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ABSTRACT 

For trans Ontarians with access to publicly insured health care, this study aimed to 

determine predictors of not having a family physician, as well as to identify factors 

that influence a trans patient’s comfort discussing trans status or trans-related health 

needs with their physician. Previously collected demographic and family physician 

access related data (n=433) were used. Multiple logistic predictive model showed that 

age, marital status, education, employment, income-to-needs ratio, and social support 

independently predicted not having a family physician. Marital status, negative 

trans-specific experience with family physicians, and perception of family physician's 

knowledge about trans health needs were identified as important predictors of 

discomfort with family physicians across gender spectra. These findings will be 

informative in addressing the inequality issues relating to access to care in trans 

communities. The results may also be helpful in changing the manner in which 

primary care services are delivered, helping to improve trans-related physician-patient 

discussion.  
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CHAPTER 1 INTRODUCTION 

1.1 Importance of the study 

"Trans" is an umbrella term for a person whose gender identity or gender expression 

is different from the sex he/she was assigned at birth. The term may include 

"transsexual, transitioned, transgender, and genderqueer people, as well as some 

two-spirit people” (Bauer et al., 2009). Though historically considered to be a small 

minority group, increasing numbers of population-based surveys across the world 

reveal that the size of this "hidden" population was underestimated (Carpenter & 

Gates, 2008; Gates, 2011; Grant et al., 2011). The Massachusetts Behavioral Risk 

Factor Surveillance Survey in 2007 and 2009 estimated that 0.5% of Massachusetts 

residents aged 18-64 identified as transgender, broadly defined (Conron et al., 2012). 

Trans communities have consistently been shown to be among the most medically 

underserved populations in the society (Feldman & Goldberg, 2006). Access to 

primary, emergency, and transition-related health care is often problematic for trans 

people. According to Healthy People 2020, health service providers' biases against or 

misunderstanding of gender minority, must be addressed to ensure equity access to 

quality health care services, diminish health disparities, and increased quality of life 

and years of healthy life for LGBT (i.e., lesbian, gay, bisexual, and transgender) 

people.  

Trans people are among the most marginalized groups in our society (Bockting, 1999). 

According to the Healthy People 2020 Transgender Health Fact Sheet (2010), a recent 

comprehensive U.S. document, trans people often face various barriers when 

accessing and obtaining health care services. The health Care Isn’t Caring survey 

(2010) reported that 27 percent of respondents have been refused health care services 

by family physicians and other providers. Economic limitations, fear of disclosure of 

sexual orientation or gender identity, provider biases or misunderstandings, and even 
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disrespect or refusal of care may inhibit trans people from obtaining health care 

services or open and honest communication with their family physicians. From the 

social determinants of health lens, trans people with more than one disadvantage, such 

as trans people of colour and trans people with low-income, may experience 

substantially increased risk of refusal of care and poor health outcomes than other 

trans people. Moreover, the difficulties of accessing needed and appropriate care for 

trans people can be further aggravated by disadvantages in age, gender, marital status, 

sexual orientation, religion, or race/ethnicity. 

Accessibility to primary care has been shown to improve general health and decrease 

the mortality and morbidity of physical illnesses. However, the reality is that finding 

trans-positive primary care is already challenging for many trans patients living in 

Toronto, not to mention that most trans Ontarians live outside of the Greater Toronto 

Area (GTA). Quantitative studies in the U.S. have also shown that trans people 

frequently face discrimination when accessing or attempting to access health care 

services. There was little quantitative knowledge available about the determinants of 

accessing appropriate and needed care provided by FPs in the Canadian context, 

including Ontario. Although quantitative evidence is limited, several qualitative 

studies have made important contributions to promoting trans-inclusive and 

trans-positive health care services and health care providers. Namaste (1995; 2000) 

has laid the groundwork of trans experiences of social services and health care in 

Ontario, including access to hormones and primary care physicians. The Trans Health 

Project explored the barriers to health care service and trans-specific health needs for 

trans Ontarians (Gapka & Raj, 2003). Rowe (2009) looked particularly at the 

experiences of accessing trans-specific health care services among trans men in 

Ontario, whereas the Y-GAP (Youth Gender Action Project) focused on the 

trans-positive health care service for trans youth (Hammond, 2010). 

Trans PULSE is a community-based research (CBR) project launched in 2005 (Bauer 



3 

 

 

 

et al., 2007). The aim of the project was to address problems identified within trans 

communities in Ontario regarding trans health and equitable access to health and 

social services. Using data from the Trans PULSE Project, this thesis investigated 

potential predictors to accessing appropriate and needed care provided by family 

physicians in the context of oppression and stigmatization. In particular, this thesis 

addressed the issues of realizable access of primary care for trans people (i.e. trans 

patients feeling comfortable discussing trans status or trans-related health care needs 

with his/her family doctor) and incorporated social determinants of health (e.g., 

ethnicity and marital status).  

The identification of the barriers and facilitators may help stakeholders to achieve 

institutional and social changes and thereby eliminate inequities in the distribution of 

health service resources and protect the communities from transphobia, racism or 

social stigmatization. Health initiatives should address these current gaps in care by 

helping trans people access the family doctors who are friendly to trans individuals 

and knowledgeable about their specific health concerns and who will help them 

access and employ the hormone therapy safely. To achieve these goals, the training of 

future family doctors should include cultural competency education that will improve 

attitudes toward trans people and increase knowledge of transgender health concerns. 

The results here may have important implications for some of the current primary care 

strategies which run the risk of actually widening health inequalities towards trans 

people by taking a whole of population approach. 

1.2 Research questions and objectives 

1. What is the prevalence of not having a family physician among trans 

Ontarians? What are the associations between the traditional and 

vulnerable/trans-specific factors and not having a family physician?  
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Despite the fact that Canada has established a universal health care system with a 

major objective of providing equitable access to all Canadian citizens, trans people 

have been reported to experience inadequate access to health care services in several 

studies in Ontario settings (Namaste, 1995, 2000; Raj, 2000). This thesis was the first 

study to examine: 1) Prevalence of trans people in Ontario without a family physician, 

using a novel approach, respondent-driven sampling, which produces asymptotically 

unbiased estimates (Heckathorn, 1997); and 2) Association between potential general 

population and trans-specific factors and not having a family physician. Only a 

limited amount of information is available on health care access and health 

care-seeking behaviours within the trans populations, especially in Canada. Therefore, 

this analysis was largely exploratory by mapping out a variety of potential traditional 

and vulnerable predisposing factors. It was hypothesized that predisposing and 

enabling/impeding factors would explain more of the variance of "not having a family 

doctor", whereas need variables would have less stronger effect on family physician 

access for trans people. The hypothesis was supported by prior research by Aday & 

Awe (1997) that showed the significance of identifying the priority of individual 

discretion when accessing health care.  

2. What is the prevalence of uncomfortable physician-patient discussion about 

trans status or trans specific health needs? What are the relationships between 

sociodemographic and proximate determinants, and uncomfortable trans-related 

physician-patient discussion? 

Some trans individuals who have a family physician are uncomfortable discussing 

their trans status or trans specific health needs and, therefore, do not disclose pertinent 

information, or even avoid seeking related care and screening altogether from the FP. 

Prior experiences with provider insensitivity and hostility have been reported in many 

studies (Garofalo, 2006; Kenagy, 2005; Sperber, 2005; Xavier, Honnold, & Bradford, 

2007), which may lead to difficult patient-physician relationship or uncomfortable 
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communications. Patient-physician communication is a crucial element of the process 

of care (Suarez-Almazor, 2004); therefore, trans-related primary care cannot be fully 

realized without comfortable communication between trans patients and their FPs. For 

the above reasons, another aim of this research was to examine the extent of realizable 

access to care in relation to trans-related health needs provided by FPs among trans 

Ontarians. We hypothesized that a trans patient's medical transition status, prior 

negative experiences with family physicians, perceptions of whether his/her family 

physician is knowledgeable about trans-specific health care needs and experiences of 

transphobia, would be key predictors of comfortable discussion with their FPs with 

regard to trans status or trans-specific health needs. The effects of demographic and 

socioeconomic factors on comfortable consultations will also be examined since we 

were interested in socioeconomic determinants of health and equitable 

access/utilization. To our knowledge, this is the first major CIHR funded quantitative 

study into the trans patients' experiences of 'comfortable' discussing trans status or 

trans specific health needs with their FPs. We wish to provide the groundwork 

necessary for future research, particularly in terms of facilitating access to care 

provided by family physicians, especially trans-related care. 

1.3 Community-based research and the Trans PULSE Project 

Community-based research (CBR) is defined as "a collaborative approach to research 

that equitably involves all partners in the research process and recognizes the unique 

strengths that each brings.” (Conference on Community-Based Participatory Research, 

2001). As summarized by Leung, Yen, & Minkler (2004), the advantages of CBR 

within epidemiology include: 1) to facilitate the development of trust between 

researchers and communities; 2) to increase the quantity and quality of data; 3) to 

emerge new research questions; 4) to aid in the translation of research into locally 

relevant policy or action; and 5) to re-evaluate of the nature of epidemiological 

inquiry. Moreover, Buchanan et al. (2007) argued that CBR has the potential of 
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improving health outcomes and diminishing health disparities because "interventions 

can be strengthened if they benefit from community insight and incorporate 

community theories of etiology and change into the empirical science base; and two, 

that there is an added value to participation itself for enhancing health." To empower 

the strategy, the partnership between researchers and the communities should be 

engaged in all levels of the research process. These activities include, but are not 

limited to, generating and designing the research question, developing the 

methodology, participating in the research activities, analyses, and deliberating the 

products of the research (Israel,Schulz, Parker, & Becker, 1998).  

As defined by Beiser & Stewart (2005), vulnerable populations are “subpopulations 

that suffer a burden of illness and distress greater than other residents of Canada”. 

CBR has been demonstrated as a suitable approach for the evaluations of access to 

services in vulnerable populations, such as populations particularly at risk for 

HIV/AIDS, and gender minorities (Clements & Bachrach, 2003). Trans patients are 

among the most stigmatized population (Bockting, 1999; Harris, 2006; Makadon, 

Mayer, Potter, & Goldhammer, 2008). Therefore, the Trans PULSE Project used 

community-based research to ensure that the research products would benefit trans 

health.  

Since the Trans PULSE Project was launched, researchers and community members 

have worked collaboratively in setting priorities and goals of the project at all stages, 

and in building community capacity through the research process. The Trans PULSE 

study was initiated by trans community members and an ally in cooperation with The 

519 Church Street Community Centre and the Sherbourne Health Centre. With seed 

funding from the Wellesley Institute, this group then added several unaffiliated trans 

community members, and then two academic researchers. Additional partners 

included the Ontario HIV Treatment Network, The University of Western Ontario, 

Wilfrid Laurier University, and Rainbow Health Ontario. Capacity-building funding 
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was then obtained through the Ontario HIV Treatment Network and operating funds 

through CIHR. The project aimed to achieve social and political changes to improve 

the health of trans people and to eliminate health disparities existing in the current 

health system. Community members and researchers cooperated through the research 

process and shared the control of the research agenda and data; and produced 

action-oriented results that are useful to community members.  

Trans PULSE team members were also engaged to guide the development of the 

conceptual models and interpretation of data of this particular thesis to ensure that it 

remained community-relevant and that results were framed appropriately. The two 

community members on the steering committee of this thesis – Rebecca Hammond 

and Kyle Scanlon – provided advice that was particularly useful to the choice of 

variables of interest in this thesis. 
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CHAPTER 2 LITERATURE REVIEW 

This chapter reviews the literature on Social determinants of health and equity in 

access, presents key concepts and terminology related to transgenderism, trans health 

concerns, and access to primary care for trans people, especially the care provided by 

family doctor. A brief overview of primary care in Canada was provided. The 

importance of realizable access to family physician was detailed. 

2.1 Definition of trans and prevalence of transgenderism 

"Trans", an umbrella term to describe people who do not follow traditional gender 

norms, is inclusive of but not limited to: transsexual, transitioned, transgender, 

genderqueer people, and some two-spirit people (Bauer et al., 2009). The 

corresponding terms cisgender and cissexual are typically used to describe nontrans 

people. Trans people include trans women (who were labeled males at birth, 

commonly referred to as male-to-females, or MTFs); trans men (who were labeled 

females at birth, commonly referred to as female-to-males, or FTMs); and others who 

identify themselves with over 100 identity labels, including individuals who feel 

themselves to possess neither or both genders (Mayer et al., 2008).  

