019) provide important preliminary findings to inform future longitudinal
studies. With the aspiration to become a longitudinal survey series, the Counting Ourselves
survey collected identifying information that is well-known to participants—their day of birth
and first two initials of their first pet—to generate of a set of unique codes for each
participant. These self-generated identification codes allow survey responses to be identified
and compared between separate timeframes. By following up transgender participants over
time, statistical analyses can be carried out to provide further evidence of the causal
relationship between enacted stigma and mental health outcomes, as well as to identify the
ameliorating effects of protective factors on negative mental health outcomes.
8.10 Final Conclusion

The broad aim of this research was to uncover the extent of mental health inequities
among transgender people in Aotearoa/New Zealand, examine the degree of associations of
enacted stigma as gender minority stressors, and protective factors with mental health
outcomes, and identify mental health determinants that are salient for this population.
Drawing on data from the largest community-based study of transgender people in
Aotearoa/New Zealand to date—the 2018 Counting Ourselves survey—this research showed
that transgender people experienced significant mental health inequities across all age groups,
with the largest inequities found among youth.

Informed by gender minority stress theory, empirical studies of this thesis established
a number of determinants that contributed to the mental health outcomes of transgender

people in Aotearoa/New Zealand. For instance, participants reported a wide range of
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experiences of enacted stigma due to being transgender, such as discrimination, unfair
treatment, harassment, and violence, and quantitative analyses revealed those with high
exposure to enacted stigma experiences had a higher prevalence of psychological distress,
NSSI, and suicidality. Factors that predicted a lower prevalence of mental health difficulties
for participants were social support from friends, family members, neighbours, and
transgender communities. In particular, friend and family support appeared to show the
greatest association with better mental health in both contexts of high and low enacted stigma
exposures, and was the only factor found to be essential in reducing the risk of attempting
suicide. Participants’ qualitative responses also illuminated important mental health
determinants for transgender people in Aotearoa/New Zealand such as the ability to affirm
their gender, equitable access to gender-affirming care and mental healthcare services, and
support from family and the wider community. However, participants reported that their
access to the social determinants of mental health were restricted by cisgenderism, which
discredited their lived experiences, and by health professionals in mental healthcare and
gender-affirming care settings who had little knowledge about transgender issues.

Both guantitative and qualitative findings in this thesis evinced gender minority stress
theory to be a crucial explanatory framework in explaining the high prevalence of mental
health difficulties among transgender people in Aotearoa/New Zealand. Based on a
transgender-affirmative approach, this research supports the application of gender minority
stress theory, which has an emphasis on the negative mental health consequences of enacted
stigma exposures. The health equity perspective is crucial to the empowerment of transgender
people as it recognises cisgenderism as the root cause of mental health inequities among
transgender people, rather than associating transgender people’s elevated rate of mental

health problems with mental distress resulting from gender dysphoria.



197

The results of this research have highlighted important social determinants for
transgender people in Aotearoa/New Zealand to achieve mental health equities. Targeting
these determinants at interpersonal (e.g., family, community, and public settings) and
structural (e.g., school, healthcare, and policies) levels is of particular importance to reduce
the risk of transgender people manifesting poor mental health outcomes. Findings of this
thesis have contributed to the growing field of transgender-affirmative health research, both
nationally and internationally. With the increasing literature that utilises a health equity
perspective to examine social determinants for transgender people, it is anticipated that there
will be an increased awareness of the ways in which the mental health inequities affecting
transgender people are related to marginalising social environments, and that policy makers

across different countries will take action to address this issue.
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Appendices

Appendix 1. Data Analysis

Quantitative analyses incorporated standard measures (e.g., the K10 scale) and
statistical techniques to summarise findings and estimate the extent to which they are
generalisable to a wider population (Breen & Darlaston-Jones, 2010). In this thesis, the
observed patterns and associations from quantitative findings are explained through a critical
realist framework to reflect the reality of reported experiences of transgender people living in
cisnormative environments.

The key strength of qualitative findings, from a critical realist perspective, is that they
can illuminate complex concepts and relationships that are unlikely to be captured by
predetermined response categories or standardised quantitative measures (McEvoy &
Richards, 2006). The interpretation of qualitative findings in Chapter 7 acknowledges the
subjectivity of transgender people’s mental health experiences as well as the influence of the
social context on their experiences.

This section presents more specific details on the analytic methods that are not
covered in the published findings of Chapters 5, 6, and 7.

Mental Health Inequities Among Transgender People (Chapter 5). The
percentage of missing data for K10 items ranged from 0.2% to 1.1%. Rather than using
listwise deletion method to omit participants’ missing responses, missing values of K10 were
imputed using the expectation maximisation method, where values are estimated by
regression methods based on means and covariances of available data in the scale (Enders,
2003). This method allows imputation of missing data in an unbiased manner (Schlomer et
al., 2010). The K10 was selected as the primary measure of mental health outcomes in this
study because it was used in the New Zealand Health Survey to provide estimates of the

Aotearoa/New Zealand general population (Ministry of Health, 2017). There has also been
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demonstration of K10’s strong specificity in screening for cases of mood and anxiety
disorders among the Aotearoa/New Zealand general population (Oakley Browne et al., 2010).
In line with previous studies that used the K10 to measure the level of psychological distress
among transgender people (Bariola et al., 2015; Jackman et al., 2018), the internal
consistency of the K10 in the current dataset was high (o = 0.94).

The extent of K10 differences between the two populations were depicted with
Cohen’s d which was calculated from an online calculator (www.socscistatistics.com). As a
measure of effect size, Cohen’s d refers to the standardised mean differences between two
groups of independent observations that are obtained via a formula with a pooled standard
deviation (Cohen, 1988). A d of 1 indicates the two populations (i.e., transgender participants
and the Aotearoa/New Zealand general population) differ by 1 standard deviation, and the
general rule of thumb of interpreting Cohen’s d is 0.2 for small effect size, 0.5 for medium
effect size, and 0.8 for large effect size (Cohen, 1988).

