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Abstract

According to scholars, transgender and gender diverse individuals suffer disproportionate-
ly from health-related concerns such as: depression, anxiety, psychological distress, and HIV
infection. Scholars have also found that transgender people experience high rates of homeless-
ness, harassment, violence, and unemployment. These challenges may ultimately affect the
physical and emotional health of transgender individuals. Recently, calls for health-related re-
search among LGBT individuals have intensified and scholars and practitioners have begun to
focus more heavily on provision of health care to transgender and gender diverse individuals.
These efforts have been directed in part by general guidelines produced by national profession-
al organizations. However, little is known about the health-related experiences of transgender
people in rural and remote areas of the United States, where individuals may face unique issues
and barriers. Thus, the present study was designed to provide rich qualitative data illustrating
encounters between rural transgender people and health professionals, as well as, how the rural
or remote location of participants plays a role into their health care experiences and access. We
used semi-structured interviews to assess the health care related experiences of 10 transgender
and gender diverse individuals in rural and remote areas of the U.S. Our analysis resulted in 4
main categories with 12 domains. We present these results and include quotes and vignettes to
further illustrate the experiences of our participants. We also present recommendations from
participants for providers including suggestions about outreach and training for providers. In
the discussion, we highlight ways this study relates to guidelines offered elsewhere.
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derstood to impose a gender binary or a cate-
gorization system that forces one to identify
as either male or female (WPATH, 2011).
Transgender people may or may not pursue
transition(s) or may take steps to outward-
ly or socially present their gender identity
(WPATH, 2011). Individuals who endorse
a gender identity that is the same as the gen-
der they were assigned at birth are referred

data and on localized studies of health care
provider attitudes (Knutson & Koch, 2016;
Willging, Salvador & Kano, 2006). These
scholars call for greater attention to quali-
ty service provision and offer best practic-
es with transgender individuals (Koch &
Knutson, 2016; Willging et al., 20006).

It is likely that the NIH move to reclas-
sify LGBT groups as a health disparities

to as cisgender or cis (APA,
2015). One indicator of a
person’s gender identity is

population will lead to
an additional increase

Therés this thing called ‘trans broken | in literature and re-

the pronouns they prefer to | zrm,” right? You know, where someone search addressing the
use (e.g., he, she, or they) | might come into the doctor with a bro- | health-related needs of
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health care experienced by | of a ridiculous statement, but there are | fessional ~ organizations
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tion (2015), the Amer-

Studies of challenges that
impede access to health care among trans-
gender people are both expository (Lombar-
di, 2001) and research-based (Kitts, 2010)
and they highlight issues from the absence
of adequate resources to the medical knowl-
edge deficits among providers (Snelgrove,
Jasudavisius, Rowe, Head, & Bauer, 2012).
Despite the existence of these largely
urban-based studies, researchers have high-
lighted the dearth of information regarding
provision of health care to transgender indi-
viduals in rural and remote areas (Horvath
et al., 2014; Koch & Knutson, 2016). As
explained by the NIH, LGBT individuals in
rural areas may be difficult to reach because
they may lack resources through which they
may be identified (NIH, 2016). Scholars
have offered preliminary recommendations
to health care providers based on case study

ican Counseling Associ-
ation (2010), and the National Association
of Social Workers (2015) have provided rec-
ommendations and competencies to guide
general work with transgender clients that
include direction not to pathologize gender
diversity and to affirm diverse gender iden-
tities. These guidelines are helpful, but they
primarily govern work in the mental health
fields and do not address specific needs and
challenges that may impact health care ac-
cess among transgender individuals in rural
and remote areas.

Likewise, the World Professional Asso-
ciation for Transgender Health (2011) pub-
lishes Standards of Care (SOC) for medical
treatment of transgender individuals, but
lictle is known about how frequently these
guidelines are followed, and so far, the guide-
lines are recommendations and not enforce-
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able. Furthermore, these broad guidelines
may not address the nuanced challenges
experienced by transgender people in rural
areas. In other words, the Standards of Care
may not buffer or alter anti-transgender bias
held by health care professionals in remote
areas of the U.S. (Eliason & Hughes, 2004).

What we know about transgender health
so far does not provide an adequate picture
of health care provision for rural transgender
people. Furthermore, it is unknown what ef-
fect, if any, rural location has for transgender
individuals. So far, research has been limit-
ed in its geographical scope regarding trans-
gender populations (NIH, 2015). The little
we do know from studies that have includ-
ed LGBT individuals in rural areas, is that
transgender people in rural areas may receive
treatment that is of a lower quality than the
care received by cisgender people (Willging
et al., 2006). Given the disproportionate
health issues experienced by transgender
relative to the general U.S. population, this
possible trend of inadequate health care pro-
vision is troubling.