Trans people face stigma and discrimination in nearly every aspect of their lives 

(Witten, 1999; Currah & Minter, 2000; National Center for Transgender Equality, 

2011). Consequently, most trans people try to keep their trans status private (Tsoi, 

1988; Witten, 2001) and some among them are “unwilling to allow themselves to be 

labeled or categorized by labels fixed by someone else.” (Witten, 2001). Another 

challenge in obtaining population-based estimates of trans population is the various 

forms of trans identity. Defining which people may be considered as part of the trans 

communities includes aspects of both gender identities and a variety of dimensions of 
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gender expressions (Gates, 2011). Much of the existing epidemiological research has 

solely focused on the transsexual subgroup of those who seek medical transition (e.g., 

clinical samples) and are therefore the most accessible subgroup of the trans 

population to researchers (Bakker, 1993; Eklund, 1988; Olsson, 2003; Rosser, Oakes, 

Bockting, & Miner, 2007; Tsoi, 1992; Van, 1997). Higher figures can be found when 

researchers simply ask people how they identify themselves. Allowing for broader 

definitions of trans that includes cross-dressing individuals or those having no plan of 

medical transition, some existing estimates may underestimate the prevalence of 

transgenderism. Evidently, the prevalence figures of transgenderism depend on not 

only who researchers decide to count, but how to count them. Most studies in the field 

relied on non-probability samples and lacked standardized demographic measures 

(Herbst et al., 2008). Methodological limitations, along with the dynamic terminology 

describing trans people, make it difficult to obtain a reliable census of this hidden 

population.  

A clinic-based study conducted in Germany reported that 1,785 transsexual patients 

have had sex reassignments over 24 years (Garrels et al., 2000). Bakker et al. (1993) 

reported 1 in 11,900 natal females and 1 in 30,400 natal males present for diagnosis 

and treatment of transsexualism in the Netherlands. Reed, Rhodes, Schofield, & Wylie, 

(2009) found that close to 0.1% of the population in England have taken steps toward 

transition. The work of Conway (2007) revealed that at least 0.5% of the population in 

the U.S. has somewhat initiated medical transition. The American Psychological 

Association described that close to 2-3% of natal males engaged in varying degrees of 

cross-dressing (American Psychological Association, 2010). Though population-based 

surveys that estimate the percentage of trans people are rare, a few studies have 

reported broadly varying prevalence rates for trans people, mostly transsexual people. 

Rosser et al. (2007) used online convenience sampling methods to obtain a 

non-clinical national sample of 1229 self-identified transgender people in the U.S. 
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Gates (2011) reported that 0.3% of adults (approximately 700,000) in the U.S. 

identified themselves as transgender. The 2003 California LGBT Tobacco Survey 

revealed that 3.2% of LGBT individuals identified themselves as transgender 

(Carpenter & Gates, 2008). The National Transgender Discrimination Survey 

investigated the demographics and experiences of discrimination of 6,450 transgender 

in the U.S. (Grant et al., 2011). Canada lacks national surveillance data assessing the 

incidence and prevalence of transgenderism (Rotondi et al., 2011a; 2011b). The Trans 

PULSE Project surveyed 433 trans people living and receiving health care in Ontario 

using respondent-driven sampling (Bauer, 2007).  

Although trans people represent a set of unique challenges to population estimates in 

health research (Boehmer, 2002; Gay and Lesbian Medical Association, 2001; Witten, 

2001), the studies published to date have shown, among trans communities, limited 

access to health services, nonexistent or inappropriate care protocols and facilities, 

and untrained or discriminatory health providers and staff which further impede 

access to health care and the quality of care received by trans clients (Sperber, 

Landers, & Lawrence, 2005; Taylor, 2006; Bauer et al., 2009; Sanchez N, Sanchez J, 

& Danoff, 2009). 

2.2 Overview of trans health concerns 

Some studies have suggested that trans people face a higher risk for medical problems 

in comparison to the general population, including sexually transmitted diseases 

(STDs), infectious diseases, substance use and depression, but the evidence is 

inconsistent (Feinberg 2001; Feldman 2003).  

2.2.1 Mental health 

The widespread discrimination, prejudice, and violence that trans people frequently 

encounter may result in major mental health concerns. Previous studies in six cities in 
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the U.S. have found the prevalence of life-time suicidal ideation ranging from 10% to 

64% and the rate of life-time suicide attempts varying from 16% to 37% and that the 

major stressor was their gender identities (Kenagy & Bostwick, 2005; Risser & 

Shelton, 2002; Singer, Cochran, & Adamec, 1997; Xavier, 2000). Some studies using 

clinical samples found an elevated incidence of personality disorders among trans 

people (Tom Waddell Health Center, 1998; Xavier; 2000). Other studies have 

suggested no association between gender identity disorder and psychiatric illnesses 

(Clements & Bachrach, 2003; McGowan, 1999). Further research is needed to examine 

the incidence of mental illnesses among trans people. The lack of health care providers 

experienced in working with trans patients, provider biases and 

discrimination-oriented poverty may attribute to the difficulty of obtaining metal 

health care for trans patients (Singer et al, 1997; Nemoto, Operario, Keatley, Han, & 

Soma, 2004). Results from Trans PULSE showed that 61.2% of MTF Ontarians and 

66.4% of FTM Ontarians were scored as depressed using the Center for 

Epidemiologic Studies Depression (CES-D) Scale (Rotondi, et al. 2011a; 2011b). 

2.2.2 General health and medical transition  

Hormone therapy and surgical transition are important for the mental and physical 

health, and the social and community integration of the trans people who need or want 

to undergo a medical transition to achieve a relief from the constant feeling of 

psychological discomfort concerning the appearance of the anatomical sex (Michel, 

Ansseau, Legros, Pitchot, & Mormont, 2002). Physical changes that are more 

congruent with a trans patient’s gender identity can be introduced by cross-sex 

hormone treatment. Few empirical evaluations have looked into both positive and 

negative health effects related to medical transitions on the transsexual, transgender, 

and gender nonconforming population. Trans people are at elevated risk for certain 

types of chronic diseases and cancers. Trans men who take hormones, either alone or 

as combined therapy to surgery have been reported an elevated risk for a variety of 
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health conditions, such as, liver disease and diabetes; and those trans individuals who 

still have a uterus, ovaries, or breasts are at risk for cancer in these organs (Eyler & 

Whittle, 2002; Green, 2002; Savage, 2002). Counselling and regular screening are 

needed for trans persons, although there are so far only a few cases of 

hormone-related cancer in trans people (Mueller, 2008). Some widely recognized, 

published clinical materials summarized the positive effects associated with 

feminizing/masculinizing hormone therapy (Dahl, Feldman, Goldberg, Jaberi, 

Bockting, & Knudson, 2006; Ettner, Eyler, & Monstrey, 2007). For MTFs, those 

benefits mainly include feminine physical changes, better sexual functioning, reduced 

proneness to anger and anxiety, increased bone mineral density, improved 

cardiovascular health, and decreased risk of prostate cancer (Dahl et al., 2006; Ettner 

et al., 2007; Feldman & Safer, 2009; Hembree et al., 2009). While feminizing 

hormones have been found to be beneficial for the cardiovascular system, such 

positive effects have not been reported for masculinizing hormone.  

Other risks include sharing intravenous and intramuscular needles to inject hormones, 

silicone, or drugs. Those who decide to go through the black market to obtain 

hormones or share needles for hormone injection may be often unaware of the 

transmission risks associated with these activities, and neither are their providers 

(Bauer, 2009). High prevalence of needle sharing has been observed primarily in the 

U.S., for hormone use as well as for illicit drugs. However, this may not be the case in 

the context of the availability of universal health care in Canada, where several harm 

reduction programs have been employed for easy needle access. For example, needle 

exchange programs have been active in Ontario since 1989 (Strike, 2006). The Trans 

PULSE survey (n=433) found that an estimate of 36.4% of FTMs and 6.0% of MTFs 

in Ontario currently inject hormones, while only 2 participants reported needle 

sharing (Travers, Bauer, Coleman, & Scanlon, 2012). The results suggested that trans 

people in Ontario engage in low levels of injection risk behaviours despite the high 
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frequencies of hormone injections. 

2.2.3 Substance use 

As a result of living with social stigma and its effects (i.e. violence, discrimination, 

and harassment), at least at some point of their life cycle, trans people may experience 

both physical and emotional stress and many of those use tobacco to reduce the stress 

(National Association of Lesbian Gay, Bisexual, and Transgender Community Centers, 

2003). A recent survey conducted by National Center for Transgender Equality (2011) 

reported that 30% of their sample reported smoking daily or occasionally, whereas the 

percentage was reported 20.6% of the general population in U.S. Smoking has been 

found to increase some trans-specific health risks, such as venous thromboembolic 

events with estrogen therapy and sex reassignment surgery (SRS) (Hayvey, 2008). 

Some studies have identified the high rates of substance use as a major health concern 

among trans people in the U.S. , including injection drug use involving needle sharing 

(McGowan, 2000; Reback, Simon, Bemis, & Gatson, 2001; Kenagy, 2005; Zians, 

2006). Xavier et al. (2007) reported that 8% of the FTMs and 5% of the MTFs 

participants had injected drugs (not including hormones) in their life time, and FTMs 

exhibited higher rates of lifetime use and earlier first use of drugs than the MTFs. The 

National Transgender Discrimination Survey estimated that 8% of participants are 

currently using alcohol or drugs specifically to cope with the mistreatment that they 

received due to their gender identities (Grant et al., 2011).  

2.2.4 HIV/AIDS, sexually transmitted diseases, and other infectious diseases  

As pointed out by Canadian Public Health Association (2005, p. 26), ‘‘poverty, 

homelessness, stigma, addiction, violence, untreated mental health problems, lack of 

employment opportunities, powerlessness, lack of choice, lack of legal status, and 

lack of social support create an environment in which HIV and other illnesses flourish 
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and spread’’. Numerous studies have indicated that trans people face a 

disproportionately higher risk of contracting HIV/AIDS (Clements, Marx, Guzman, 

Ikeda, & Katz, 1998; Modan et al., 1992; Pang, Puch, & Catalan, 1994). A survey 

conducted by National Center for Transgender Equality (2011), found 2.6% of 

respondents reported an HIV infection, compared to 0.6% in the general population. 

Like HIV/AIDS, the epidemiological research on sexually transmitted diseases (STDs) 

is limited, but available research seems to indicate high prevalence rates among trans 

women. Syphilis prevalence rates have been found to vary from 3% to 79% (Elifson, 

1993; Reback et al., 2001; Nemoto et al., 2004; Kenagy, 2005; Risser, 2005, 

Nuttbrock, 2009); gonorrhea prevalence from 4 to 14% (Reback et al, 2001; Nemoto 

et al., 2004; Risser, 2005; Transgender Law Center, 2009); herpes prevalence from 2% 

to 6% (Reback et al, 2001; Risser et al., 2005; Nemoto et al., 2004); and human 

papillomavirus (HPV) 3% to 7% (Reback et al., 2001; Kenagy, 2005; Risser et al., 

2005; Nemoto et al., 2004). Due to the lack of transgender-specific surveillance, 

prevalence rates of non-sexually transmitted infectious diseases are not well known. 

However, in the limited research to date, the prevalence rate of hepatitis C was found 

to vary from 11 to 24% and hepatitis B ranging from 4 to 76% among trans women 

(Elifson, 1993; Carson, 2009). Nemoto, et al. (2004) reported 13% of trans women 

have tuberculosis (TB) in a study conducted in San Francisco.  

2.3 Social determinants of health and primary care in reducing health 

inequalities: important and complementary approaches 

The social determinants of health (SDH) framework suggested that health status is 

influenced by the social, economic, and political forces in our society (Raphael, 2009). 

Raphael (2009) summarized the factors that are especially useful for understanding 

health inequity among Canadians. The 14 social determinants of health are: 

Aboriginal status, gender, disability, housing, early life, education, income and 

income distribution, race, employment and working conditions, social exclusion, food 
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insecurity, social safety net, health services, unemployment and job security. Each of 

these social determinants of health has been shown to play an important role in 

explaining the wide gap in health status between different groups within Canada. 

These social determinants actually have stronger effects on population health than 

some behavioural risk factors such as physical activity, diet, sexual practices, and 

even tobacco and excessive consumptions of alcohol (Raphael, 2009). Adopting the 

social determinants of health lens for the Canadian health care system highlights that 

trans people often experience a multiplicity of challenges to their mental, physical, 

emotional, and social health well-being. Challenges within trans communities include 

income stability, violence, housing discrimination, community connectedness, and 

access to relevant health and social services (i.e., addictions services, sexual assault 

services, shelters) (Dewey, 2008; Sperber et al., 2005; Nemoto, Sausa, Operario, & 

Keatley, 2006; Sperber et al., 2005; Xavier et al, 2007). Raj & Gapka (2003, p.12) 

pointed out, "A large number of trans youth and transwomen, and transmen, are 

street-active, homeless/under-housed and/or poor or on a low income." The FTM 

Safer Shelter Project looked at the needs of FTMs in the Toronto shelter system and 

reported that 40% of the FTM participants had accessed shelters at some point in their 

lives (Wellesley Institute; 2008). Numerous studies have demonstrated the high rates 

of poverty and unemployment among transgender people, especially among trans 

youth, elderly, and trans people of colour (McGowan, 1999; Namaste, 2000; Rissor, 

2005; Xavier et al., 2007). The lack of transgender-friendly policies and trans-positive 

attitudes in work environments result in access barriers to employment among trans 

people. A recent report published by Trans PULSE revealed that 18% of trans 

Ontarians reported denial of a job offer because of their trans identities/histories and 

13% of trans Ontarians claimed that they were fired for being trans (Bauer et al., 

2011).  