The multivariate relationships among mental health, gender, and age were explored
by employing the linear and logistic regression analyses with gender and age predicting
mental health diagnoses and K10 psychological distress. An interaction term of gender and
age was entered in the subsequent regression models to identify if mental health outcomes
differed for trans men, trans women, and non-binary participants across age groups. The
omnibus test with p value of < .01 in each regression model indicated that gender, age, and
the interaction term of age and gender as predictors significantly improved the overall model.
Cook’s distance value was used as a guide to identify presence of outliers that may influence
the results of the regression models. According to Tabachnick (2013, p. 75), cases with
Cook’s distance values that are larger than 1 indicate problematic outliers and should be
considered for removal, but no action needs to be taken as the maximum value for the

regression model with age and gender predictors is 0.023.
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Associations of Enacted Stigma, Protective Factors, and Transgender Mental
Health (Chapter 6). To identify the association between cisgenderism and transgender
people’s mental health, an enacted stigma index was created with a wide range of overt
negative experiences targeted at transgender people. This index included 11 items comprising
various enacted stigma experiences such as discrimination, cyberbullying, and homelessness
that occurred because of being transgender. Missing values for the enacted stigma index
ranged from 1.5% to 9.5%. Higher missingness in some items in the index was due to some
items being not applicable to some participants. For example, the enacted stigma index
included three items on transgender people’s experiences of homelessness due to their gender
and those who had not experienced homelessness were not questioned on reasons of why they
were homeless (i.e., evicted from home, rejected from home and violence experiences). This
study employed the expectation maximisation method to impute missing data based on means
and covariances of existing items in the index. Imputing was a superior method of handling
missing data than listwise deletion as items’ missingness in the index was not dependent on
each other (Schlomer et al., 2010). Stuart et al. (2009) suggested that imputed data may be
problematic when the absolute difference in means between the observed and imputed values
is greater than 2 standard deviations. In this instance, a numeric diagnostic confirmed that
there was no significant mean difference between observed and imputed data (Maits = 0.03, t
=0.28, p =.78), indicating that the imputed data in enacted stigma index did not present
biased results that needed to be flagged.

The relationships among enacted stigma, protective factors, and mental health
outcomes were analysed using logistic regression analyses and illustrated using probability
profiling methodology. Probability profiling has gained increased recognition (see Poon et
al., 2011; Veale, Peter, et al., 2017; Watson, Allen, et al., 2019; Watson, Veale, et al., 2019)

for its utility in producing estimates about how different combinations of risk and protective
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factors are related to health outcomes. Using the margins command in STATA (MP2 version
16), probability profiles were calculated based on the predetermined regression equation
below.

Probability = 1/(1 + e( - [pintercept + pfage*Mage + SESI*(10th or 90th percentile ESI) +
pprotectivel (10th or 90th percentile protective 1) + Sprotective2 (10th or 90th percentile
protective 2)]

S represents the beta coefficient from the multivariate logistic regression model and M
represents the mean, and 10th or 90th percentile represents the high and low levels of the
enacted stigma index and protective factors.

Open-Text Responses for Transgender Peoples’ Experiences of Mental Health
and Wellbeing (Chapter 7). This section elaborates on the rationale to analyse the responses
from the general open-ended question “Is there anything further about your mental health that
you would like to share with us?” at the end of mental health sections of the Counting
Ourselves survey. A detailed discussion of the methods utilised to analyse the qualitative
responses via inductive thematic analysis can be found in Chapter 7.

The qualitative finding from the open-text responses helped to provide a “wide-angle
lens” to cast light on a diversity of perspectives regarding the mental health experiences of
transgender people in Aotearoa/New Zealand. Because participants responded by sharing
their experiences in their own words, rather than selecting from predetermined responses, the
qualitative responses could produce rich and nuanced findings that contribute to a more
comprehensive understanding of transgender mental health. The rationale of analysing these
qualitative findings was not to corroborate quantitative findings in forming a robust
conclusion, but rather to provide complementary findings that were not covered by the

guantitative analyses.
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While there are a number of methodological concerns with the analysis of non-
directive qualitative responses from a survey (e.g., short responses and lack of clarity around
the context of the responses), previous survey studies have found potential benefits in
qualitative responses of this nature (Braun et al., 2020; Decorte et al., 2019; O'Cathain &
Thomas, 2004). For instance, a survey with open-ended questions can facilitate easier access
to a larger number of participants and guarantee anonymity when it is distributed online
(Braun et al., 2020). Furthermore, various studies have suggested that the use of open-ended
questions can redress the power imbalance between researchers and participants as
participants are able to exert control over aspects of their research participation by voicing
any concerns about the assumptions that researchers have built into their surveys (Braun et
al., 2020; O'Cathain & Thomas, 2004). Decorte et al. (2019) also reported that open-ended
questions at the end of a survey can help researchers to identify issues which might require
clarification or that were not covered in the close-ended questions, so that these limitations

could be addressed when designing future surveys.
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Appendix 2: Counting Ourselves Survey Items'?

COUNTING
OURSELVES

AOTEAROA NEW ZEALAND TRANS AND NON-BINARY HEALTH SURVEY

Kia ora, malo e lelei, talofa lava, namaste, kia orana, nisa bula vinaka, ni hao, welcome.

Thank you for your interest in taking part in the Aotearca New Zealand Trans and Non-binary
Health Survey. It is important you read this information so you can decide whether you want to
participate in our survey.