Researchers have demonstrated that
members of the transgender community
suffer disproportionately from elevated rates
of depression, anxiety, substance abuse, and
suicidal ideation relative to the general U.S.
population (Clements-Nolle, Marx, Guz-
man, & Katz, 2001; Clements-Nolle, Marx,
& Katz, 2006; Hughes & Eliason, 2002;
NIH, 2016). Scholars have indicated that
these challenges to transgender health may
stem from gender-based discrimination and
minority stress (Clements-Nolle, Marx, &
Katz, 2006; Meyer, 2003). Meanwhile, na-
tionwide surveys have also pointed to high
rates of homelessness, psychological distress,
and HIV infection among transgender in-
dividuals relative to the general population
(James, Herma, Rankin, Keisling, Mottet,
& Anafi, 2016).

Given the high need for quality health
care among transgender people and the
potential that health care provision in ru-
ral areas may be subpar, we reached out to
members of the transgender community
to assess their experiences accessing health
care. This qualitative, exploratory study rep-
resents an exploration of the health care re-
lated experiences of transgender people in
rural areas through rich description of their
stories. We interviewed participants using
a semi-structured interview protocol that
focused on health care access in rural loca-
tions. The research questions that informed
the study were: “What are the experiences of
transgender people living in a rural area in
regard to accessing health care?”, “What are
examples of specific encounters with health
care professionals from the perspectives of
transgender people?”, and “What are recom-
mendations or insights that may be offered
by transgender people to health care provid-
ers?”

Methods

We asked participants to self-identify
their gender and sexual/affectional orienta-
tion. Participants were 10 transgender and
gender diverse identified individuals above
the age of 18 who lived in rural and remote
areas of the United States. As is common
in qualitative research, we utilized homog-
enous sampling to obtain “information-rich
cases for study in depth” (Gleisne, 2006, p.
34). As recommended by Patton (2002) we
used purposeful selection criteria to guide
our recruitment of participants who identi-
fied as transgender or gender diverse, were
older than 18 years old, and lived in rural or
remote areas. Given the homogenous com-
position of our sample in regard to gender
identity and location, our sample size of 10
participants is considered adequate for the
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phenomenological qualitative analysis we
used (Glesne, 2006; Hill, 2012).

Participants represented a broad range
of sexual/affectional orientations. Their ages
ranged from 23 — 59 years old (M = 36.2
years). Participants identified as White (7),
Multi-Racial (2), and American Indian or
Alaskan Native (1). For additional demo-
graphic information see 7able 1. Consid-
ering the qualitative nature of our study,
we allowed participants to self-identify as
residents of rural and/or remote areas of
the U.S. We included questions about par-
ticipant location in our demographic form
and we automatically excluded prospective
participants who reported living within the
city limits of large urban centers. We also in-
cluded a question about participant rurality
in our semi-structured interview script and
we found that participants described their
locations based on a variety of markers. For
example, two participants stated that their
town featured only one or two stoplights
while two other participants talked about
their proximity to other residents using un-
developed roads. A primary characteristic
shared among participants was their percep-
tion of being distant from urban centers or
nested in a remote area of the U.S.

Throughout the conduct of this study,
we were guided by broader phenomenolog-
ical research methods outlined in Glesne
(2006) and more specifically organized by
Hill (2012) in her Consensual Qualitative
Research approach. Central to Hill’s (2012)
methodology is an inductive approach
through which participant responses give
rise to the results, open-ended interview
questions, and small sample sizes, among
other components. We indicate adherence
to phenomenological methodological ap-
proaches with in-text citations throughout
the following text.

Participants were recruited nationally

through LGBT organizations, profession-
al list-servs, and Facebook groups. IRB ap-
proved recruitment materials included a
list-serv email and a flyer which were dis-
tributed both physically and electronically.
Interested participants who contacted the
primary investigator were emailed a link to
a Qualtrics-based survey with three parts: an
informed consent form, a basic demograph-
ic questionnaire, and a scheduling matrix
that allowed participants to indicate their
availability for the approximately one-and-
a-half-hour interview. After participants
completed the Qualtrics survey, the prima-
ry investigator contacted them via email to
confirm an interview date and time.

We conducted interviews using a 15
item, semi-structured interview protocol
created using CQR guidelines and general
phenomenological interviewing techniques
(Glesne, 2006; Hill, 2012). We drafted in-
terview questions based on our knowledge
of the literature. The interview protocol was
designed to begin with general questions
and build to more specific and personal
questions in order to facilitate rapport and
openness (Glesne, 2006). The interview in-
cluded questions about transition, their lo-
cation, and healthcare experiences.

As interviews were conducted, they were
transcribed either by the PI or by a third-par-
ty transcriber. Audio files were transcribed
verbatim and were cross-checked for accu-
racy by research team members (Hill, 2012).
Transcripts were thoroughly de-identified.

The research team included five mem-
bers, all of whom identified as White and
cisgender: a gay, male doctoral student; a
pansexual, female doctoral student; a het-
erosexual, male doctoral student; a queer,
female doctoral student (the auditor); and a
queer, female faculty member. The research
team first met to discuss biases and expecta-
tions as recommended in Consensual Qual-
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itative Research (CQR) (Hill, 2012). By
highlighting and recording their biases and
expectations for the study, the team sought
to hold each other accountable during the
coding process. Also, team members read
articles on structured phenomenological
qualitative approaches in preparation for the
study (Hill, Knox, Thompson, Williams,
Hess, & Landany, 2005; Hill, Thompson,
& Williams, 1997). Several of the research
team members conducted CQR and other
qualitative studies before, and were familiar
with coding, auditing, and research team
procedures.