Juha & Raphael (2010, pp. 12) argued in Social Determinants of Health: The 

http://www.the519.org/programs/trans/FTMSaferShelterResearchProject.shtml�
http://www.the519.org/programs/trans/FTMSaferShelterResearchProject.shtml�


16 

 

 

 

Canadian Facts that "Income is perhaps the most important social determinant of 

health. Level of income shapes overall living conditions," and "In Canada, income 

determines the quality of other social determinants of health such as food security, 

housing, and other basic prerequisites of health." Trans people frequently encounter a 

lack of acceptance that leads to a lack of stable income and quality housing (Gapka & 

Raj, 2003; Namaste, 2000; Rissor, 2005; Xavier et al., 2007). Early results from Trans 

PULSE indicated that that 50% of trans Ontarians have an income of $15,000/year 

even though over 50% of the respondents had post-secondary education (Bauer, et. al., 

2010, p.1). Grant, et al. (2011) reported 15% of the 6450 trans participants made less 

than $10,000 per year, whereas the estimate was only 4% in the general population. 

Trans people also frequently face violence and victimization. A report released by the 

National Coalition of Anti-Violence Programs (2010) indicated that the rates of 

violence against transgender people in the U.S. ranged from 16% to 40%.  

There is evidence of growing social exclusion in Canadian society, especially for 

some invisible vulnerable groups (Health Canada, 2003). Discrimination against 

people based on gender identity and gender expression jeopardizes health by elevated 

risk of poverty, social exclusion and violence, enlarged disparities in health care 

access and quality of care. As Shaw (1999) claimed in The Widening Gap: Health 

Inequalities and Policy in Britain, "health inequalities are produced by the clustering 

of disadvantage-in opportunity, material circumstance, and behaviours related to 

health across people's lives." Social exclusion can be aggravated by age, gender, 

sexual orientation, religion and race/ethnicity (de Wolff, 2000). Trans people with 

more than one disadvantage, such as trans youths, trans immigrants, Aboriginal and 

racialized trans groups, can encounter aggravated situations because of the 

intersections of oppression or marginalization (Clements, 1999; Garofalo, 2006; 

Reback et al., 2001). Trans people also face more health issues generating from social 

illness than any other stigmatized populations in our society. Trans people that 
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experience discrimination in the conventional job markets may engage in commercial 

sex work (Nemoto, Luke, Mamo, Ching, & Patria, 1999). Together, these individuals 

within trans communities make up a high-risk sector (for possible sexual abuse, 

physical assault, illness, or health-related forms of death, etc.) (Namaste, 1995; Raj, 

2002b; Ross, 1995).  

Primary health care itself is an essential social determinant of health and a socially 

controllable factor influencing population health and its distribution. A variety of 

health promotion and disease prevention strategies have been shown to be effective in 

minimizing health equalities (Poland et al., 1998; Coburn et al. 2003). Conversely, the 

differential treatments for disadvantaged groups and the impoverishing effects of 

health care payments exacerbate the inequalities in health. An analysis of social 

determinants of health fundamentally assists the reform of health care services 

delivery that responds to the differential problems identified within the marginalized 

groups to determine the inequities in access to care, service utilizations and health 

outcomes. These inequities remain invisible without the disaggregation of data by a 

range of factors, such as, socioeconomic status, education, race/ethnicity, or 

geography. Moreover, reforming of primary care services to prioritize the needs and 

access challenges of vulnerable populations requires an analysis of social 

determinants of health to complement the universal provisions by targeted 

interventions aimed at ‘hard-to-reach’ populations. 

Canada has established a universal health care system that is especially effective in 

protecting people with low socioeconomic status, e.g., low income individuals who 

cannot afford private health care insurance. The Canadian Health Act stated 

accessibility in Canadian health care system as, "insured persons must have 

reasonable and uniform access to insured health services, free of financial or other 

barriers. No one may be discriminated against on the basis of such factors as income, 

age, and health status." Nevertheless, the universal coverage of health services is a 
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necessary foundation for health equity, but not a sufficient approach to achieve health 

equity. Achieving equitable access for all Canadians has been an ongoing challenge. 

Issues of access to care are still influenced by many social determinants and exist in 

certain populations in Canada. For example, low-income Canadians are more likely to 

report not receiving needed health care in the past year, despite their greater health 

care needs than higher-income people (Kasman & Badley, 2004; Reutter, 2000). 

According to a recent report published by the Institute for Clinical Evaluative 

Sciences, when compared to Ontarians with a higher socioeconomic status, those with 

a lower socioeconomic status and those living in rural areas have similar rates of 

annual primary care and receive similar continuity of care; however their health status 

was found to be lower than other groups (Jaakkimainen et al., 2006). These health 

disparities may be somewhat a result of imbalance of physician supply in different 

areas; however, socioeconomic barriers should not be ignored. As an "invisible" 

minority group in our society, trans people often face a lack of acceptance that leads 

to high rates of poverty and unemployment (McGowan, 1999; Namaste, 2000; Rissor, 

2005; Xavier et al., 2007). Despite the fact that health care services in Ontario are free 

of charge for Ontarians with an OHIP (Ontario Health Insurance Plan) card, 

inequitable access to health care for trans people have been reported in previous 

studies conducted in Ontario (Namaste, 1995, 2000; Raj, 2000); and the access to 

trans-positive or trans-inclusive health care services is far more challenging (Raj, 

2000).  

This thesis was designed to explore the question of equitable access to primary care 

for trans people, particularly access to FPs. The elucidation of the social 

underpinnings of the demonstrable inequity in access to primary care among trans 

populations leads to better deliveries of health care services and health care policy 

changes that reflect and keep up with the shifts in culture and society. 
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2.4 Primary care and family physicians in Canada 

Canada's health care system includes primary health care, home and community care, 

human resources, and pharmaceuticals coverage. The term primary care is often used 

in Canada's health care system to refer to “health promotion, prevention, curative, 

supportive, and rehabilitative services that may encompass a broad range of medical, 

psychological, socioeconomic, educational, and other resources” (Goldberg 2002). 

Primary health care is viewed as the gateway for all Canadians in the health care 

system. As the defined by the Canadian Medical Association, "Primary medical care 

is the foundation for the Canadian Health Care System and is critical in maintaining 

and improving the well-being of Canadians. It includes disease prevention, health 

promotion, health system reform, method of service delivery, education, research, and 

quality management." (Canadian Medical Association, 1994, p.1)  

The Health Council of Canada's first report described that the scope of health care 

services in primary health care often includes, prevention and treatment of common 

diseases and injuries; basic emergency services; referrals to and coordination with 

other levels of care (such as hospitals and specialist care); primary mental health care; 

palliative and end-of-life care; health promotion; healthy child development; primary 

maternity care; and rehabilitation services (Decter & Fooks, 2005). Prior research has 

shown that primary health care has positive effects on population health and is related 

to reduced risk behaviours and health problems (Klein, 2003; Starfield, Shi, & 

Macinko, 2005). For this thesis, access to a regular family physician, rather than 

primary care in general, is of interest; however, it is important to realize that some 

trans-specific health issues often need to be addressed by the cooperation of several 

components of primary care, for example, trans people can get hormones from an 

endocrinologist, family physician, or nurse practitioner in Ontario. 

As an essential element in primary health care, a family physician (FPs) provides the 
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first-contact health services to patients (e.g., disease prevention, health promotion, 

assessment, diagnosis, and treatment services); coordinates patients' health care 

services to ensure the continuity of care, and refers patients for specialized care when 

needed (e.g., from specialists, in hospitals, in long-term care facility or in the 

community). Franks, Clancy, & Nutting (1992) referred to the role that primary care 

physicians play in the health care system as “gatekeeping”. Having a family doctor as 

a first point of contact has been shown to decrease consultation times, visits to 

specialists and emergency departments, and improve coordination of care (Delnoij, 

Van Merode, Paulus, & Groenewegen, 2000; Raddish, 1999). Gervas, Perez, & 

Starfield (1994) pointed out that the use of primary care providers as gatekeepers does 

not decrease patient satisfaction. In 2010, the Canadian Institute for Health 

Information (CIHI) (2010) counted 35,366 family physicians in Canada. In Ontario, 

the number of family physicians has increased by 6.4% in 2009, as compared to 2008 

(CIHI annual workforce report, 2009). According to the Canadian Institute for Health 

Information (2007), 82% of female Canadians and 71% of male Canadians aged 12 

and older consulted a family physician during the past year, the highest of any health 

professional group.  

Family physicians ensure continuity of care which improves patients' health status and 

chronic disease outcomes and enhances chronic disease management (Gray et al., 

2003). Continuity in primary care literature is mainly viewed as a "continuous caring 

relationship" between an identified health care professional and a patient that extends 

beyond specific episodes of illness or disease (Hjortdahl, 1990; Rogers & Curtis, 

1980). Prior research indicated that provider continuity is associated with decreased 

hospital admission and decreased episodic care at emergency departments (Gill, 2000; 

Christakis, Mell, Koepsell, Zimmerman, & Connell, 2001; Ionescu-Ittu, McCusker, & 

Ciampi, 2007). Moreover, increasing evidence is indicating that having a regular 

source of care is related to better health service utilization (Brown et al., 2004; Rust, 
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2004). Glazier, Moineddin, & Agha (2008) found that patients in Ontario with chronic 

conditions who do not have a family physician or made few physician visits 

experienced low continuity of care and cost the health care system more in emergency 

department visits and hospitalizations.  

Shortage of FPs and difficulty in accessing FPs for care (regular and immediate) both 

during and out of regular hours are major causes of emergency room use (Boushy & 

Dubinsky, 1999; Gladu FP., 2007). Although timely treatment is often provided for 

trans patients, comprehensive and coordinated care cannot be provided on an ongoing 

basis (Golden et al., 1999). Campbell et al. (2005) pointed out that the costs for minor 

acute illnesses are much higher in ED than in primary care settings. Moreover, 

emergency departments have been described to have increasing instances of duplicate 

tests and procedures along with lacking proper follow-up (Dunnion & Kelly, 2005; 

Jansen & Grant 2003). Patients who do not have family physicians are often forced to 

go to emergency departments or walk-in clinics for care (Canadian Institute for Health 

Information, 2005). It was estimated that close to 120,000 emergency room visits in 

Ontario could be avoided each year if more Ontarians had a family physician (Glazier, 

2008). In the Canadian context, primary care services are also provided by walk-in 

clinics to those patients without a family physician or an appointment. However, 

walk-in-clinics are less likely to provide continuity of care (Belle & Szafran, 2002, 

Brown, 2002), or preventive care and psychological counselling than FPs (Barnsley et 

al., 2002). The use of walk-in clinics may also result in the duplication of primary 

care services and repeated visits to FPs for the same episode of illness (Bell & Szafran, 

1992; Campbell et al., 2005). When compared to FPs, the supply of specialists is 

associated with higher cost and lower quality of care, which was possibly due to 

reduced preventative care and increased hospitalization rates (Franks & Fiscella, 1998; 

Mark, Gottlieb, Zellner, Chetty, & Midtling, 1996). Whittle et al. (1998) also found 

that it costs more to provide care by specialists than family physicians to patients with 
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common illnesses, with no significant difference in the outcomes.  

In 2008, the College of Family Physicians of Canada had set a target that 95% of 

Canadians in each community will have their own FPs by the year 2012 (CFPC 

Health Policy Report Card, 2008). Despite the increasing number of FPs over the past 

3 years, 15.3% (4.4 million) of Canadians aged 12 and older reported that they did not 

have a regular medical doctor (Statistics Canada, 2011). According to the Canadian 

Community Health Survey (2011), Ontario is one of the five provinces with the 

percentage of Canadians without a regular doctor lower than the national average: the 

number was 9.1%. Shortages of family physicians (FPs) have been reported (Vingilis, 

2007; Reid 2009), but it is not the only reason for not having found a regular medical 

doctor. Among those who had looked for a doctor, 36.4% reported that FPs in their 

area were not taking new patients; 30.9% reported that their FPs had retired or left the 

area; and 28.1% reported that no doctors were available in their area (Statistics 

Canada; 2011). In some cases, people wait longer than they should have to because 

some family physicians create their own waiting lists and judge whom to include, and 

in what order of priority. In other cases, some patients face language or cultural 

barriers that make it harder to obtain the care they need. Others live in rural areas that 

are faced with a major shortage of FPs. For trans people, the already existing shortage 

of FPs in rural areas are often further pronounced as there is a lack of providers who 

are knowledgeable about trans people's health or are trained to respect trans patients’ 

gender identities or expressions.  

2.5 Family physician access among trans people: access denied and why it is 

important for trans people to access to care 

Accessing health care is a fundamental human right that is frequently denied to trans 

people (Grant, et al., 2011). Trans patients also compose a medically underserved 

population due to their specific health care needs related to transitions. As pointed out 
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by Namaste (2000, p.159), “transsexuals are erased in the everyday world, the concept 

of erasure here designates the exclusion of TS/TG people from the institutional site of 

health care.” Access and equity around trans-inclusive and trans-positive general 

health care for trans people pose major challenges in health for this population.  