Who are we? We are a research team based at the University of Waikato who want to improve
the health and wellbeing of trans and non-binary people. Dr Jaimie Veale is the project’s Principal
Investigator and Jack Byrne is the Research Officer. Both Jack and Jaimie are trans and they have
experience conducting trans health and human rights research. Our core research team also
includes Kyle Tan, a PhD student, Sam Guy, a Master's student, and Dr Tawhanga Nopera, a cultural
advisor. We have received funding from the Health Research Council and Rule Foundation to do this
research.

If you have any questions about any aspect of this survey, you can contact the research team by
emailing trans-survey@waikato.ac.nz or by phoning us on 021 048 1557, You may also contact us if
you want a paper copy of the survey to fill out, instead of doing this online.

What is this survey about? This is an anonymous survey about the health of trans and non-binary
people living in Aotearoa New Zealand. We hope that this survey can collect information that will
improve the lives of people in our communities, by showing us:
*  how well trans and non-binary people are doing in our mental health and physical health
compared to the rest of the population
*  our experiences of stigma, discrimination, and violence
¢ our experiences in doctor's clinics, hospitals, and other healthcare settings. This could be for
gender affirming care such as hormones or surgeries, or when we see someone about our
general health
*  how support from our friends, family, whanau, or others might protect us against the
negative impacts of stigma, discrimination, and violence that many trans and non-binary
people face
We developed the survey by working with a trans and non-binary Community Advisory Group
which includes a diverse range of people from across the country. We also asked for feedback from
community organisations, academic researchers, health professionals, and researchers from
government agencies.

Who can take part? This survey is for all trans and non-binary people. This mean anyone whose
gender is different from their sex assigned at birth, whatever term you use to describe your identity.
You can take part in this survey if you are:

* trans or non-binary

¢ aged |4 years or older

e currently living in Aotearoa New Zealand

It does not matter whether you use the specific terms ‘trans’ or ‘non-binary’ to describe yourself,
whether you have transitioned, or even plan to transition. There are many other terms that people

2Note that only questions relevant to the studies of this thesis were included here. The full survey
questionnaire can be located on the survey’s webpage: https://countingourselves.nz/
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in our communities use. These include transgender, transsexual, whakawahine, tahine, tangata ira
tane, takatapui, fa'afafine, fa'afatama, fakaleiti, fakafifine, akava'ine, aikane, vakasalewalewa,
genderqueer, gender diverse, bi-gender, cross-dresser, pangender, demi-gender, agender, trans
woman, trans feminine, trans man, or trans masculine. Trans people filling out the survey might also
identify as simply a woman or as a man. We want to hear from all of you.

How long will it take! Based on our testing, we think it will take about 50 minutes to complete
the survey. Some people will take longer if they decide to write more about their experiences. The
survey is this long because there is so little information available about our communities. We hope
you will keep going to the end of the survey so that our communities have this important data about
our health needs, If you want to take a break, you can exit the survey and come back and complete
it over the next month. This option works if you have ‘cookies’ enabled in your browser. When you
come back to complete the survey, our survey software will anonymously remember which
response matches your browser.,

What are your rights?

* You only have to answer the first questions, to check you are trans or non-binary, live in
Aotearoa and are at least |4 years old. After that, you can skip any other questions, for any
reason.

*  You can withdraw from the survey at any time, If you start the survey and then wish to
withdraw, you can return to this page at any time using the "Previous" button and submit the
option asking for all your responses to be erased,

¢ The information you provide in this survey is anonymous. We do not collect anyone's names
or any other information that might be able to identify someone. We will collect your IP
address, which is a unique number based on your internet connection. It does not identify
you or your current address. We will only use IP addresses to double check for multiple
responses from the same person, and then will delete all IP addresses,

¢ We will not publish any information where the number of responses is so small or the
comments made are so specific that someone could possibly guess who's made them.

* |f you contact us asking for a printed copy of the survey, we will delete your contact details
once we have posted you the survey. If you fill out the paper copy of the survey, we will put
your answers into the computer and shred your paper survey.

# Everyone's online responses will be stored on password-protected University of Waikato
accounts and computers, Only the research team will have access to these,

What types of questions will you be asked? Many of these questions have been taken from
large New Zealand surveys, so we can compare our experiences against the wider New Zealand
population. For most questions, you just need to tick boxes. Some allow you to write in more
details. Some of the questions are about difficult topics that might be hard for you to answer, There
are questions about hurting yourself, suicide, and experiences of being treated badly by other
people, including emotional, physical, and sexual violence, We only ask questions about things that
are important for our communities to know. Remember, it is your choice whether you answer any
of these questions.

Contact details for support services

If you want to talk to someone about some of the sensitive issues raised in the survey, you can text
or call Jack Byrne or Jaimie Veale at 021 048 1557. You can also text or call 1737 to reach a
counsellor 24 hours a day through the National Telehealth Service. You can also contact

OUTLineNZ's confidential Rainbow helpline (Phone: 0800 688 5643; Email: info{@outline.org.nz).