Research team members shared a pre-ex-
isting bias that rural areas are averse plac-
es for transgender people to live, and that
transgender people in rural areas have fewer
resources. We also held in common a desire
to advocate for better treatment for gender
diverse individuals. A few research team
members who identified as sexual minorities
shared their own stories of being misdiag-
nosed and/or mistreated by medical profes-
sionals. As a group, we expected that partic-
ipants would share stories about harassment
and rejection by health care professionals.
Throughout data collection and analysis, we
held each other accountable for these pre-ex-
isting biases and expectations and used our
external auditor to check any potential as-
sumptions about participant experiences
that were showing up in our coding scheme.

Data Analysis

As recommended by Glesne (2006), the
researchers utilized multiple files in order
to organize and analyze the interview data.
These included a domain table, separate files
for each interview, quote documents, and
frequency tables. These files were created and
updated throughout the process of data anal-
ysis. For the first transcript, the core research

team met and dialogued about possible
codes that could be used to organize the “fat
data” of the text into more manageable units
for analysis (Glesne, 2006, p 151). These
codes were then applied to subsequent tran-
scripts, renegotiated, and refined. Beginning
with transcript two, researchers coded the
documents separately and then met to work
to consensus in groups of three (Hill, 2012).
After the sixth transcript, the research team
submitted all data and the most recent do-
main table to the outside auditor for review.
This auditor had not been in attendance at
consensus-building coding meetings and
was, therefore, able to provide a more un-
biased critique of coding decisions and code
definitions (Hill, 2012). Audit results were
processed by the research team and were re-
solved through dialogue with the auditor be-
fore the established domain list was applied
to the remaining four transcripts.

After we coded all transcripts and rec-
onciled differences of opinion through con-
sensus, we calculated the frequency of par-
ticipant statements for each code (7able 2)
(Glesne, 20006). Significant quotes were also
highlighted and collected into separate doc-
uments by research team members. Through
a process of negotiation and inductive anal-
yses of the transcripts, the researchers creat-
ed broad categories to capture overarching
components of the participants’ experiences.
These categories were further deconstructed
into sub-codes called domains (Hill, 2012).
Some domains were even further dissected
into qualifiers as to whether the domain was
experienced by the participant positively,
negatively, or as neutral (7able 2).

Results

The four large categories that took shape
as the research team analyzed the data were:
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Transitions, Providers, Social, and Recommen-
dations. Transitions contains information
about participants’ gender identities and
their experiences with visibility and/or differ-
ent transitions (physical, social, etc.) within
their rural locations. The providers category
includes content regarding the experiences
and interactions of participants with pro-
viders and their staff. Social encompasses in-
formation about ways that participants have
pushed for better health care in their rural
locations and the recommendations category
includes direct suggestions from participants
to providers about ways that service provi-
sion may be improved.

We break each of these categories down
further into major domains below and offer
definitions, sample quotes, and anecdotes
for each category. We provide a narrative
description of results without sub-domains
in order to increase accessibility of the nar-
rative. These sub-domains were, however,
retained for the frequency counts present-
ed in Zable 2. Stories and quotes have been
extensively de-identified and some verbal
fillers (e.g., um, uh, like) were removed to
increase readability of the quotes. Because of
the small number of participants, we will use
gender-neutral “they/them/their” pronouns
and pseudonyms for all participants to facil-
itate de-identification.

Transitions

The first category, transitions, arose from
participant stories and reflections on factors
directly related to their rural location and
their gender identity and/or process of tran-
sition. This category contained three subdo-
mains, the process, experiences, and resources,
which we discuss in further detail below.

The process. Participants discussed a
variety of dimensions pertaining to their
identities as transgender individuals in ru-

ral and remote areas. Much of the content
in this domain was descriptive and related
to thoughts, reflections, and other variables
involved in transitions. For example, consis-
tent with other participants, Sam highlight-
ed the role of the internet in their identity

development:

“...I knew that I was different since I was
younger. I've always kind of known this. I
just kind of blew it off because I didn’t know
what to do between family and everything.
So, we didn’t have the internet until I was
like seventeen or eighteen and that’s when
I started searching, “Why I feel like a girl?’
The kind of phrases I would look up and
stuff.”

This internet theme resurfaced when we
asked participants how they found health
resources in their area later in the interview.
As rural areas offer few encounters with oth-
er transgender people, the internet plays an
important role.

Experiences. Similar to statements in-
cluded in #he process, participants offered di-
rect information about their physical, emo-
tional, and behavioral reactions to health
care experiences. This domain differed from
the process because content related more to
participants’ specific medical needs involved
in transition.

Participants described a wide range of
emotions resulting from health care encoun-
ters. Arguably, the most noteworthy among
these were statements about feeling dehu-
manized or isolated by negative treatment
from health care providers. For example,

Sage stated:
“I get the feeling that the medical profes-
sionals in my town do not consider me a
priority. They don’t ... they dont under-
stand and they don’t want to understand.
And it makes me feel very isolated. And it
makes me feel ... abnormal.”