Prior studies found that trans people face numerous barriers in accessing trans-related 

health care services as well as a regular source of care (Dewey, 2008; Sperber et al., 

2005; Sanchez et al., 2009). Grossman & D’Augelli (2006) found that there is a 

substantial lack of continuity of care available to the trans population. For many trans 

patients, even physical exams can leave them vulnerable (Xavier et al., 2007). 

Accessibility has also been stated in the context of the reductions of high-risk 

behaviours and HIV prevention work (Bockting, Robinson, & Rosser, 1998; Cope & 

Darke, 1999; Sanchez et al., 2009). There is evidence indicating that trans individuals 

may receive health care services that do not address their specific medical needs 

(Feinberg, 2001). Some medical care that is sensitive to trans health needs is not 

readily available, e.g. gynecological care (Gay and Lesbian Medical Association, 

2001; Callen-Lorde Community Health Center, 2008). Feldman et al. (2003) found 

that trans people may not receive regular screenings and other preventive health care 

for certain cancers and diseases because of the fear of having their trans identity or 

status revealed. A survey of trans health seminar participants in Minnesota showed 

that 45% of the respondents who reported having a primary health provider did not 

disclose their trans identities to their provider (Bockting 2004).  

Besides having the same basic health care needs as the general population, many trans 

individuals (including those who may not wish to pursue surgical interventions) seek 

hormone treatments and other medical attention related to their transitions (Kenagy, 

2005; Xavier et al., 2007). The goal of hormone treatment is to change secondary sex 

characteristics to facilitate the gender presentation that is congruent with their felt 

gender (Gooren, 1999). The Standards of Care for Gender Identity Disorders involve 
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a psychological and medical evaluation before hormone treatment, with continued 

medical supervision during hormone use by a physician experienced in caring for 

trans patients (The World Professional Association for Transgender Health, 2012). 

Despite the fact that cross-gender hormone therapy is strongly desired by many trans 

people, the service is not always readily available for those who need it. The 

prevalence of unsupervised hormone use in the U.S. has been reported to range from 

29% to 63% within urban groups of MTF trans persons (Xavier et al., 2007; Clements, 

Marx, & Guzman, 2001; McGowan, 1999). Khobzi (2012) reported that 43.0% of 

trans people in Ontario were using hormones, while 26.8% of had ever obtain 

hormones from non-medical sources. Using hormones without the supervision of a 

health care provider can pose significant health risks to the population (Martin, 2010). 

Hypercoagulability associated with estrogen administration is one of the most serious 

complications. The incidence of thromboembolism among MTF trans people 

reportedly ranges from 0.4% to 2.6% per year (Toorians et al., 2003; Van, 1997). 

Moore, Wisniewski, & Dobs (2003) found that many trans patients utilize high-dose 

hormone regimens and use multiple hormones concurrently without medical 

supervision because they believe this will achieve faster results.  

Xavier et al. (2007) found that 38% of participants have experienced various barriers 

regarding access to GPs, which typically include provider hostility and insensitivity. 

The discrimination by health care providers who denied medical care to trans people 

have been reported by numerous studies, ranging from 11% to 53% (Kenagy, 2005a, 

2005b; Reback et al., 2001; Transgender Law Center, 2009; Xavier et al., 2007). As a 

result of repeated negative experiences with the health care system, it is not 

uncommon for trans individuals to avoid medical care unless suffering from severe 

illnesses, and to use emergency care or attend walk-in clinics rather than a FP 

(Feinberg, 2001; Feldman & Bockting, 2003). In the absence of family physicians, 

many trans individuals attend walk-in clinics for non-emergency health care; however, 
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walk-in-clinics do not offer the same continuity of care that can be provided by FPs. 

Denial of access to FPs can cause severe medical consequences. A poignant example 

was presented in the documentary Southern Comfort that documented the last year in 

the life of Robert Eads, an FTM who died of ovarian cancer when his attempts to find 

a medical provider failed because the doctors did not want to treat a trans patient 

(Davis, 2001).  

As framed in the Standards of Care for Gender Identity Disorders of the World 

Professional Association for Transgender Health (2012), the overall goal of care for 

trans persons is ‘‘achieving lasting personal comfort with their gendered selves, in 

order to maximize their overall health, psychological well-being, and self-fulfillment.’’ 

Generally, trans primary care encompasses both general medical conditions and those 

related specifically to trans issues, e.g., hormonal therapy and surgical transitions. 

Past experiences with health care providers' hostility and insensitivity can cause the 

fear of disclosure of trans identity or status, avoidance of regular care, and 

dissatisfaction with care (Garofalo et al., 2006; Xavier, 2000; Zians, 2006). The 

existing body of literature recommends that culturally competent and trans-positive 

trainings should be provided for both health care providers and staff to diminish the 

barriers to accessing health care services (Kammerer, Mason, & Connors, 1999; 

Sperber, 2005; Xavier et al., 2007; Zians, 2006). Feldman (2007) suggested that while 

surgeons and hormone specialists play important roles in trans care, trans people 

should partner with a regular health care provider for overall health care needs. With 

appropriate understanding of basic trans issues, some experience and appropriate 

training, family physicians can plays a vital role in providing preventive care 

(including annual check-ups, pap smears, mammogram, and cholesterol screenings, 

etc., as appropriate), acute illness and chronic disease management, and referral to 

specialists (Feldman & Goldberg, 2006). 

There is a lack of research documenting the influences of SDH, such as, race/ethnicity, 
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Aboriginal status, geographic areas, and socioeconomic status on health care service 

access for trans people. However, for trans youth, trans elders, trans people of colour, 

and trans people with chronic disease/disabilities/HIV, their vulnerabilities relating to 

their gender identities may leads to elevated risk for discrimination in housing and 

poverty, employment, and violence. Each of these social determinants of health has 

been shown to have strongly related to overall health and subsequent access to care.  

2.6 Limitations of current literature 

First, accurate epidemiological studies are needed to properly document, and help to 

diminish the health disparities that exist among medically underserved populations. 

Traditional epidemiological approaches however, often combine sex and gender, fail 

to recognize the dynamic nature of the gender construction, and are therefore limited 

to the dichotomized choices of male and female gender. Accurate epidemiology is 

crucial to improve how the trans community is perceived, to appropriately present 

trans health needs and concerns, and to reduce the health disparities that exist in the 

trans communities. The lack of research data about transgender people often precludes 

effective public health services.  

Second, the biases against gender identity and/or expression differences must be 

addressed to ensure access to quality primary care, eliminate health disparities, and 

increase the quality of life and years of healthy life for trans people. Although there 

are some data documenting the needs and utilization of transition-related health care 

in the U.S. context (Lurie, 2004; Kenagy, 2005; Zians, 2006; Sanchez et al., 2009), 

the literature in Canada is virtually nonexistent (Hammond, 2010). Specifically, there 

is a large gap in in the Canadian literature on trans individuals’ access to primary care, 

availability of knowledgeable family physicians, and access to supervised hormone 

therapies. Clarification of this information may result in measures to improve the 

access to quality primary care and reduce at risk behaviours among this population.  
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Third, methodologically, key demographic measures should be standardized and more 

rigorous sampling methods should be explored. While little research has been 

conducted on realizable access for trans patients, we proposed to measure it by asking 

whether trans individuals feel comfortable discussing trans status or trans-related 

health care needs with their family physicians. 
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CHAPTER 3 CONCEPTUAL MODELS 

It is clear from the evidence reviewed in Chapter 2 that trans people face numerous 

barriers in accessing health care services, including primary care provided by family 

physicians. Addressing the problem of equitable access to FPs, however, is a complex 

and multifaceted issue. Socioeconomic, sociodemographic, lifestyle, and behavioural 

factors are compounded by other determinants of health specific to the trans 

population in determining trans health. Health care services that do not consciously 

address social determinants of health exacerbate health inequalities. Targeted 

strategies based on an analysis of social determinants of health are the key to 

engaging socially vulnerable populations and prioritizing their unique needs. In order 

to properly investigate equitable access to family physicians among trans people, an 

adapted behavioural model of health service access was proposed. The predictive 

models examined the factors related to having a FP, as well as the predictors 

associated with realizable access to FPs for trans patients, i.e., comfortable 

communication about trans status or trans-related health care needs with FPs. 

3.1 Theoretical underpinnings for access to care 

The Gelberg-Andersen Behavioural Model for Vulnerable Populations was chosen 

based on appropriateness (Gelberg, Andersen, & Leake, 2000). Andersen (1968) 

postulated in his original model that "people's use of health services was a function of 

their predisposition to use the services, factors which enable or impede use, and their 

need for care." Those factors that can influence health behaviour are grouped into 3 

levels in a logic sequence (Andersen, 1968; Andersen & Newman, 1973; Andersen, 

1995). Many authors have examined, evaluated, and contributed to the original 

conceptual model (Andersen, 1995; Davidson, Andersen, Wyn, & Brown 2004; 

Gelberg et al., 2000; Phillips, Morrison, Andersen, & Aday, 1998). The model was 
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initially developed to investigate the use of biomedical health services. Later versions 

have extended the model to include other health care sectors, i.e. traditional medicine 

and domestic treatments (Weller et al. 1997). The framework has been used in a wide 

variety of contexts such as predicting care expenditures (Howell, 2011) and patients' 

satisfaction (Swanson, Andersen, & Gelberg, 2003). Figure 1 shows the three groups 

of factors.  

 

Figure 1. The initial behavioural model (Andersen, 1968) 

In 2000, Gelberg, Andersen, & Leake, 2000 et al. extended the initial model to 

vulnerable populations. The extended model adds domains capturing the 

vulnerabilities of such populations and thus has been widely used to understand health 

and access to health care among various vulnerable populations, such as racial and 

ethnic minorities; children and the elderly; impoverished and homeless persons; 

immigrants; high medical need, and disabled persons (Aday, 1994; Gelberg, Andersen, 

& Leake, 2000). In this thesis, we applied this model to the trans population 

considering its various vulnerabilities. The framework not only incorporated the 

traditional predisposing factors that explain people’s predisposition to use or not to 

use health services (e.g., social-structural characteristics), enabling/impeding factors 

that facilitate access to family medicine (e.g., geographic regions), and need factors 

related to illness perceived by trans individuals or evaluated by physicians, but also 

includes specific vulnerabilities found in the trans populations, such as transphobia 

and trans specific health needs (e.g., medical transition).  

Gelberg, Andersen, & Leake, and Andersen's work revealed that additional 

predisposing, enabling/impeding, and need factors exist and play a role in whether 
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vulnerable population gain access to appropriate or needed services. Examples of the 

predictors included in the domains of the Gelberg-Andersen Behavioural Model for 

Vulnerable Populations (mainly following Gelberg, Andersen, & Leake, 2000) are:  

- Traditional predisposing factors: demographic characteristics, such as age, gender; 

social structure characteristics, such as ethnicity, formal education, occupation; and 

general attitudes towards health care etc.  

- Vulnerable predisposing factors: social structure characteristics, such as born in 

Canada, language literacy and immigration status; sexual orientation, victimization; 

housing status, substance use etc.  

- Traditional enabling/impeding factors: service availability, income adequacy, 

insurance status, social network support etc.  

- Vulnerable enabling/impeding factors: competing needs, information sources 

availability, social services availability etc. 

- Traditional need factors: the self-perception (perceived need.) and objective 

evaluation (evaluated need.) of severity, total number of chronic illness etc.  

- Vulnerable need factors: conditions specifically relevant to the vulnerable 

populations 

In the evolution of the Behavioral Model of Health Care Utilization, Aday & Awe 

(1997) have pointed out the significance of identifying the priority of individual 

discretion when accessing health care. The health care that is less discretionary (e.g., 

curative care and service utilizations in response to disease or disorder) is primarily 

influenced by need factors, whereas more discretionary utilization (e.g. preventive 

care) is mostly influenced by predisposing and enabling/impeding factors. Given that 
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Canada has publicly funded universal access to family physician services and 

provincially funded health insurance, family physician care would be more 

discretionary. Therefore, predisposing and enabling/impeding factors were 

hypothesized to explain more of the variance in the outcome, whereas need variables 

would have less strong impact on not having a family physician.  

Despite its broad applications, the original behavioural model has been criticized for 

the lack of definitions of access (Goldsmith, 2002). Andersen (1995) defined four 

concepts within access using multi-dimensional terms in his later revised versions. 

Potential access depends on enabling/impeding resources, the more of which allow for 

greater health care utilizations. Realizable access is defined as the actual use of care. 

Andersen (1995) also argued the differences between equitable and inequitable access: 

the former refers to demographics and need factors, and the latter is attributed to 

enabling/impeding resources and social structure.  

As one of the most stigmatized groups in our society, trans people have been 

recognized as a vulnerable population in empirical studies (Bockting, 1999; Harris, 

2006; Makadon, 2008). Trans people can be at a disproportionately high risk 

(compared to the general population) of many adverse health outcomes ranging from 

HIV/AIDS to mental health issues such as depression. Many of these health care risks 

are not addressed because of the lack of comfortable communication with physicians 

due to a number of barriers including past experience of provider providers' hostility 

and insensitivity or their assumption that the patient is non-trans. It is important that 

primary care providers maintain open communication with trans patients to make 

them feel comfortable to talk about any trans-specific health concerns and feelings 

related to the transition. To date, related research is limited for the trans population; 

however, comfortable communication with family physicians was found to be 

substantially associated with decreased health risks and greater health-seeking 

behaviour by lesbians (White & Dull, 1997). For trans people and many sexual 
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minorities, such as gay, lesbian, and bisexual people, strong relationships with family 

physicians based on comfortable communication allow frequent preventive screens, 

regular follow-ups, and provide a basis for counselling of better quality on general 

and trans-specific health concerns. Having a family physician does not necessarily 

ensure access to needed and appropriate trans-related primary care among trans 

people.  