The Health and Disability Ethics Committees have granted us ethics approval for this survey
(Approval no: 18/NTB/66). If you have any ethical concerns about this research you may phone them
on 0800 4 ETHICS or send an email to hdecs@moh.govt.nz.
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I.1 What is your age in years? We only have approval to ask people who are 14 or clder
to complete the survey. If you are aged less than |4, thank
you for your interest in the survey, but unfortunately we
will not be able to include your response,

1.2 Do you live in Aotearoa/New Zealand? .
| O Yes | O No

1.3 What is your postcode?

We are collecting postcodes to understand how representative the responses are of people across
Aotearoa New Zealand. If you don't have a current Mew Zealand postcode or you are not comfortable
giving this, you can leave this question blank. If you are not sure about your postcode you can look it up
through Mew Zealand Post by going here: https://'www.nzpost.co.nz/tools/address-postcode-finder

1.6 What gender or what genders do you currently identify with? Mark all that apply.

U U] Gender fluid L] Agender U] Fa'afatama
Woman/Girl/MWahine

O Man/Boy/Tane U Gender diverse O Tahine O Fakaleiti

L] Trans woman U] Non-binary L] Whakawahine U] Fakafifine

L] Trans man U] Bi-gender [] Tangata ira wahine | [ Akava'ine

0] Transsexual U] Cross-dresser [] Tangata ira tane 0] Vakasalewalewa
L] Transgender U1 Pangender L] Takatapui 0] My gender(s) are

not listed above
L]l Genderqueer L]l Demi-gender L] Fa'afafine (Please specify):

1.10 What sex were you assigned at birth!?
[ O Male | O Female |

Answer question 1.14 below if you selected Man/Boy/Téne or Trans man as a gender you
identify with, in question 1.6.

I.14 Do you currently live full-time as a man/boy/tane!?

O Yes, | started living full-time as a man at age:
O No

Answer question 1.15 below if you selected Woman/GirllWahine or Trans woman as a
gender you identify with, in question 1.6.

1.15 Do you currently live full-time as a woman/girl/iwahine?

O Yes, | started living full-time as a woman at age:

O No




1.25 These are some more questions that tell us about the diversity of people answering this survey. ‘

Which ethnic group or groups do you belong to!?
Mark all that apply.
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[

[0 New Zealand European/Pikeha O Niuean
O Maori 0 Chinese
[J Samoan O Indian

O Cook Island Maori

0 Other, e.g., Dutch, Japanese, Tokelauan
(Please specify):

[ Tongan

O Don't know

4.5 Has any professional (such as a psychiatrist, psychologist, or counselor) ever tried to make you

identify only with your sex assigned at birth (in other words, tried to stop you being trans or non-

binary)?!

| O Yes | O No

| O Don't know

Section &: The next sections of the survey are about your current state of mental health. These questions

are from the New Zealand Mental Health Survey and the New Zealand Health Survey. This will allow us to
compare trans and non-binary people's health to the total New Zealand population on these specific

measures,

Some people may find these questions to be sensitive or stressful to answer. If you need someone to talk to,
you may call or text 1737 any time for support from a trained counsellor from the Mental Health
Foundation. You may alse contact QUTLine which has a confidential info-line and counselling service. You can
reach them on 0800 QUTLINE (688 5463). Their website lists other services too:

http://countingourselves.nz/ The Counting Ourselves team can be contacted on 021 048 1557

6.1 Overall, how satisfied are you with life as a whole these days?

O Very satisfied

O Dissatisfied

O Satisfied

O Very dissatisfied

O Meither satisfied nor dissatisfied

O Don't know

6.2 Overall, to what extent do you feel the things you do in your life are worthwhile?

O Very worthwhile

O Mot worthwhile

O Worthwhile

O Mot at all worthwhile

O Neutral

O Don't know

6.3 How much you agree or disagree with the following statement: | am able to cope with everyday

stresses of life.

O Strongly agree O Disagree
O Agree O Strongly disagree
O Meither agree nor disagree O Don't know
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6.4 The next questions are again about how you have been feeling during the Jast 4 weeks.

All of Most Some | Alittle | MNone
the of the | ofthe | ofthe | of the
time time time time time
How often did you feel tired out for no good o o O O O
reason?
How often did you feel nervous!? o 9] Q o o
How often did you feel hopeless? O o O O O
How often did you feel restless or fidgety!? O ] O O O
How often did you feel depressed? (9] Q Q Q Q
How often did you feel that everything was an O 8] 9] 8] O
effort?
How often did you feel worthless? o 8] 8] 8] o
How often did you feel lonely? 8] 8] O O O

Answer question 6.5 below if you have felt nervous in the last 4 weeks. Otherwise, go to
6.6

6.5 How often did you feel so nervous that nothing could calm you down!?

O All of the time O A little of the time

O Most of the time O None of the time
O Some of the time

Answer question 6.6 below if you have felt restless or fidgety in the last 4 weeks.
Otherwise, go to 6.7

6.6 How often did you feel so restless you could not sit still?

O All of the time O A little of the time
O Most of the time O None of the time
O Some of the time

Answer question 4.7 below if you have felt depressed?” in in the last 4 weeks.
Otherwise, go to 6.8

6.7 How often did you feel so depressed that nothing could cheer you up!?

O All of the time O A little of the time
O Most of the time O None of the time
O Some of the time

The next few guestions are about long-term mental health conditions that have lasted, or are expected to
last, for more than & months. The symptoms may come and go, or be present all the time.

6.8 Have you ever been told by a doctor that you have depression?

[ O Yes | ONo>Goto 6.10 | O Don't know > Go to 6.10 |

6.9 What treatments do you now have for depression? Mark all that apply.

O No treatment O Exercise
L] Medicines, tablets or pills L] Other treatment (Please specify):

O Counselling O Don't know
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.12 Have you ever been told by a doctor that you have anxiety disorder? This includes panic
attacks, phobia, post-traumatic stress disorder, and obsessive compulsive disorder!

|O‘r’es

| ONo > Go to 6.14

| O Don't know > Go to 6.14

6.13 What treatments do you now have for anxiety disorder? Mark all that apply.

O Mo treatment

[ Exercise

[J Medicines, tablets or pills

O Other treatment (Please specify):

O Counselling

O Don't know

These next questions ask about self-harm and suicide.

6.16 During the last |2 months, have you deliberately hurt yourself or done anything you knew

might have harmed you (but not kill you)?