Later, they said:
“I think that the cis-people in my area can
expect to have medical care that includes a

basic understanding of their physiology and
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what type of care they require. Being trans
has given me the feeling that I'm a medical
oddity and that I do not belong here.”

As indicated by Sage’s story above, neg-
ative emotions and encounters with provid-
ers were connected with behaviors such as
avoidance of medical care and postponement
of treatment. Bobbie shared, “Well, actually
up until this past few months I've ... kind
of put several things related to my health on
the back burner. Things like ... seeing an eye
doctor, dealing with a sleep disorder ...” In
the context of rural areas where transgen-
der people may feel unwelcome, feelings of
being a “medical oddity” or of being out of
place in the health care system may add to
concerns about accessing vital services such
as mental health support.

Resources. The final domain in the tran-
sition category is resources. Resources refers
to access to or use of assets such as time,
money, transportation, medical specialists,
insurance, and other items or commodities,
particularly related to the rural or remote lo-
cation.

Participants talked about the dearth of
resources and providers in their immediate

rural area. Bryn stated:

“I think that ... a lack of access to health
education and lack of access to health ser-
vices is a hardship of the area that I live in.
I participate in a PFLAG group and we
do educational meetings...and one of the
things that we wanted to educate our group
on was HIV awareness. And it was almost
impossible to find someone in this area
who knew anything about HIV awareness.
And so that’s the kind of thing, you know?
People in a rural area ought to have just as
much access to that kind of education and
care as people in an urban area. But we
couldn’t find someone to come in and talk
about HIV education because of where we
live. We finally asked someone to drive in
from [a large city] to do it for us.”

Ash shared a disappointing challenge

that resulted when competent providers

were not available:

“... without the support of somebody local
who is at least, you know, ‘Look, maybe we
need to look into this, because there is a sig-
nificant amount of symptoms that indicate
that this is a problem.” And there is some
very possibly life-threatening issues here
that need to be addressed. And, without
somebody that’s local even acknowledging
any of this, I can’t possibly justify going and
ruining what little bit of a life that we have
chasing down what could well be just an-

other dead end.”

Reflecting on the distance some of them
are forced to drive in order to access services
in urban areas, participants listed a variety
of demands that their rural location places
on their resources. These included: time,
money, transportation issues, scheduling,
time off from work, and other issues. Casey

framed the issues well when they said:

“If 've got to drive to my endocrinologist,
it's a whole day thing. I can’t work that day
because it takes an hour and a half to two
hours to get there, I'm usually there for two
hours and then it takes another two hours
to get back. It’s not just a run down the
street. It takes a whole day of planning to go
to this endocrinologist.”

Providers

The next major category included experi-
ences related specifically to interactions with
and behaviors of health care providers. This
category included the four domains: provid-
er behaviors, perception of providers, relation-
ship with providers, and provider training.

Provider Behaviors. Participants talk-
ed about specific provider behaviors that
ranged from extreme forms of mistreatment
to supportive acts of advocacy. This domain
captured both specific actions performed
by providers and when providers refused to
take action.

Negative provider behaviors included re-
ports of misrepresented test results, malprac-
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tice, neglect, withholding of information or
treatment, tendency to conflate gender iden-
tity with unrelated presenting concerns, and
mistreatment from supporting staff such as
receptionists. For example, Ash reported
being told at a medical center, ““Get out of
here. We're not going to help you. We can't
help you. You need help, but not from us.”
Ash went on to say, “And I've heard that time
and time, again. “There’s something wrong

>

with you, but we can’t help you.” It was not
uncommon for participants to be told that
they could not be helped or for them to be
asked to leave a facility. When searching for
medical services, Jesse said they would call to
check about whether or not a given doctor

would see them. Jesse stated:

“And I would say, ‘OK, do you think the
doctor would want to see me or would you
check to see?” And some of them would say,

‘Tl check.” And then some of them would

say, ‘1 know he won't. Don’t come here.

You'll get thrown out.””

Likewise, Bobbie reported being “turned
away” by 15 doctors before they found one
who was willing to provide hormone treat-
ment. Kennedy told a story about a therapist
who “took one of my hands and compared it
with his own hands to see if my index finger
was longer than my ring finger to determine
if T was gay.”

Both Ash and Jesse spoke about times
that their medical records had been lost or
misplaced. Jesse said:

“And T've had this issue at [hospital omit-
ted] on several occasions. I had it when I
was going to see a rheumatologist about
my arthritis. I had a whole-body X-ray that
was ordered and I go and I get the test done
and...it took six weeks to find those X-rays.
They misfiled 20 X-rays? Theyre digital f--
ing X-rays! How do you misfile them? It’s
not like somebody says, ‘Hey Ethel, lets
go out for coffee’ and you drop them in
the wrong drawer. So, I have to question
if those X-rays were lost because somebody
just really wanted to say, f-- it. I really be-

lieve a lot of this is intentional prejudice.”