Comfortable discussions with FPs about trans status or trans health needs have 

important implications for trans peoples' threshold of health-seeking behaviour. The 

care of trans patients includes conversations about trans identity, trans anatomy, 

sexual health, etc. On the one hand, some providers do not feel entirely comfortable 

asking detailed questions regarding these topics. It is often the case that both family 

physicians and trans patients have difficulty discussing embarrassing, stigmatizing, or 

painful issues. Trans patients may be reluctant to divulge a medical history relevant to 

gender identities because of not feeling comfortable communicating with the 

physician. On the other hand, some physicians may be curious and thus ask personal 

questions that are unrelated to care. A study of 350 trans people in Virginia reported 

that 66% of the participants said that it was very important for them to discuss their 

trans status and trans-specific health care needs with their family doctors (Xavier et al., 

2007). Realizing appropriate and needed care for trans patients requires that trans 

patients and their family physicians communicate comfortably and effectively with 

each other to address health issues. It would make a substantial difference for trans 

people in obtaining appropriate preventive care and treatment, as well as care for 

specific health needs.  

Based on the arguments presented thus far, this thesis incorporated the idea that access 

is the act of linking a vulnerable population to needed and appropriate health care 

services and that health issues of trans people can be addressed appropriately only 

through realizable access. Therefore, our conceptual model used two access measures 
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to provide a comprehensive portrayal of access to needed and appropriate health care 

services provided by family physicians among trans people, while taking into account 

the limitations of readily available data sources. The outcomes measures that reflect 

the degree to which access has been achieved include: 

1. Potential access to a usual source of care: the concept of a usual source of care was 

confined to having a family doctor. 

2. Realizable access to trans-related primary care provided by FPs: we asked trans 

individuals whether they are comfortable discussing trans status or trans-specific 

health care needs with his/her family doctor.  

3.2 Family physician access: barriers and facilitators 

In this dissertation, many concepts adapted from the Gelberg-Andersen Behavioural 

Model for Vulnerable Populations were used to examine the extent to which they 

determine access to family physicians and whether patients are comfortable 

discussing trans status or trans-related health care needs with his/her family doctor in 

the context of trans communities. Predictive factors were grouped into three blocks 

according to Gelberg-Andersen Behavioural Model for Vulnerable Populations 

(Figure 2). One of the main interests, understanding the realizable access to 

appropriate or needed care provided by FPs would be examined in more of an 

exploratory fashion. The predictors were organized into two levels according to how 

directly they were hypothesized to influence comfortable consultations with FPs (see 

Figure 3). Group 1 included the demographic and socioeconomic predictors; and 

group 2 included the proximate predictors identified in previous qualitative studies 

and based on conceptual reasons (National Center for Transgender Equality, 2011; 

Victora, Huttly, Fuchs, & Olinto, 1997; Xavier et al., 2007). Figure 3 shows a list of 

all the variables used in this framework. There were six variables on the demographic 
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and socioeconomic level, of which three were demographic variables (age, race and 

marital status); three were indicators of socioeconomic status (education, employment, 

and income-to-need.). Four proximate determinants were identified through which the 

demographic and socioeconomic level variables could possibly have had an impact on 

the outcome variable. These variables were perceived transphobia in daily life, 

knowledgeable doctor, prior trans-specific negative experience with FPs, and medical 

transition status.  
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Figure 2. Conceptual model for predicting not having a family physician 
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Figure 3. Conceptual model for predicting uncomfortable trans-related physician-patient discussion 
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3.2.1 Predictors of not having a family physician 

In the present study, the traditional predisposing factors included demographics (e.g., 

age and marital status) and social structure (e.g., born in Canada, race/ethnicity, 

education, employment, and under-house situation). Under-housed situation was used 

to represent residential status in the model. The vulnerable predisposing factors 

included gender spectrum (i.e., FTM/MTF) and living in felt gender/coming out. The 

enabling/impeding factors considered in this study were, years residing in current 

dwelling, residing in Metropolitan Toronto, income, experiences of transphobia, and 

the incongruence between the gender a trans individual presented and the gender 

indicated on their OHIP card. In the need domains, general health concerns (i.e., 

self-conceived health status and chronic disease) and trans-specific health issues that 

were strongly associated with self-conceived health status and that need to be 

addressed on a primary care basis (i.e., medical transition status) were included.  

Age & Gender spectrum 

Arnett (2000) described the ages between 18 and 25 as "emerging adulthood". To 

some trans people, this is a profound period for exploration of their gender identity; 

however, trans youth face unique health risks. Grossman & D'Augelli (2007) reported 

that 55% of trans youth aged 16-24 reported on their life-threatening behaviours 

including suicide ideation and attempt. Their earlier study based on focus groups 

revealed several problems related to health care for trans youth: inadequate resources 

to address mental health concerns; a lack of access to physical health care, including 

HIV and sexually transmitted diseases counselling and screening; and a lack of 

continuity of care by families and communities. Data from CCHS showed that 15% of 

young adults aged 12 to 24 had an unmet health care need, compared to 12% of 

Canadians of all age groups (Marshall, 2011). Sanmartin & Ross (2006) reported 

similar result in another Canadian sample that 18% of participants under the age of 35 
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experienced difficulty in receiving regular care. In terms of gender spectrum, one 

study in Philadelphia found that 71.8% of trans women and 58.7% of trans men had a 

primary care physician (Kenagy, 2005). This study also showed that 22.7% of trans 

men and 28.4% of trans women had been refused care. National Transgender 

Discrimination Survey reported that 22% of trans women and 19% of trans men have 

ever been denied medical services (Grant, 2011).  

Marital status 

Joung, Van der Meer, & Mackenbach (1995) held that married people are more likely 

to use health services (i.e. consultations with general practitioners) because of their 

responsibilities for family and/or encouragement from the spouse in case of health 

complaints. Some research supports these assumptions. Sox, Swartz, Burstin, & 

Brennan (1998) suggested that married people are more likely to have a primary care 

provider. As well reported by Mathews & Edwards (2004) in a study involving 11,789 

respondents, married/common-law individuals were 0.81 times as likely not to have a 

regular doctor (95% CI=0.73, 0.90) than those who were  unmarried. According to 

the 1981-1991 CBS Health Interview Survey (1992), the never married had the lowest 

rates for various health care utilization, including general practitioner consultations, 

specialist consultation, hospitalization, and prescription medicine. 

Race/ethnicity 

The Employment Equity Act (Statistics Canada, 2006) defines persons who are 

non-Caucasian in race or non-white in colour as "visible minorities." Lasser et al. 

(2006) found that the racial disparity in access to a regular doctor was not presented in 

the general Canadian population. Though limited, some studies among the trans 

population described the racial categories that make up their samples; however, these 

studies rarely disaggregated data by racial or ethnic group due to insufficient sample 
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size (Kenagy, 2005; Risser et al., 2005; Garofalo, 2006). Grant (2011) showed that 

Latino trans people reported a higher rate of differential treatments than any other 

racial group. Notably, Kenagy (2005) found in a US sample that white respondents 

were significantly more likely to have a primary care physician than non-white 

respondents only for FTMs. The finding indicated the potential interaction between 

race and gender spectrum on having a doctor. Sanchez et al. (2009) argued that 

culturally competent trans care has been slow to evolve among medical service 

providers due to discrimination and lack of knowledge. The work of Xavier et al. 

(2007), Zians (2006), and Carson (2009) have all recommended that cultural 

competency trainings be provided for both physicians and administrative staffs to 

better serve trans patients from various racial/ethnic backgrounds.  

Born in Canada 

Foreign-born residents constitute a growing proportion of the total population in 

Canada. According to Statistics Canada 2006 Census, the proportion of foreign-born 

residents in the overall Ontario population was 28.3% (Statistics Canada, 2006). The 

lack of culture-competent health services could impede them from accessing or using 

health resources (Oxman-Martinez, Abdool, & Loisell-Léonard, 2000), especially for 

preventive health screening (Newbold, 2009). However, Lasser et al. (2006) found 

that there was no significant association between having a regular medical doctor and 

being foreign-born in a population-based sample of Canadians (n=3505). 

Under-housing 

Stable housing access is also an area of substantial vulnerability in trans communities. 

Unstable living situations may impede or complicate access to regular health services 

for trans patients and impose an enormous effect on health outcomes for trans people. 

Although there are many regular care providers in Toronto, access to care is often 

http://www.ncbi.nlm.nih.gov/books/NBK64800/#ch6.r73�
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difficult for patients that are homeless or in under-housed status (Golden et al., 1999). 

Homeless people are less likely to have a regular family doctor than the general 

population (Kushner, 1998; Weinreb, Goldberg, & Perloff, 1998). The Golden Task 

Force report found out that about half the homeless people surveyed did not have a 

family doctor and close to 20% of them used emergency departments more than any 

other place for health care (Golden et al., 1999). Previous studies in the U.S. revealed 

that 20-25% of trans individuals reported unstable housing status (Minter, 2003; 

Risser & Shelton, 2002; Xavier, 2000). It is often particularly challenging for trans 

individuals to find or stay in safe shelters due to the sex-segregated shelter policies 

and lack of appropriate access to washrooms and sleeping facilities in many shelters 

(Mottet & Ohle, 2006). A recent study involving 6,450 trans people in the U.S. 

showed that 2% of trans people reported current homelessness and 19% reported 

being homeless in the past; 19% reported refusal to rent and 11% reported eviction 

due to their gender identities or expressions (National Center for Transgender Equality, 

2011). One study in BC estimated that 15% of trans respondents currently need 

housing services and 22% needed housing services in the past (Goldberg, Matte, 

MacMillan, & Hudspith, 2003). Warner, Bauer, Scanlon, & Pyne (2011) reported that 

33.1% of trans people in Ontario were living in under-housing situations. 

Employment 

Access to stable employment and housing is often challenging for trans people. 

Significantly disproportionate job loss and job fragility have been reported within 

trans population (McGowan, 1999; Risser et al. 2005; Garofalo, 2006; Xavier et al., 

2007). Early results from Trans PULSE showed that 18% of trans Ontarians had been 

denied employment due to trans identities (Bauer, 2011). However, some studies in 

Canadian settings showed that the differences of socioeconomic factors (e.g. 

Employment and educational attainment) do not influence access to primary care in 

the general population (Blendon, 2002; Finkelstein, 2001).  
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Income 

Though the exact causes are not entirely clear, income disparities in access to care 

have been repeatedly observed in Canada. Lasser, Himmelstein, & Woolhandler (2006) 

found that Canadian respondents in the highest household income quintile 

(70,000/year or more) were 1.71 (95% CI=1.13, 2.60) as likely to have a regular 

doctor compared to those in the lowest income quintile (19,999/year or less). Chen & 

Hou (2002) observed an inverse association between household income and the unmet 

health needs because of accessibility difficulties (i.e. cost or transportation). The 

Canadian Facts 2010 revealed that Canadians in the bottom third of the income 

distribution are 40% more likely to wait five days or more for an appointment with a 

physician, 50% more likely to find it difficult to get care on weekends or evenings, 

and 50% less likely to see a specialist when needed (Mikkonen & Raphael, 2010). 

Low socioeconomic status (SES) is generally associated with high psychiatric 

morbidity, more disability and poorer access to health care (Lorant, Deliege, Eaton, 

Robert, & Philippot, 2003). In contrast with differentials in education, studies have 

found that income levels among trans people tend to be lower than those among the 

general population (McGowan, 1999; Risser et al, 2005; Garofalo, 2006; MetLife, 

2010). In Ontario, where the first and only available data in Canada have emerged 

following the Trans PULSE survey, 53% of trans people reported living with personal 

annual earnings of $15,000 or less, and only 7% had personal annual incomes over 

$80,000 (Bauer et al., 2012). 

Residing in Metropolitan Toronto 

Geographical regions of the country have also been found to be associated with access 

to care (Woloshin, 1997). According to the 2001 CCHS, the three most common 

reasons for unmet health needs among Canadians include: the uneven geographical 

distribution of care providers, care not being available when required (e.g., clinic 

http://www.ncbi.nlm.nih.gov/books/NBK64800/#ch6.r92�
http://www.ncbi.nlm.nih.gov/books/NBK64800/#ch6.r92�
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work hours), and transportation difficulties (Wu, Penning, & Schimmele, 2005). 

Many trans Ontarians travel to Toronto just to access competent health care. At the 

time of the Trans PULSE survey, the only explicitly trans-positive primary care 

centres in Ontario were located in Toronto Sherbourne Health Centre and Community 

Health Centre at 410 Sherbourne (Bauer et al., 2007). Therefore, for this analysis, 

trans Ontarian living in Metropolitan Toronto may have greater access to needed and 

appropriate primary health care. 