O Mot at all

O Yes - 3-5 times

O Yes - once

O More than 5 times

O Yes - 2 times

6.17 Have you gver ...

Yes No
Seriously thought about killing O O
yourself (attempting suicide)?
Tried to kill yourself O o
{attempted suicide)?

Answer question 6.18 below if you selected “Yes"” for one of the options in question 6.17

above.

6.18 In the Jast 12 months, have you . . .

Mot at all Once or twice Three or more times
Seriously thought about O o o
killing yourself
{attempting suicide)?
Tried to kill yourself o] O o
{attempted suicide)?

6.20 Is there anything further about your mental health that you would like to share with us here!
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4

Section 12: These questions are about housing difficulties you may have had, including being homeless or
needing to stay in an emergency shelter or refuge.

12.1 Have you ever experienced homelessness!?
| O Yes

| O No > Go to 12.3

12.3 Have any of the following housing situations ever happened to you, and was it because you are
trans or non-binary! Please provide an answer in each row.

Yes, this This This_has This does
happened to | happened to never not apply to
me because | me but pot | happened to me

of my because of me

gender my gender
I was evicted from my O & o O
home/apartment
| was denied a home/apartment O 8] O 8]
I had to move back in with family O O o 8]
members or friends
I had to move into a less expensive O O O O
home/apartment,
| was homeless because of violence O O O O
from a partner or family member

13.8 Have any of these things ever happened to you because you are trans or non-binary when you
visited or used services at these places? Mark oll that apply.

Treated Verbally Physically Treated MNone of | You have
unfairly harassed | attacked | fairly as a these not used
trans or things this
non- happened | service or
binary to you at place
person this place
Drug or alcohol (| (] (| ] (] Cl
treatment program
Driver licensing a0 (W] O O o o
services
Woark and Income O a O ] ] O
(including StudyLink,
Senior Services, and
Heartland Services) _ _ _ _ _ .
Gym/pool O (] [m] ] ] )
Legal services from a O O O O (] O
lawyer, clinic, or legal
professional
Court/courthouse O O O O ] ]
A bank [ [ O ] ] L
Aged care (e.g rest O O O O ] O
home, retirement
village, or home care
services)
Public transport (such O O O O O l
as bus, train, taxi,
Uber)
Retail store O O O ] ] ]
Restaurant, hotel, O a O O ]} O
theatre
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Section 13: Some of the earlier questions have asked if you were treated unfairly because you are trans or
non-binary. We have a few more questions about discrimination you may have faced in Aotearoa New
Zealand. Some are about other reasons you have been treated unfairly, not just because you are trans or
non-binary. We also ask questions about trans and non-binary people’s experiences in different places
including public bathrooms, airports, or aged care services.

13.1 Have you ever experienced discrimination?

By discrimination we mean being treated unfairly or differently compared to other people, Some reasons for
diserimination include: age, skin colour, way of dress or appearance, race or ethnic group, accent or language
spoken, gender, sexual orientation, religious beliefs, disability or health issues,

| O Yes | OMNo>Goto 13.6 | © Don't know > Go to 13.6 |

13.2 In the last 12 months have you been discriminated against?
| O Yes | ONo>Goto 13.6 | © Don't know > Go te 13.6 |

13.3 What situation or situations were you in when you were ever discriminated against! Mark all that
apply.

] In a shop or restaurant ] Trying to get a job or at work
[] On the street or in a public place O] Trying to rent housing

] Seeking medical care ] At school

[J Dealing with the police

] Other (Please specify):

Answer this question if you selected one or more options in 13.3. Otherwise go to
question 13.6.

13.4 Were you discriminated against in any of these situations in the last 12 months! Mark all that
apply.

[ In a shop or restaurant O] Trying to get a job or at work
] On the street or in a public place L] Trying to rent housing

O] Seeking medical care [ At school

[0 Dealing with the police

] Other (Please specify):

13.5 Why do you think you were discriminated against in the last 12 months?

O Age O Gender

L] Skin colour L] Sexual orientation

(] The way | dress or my appearance O] Religious beliefs

[] Race or ethnic group (] Disability or health issues
C] My accent or the language | speak C] Don't know

] Other (Please specify):
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The next few questions are about sexual violence in Aotearoa New Zealand. If you would like to talk to
someone about sexual violence you have experienced, free call or text 1737 any time for support from a
trained counsellor, or contact QUTLine, a confidential rainbow community phone helpline: 0800 OUTLINE
688 5463 or http://www.outline.org.nz/ The Counting Ourselves team can be contacted at 021 048 1557
Remember all of your answers are completely anonymous and confidential.

I14.4 Have any of the following things ever happened to you because you are trans or non-binary?
Mark all that apply.

Ona By This has
. On the | letters not
mobile
Internet or happened
phone
notes to me
| was sent nasty or threatening messages O O O O
I was sent unwanted sexual messages, designed to (] O O O
harm or upset me (such as pornographic pictures,
videos, or words)

The next questions are about sexual violence, They are taken from the New Zealand General Social Survey.

14.5 Since the age of |3, has anyone tried to make you have sex with them, against your will?
| O Yes | O No > Go to 14.9 | O Don't know |

[ O Yes | O No > Go to 14.9 [ O Don't know > Go to 14.9 |

Section |5 The next two questions are about your sense of connection to different communities, including )
other trans and non-binary people.

I15.1 On the scale of zero to ten, how would you describe your sense of belonging to:

0 | 2 3 4 5 & | 7 8 9 10
No Very strong
sense of sense of
belonging belonging

My (8] (@] O (8] O |lOo|O)| O o | O O

neighbourhood

The company O O o (8] O |lO|0O]| O o Q (8]

or organisation

| work the

most hours for

My ethnic O O O O o |O|O)| O

group

The trans or 9] O (@] O O |O0| 0|0

non-binary

community

The (8] (@] O (8] O |Oo|O)| O o | O O

LGBTIAQ+ /

rainbow or

fakatapui

community
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IIB.& Have you ever left a spiritual/religious community because they did reject you because you are I
trans or non-binary?

| O Yes

| O No

Section 191 These questions are about your relationships with whanau, / family and friends.