Participants indicated that some of the
doctors who would see them charged more
for their services or demanded that they pay
in cash. Bryn shared:

“The fact that these doctors are aware of
how unique they are, they often charge
more. So that’s a part of the burden also.
Some of them don't file insurance on your
behalf, because they’re aware of how unique
they are and they know they can get away
with that. And so theyll charge you full
price and then you have to file your in-
surance on your own afterwards. So, yeah,
there are definitely some financial impacts,
because, I mean you know, there are two or
three doctors in a 150-mile radius, and they
know theyre the only ones who do this.
And so they ... they kind of take advantage
of it.”

Participants also shared examples of al-
truism on the part of medical professionals.
Participants spoke about counselors who
empowered them and about doctors who
provided referrals for life-saving treatments.
As mentioned earlier, Bryn worked through
a list of 15 doctors before they “finally found
one and she referred me to my doctor [in a
large urban area].” Likewise, sometimes pro-
viders made a large impact on participants
simply by using a participant’s correct name
and pronouns. Bryn casually stated, “...then
they were nice when the appointment hap-
pened, because like I said, they scratched out
and put my name on the [intake] paper.” For
participants, the fact that many of these doc-
tors were in rural areas added to the impact
of their kindness.

Perception of providers. Some partici-
pants described an overall feeling or perspec-
tive on rural providers that was not tied to a
specific behavior or incident. For example,
some participants described feeling as if cer-
tain rural providers were generally unhelp-
ful, wrong, or incompetent when it came to
transgender issues. Others perceived their
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providers to be incorrect about health care
decisions. Some participants tended not to
trust doctors in rural areas. For example,
Bobbie said, “For transgender [health care],
I would recommend going to a bigger city,
personally. I wouldn’t recommend a rural
doctor period.” Sage shared similar senti-
ments when they said, “I get the feeling that
the medical professionals in my town do not
consider me a priority. They dont ... they
don’t understand and they dont want to un-
derstand.”

These perspectives and
caused participants to set low expectations
for rural health care. When asked to give
recommendations for providers to improve

experiences

services, Sage expressed difficulty believing
medical sensitivity to transgender individu-

als could increase. They stated:

“One thing that has made me feel not be-
ing able to find easy access to transgender
health in my area, it’s ... sort of conditioned
me to accept the bare minimum from med-
ical professionals. And I cant even imagine
a medical professional going above and be-
yond for someone ... for a transgender per-
son around here.”

Campbell shared a negative view about the

attitudes of rural doctors when they said:

“So the first doctor that I went to see about

my transition, I was referred to them by the

therapist that I was seeing...and some other

transgender people. So they have been used

to trans patients, but frankly they werent

very good. Um, they weren’t very friendly.

They were just like, ‘Ugh, another one.” Like

they were willing to do it, but they didn'

really give a lot of care and consideration to
their patients.”

However, when rural medical providers
were perceived to be competent and caring,
participants were energetic in their praise of
the services they received. Campbell shared:

“So she [a psychiatrist] can take care of the

physical health and the mental health as-

pects, which has been really great. Because
for me, a lot of my symptoms physically

have actually been related to the stress and
everything else everything I've been going
through psychologically. And so it’s been
really great to have somebody that’s knowl-
edge in both areas.”

Relationship with providers. Partici-
pants spoke about interpersonal dynamics
between themselves and their rural provid-
ers. These dynamics were marked by either
trust and warmth or mistrust and discom-
fort.

Some participants reported difficulty
communicating with rural providers due to
mistrust and a lack of comfort or ease around
the provider due to the participants’ gender
identity. Other participants felt completely

misunderstood. For example, Bailey shared:
“I mean that was one of the things when I
was in the hospital. You talk to a lot of ther-
apists...who may not have any experience
with trans people that they know of and so
you get people who...say, ‘Just thinking in
terms of your marriage’ because I was mar-
ried for [number of years omitted], ‘sex isn’t
everything and you know you need to be
able to move on.” And it’s like, ‘T don’t think
you understand. This really has nothing to
do with my sexuality. This is an identity
thing, but you're conflating them.”
Casey shared, “I mean, I just try to deal with
the doctors as little as I can.” Sage shared
having “the feeling that I can’t really, truly

rely on medical professionals in a complete
way.”

Concerns among participants about how
they would be treated by rural health care
professionals impacted the way that partic-
ipants prepared for their medical visits. Ash
shared a fear of showing up at the doctor’s
office “all scatterbrained” although they stat-
ed that, for all of their preparation, “we don’t
ever get anywhere.” Participants also shared
how difficult it can be to establish a relation-

ship with a new provider. Bryn said:
“Especially if it’s somebody new that I'm
seeing. If I get referred to somebody and
I've never met them before or if I know that
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I’'m going to have to explain, “Well, I've had
this surgery and this surgery and I have this
part and not this part and that’s because I'm
trans.”