Living in felt gender/Coming out  

The fear of disclosing one's trans identity to a family physician can present a unique 

barrier to care for trans people. "Living in felt gender/coming out" may involve a 

range of behaviours from occasionally presenting in his/her felt gender identity to 

living daily life in that gender. In order to provide high-quality primary care, it is 

important to know a patient's gender identity. Xavier et al. (2007) reported that, in 

their sample of 350 trans people, 71% of the sample was out to their regular doctors, 

including 73% of the MTFs and 67% of the FTMs. However, not knowing whether a 

situation is safe or fear of embarrassment may cause trans patients to be reluctant to 

disclose his/her trans identity, possibly delaying, compromising the care or not 

seeking health care at all (Kenagy, 2005; Xavier et al., 2007). On the other hand, a 

recent study revealed that 29% of physicians would regularly discuss sexual 

orientation and 8.5% would regularly ask about gender identity when documenting a 

sexual history from a sexually active patient (Kitts, 2010). As compared to other 

marginalized populations, such as, lesbians, gays and bisexuals, transgender patients 

are more frequently left out of focus in the medical and social science literature. 

Without coming out to a health care provider, trans patients are unlikely to discuss 

their trans status or trans-related health concerns. 

Discrimination & Transphobia 

http://www.ncbi.nlm.nih.gov/books/NBK64800/#ch6.r73�
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Research indicates that trans people often assume a facility will not welcome them 

(Health Concerns of the Gay, Lesbian, Bisexual, and Transgender Community, 1997). 

This assumption can discourage them from accessing primary care, especially 

preventive care. Transphobia, a term to describe societal discrimination and stigma of 

individuals who do not conform to traditional gender norms, can be a major challenge 

for trans individuals to visit a family physician. Previous studies revealed that 

discrimination against trans patients by medical providers ranged from 11 to 53% 

(Reback et al., 2001; FTM Alliance of Los Angeles, 2004; Kenagy, 2005; Kenagy & 

Bostwick, 2005; Xavier et al., 2007; Transgender Law Center, 2009).  

Trans people may also have additional social disadvantages that may aggravate the 

discrimination they experience. These additional vulnerabilities typically include trans 

youth; trans elderly; trans people of racial/ethnic or religious minority backgrounds; 

trans people of lower socioeconomic status; trans people living with chronic 

conditions, disabilities, or HIV; and others (American Psychological Association, 

2010). The effect of transphobia on mental health has been reported elsewhere 

(Rotondi, 2011a; 2011b); however, less is known about its impact on the health care 

access and utilization. Studies on other vulnerable populations have found that 

perceived discrimination was related to non-attendance to the family doctor 

(Lamkaddem, Essink-Bot, Deville, Foets, & Stronks, 2012).  

Social support 

Social support refers to the degree of emotional and physical aid or affirmation 

perceived or actually received in one's life. According to the Andersen health 

behavioral model (Andersen, 1995), social support has a major role in translating 

people's health needs into health service utilization. However, the extent of social 

support's contribution to health service utilization or care seeking behaviours and the 

exact mechanisms of this association remain undetermined. Earlier findings in general 
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populations suggested a dual role. The majority of studies linking social support to 

health care utilizations have indicated a negative impact of social support on formal 

health service utilization. Cantor & Little (1995), in their hierarchical compensatory 

model, referred to formal health services as a last resolution, which people often turn 

to when informal resources are insufficient for their health needs or simply 

unavailable. Orem (1995) holds that social support motivates people to engage in 

self-care behaviour, thus reduces formal service utilizations. Wolinsky & Johnson 

(1991) found a reverse association of non-kin social support and 

hospitalization/institutionalization. Research by Nandi et al. (2008) showed that 

greater social support and no experiences of discrimination were related to access to a 

regular health care provider among undocumented Mexican immigrants in the U.S.  

Johnson (1996) claimed that social support is "lifelong coping mechanism that has a 

cumulative effect''. According to the 199697 National Population Health Survey 

(NPHS), 86% of Canadians reported that they had someone to confide in, someone 

they could count on in a crisis, someone they could count on for advice and someone 

who makes them feel loved and cared for (Statistics Canada, 1998). On one hand, 

social support from families, friends and communities have direct impact on people's 

physical and psychological well-being. One the other hand, social support system 

could play an essential role in helping people cope with adversity and therefore buffer 

against stress and some health problems (Cohen, 2004). Social support is especially 

important for the well-being of people with stigmatized identities. For example, 

Garofalo et al. (2005) found poor social support independently predicted high-risk 

sexual behaviours among transgender women. In trans communities, social support 

may be a key variable for health service access as well as service utilization. For 

example, it is possible that trans people with greater social support networks have 

fewer unmet needs or health problems therefore are less likely to seek or access 

formal services compared to those with lower social support.  

http://www.ncbi.nlm.nih.gov/pubmed/15554821�
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Medical transition & Hormone therapy  

Sex reassignment realizes a physical transition from one gender to another through 

surgical or hormonal alteration of the body. There are reasons why trans people need 

hormones. First, it reduces the secondary sex characteristics of the original gender. 

Second, it enhances the development of secondary sex characteristics of the desired 

gender (Brown & Rounsley, 1996). Males receive estrogen to feminize their bodies, 

and females receive androgen to masculinize their bodies. Third, hormones serve to 

enhance the person’s sense of self and well-being, producing peace and fulfillment 

with the changes he or she has experienced. In Ontario, hormones can be prescribed 

by an endocrinologist (hormone specialist) or a family physician. It is not necessary to 

obtain hormone from endocrinologists unless the patient has an underlying hormone 

disorder. Family physicians will often prescribe hormones based on their own 

assessment of their clients without referring them to a specialist clinic. Some studies 

indicated that the trans individuals who cannot obtain hormones through family 

physicians may feel desperate enough to procure them illicitly, in both pill and 

injection form (Namaste, 2000; Xavier et al., 2007). Results from Trans PULSE 

Project revealed that 26.8% of the 433 participants had ever used non-prescribed 

hormones and the main sources of non-prescribed hormones were from internet 

pharmacies, friends and relatives (Khobzi, 2010). Given that current hormone use and 

medical transition status are conceptually related variables and hormonal use was a 

crucial therapy in the medical transition process, only medical transition status was 

included in the vulnerable need domain.   

3.2.2 Predictors of uncomfortable physician-patient discussion about trans status 

and/or trans-related health needs   

Perception of FP's knowledge about trans health needs 
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Transsexualism and transgenderism have been traditionally considered to fall within 

the scope of mental disorders; and the care for trans people has traditionally been left 

to psychologists and other specialists. As a result, cross-gender hormonal therapy, sex 

reassignment surgeries, and other aspects of trans health care are absent from the 

curricula of nearly all medical and nursing schools. The lack of appropriate training, 

the limited access to clinical information about trans health, along with possible social 

stigma against trans people, leave most FPs unable or unwilling to provide competent 

care (Lurie, 2004; Kenagy, 2005; Zians, 2006). The limited numbers of available FPs 

who are knowledgeable about trans health concerns makes health care more difficult 

to obtain. 

Physicians’ unwillingness to acknowledge diverse sexual orientations or lack of 

knowledge about trans care and patients’ fear of disclosing their identities to service 

providers or fear of being denied treatment can result in pertinent health information 

being missed. This is especially true for trans individuals who in addition to regular 

health care also seek transition-related care, with the most frequent heath care service 

sought in FPs clinics being hormone treatments (Corliss et al., 2007). Williamson 

(2010) pointed out that, despite the increasing number of trans people seeking care, 

many family doctors find it difficult to provide accurate and appropriate care for them 

due to a lack of formal training and few professional resources. Some studies 

indicated that FTMs may not feel that their needs are met because those professionals 

are primarily experienced in working with MTFs or with non-trans lesbians (Feldman, 

2003).  

Evidence in Canadian health care settings has shown inadequate access to primary 

care among trans people. A study in Ottawa revealed that trans individuals find it 

difficult and stressful to search for family medicine providers who are educated about 

the anatomy of trans people and needs associated with being transgendered (Davis, & 

Wright, 2001). Notably, even among the trans individuals who reported access to a 
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family physicians, the difficulty of identifying a provider knowledgeable about trans 

health concerns was reported as a major concern (Survey of the GLBT Population of 

Ottawa, 2001). 

Incongruence of the gender identity and the gender indicated in legal ID 

Unique barriers exist in the trans population. A trans person may be discriminated 

against because they are not always perceived by others as their chosen gender, or 

they desire to be addressed by a name different from the one showed on their legal 

identification documents. All Canadian citizens and legal immigrants who are 

permanent residents of Ontario are eligible for provincially funded health insurance 

coverage and are issued Ontario Health Insurance Plan (OHIP) card (Government of 

Ontario, 2008). Patients are required to present their OHIP card at the time of every 

health service. The inconsistency of the patient's gender presentation and the gender 

indicated on his/her OHIP card may lead to ignorance, discrimination or harassment 

in clinic settings. Being required to present ID or a health card may prevent trans 

people from seeking care when they are unwillingly to reveal the fact that they 

are/were undergoing sex reassignment, or are socially transitioned. For those trans 

individuals who have to wait a long time before they can have sexual reassignment 

surgery or do not plan to undergo medical transitions, carrying around old ID or 

health card that does not match their public presentation can constantly cause them 

similar issues in health care settings. The concerns of trans patients regarding health 

care services are likely to include finding a medical setting and a family physician that 

will treat them with respect. They may need to be addressed as male/female even 

though their body may present as different. They will also desire the office staff to 

address them in their chosen name and pronoun regardless of what name and gender 

appears on their insurance documents.  

Negative experiences with FPs 
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Past negative experiences with any medical provider could cause intense fears of 

disclosure of trans identity or status (Clements, Marx, Guzman, Ikeda, & Katz,, 1998; 

Kenagy, 2005; Zians, 2006; Transgender Law Center, 2009). Not knowing if a 

situation will be safe, the fear could result in avoiding health care altogether 

(Kammerer, 1999; Sperber, Landers, & Lawrence, 2005; Xavier et al., 2007).  

Other important barriers  

Insurance coverage is viewed as one of the most important barriers to accessing a 

variety of health care services, including care provided by family physicians. In the 

U.S., the lack of health insurance has been reported to range from 21% to 64% and 

thus identified as a key financial barrier to obtaining care (McGowan, 1999; Clements 

et al., 2001; Kenagy, 2005; Risser et al., 2005; Garofalo, 2006; Xavier et al., 2007). 

However, this barrier does not necessarily apply to countries such as Canada that have 

a system of universal health insurance. Other non-financial barriers to having a family 

physician that have been reported in the Canadian population include lack of 

information regarding where to obtain care, have not tried to get a FP or choose not to 

have a FP, have access to alternative care, and lack of access (e.g. Family physicians 

not taking new patients, FPs moved/retired/deceased/changed practice) (Reid, 2009). 

These important barriers were not included in this analysis due to the fact that they 

were not available in the data we collected. Gelberg (1995) would have also included 

family size and health beliefs in the predisposing domains. In this study, family size 

was incorporated into the model under income-to-need ratio and health beliefs were 

not available in the Trans PULSE data.  
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CHAPTER 4 METHODOLOGY 

4.1 Study design 

The purpose of this thesis was to explore the potential barriers to family physician 

access using cross-sectional data from the Trans PULSE survey. We recognized that, 

even for the trans patients who have FPs, some of them are not comfortable to discuss 

their specific health needs with FPs. As a result, these individuals may avoid seeking 

regular care from the provider. Particular interest was paid to "discussing your trans 

status and trans-specific health care needs with your family doctor," the realizable 

access/utilization of family physicians. Potential barriers to this outcome variable 

were analyzed in an exploratory fashion. This preliminary assessment aimed to lay the 

groundwork upon which future research might build to improve access to health care 

provided by FPs and the experiences of trans patients in health care settings. The data 

set, sampling method, measures, and statistical analyses are described as follows. 

4.1.1 Data source: Trans PULSE survey 

This thesis used data collected in the Trans PULSE survey, an Ontario-wide 

cross-sectional study. Information was previously collected from 433 trans people 

aged 16 and older across Ontario who completed a multi-mode survey (i.e. via 

internet, telephone, or paper) (Bauer, 2012). Trans PULSE study used a broad 

definition of "trans", which was not limited to particular gender identities or a social 

or medical gender transition status. Qualitative and quantitative information for the 

survey was collected in three phases. Phase I was funded by the Toronto-based 

Wellesley Institute and the Ontario HIV Treatment Network. Phases II and III were 

funded by the Canadian Institutes of Health Research. Survey data was gathered in 

Phase II. The survey was designed to capture information on access to health and 
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social services, health care experiences, social determinants of health, and social 

exclusion for trans people in Ontario.   