19.13 How much do you agree with these statements!

Meither
Strongly agree , Strongly | |don't
agree Agres nor Disagroe disagree know
disagree
| can always rely on a friend or (8] (8] 8] O O O
family or whanay member for
support if | need it.




Appendix 3. Ethics Approval Letter

™ Health Health and Disability Ethics Commitiees
and 133 :dm Shresl
Disability o oo
. Ethics Welirgion
@ Committees B0
0800 4 ETHICS
hdecaf@imeh govinr
08 May 2018
Dr Jaimie Veals
Univarsity of Waikato
PE 3105
Hamilton 3240
Dear Or Veale
Re:  Ethics ref: 18/NTB/6E
Shudy tithe: Antearoa Mew Zealand Trans and Non-Binary Health Survey

| am pleasead to advise that this application has been goorowed by the Naortham B Health
and Disability Ethics Committee. This decision was made through the HDEC-Expadited
Raview pathway.

Condiions of HDEC approval

HOEC approval for this study is subject to the following conditions baing met prior o the
commancament of the study in New Zealand. It is your responsibility, and that of the
study’s sponsar, to ensure that these conditions ara met. Mo further review by tha
Morthem B Health and Disability Ethics Committes is required.

Standard conditions:

1.

Before the study commenceas al any locality in Mew Zealand, all relevant
ragulatory approvals must be obiained.

2. Before the study commences al each given locality in Mew Zealand, it must be
authorsed by that locality in Online Forms. Locality authorisation confirms that
the locality is suitable for the safe and effective conduct of the study, and that
local raseanch govemnance issues have bean addressed.

Mon-standard conditions:

3. Please place the supporl sarvices in the Participant Information Shest and
Consant Form (PICF) under a clear heading so theay are easily identifiabla. Also
rapaating the support services contact details al the end of the suray.

4. Please include University logo on racruitment advertisemeants.

5. As thera will ba a contract for funding hald by the University Research Offica, it

may be appropriate to invite them 1o act as the study sponsor (managemeant and
financing). Alternativaly, identify the University as the study locality, and ensura
that all local governance reguiremeanis are met.

Mon-standard conditions must be completed before commencing your study, howewver,
they do not need o be submitted o or reviewed by HDEC.
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If you wiould like an acknowledgement of completion of your non-standard conditions you

may submit a post approval form amendment throwgh Cnline Forms. Plesse clearly
iderntify in the amendment form that the changes relate to non-standard conditions and

ensure that supporting documents (if requested) are trackedfighlighted with changes.

For information om non-standard conditions please see secBon 128 and 120 of the
Etandard Operafing Procedwes for Health and Dizability Ethics Commitfees (available on

woaw thics health gowl nz)
After HDEC review

Flease refer to the Standard Operafing Procedwes fior Heailth and Disability Ethics

Committeas (available on www ethics health.govtnz) for HDEC requirements relating to
amendments and other post-approval processes.

Your next progress report is due by & May 2015.

Participant access ko ACC

The Morthern B Health and Disability Ethics Commitiee is satisfied that your study is not
a clinical trial that is to be conducted principally for the benefit of the manufacturer or
distributor of the medicine or item baing trislled. Paricipants injured as a result of
treatment received as part of your study may therefore be eligible for publicly-funded
compensation through the Accident Compensation Corporation (ACC),

Please don't hesitate to contact the HDEC secretariat for further information. We wish
yiou all the best for your shudy.

Yours sinceraly,

N(C—

Mr= Kate O'Connor
Chainparson
Morthem B Hesalth and Disability Ethics Commities

Encl: appendix &: documents submitted
appendix B:  statement of compliance and list of members
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Appendix 4. Examples of Illustrated Images alongside Quotes Used to Recruit

Participants

"WE can no
longer be
"I would like to see left behind,
older Maori trans being counted
people engaging in is OUR
the survey so that collective
their voices can be responsibility.
heard." Being counted
- Roxanne will no longer
give anyone
an excuse to
make US
invisible."
- Phylesha

"The results from
this comprehensive

\ survey will help our "Your story,
community fight for my story,

| better, and more are both
targeted change - and important

hold the government
responsible for our
health

and safety."

and different.
The survey will
help you tell

N\ some of yours."

& ///
J

-Jevon

- Laurel

Images were drawn by Huriana Kopeke-Te Aho



Appendix 5. A Flyer Used to Promote the Counting Ourselves Survey

COUNTING
OURSELVES

Aotearoa New Zealand Trans and Non-binary
Health Survey

WHAT: This is a comprehensive, anonymous survey on the
health and wellbeing of trans and non-binary people living
in Aotearoa / New Zealand.

WHO: This survey is for all trans and non-binary people
aged 14 years or older and currently living in Aotearoa New
Zealand.

It does not matter whether you use the specific terms
‘trans’ or ‘'non-binary’ to describe yourself, whether you
have transitioned, or even plan to transition. There are
many other terms that people in our communities use
including transgender, transsexual, whakawahine, tahine,
tangata ira tane, takatapui, fa'afafine, fa’afatama, fakaleiti,
fakafifine, akava'ine, aikane, vakasalewalewa, genderqueer,
gender diverse, bi-gender, cross-dresser, pangender, demi-
gender, agender, trans woman, trans feminine, trans man,
or trans masculine. Trans people filling out the survey
might also identify as simply a woman or as a man. We
want to hear from all of you,

WHY: We hope this survey will provide information that
will improve the health of trans and non-binary people in
Aotearoa New Zealand.