Some participants described the process
of coming to terms with the necessity of
coming out to doctors and medical profes-
sionals. They also indicated, based on their
experiences with providers that attitudes
toward transgender people may be improv-
ing. Sage shared, “It’s gotten a lot better over
the past few years. Now, 'm not so nervous
about having to say that 'm transgender [at
the hospital].” Sam stated that correct pro-
noun use indicates to them that the provider
is “trying” and that this effort produces pos-
itive emotions and validation.

Provider Training. Participants dis-
cussed the level of knowledge and infor-
mation that rural providers seemed to have
about transgender issues. This category in-
cluded reports of misinformation or a need
for education among rural providers.

Participants regularly talked about
the need to educate rural providers. Jesse
shared, “Then I had to go through teaching
a doctor about cross-gender hormones and
what tests did they need to do with me and
what drugs they needed to prescribe for me
and provide them with all of the stuff.” Bryn
described this dynamic in terms of a hard-
ship:

“There’s the hardship then of me having

to do the education in the health care set-

ting. And I felt that way when I started my

transition. There were several providers that

I went to and I had to teach them what

transgender was. And that’s a hardship. It

shouldn’t be my responsibility to educate
my healthcare provider.”

Jesse said, “You know, I've had people that
have no f--ing idea what that [transgender]
was. | had to explain it.”

Sage further elaborated on the lack of
training and on a perceived lack of motiva-
tion among rural doctors to self-educate.

“It honestly feels as if medical profession-
als have made a point to not educate them-
selves about trans health, even though they
are aware that transgender people exist. I
understand that transgender people are rare
in my area, but 'm also aware that even
rarer medical issues are covered in basic
healthcare training at least cursory level. If
someone were to come in with a rare type
of cancer, to their primary care physician in
this area, I imagine... the doctor would at
least know where to refer the patient to so
they can receive care. Or if they don't know,
they make a point to find out. For care re-
lated to trans issues, it’s been the exact op-
posite to me. Doctors don’t know and don’t
care to know.”

Social Dimensions

Some participants shared experiences of
social or interpersonal experiences in their in-
terviews. While these stories were powerful
and we included them in our coding, most
did not directly relate to health care provi-
sion. Still, our participants shared important
examples of ways they became involved in
advocating for better rural health care.

Self-advocacy. The data provided narra-
tives of steps that participants had taken to
care for themselves and to increase the qual-
ity of rural services for others. Casey seemed

to put it best when they said:
“Um, I would tell them [other transgender
people] that it’s going to be some of the most
difficult situations in your life that you're
going to be in that you could lose friends or
things over this but you have to you know,
you have to take care of yourself.”

A number of participants told us that they
were participating in this study as a form of
advocacy for themselves and for their com-
munities. An example of this self-advocacy
was offered by Jesse who said, “...whenever I
see a [intake] form like that, I will talk to the
staff, get a blank form, and write in edits on
it and suggestions to change it...”

Two of our participants had been in-
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volved in creating lists of competent, trans-
gender affirmative providers in their local
rural areas. Another of our participants had
the resources to be seen outside of their local
area for health care, but they chose to be seen
by local doctors so that those doctors would
have experience with a transgender person
that they could use to treat others with few-
er resources who could not seek care outside
of their community. Yet another participant
in a remote area hosted gatherings and pool
parties where attendees could enjoy a harass-
ment free environment.

Recommendations for Providers

The final theme included recommenda-
tions offered by our participants. In general,
participants highlighted the demand that
their rural location places on resources such
as time, money, and transportation. They
also highlighted a need for rural providers to
educate themselves about transgender issues
and for urban providers to be more sensitive
to the needs of rural consumers.

Adpvertising, resources, and transpor-
tation. Participants highlighted the need for
providers to have referral lists and awareness
of resources. Bryn said, “There need to be re-
sources available in doctor’s offices. I would
like to see pamphlets put out in doctors’ of-
fices that provide this information.” Kenne-
dy also encouraged providers to have “more
awareness of what services are out there...”
Participants highlighted the need for case
managers who can help with transportation,
networking, and information about navi-
gating insurance issues. As noted by partici-
pants, transportation is a significant issue for
transgender people in rural areas.

Outreach and remote services. Partic-
ipants highlighted that transgender people
would benefit from the extension of urban
services into rural areas. Bobbie suggested

that urban providers offer satellite support
groups in rural areas. Bryn highlighted the
importance of free testing services. Casey
also suggested that medical professionals at-
tend a support group or meeting for a trans-
gender organization. Jesse asked providers
to “...do outreach...look for transgender
support groups and then call them and say,
‘Hey, I'm Dr. so and so. I provide this ser-
vice. Would you put me on your list?™”

Additional education. Participants ex-
pressed frustration that rural medical pro-
viders were not taking more initiative to ed-
ucate themselves about transgender issues.
As Casey stated, “Google should be your
best friend, I mean, it takes just a second.
If you haven't heard of something, just look
it up.” Campbell said, “You need to know
about us before we get to you.”

Bryn noted, “The health care system
ought to be doing this for us, but here we

are doing it for them.” Bryn went on to say:
“I get calls from hospitals, from nursing
staffs at doctors’ clinics asking me to come
teach them about transgender people. I
think that’s great that they want to learn,
but why aren't they getting that as part of
their preparation to be doctors and nurses?”