4.1.2 Respondent-driven sampling 

Respondent-driven sampling (RDS), a tracked chain-referral sampling approach, was 

used for recruitment and analysis (Heckathorn, 1997). RDS is designed to recruit 

hidden populations from which a random sample cannot be drawn (Heckathorn, 1997, 

2002). Like snowball sampling methods, RDS begins with an initial set of participants 

who begin the recruitment process. The major difference is that, in RDS, the initial 

participants recruit their peers using a set number of unique coupons. In chain-referral 

samples, recruitment reflects affiliation patterns; therefore, the composition of the 

sample would reflect the characteristics of the initial participants. This potential bias 

in chain-referral samples is termed homophily. Heckathorn (1997) held that this bias 

is progressively weakened as recruitment chains grow progressively. As the sample 

grows in size from wave to wave, the sample composition stabilizes. The equilibrium 

is attained when sample composition remains stable. The implication is that when the 

number of waves is sufficiently large, the ultimate composition of the sample will be 

the same regardless of the composition of seeds. 

In the Trans PULSE study, recruitment was initiated in 2009 with 16 participants (i.e., 

"seeds"). Each study participant could recruit up to 3 additional peers and received a 

$20 incentive for participation. To avoid missing important subpopulations, social 

mapping was used as a context to recruit seeds. The seeds were geographically 

diverse and sociodemographically dispersed with regard to income, age, and ethnicity. 

They were well-connected in the trans communities and served as members of Trans 

PULSE’s Community Engagement Team. The longest recruitment chain in the final 

sample included 10 recruitment waves. The number of waves obtained in Trans 

PULSE satisfied the required number for equilibrium to be reached, based on the 
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standard RDS interpretation given by Heckathorn (2002). The calculations of the 

required number of waves to reach equilibrium were variable-specific and the details 

of the calculations can be found elsewhere (RDS Incorporated., 2006).  

The final sample of 433 trans people, including 38 seeds, was used in this analysis. 

The data on recruitment patterns and individual network sizes were obtained and used 

in RDSAT version 6.0. to generate population estimates and individualized weights 

for the dependent variables (Volz et al., 2007). In the survey, social network sizes 

were assessed by asking all respondents how many peers they know. Differential 

recruitment effectiveness was measured by collecting data on who recruits whom. 

Taking into account each respondent's social network size and differential recruitment 

effectiveness across groups (i.e., some groups are more efficient in recruitment than 

other groups), RDSAT yields individualized weights for each respondent and provides 

unbiased population estimates of the proportion of trans people not having a family 

physician and not being comfortable with talking to FPs about trans specific health 

needs by subgroups (Volz et al., 2007). When weighted, population estimates 

represented the trans Ontarians who knows at least one other trans person. 

Individualized weights based on the outcome variables were applied in multivariable 

analyses as sample weights to compensate for the complex sampling design 

(Wooldridge, 2002). In analysis 1 and 2, all variable were weighted using the 

individualized weights provided by RDSAT version 6.0. (Volz et al., 2007).  

4.1.3 Model-adjusted risk ratio 

Risk ratios (RR) were reported as the measures of effect for two reasons. First, the 

odds ratio (OR) does not approximate risk ratio well when the incidence of the 

outcome of interest is common (i.e., >10%) (Zhang & Yu, 1998). In studies of a 

common outcome, interpreting the RR using OR can exaggerate the effect (Zhang & 

Yu, 1998). Second, the RR was chosen for its interpretability over the OR in 
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cross-sectional studies (Rothman, 1986). Savitz (1992) pointed out that 

epidemiological evidences should be conveyed using communicative and easily 

comprehended effect measures. For example, in this analysis above, if the RR was 2, 

then the "exposed" subjects are 2 times more likely to have no FPs as are the 

"unexposed" subjects.  

Previous studies have proposed several approaches to estimate the prevalence ratio as 

the effect measure (Bieler et al., 2010; Zou, 2004). The modified Poisson regression 

approach with a robust variance estimate was recommended by Zou (2004) to obtain 

the RR as a measure of association for prospective studies. Bieler et al. (2010) have 

recently shown how to the LOGISTIC procedure in SUDAAN (Research Triangle 

Institute, Research Triangle Park, North Carolina) can be used to estimate 

model-adjusted risks, risk differences, and risk ratio based on risk averaging in the 

context of population-based studies. Considering the complex sampling design of the 

Trans PULSE survey, the second approach was followed to obtain risk ratios for the 

simple logistic regressions and multiple logistic regressions using the RLOGISTIC 

procedure in SAS-callable SUDAAN version 9.01 (Research Triangle Institute, 

Research Triangle Park, NC). 

4.2 Measures 

My contribution to the Trans PULSE dataset began from this stage. Variables selected 

from the Trans PULSE survey to be used in this thesis were recoded and are described 

below.  

Outcome Variable 

The two outcome variables examined in this analysis were "not have a FP" and "not 

comfortable discussing his/her trans status or trans specific health concerns with FPs.". 

Participants were asked if they have a regular family doctor and how comfortable they 
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are discussing their trans status or trans-specific health care needs with the family 

doctor. The latter was assessed with a 4-point Likert scale, i.e., very uncomfortable, 

uncomfortable, comfortable, and very comfortable. The first two categories were then 

grouped as the uncomfortable category, and the other two categories were grouped as 

the comfortable category.  

Age  

Age was a write-in variable in the survey. The variable ranged from 16 to 77 years in 

our sample. Three age groups were established: 16 to 24, 25 to 44, and 45 to 77. The 

25 to 44 group serves as the reference group. This was done so that the multivariable 

logistic regressions which included this variable could be more logically interpreted. 

These three categories were included for analysis because it is likely that individuals 

in youth and elder groups may have more opportunities to experience various barriers 

(e.g., transphobia and lower socioeconomic status) to health care access/utilization.  

Ethno-racial background 

Respondents were asked to choose from the following ethno-racial categories: 

Aboriginal, Latin American, East Asian, Indo Caribbean, South Asian, Middle Eastern, 

South East Asian, White Canadian or White American, White European, Black 

Canadian or African American, Black African, and Other. Respondents were allowed 

to check multiple options, and to write in their response if they were not included in 

the above categories. Respondents were originally grouped into three categories: 

non-Aboriginal White, Aboriginal, or non-Aboriginal persons of colour based on their 

self-reported ethno-racial background. Aboriginal included those who indicated they 

were Aboriginal, or who indicated on a separate question that they were First Nations, 

Métis or Inuit. The remainder of participants were classified based on non-Aboriginal 

ethnoracial groups. Non-Aboriginal white included participants who indicated only 
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white Canadian, white American, or white European, or other write-in responses (e.g. 

White African). Non-Aboriginal persons of colour included those who indicated 

non-Aboriginal racialized ethnicities. To create sufficient cell sizes for multivariable 

analyses, the three groups were then collapsed into two categories, i.e., white and 

non-white. The latter includes non-Aboriginal persons of colour and Aboriginal 

people. Note that, if an individual respondent identified with two or more 

races/ethnicities including non-Aboriginal white (i.e., white Canadian and South East 

Asian), the respondent was generally put into the non-white group, unless their 

write-in responses indicated otherwise (e.g. their ethnic heritage was described as 

minor and they indicated they were not perceived as a person of colour). 

Marital status  

Respondents were asked "what is your legal status right now?" Responses included 

never married, separated, divorced, widowed, living common-law, and married. Three 

groups were then established for the marital status variable: married or common-law; 

previously married (including divorced, separated or widowed.); and single (never 

married.).  

Born in Canada 

This variable was based on information provided by the respondent in response to the 

question ‘what country were you born in?’ The responses were dichotomized into 

Canada and outside of Canada.  

Education & Employment status 

Based on their highest level of education, respondents were grouped into four 

categories: postsecondary graduation, some post-secondary, secondary graduation, 

and less than secondary graduation. The group with the largest number of participants, 
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postsecondary graduation was used as reference group. The respondent’s employment 

status was classified into four categories: (a) full-time employed, (b) part-time 

employed, (c) student (not working), and (c) others (which includes unemployed, 

retired, disabled, on leave from work, and receiving disability, employment insurance, 

or general social assistance). This variable was coded based on previous studies in 

Canadian health care settings (Sanmartin & Ross, 2006; Reid, 2009) and because a 

large proportion of our sample were current students who may have a different level 

of resources (e.g., information and campus walk-in clinic) regarding access of FPs. 

Under-housing 

Under-housing was dichotomized as yes vs. no, which represented whether a trans 

person had inadequate/poor housing. Under-housing is a combined variable of 

currently homeless, current housing situation, and difficult meeting monthly 

housing-costs among individuals living in poverty. Participants were asked "Are you 

currently homeless", "Which best describes your current housing situation", and 

"Considering your income, how difficult is it for you to meet your monthly 

housing-related costs? Housing costs include rent, mortgage, property taxes and 

utilities only)". Current homeless was a dichotomized variable. Current housing 

situation initially had 21 possible responses. We considered the participants who 

selected one or more of the following housing situations as currently unstable housing 

status: living in a group home, long-term care facility, self-contained room in a motel 

or boarding house, couch-surfing or staying at a friend’s house, squatting, 

rehabilitation facility, prison, or other unstable housing situation. In this analysis, 

participants were deemed as having difficulty in meeting monthly housing costs only 

if they indicated very difficult or difficult to meet monthly housing-costs and are 

living below Low-Income Cut-Off. Those with difficulty in meeting costs but not 

living in poverty were categorized as not under-housed. Low-Income Cut-off was a 

proxy for poverty that was previously created by Trans PULSE researchers, based on 
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Canada’s low-income cut-off (LICO) provided by Citizenship and Immigration 

Canada (2008). Participants whose household income was below the income cut-off 

appropriate for his/her household size were designated as living below the 

Low-income Cut-off. Participants with difficulty meeting costs and living in poverty, 

or who are in unstable housing, or who are homeless were considered to be in an 

under-housed status. 

Income -to-needs ratio 

Income-to-needs ratio is one of the most widely used measures of economic 

well-being (Geronimus & Korenman, 1992). In this analysis, income-to-needs ratio 

was computed by dividing the midpoint of the categories for annual family income by 

family size (Winkleby & Cubbin, 2003). It was assumed that all members of the 

family share the household income and people with lower or no income benefit from 

those family members with higher income (Winkleby & Cubbin, 2003). Income 

information was partitioned into four categories of sufficient size to allow for the 

multivariable analyses. The midpoint of family incomes over $100,000 (i.e., the 

highest cut-off in the questionnaire) was assigned a value of $185,000, which was the 

average family income for the 10% Canadian families with highest incomes according 

to the Statistics Canada 2001 census (Statistics Canada, 2003). The following four 

categories of income-to-need ratios were then established: lowest group (<$15000); 

lower middle group ($15000 to <30000); higher middle group ($30000 to <45000); or 

highest group (≥$45000) (Winkleby & Cubbin, 2003).  

Gender spectrum 

Gender spectrum refers to MTF or FTM. This variable is determined by the 

combination of their current gender identity and the participant's responses of "What 

was your assigned sex at birth?". For example, if participants indicated being assigned 
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to the “female” sex at birth and indicated that their current gender identity was “boy 

or man”, then the participant was categorized as being on the FTM spectrum. 

Participants could also simply choose to indicate a FTM or MTF gender identity. 

Living in felt gender/coming out  

Respondents were asked whether they were currently living in their felt gender 

(full-time, part-time, or no). Participants that indicated living full-time in felt gender 

was chose as reference group because it is expected to have beneficial effects on 

mental health (Rotondi, 2011a; 2011b) and sequentially influence health care 

access/utilization. 

Years in the current dwelling 

Years in the current dwelling was a write-in variable in the survey. Participants were 

asked to indicate how many years and month they been in their current dwelling. The 

duration of residence was classified into three categories: less than 1 year, 1 to 5 years, 

and more than 5 years (Reid 2009). The duration of residence was expected to be 

inversely associated with the risk of not having a FP. 

Residing in Metropolitan Toronto 

Area of residence was dichotomized as Metropolitan Toronto vs. outside Metropolitan 

Toronto based on the forward sortation area (i.e., first three characters of the postal 

code) provided by the respondents. This was deemed appropriate because 1) almost 

half of the unweighted sample was from Metropolitan Toronto, and 2) trans people 

residing in Metropolitan Toronto may have greater access to FPs due to the fact that 

the overwhelming majority of trans services and trans-positive primary care are 

located in Metropolitan Toronto. 
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Transphobia 

The experience of transphobia (i.e., negative experiences associated with being trans) 

was assessed by an 11-items scale that was modified from the homophobia scale 

(Diaz, Ayala, Bein, Jenne, & Marin, 2001). Though the scale was not validated for use 

in trans communities, the value of Cronbach’s alpha that measures the internal 

consistency of the scale was 0.813, which was considered acceptable for reliability 

without redundancy (Cronbach, 1951; Nunnally, 1978). The items are detailed as 

follows, 

1. How often have you been made fun of or called names for being trans? 

2. How often have you been hit or beaten up for being trans? 

3. How often have you heard that trans people are not normal? 

4. How often have you been objectified or fetishized sexually because you're trans? 

5. How often have you felt that being trans hurt and embarrassed your family? 

6. How often have you had to try to pass as non-trans to be accepted? 

7. How often do you suspect you have been turned down for a job because of your 

trans identity? 

8. How often have you had to move away from your family or friends because 

you’re trans?  