WHEN: The survey is live until September 30th,

HOW: The easiest way to complete the survey is online,
through our website [http://countingourselves.nz]. If you
want to fill it out by hand, send your postal address to
trans-survey@waikato.ac.nz. We will send you a print-out
of the survey, and a stamped, addressed envelope to
return the completed survey to us. Your postal address
and email address will be deleted once we have sent you
the survey.

THE UNIVERMITY OF

' WAIKATO

RULE FOUNDATION

rulefoundation.nz

Topics in the Survey

a) Emotional and physical health

b) Experiences of stigma,
discrimination and violence

c) Experiences of accessing general
and gender-affirming healthcare

d) Social support factors (including
from peers, family, whanau, cultural
or other communities)

This study has been approved by
the Health and Disability Ethics
Committees (Approval no:
18/NTB/66)

Contact us
Email: trans-survey@waikato.ac.nz

Website:
http://countingourselves.nz

Facebook page:
https://www.facebook.com/NZTrans
HealthSurvey/

Health Research
Council of
New Zealand

%
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Appendix 6. A Poster used to Promote the Counting Ourselves Survey

COUNTING
OURSELVES

Aotearoa New Zealand Trans and Non-binary
Health Survey

Are you trans or non-binary,
aged 14 or older, and live in
Aotearoa New Zealand?

This anonymous community
led survey aims to improve
the health and wellbeing

of our communities.

7

Be part of
Counting Ourselves
we want to hear from you.

The survey is live until September 30th
For more information or to complete the ][]

survey, visit http://countingourselves.nz
If you have any questions, email us on []

trans-survey@waikato.ac.nz
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Appendix 7. Co-authorship Form (Chapter 2)

Postgraduate Studies Office

Student an

QOREHY Co-Authorship Form

WAIKATO e hip tn.ac nzisasd/posioraduats,

This form is to accompany the submission of any PhD that contains research reported in published or unpublished co-authored work. |
Please include one copy of this form for each co-authored work. Completed forms should be included in your appendices for all the
copies of vour thesis submitted for examination and library deposit (including digital deposit).

Please indicate the chapter/section/pages of this thesis that are extracted from a co-authored work and give the title and publication details or details
of zubmizsion of the co-authored work

Chapter 2 - Gender minority stress: A critical review

Nature of contribution bry . . .

PHD) candidate o After reviewing all relevant literature, I developed the outline of the paper and wrote the first
full draft of the paper. I was also the main person responsible for making revisions of the
paper based on feedback from the other co-authors and journal reviewers.

Extent of contribution by _

PhD candidate (%) s

CO-AUTHORS

Name Nature of Contribution

|Gareth Trehame |[Provided feedback: on the thecretical aspect of the paper and reviewed it prior to publishing. |

Sonja Ellis Supervised the design of the paper, provided feedback on the drafting on the paper and reviewed it prior to
publizhing.

Johanna Schmidt Supervised the design of the paper, provided feedback on the drafting on the paper and reviewed it prior to
publizhing,

Jaimie Veale Supervised the design of the paper, provided feedback on the drafting on the paper and reviewed it prior to
publishing.

Certification by Co-Authors

The undersigned hereby certify that:
4 the above statement correctly reflects the nature and extent of the PhD candidate’s contribution to this work, and the nature of the
contribution of each of the co-authors; and

Name Signature Date
Gareth Treharme j Frétams 151072020
I
- Ef)o of 457, 1o /2920.
Soci £l s/
s yYe
Tenavmna  Staaaidt W/’l’-{/{v \& 0. 2020
Taimie Veale ~ _ 121072020
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Appendix 8. Co-authorship Form (Chapter 3)

R Co-Authorship Form

WAIKATO

This form is to accompany the submission of any PhD that contains research reported in published or unpublished co-authored work.
Please include one copy of this form for each co-authored work. Completed forms should be included in vour appendices for all the
copies of your thesis submutted for examination and library deposit (including digital deposit).

Please indicate the chapter/section/pages of this thesis that are extracted from a co-authored work znd give the title and publication details or details
of submission of the co-anthored work.

Chapter 3 - Mental health of trans and gender diverse people in AotearoaMNew Zealand: A review of the social
determinants of inequities

Nature of contribution by L. . .
PhD candidate : After reviewing all relevant literature, T developed the outline of the paper and wrote the first
full draft of the paper. I held the leading role in making revisions of the paper based on
feedback from the other co-authors and journal reviewers
Extent of contribution by _
PhD) candidate (%) 75
CO-AUTHORS
Name Nature of Contribution
Johamma Schomidt Supervised the design of the paper, provided feedback on the drafting on the paper and reviewed it prier fo
publizhing.
Somja Elhs Supervised the design of the paper, provided feedback on the drafting on the paper and reviewed it prier fo
publishins.
Jamie Veale Supervised the design of the paper, provided feedback on the drafting on the paper and reviewed it prier fo
publizhing.

Certification by Co-Authors

The undersigned hereby certify that:
#+ the above statement comrectly reflects the nature and extent of the PhD candidate’s contribution to this work, and the nature of the

contribution of each of the co-authors; and

Name Signature Date
Tonavna  Saamict QUANAN hO. 2870
T 775 —
J; -'lr A ']‘, fﬁ;’-ﬁ _l'*ryf IIU/r‘_H)A.I_.'.'

1271072020
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Appendix 9. Co-authorship Form (Chapter 5)

NGO Co-Authorship Form

WAIKATO

Thiz form iz to accompany the submission of any PhD that contains research reported in published or unpublished co-authored worl
Please include one copy of this form for each co-authored work. Completed forms should be included in your appendices for all the
copies of your thesis submitted for examination and library deposit (including digital deposit).