Jesse went a step further by asking providers
to “join WPATH.”

Participants noted that they are often di-
agnosed based on their gender identity. P1
stated, “They [medical providers] need to
quit making up their minds about people
before they even listen to what they have to
say.” Bryn added, “...that’s something that I
think that more medical providers need to
get is that you don’t have to have all the an-
swers, but you do have to have a measure of
respect for people.” Participants highlighted
this necessity for rural providers who may be
more susceptible to stereotypes and assump-
tions since they may have less experience
with transgender individuals.

Facility design. A few participants not-
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ed that even urban facilities that are more
transgender affirmative, may come across as
cold and anxiety provoking. When waiting
rooms are small, transgender individuals
may be forced to sit close to cisgender pa-
tients who are visibly uncomfortable. Camp-
bell suggested, “My biggest thing would be
to make it as calm and comfortable as pos-
sible: comfortable chairs, calming colors,
some nice photos.” Participants stated that
rural offices may be more inviting and cozy
whereas urban offices maybe daunting for
rural residents if they present a more clinical,
sterilized feel.

Support staff. Jesse said, “I have found
more discrimination coming from non-
health care personnel in a medical environ-
ment than I have from nurses and doctors.”

Jesse went on to note:

“You don't get to talk to the doctor. You
get to talk with the office staff. The doctor
doesn’t call you with your test results, the
office staff does. The doctor doesn’t sched-
ule your follow-ups; the office staff does. So
educating that office staff is as important as
a doctor knowing what the hell to do once
you get back there on the table.”

Bryn recommended:

“Just make sure that there is some kind of
policy or procedure in your office when
someone calls and says ‘I'm trans or non-bi-
nary and [ want to get health services at your
office’ so that the front office staff doesn’
stutter and flutter and wonder what to do
with this person. Make sure that they know
exactly how to handle it, how to gender
them correctly, how to handle their name
if they have a name they use that’s different
from the name that’s going to be on their
insurance card — a procedure in place auto-
matically.”

Pronouns. Sage offered, “A pronoun is
basically the foundation of all of it.” Sage
went on to encourage medical providers to
rethink their medical forms. They asked pro-
viders to “have a box for you [the patient]
to fill in what pronouns you want. That

would probably be a good, tangible way for
them to try to figure out what pronouns a
person wants instead of assuming them."
Sam shared how important pronoun use
was to them when they were transitioning
and hinted at the negative impact of being
misgendered by health care professionals.
Kennedy also mentioned the importance of
correct pronoun use.

Discussion

The aim of this project was to provide
insight into the experiences of transgender
people in rural areas as they engage with
the health care system through a qualitative
exploration of their stories. Our qualitative
analysis resulted in four major categories
with twelve domains. In addition to vi-
gnettes and stories, our participants offered
recommendations for providers who wish to
provide more competent services to trans-
gender people in rural areas.

As has been indicated in prior stud-
ies, we found that our participants face a
myriad of challenges and that some of the
negative emotions reported by transgen-
der people, such a depression and anxiety
(Clements-Nolle et al., 2006; NIH, 2016),
were tied to health care experiences for our
participants. Health care related negative
emotions and personal struggles were cap-
tured in our transitions category. As a result
of their interactions with health care provid-
ers, our participants reported negative emo-
tions, misdiagnoses, and interactions with
professionals that exacerbated, rather than
reduced, the difficulties faced by these par-
ticipants. When our participants did report
finding resources, they generally indicat-
ed that they found sources of care through
social networks, the internet, and through
their own efforts rather than through their
health care providers.
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These findings are congruent with indi-
cations that the overall quality of rural care
may be of diminished quality (Willging et
al., 20006). Our providers category contains a
variety of stories about negative or even neg-
ligent behavior on the part of health care pro-
fessionals. Our participants directly linked
their experiences to their rural location and
clearly expressed feelings that providers in
urban areas have more experience with treat-
ing transgender people. Participants repeat-
edly called on providers to seek continuing
education in the area of transgender health.

In addition to providing more insight
into health care access in rural areas, our
findings add to the existing indications from
scholars that transgender people in rural ar-
eas face additional barriers to treatment such
as limited resources, transportation issues,
and exposure to providers who may possess
deficits in knowledge regarding transgender
health concerns (Snelgrove et al., 2012).
Our resources domain highlights issues with
transportation, access, financial resources
and employment reported by our partici-
pants. These resource and access issues cer-
tainly reflect nationwide trends (James et al.,
2016). However, there is little quantitative
data with large samples to indicate whether
the issues faced by our participants outpace
national statistics.

Given these deficits, it is worth noting
that our participants offered recommen-
dations that align with the many of the
guidelines that have been offered by schol-
ars and professional organizations (ACA,
2010; APA, 2015; Koch & Knutson, 2016;
Lombardi, 2001, WPATH, 2011). In other
words, our participants advised providers to
use appropriate pronouns, more accurately
assess gender identity on intake paperwork,
and obtain continuing education on trans-
gender health. These best practices are al-
ready encouraged by professional organiza-

tions and scholars (ACA, 2010; APA, 2015;
Koch & Knutson, 2016; Lombardi, 2001,
WPATH, 2011). Our findings may offer
preliminary indications that these guide-
lines are not being followed in rural areas,
despite their wide circulation and increasing
visibility. This may be due to the fact that
current guidelines are aspirational and gen-
erally unenforceable. One major place this
lack of adherence to best practices may show
up is in relationships with providers (Kitts,
2010; Snelgrove et al., 2012) as captured in
our providers category.

In addition to bolstering existing guide-
lines and recommendations, our participants
emphasized two additional dimensions of
rural experience: the role of support staff and
the importance of pronouns. Participants
noted that support staff are often the first
point of contact for a consumer, and that
the staff’s behavior can significantly impact
one’s experience regardless of the attitude or
training of the providers themselves. Addi-
tionally, participants reinforced the need for
medical forms to take into account gender
variance and to demonstrate sensitivity to
the identity of gender diverse individuals.

We also wish to highlight a major find-
ing of this study regarding the resilience and
self-advocacy of our participants that was
captured in our social dimensions category.
Our participants told powerful stories about
creating resource lists, staying in their rural
locations to obtain health care in an effort
to educate their physicians, and of creating
social support networks through which re-
sources and information were shared. For all
of the negative implications of this study, we
wish to highlight and invite more study of
the strengths and positive potential within
the transgender community.

Finally, we believe that our findings offer
important awareness and opportunities for
the health care community. Based on our
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results, we strongly encourage medical pro-
viders and educators to further incorporate
information about transgender health care
into training and educational curricula. We
are aware that wonderful guidelines exist,
but these best practices are only beneficial
when they are implemented. Additionally,
our findings further support calls for re-
search into the unique struggles faced by
transgender people in rural areas. Broader
studies with larger sample sizes are needed
in order to further highlight disparities that
may exist between transgender individuals
in different areas of the U.S. and elsewhere.

Limitations

As a qualitative study, this project was
subject to the limitations of qualitative data.
Recruitment of transgender people who
were in rural or remote locations was very
challenging and the majority of participants
were recruited through Facebook groups.
This means that people without internet ac-
cess and/or who are not involved in social
media may have been excluded. Access to
email was imperative since all communi-
cation with participants was conducted via
email. Additionally, interviews were con-
ducted by phone or via skype. Individuals
without consistent access to phone and/or
internet were excluded from participation in
this study. Furthermore, due to challenges
obtaining participants, we conducted inter-
views over a 15-month period beginning in
September, 2015 and ending in November,
2016.

Prospective participants may have been
dissuaded from participation by the fact that
the study was being conducted by mental
health professionals and scholars through a
university. The scholarly perspective of the
research team may have impacted results as
well. All research team members had con-

ducted studies and had engaged in therapeu-
tic work with LGBT individuals. In
addition to the strong sense of advocacy
expressed by research team members at the
beginning of the study, prior knowledge
may have im-pacted the way that
transcripts were coded. The research team
worked hard to reduce the impact of
biases on the project: we dis-cussed biases
at the beginning of the project, we
consulted with an auditor, and we coded
transcripts through consensus with atten-
tion to possible preconceptions.

Conclusions

Our participants reported a variety of ex-
periences accessing health care as residents
of the U.S. in rural and remote areas.

These

practitioners as they expand their services to

issues may guide and inform

include support for transgender individuals.
Our work may also form the basis for
future studies in this area. Additional
research is needed with larg-er samples to
assess the quality of health care experiences
and to provide additional guid-ance as to
how services may be improved B
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Table 1
Demographics

Variable
Mean Age 36.2
Gender Identity Sexual Orientation Race
Female 5 Pansexual 4 White 7
Male 1 Bisexual 2 Multi-Racial 2
Trans Man 2 Heterosexual 1 American Indian/ 1
Trans Female 1 Polysexual 1 Alaskan Native
Nonbinary 1 Intersex 1
Not Sure 1
Table 2
Coding Frequencies
Category | pi [ P2 | p3 [ P4 | pPs [ Ps | Pz | P8 | P9 |Pi0
Transitions
Resources
Neutral X X X X X X X X X X
Negative X X X X X X X X X X
Positive X X X X X X X X X
Experiences
Physical X X X X X X X X
Emotional X X X X X X X X
Behavioral X
The Process X X X X X X X X X X
Providers
Provider Behaviors
Neutral X X
Negative X X X X X X X X X X
Positive X X X X X X X X
Perception of Providers
Neutral X X X X
Negative X X X X X X X X
Positive X X X X X
Relationship with Providers|
Neutral X X X
Negative X X X X X X X X X
Positive X X X X X X
Provider Training
Neutral
Negative X X X X X X X X X
Positive X X X X X
Social Dimensions
Social Negative X X X X X X X X
Social Positive X X X X X X X X X X
Self-Advocacy X X X X X X X
Recommendations
For Providers X X X X X X X X X X
For Individuals X X X X X X X X X X
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