Please indicate the chapter/section/pages of this thesis that are extracted from a co-authored work: and give the title and publication details or details
of submission of the co-authored work.

Chapter 5 - Mental health inequities among transgender people in Aotearoa™New Zealand: Findings from the Counting
Ourselves survey

E&mﬁiﬁ?mm by I developed the outline of the paper after discussing with my supervisors. I wrote the first full
draft of the paper and was the main person responsible for conducting data analysis. I also
held the leading role in making revisions of the paper based on feedback from the other co-
authors and journal reviewers.

Extent of contribution by

PhD candidate (%) 80

CO-AUTHORS

Name Nature of Contribution
|Sonja Ellis ||Supen'ised the resezrch process, provided feedback on the drafting on the paper and reviewed it prior to puh]ishing.l
|JG]:|ar|na Schimidt ||Supm'ised the research process, provided feedback on the draftmg on the paper and reviewed it prior to puh]ishing]
|Jad-c Byme ||vaided feedback on the drafting on the paper and reviewed it prior to publishing, |
Jaimie Veale Supervised the research process, provided guidance in the conceptualisation of the paper and oversaw the data

analysis process. Also provided feedback on the draftmg of the paper and reviewed it prior to publishing.

Certification by Co-Authors

The undersigned hereby certifiy that:
%  the above statement correctly reflects the nature and extent of the PhD candidate’s contribution to this work, and the nature of the
contribution of each of the co-authors; and

Name Signature Date
: . 4 j 7 e
.k)_ih‘lr 4 _;I-«lr-l'-'; ')'" 4 -_%?’w. “}.}H 'IIQJ/‘A)L—;.
Jack Byme 1 1671072020
')y
Jammie Veale : 1 127102020
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Appendix 10. Co-authorship Form (Chapter 6)

P

N Co-Authorship Form

\
T rantk

WAIKATO

This form is to accompany the submission of any PhD that contains research reported in published or unpublished co-authored work.
Please include one copy of this form for each co-authored work. Completed forms should be included in your appendices for all the
copies of vour thesis submitted for examination and library deposit (including digital deposit).

Please indicate the chapter/section/pages of this thesis that are extracted from a co-authored work and give the title and publication details or details
of submission of the co-authored work.

Chapter 6 - Enacted stigma experiences and protective factors are strongly associated with mental health outcomes of
transgender people in Aotearoa/New Zealand

Eﬁ‘;ﬁﬁﬁ:’ o I developed the outline of the paper after discussing with my super'_uisors_ I wrote Fhe first full
draft of the paper and was the main person responsible for conducting data analysis. I also
held the leading role in making revisions of the paper based on the feedback from other co-
authors and journal reviewers.

Extent of contribution by

PhD candidate (%) 80

CO-AUTHORS

Name Nature of Contribution
|Gareth Trehame |[Provided feedback on the drafting on the paper and reviewed it prior to publishing. |
Sonja Ellis Supervised the research process, provided feedback on the drafting of the paper and reviewed it prior to publishing.
Johanna Schimidt Supervised the research process, provided feedback on the drafting of the paper and reviewed it prior to publishing.
Jaimie Veale Supervised the research process, provided guidance in the conceptualisation of the paper and oversaw the data
analysis process. Also provided feedback on the drafting of the paper and reviewed it prior to publishing.

Certification by Co-Authors

The undersigned hereby certify that:
<+ the above statement correctly reflects the nature and extent of the PhD candidate’s contribution to this work, and the nature of the
contribution of each of the co-authors; and

Name Signature Date
Gareth Trehame Gt 15/10/2020
7 T
~ =~ . r A X220,
S 747 =
TJehawvwna soavwaidt W/L'-’ V& .\O. 2020
Jaimie Veale 12/10/2020
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Appendix 11. Co-authorship Form (Chapter 7)

Co-Authorship Form

WAIKATO

This form is to accompany the submission of any PhD that contains research reported in published or unpublished co-authored work.
Please include one copy of this form for each co-authored work. Completed forms should be mcluded m vour appendices for all the
copies of vour thesis submitted for examination and library deposit (including digital deposit).

Please indicate the chapter/section/pages of this thesis that are extracted from a co-authored work: and give the title and publication details or details
of submission of the co-authored work.

Chapter 7 - "It's how the world around you treats vou for being trans": Mental health and wellbeing of transgender
people in Aotearoa New Zealand

?ﬁeﬁﬁﬁg bution by 1 initiated the coding process before consulting with the co-authors. I was responsible for
refining the codes when there were discrepancies in coding decisions among co-authors and
amalgamating the codes into themes. T also wrote the first full draft of the paper and made
subsequent revisions based on the feedback from other co-authors.

Extent of confribution by

PHD candidate (%) 80

CO-AUTHORS

Name Nature of Contribution
Johanna Schimidt Supervized the research process, provided guidance on the mufial coding process and creation of themes, and
provided feedback on the drafting of the paper.
Sonja Ellis Supervized the research process, provided guidance on the coding process and thematic analysis, and provided
feedback on the drafting of the paper.
Jaimie Vezle Supervised the research process, participated mn the conversation around thematic analysis and provided feedback
on the drafting of the paper.
|Ja::lc Byme | |Pan:i::ipamd in the conversation around thematic analysis and provided feedback on the drafting of the paper. |
Certification by Co-Authors

The undersigned hereby certifyy that-
% the above statement correctly reflects the nature and extent of the PhD candidate’s contribution to this work, and the nature of the
cottribution of each of the co-authors; and

Name Signature Date

TFownavwaa  Stanaidt W"/ L"/-L’{»"

\4&.\O. 2020

3

T 7755
Sors Elly S f .. ifrofzo

Jammie Veale 12/10/2020

Jack Byme e 16/10/2020