9. How often have you experienced some form of police harassment for being trans? 

10. How often do you worry about growing old alone? 

11. How often do you fear you will die young? 

The 11-item scale for transphobia was scored on a 4-point scale ranging from 0 (never) 

to 3 (many times). The scale was scored only for participants who had completed at 

least 80% of the 11 items (i.e., 9 items) (Sugano, Nemoto, & Operario, 2006). Those 

who answered less than 9 items received a missing value for this scale. The final score 

for each respondent was calculated by divided the total sum of their responses by the 

number of items answered. Higher scores reflected more frequent experiences of 
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transphobia in daily life. For the purpose of logical interpretations of the scale, we 

created a three-categories variable, experiences of transphobia, the three categories of 

which included low group, “experienced transphobia twice or less on average” (i.e., 

corresponding to average scores less than or equal to 1); middle group, “experienced 

transphobia sometimes (more than twice) on average” (i.e., corresponding to average 

scores of more than 1 but less than or equal 2); and high group, “experienced 

transphobia many times on average” (i.e., corresponding to average scores of more 

than 2).  

Social support 

Social support was determined by the global score on the Medical Outcomes Study 

(MOS) social support survey form (Sherbourne & Stewart, 1991). This scale 

consisted of 19 items was adopted in our study to provide an indication of the levels 

of social support available to trans Ontarians. Four dimensions of social support were 

examined: 1. positive social interaction (e.g., "Someone to get together with for 

relaxation"); 2. emotional/informational (e.g., "someone to give you information to 

help you understand a situation"); 3. affectionate (e.g., "someone to love you and 

make you feel wanted"); 4. tangible (e.g., "someone to help you if you were confined 

to bed"). Responses were scored on a 5-point Likert scale ranging from “none of the 

time” to “all of the time". The respondents' scores for each question were then 

summed and divided by the number of items answered. Higher scores are indicative 

of higher levels of social support. The continuous variable, ranging from 1 to 5, was 

then collapsed into three categories to provide sufficient cell sizes for analyses, i.e., 

having support some of the time or less (corresponding to average scores less than or 

equal to 3, having support more than sometimes to most of the time (corresponding to 

average scores greater than 3 to up to 4), and having support more than most times to 

all of the time (corresponding to average scores more than 4). Standardized Cronbach 

Alpha of this social support scale is 0.9727. 
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Incongruence of current gender presentation and gender listed on OHIP card 

For many trans person, their gender presentation is not congruent with the one 

indicated on his/her legal identification. In this study, respondents were asked about 

the gender listed on their OHIP card. The variable of interest was defined as the 

presence of inconsistency of the participant's current gender presentation (i.e., trans 

woman or trans man) and the gender listed on his/her OHIP card (i.e. male/female) for 

those who were living full-time in their felt gender. It was assumed that, in order to 

avoid discrimination, trans individuals who were living part-time in their felt gender 

or not coming out at all would present themselves in a manner consistent with the sex 

designation on their OHIP card when accessing family physician services. Those 

people thus were not considered to have experienced this incongruence. 

Self-perceived general health  

The respondents were asked to describe their overall general health status as excellent, 

very good, good, fair, or poor. Two categories were established: excellent/very 

good/good, and fair/poor.  

Chronic condition 

Respondents who had ever been diagnosed with any chronic health conditions are 

defined as experiencing chronic physical health issues (Steele, 2006). Participants 

with one or more chronic condition were considered to be reference group, and those 

with no chronic condition were expected to have a higher risk of not having a FP. We 

mainly followed how the 2005 Canadian Community Health Survey (CCHS) defined 

chronic health conditions (Statistics Canada, 2005) The chronic health conditions 

included in the questionnaire are: allergies, asthma, breast cancer, cervical cancer, 

chronic fatigue syndrome, diabetes, endometrial cancer, fibromyalgia, heart attack, 

high blood pressure, high cholesterol, ovarian cancer, penile cancer, prostate cancer, 



61 

 

 

 

stroke, testicular cancer, thyroid condition, uterine cancer, vaginal cancer, 

schizophrenia, an Anxiety disorders (e.g. panic attacks or post-traumatic stress 

disorder), a mood disorder such as depression or bipolar disorder, an eating disorder 

such as Anorexia nervosa, Bulimia nervosa, or exercise bulimia, and any other 

long-term physical or mental health condition.  

Medical transition status 

Medical transition status was assessed by asking participants to select one of the 

following situation that best applies to them: have medically transitioned (hormones 

or surgery), in the process of medically transitioning, planning to medically transition, 

not planning to medically transition, the concept of “transitioning” does not apply, and 

not sure whether or not to medically transition. The responses were collapsed into 4 

categories; that is, "not planning to medically transition", "the concept of 

‘transitioning’ does not apply", and "I am not sure whether I am going to medically 

transition" were grouped into one category. 

Knowledgeable doctors 

Participants were asked how knowledgeable their FPs are about trans-specific health 

care needs. The question was assessed with a 4-point Likert scale, i.e., not at all 

knowledgeable, somewhat knowledgeable, knowledgeable, and very knowledgeable. 

The responses were then collapsed into knowledgeable and not knowledgeable. The 

former group included "knowledgeable" and "very knowledgeable". The latter 

included "not at all knowledgeable" and "somewhat knowledgeable".  

Trans-specific negative experience with FPs 

This variable specific to trans people’s experience with FPs was created to satisfy the 

objective of this original research. Respondents were asked "For each of the following, 

has a family doctor ever…? (Please check all that apply)." The respondents who did 
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not report any negative experiences with FPs served as the reference group. The 

response categories are detailed as follows, 

1. Refused to see you or ended care because you were trans 

2. Used hurtful or insulting language about trans identity or experience 

3. Refused to discuss or address trans-related health concerns 

4. Told you that you were not really trans 

5. Discouraged you from exploring your gender 

6. Told you they don't know enough about trans-related care to provide it 

7. Belittled or ridiculed you for being trans 

8. Thought the gender listed on your ID or forms was a mistake 

9. Refused to examine parts of your body because you're trans 

4.3 Data analysis  

To account for the complex sample design, data analyses were conducted using 

RDSAT 6.0 (Volz et al., 2007), SAS version 9.2 (SAS institute, 2008), and the 

statistical package SAS-callable SUDAAN version 9.01 (Research Triangle Institute, 

Research Triangle Park, NC). SAS version 9.2 (SAS institute, 2008) was used to 

conduct backward elimination in the selection of predictors. Simple logistic 

regression and multiple logistic regressions were conducted in SAS-callable 

SUDAAN version 9.01 (Research Triangle Institute, Research Triangle Park, NC). 

4.3.1 Prevalence estimation and bivariate association analysis 

Adjusted population-based prevalence and 95% confidence intervals (CI) were 

calculated for all variables of interest using RDSAT version 6.0 (Volz et al., 2007). 

The individualized weights were also generated using RDSAT version 6.0 for each 

respondent (Volz et al., 2007). The individualized weights, computed for each 

respondent based on individual degrees (personal network size) and a partition 
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analysis of the outcomes, were then applied to weight the entire data set for multiple 

analyses. All p-values and confidence intervals reported adjust for the lack of 

independence among participants due to the complex sampling design (Heckathorn, 

2002). Bivariate analyses using simple logistic regression were conducted to examine 

the association between each predictive factor and each outcome variable.  

4.3.2 Multiple regression and model building 

Multiple logistic regressions were fitted based on the hierarchical backward 

elimination (HBE) approach described by Kleinbaum (1994) and the minimal models 

were reported.  

4.3.2.1 Model building strategies for predicting not having a family physician 

As discussed in Chapter 3, Andersen (1968, 1973, 1995) grouped the factors that can 

influence health behaviour into three levels in a logic sequence. Therefore, multiple 

logistic regression models were built in a hierarchical manner to assess the association 

of the predictors in each block and not having a family doctor using all cases with 

complete data (Cohen & Cohen 1983). The three blocks of predictors were entered 

into the logistic regression models in a hierarchical manner (Cohen & Cohen 1983), 

with the predisposing factors entered first, followed by the enabling/impeding factors, 

and the need factors. This entry order was followed to examine the additional variance 

explained by each set of variables on the outcome when the predisposing variables 

were initially controlled, as well as the final contribution of need variables. The 

effects of enabling/impeding predictors were similarly examined after control for 

predisposing factors. The effects of need factors were similarly examined after 

considering both predisposing and enabling/impeding factors. Comparing to solely by 

selection statistically significant explanatory variables through techniques such as 

stepwise logistic regression, the effects of predisposing variables can be examined 
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without improper adjustment by proximate or intermediate variables (Victora et al., 

1997). Model goodness-of-fit was estimated using a likelihood-based pseudo 

R-square measure yielded by SAS version 9.2 (SAS institute, 2008). The pseudo 

R-squared in logistic regression is similar to the R-squared derived from least squares 

regression. It was considered to have the interpretation as the percentage of variability 

that is explained by the variables in the model. The model building strategies are 

detailed as follows: 

i. Considering the exploratory nature of the study, 18 potential predictors were 

identified based on the Gelberg-Andersen Behavioural Model for Vulnerable 

Populations, prior research findings, and conceptual reasons. Independent variables 

were examined for multicollinearity using the tolerance value. Only the tolerance 

value between two conceptually similar and associated trans-specific variables, i.e. 

stage of medical transition and current hormone use, was found to be higher than the 

cut-off value of 0.1 (Belsley, 1980). One way to resolve multicollinearity is to drop 

the collinear variable from the model (Mahajan, Jain, & Bergier, 1977). Since 

trans-specific health needs at different transition stages (including current hormone 

use) were well represented by medical transition status, current hormone use was later 

removed in order to maintain adequate statistical power as recommended for multiple 

analysis. The minimum tolerance for the remaining 17 independent variables was 0.34, 

indicating no problem with multicollinearity.  

ii. The events for this multivariable analysis were relatively low. In order to limit the 

number of predictors and obtain parsimonious models, hierarchical backward 

elimination (HBE) approach described by Kleinbaum (1994) was used to select 

potential predictors and avoid over-fitting. One of the advantages of using backward 

elimination is that it is less sensitive to model specifications, as compared to forward 

and stepwise elimination (Harrell, 1996). Gender spectrum (i.e., FTM/MTF) was 

forced to remain during the selection procedures because we wish to examine its 
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possible interactions with other predictors. The three selection procedures were all 

performed in SAS version 9.2 (SAS institute, 2008). SAS-callable SUDAAN version 

9.01 (Research Triangle Institute, Research Triangle Park, NC) was not used to select 

important predictive variables because the software does not directly handle 

automated elimination procedures. However, to run a backward regression using 

SUDAAN, variables have to be sequentially eliminated and calculations have to be 

conducted manually. Due to the sequentially use of SAS version 9.2 (SAS institute, 

2008) for HBE and SAS-callable SUDAAN version 9.01 (Research Triangle Institute, 

Research Triangle Park, NC) for multiple logistic analysis, the cut-off significant level 

for BWE was adjusted to a more conservative statistical significance level of 0.2 

(Slevin, 2004).  

A significant level of 0.2 was used in the SAS automated eliminations to allow for 

retention of potential important predictive factors and interaction effects. Only the 

variables significant at p<0.2 were passed to the multiple logistic regressions. The 

first BWE include all the predisposing factors (i.e., age, race, marital status, education, 

employment, living in felt gender, and gender spectrum) and the possible interaction 

between gender spectrum and race/ethnicity. In the second stage, all the variables or 

interaction term(s) retained in the first BWE were entered in the second backward 

selection along with all the enabling/impeding factors and the interaction term 

between gender identity incongruence and gender spectrum. Similarly, the final BWE 

included need variables and the variables significant at 0.2 in the second BWE. Table 

5.1a denoted at which stage the elimination of variables or interaction terms occurred 

using HBE in SAS 9.2 (SAS institute, 2008).  

iii. The three groups of variables retained from BWE in SAS version 9.2 (SAS 

institute, 2008) were respectively used to develop the hierarchical logistic regressions 

(Cohen & Cohen 1983). For the full model, regression analysis tests on the data were 

performed at the 0.05 level of significance. Since the analysis was exploratory in 
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nature, the variables with a significant level between 0.05 and 0.1 were reported for 

descriptive purposes, as indicating trends for further research. SAS-callable 

SUDAAN version 9.01 (Research Triangle Institute, Research Triangle Park, NC) was 

used to account for weighting and the complex sample design. For the categorical 

independent variables, the means, standard errors, and p-values were calculated using 

its survey logistic regression fit with PROC RLOGIST (Research Triangle Institute, 

Research Triangle Park, NC). 

4.3.2.2 Model building strategies for predicting uncomfortable physician-patient 

discussion about trans status and/or trans-related health needs  

Based on the conceptual framework that describing the hierarchical relationships 

between the two levels of predictors (see figure 3), hierarchical logistic regression 

was performed to identify the significant independent determinants of "not 

comfortable discussing about his/her trans status or trans specific health concerns with 

family physician". As noted by Victora et al. (1997), this approach allows for the 

effects of the distal sociodemographic factors to be assessed without improper 

adjustment by proximate predictors that may be mediators of the effects of distal 

variables.  

Since we were interested in the differences in care seeking behaviours or health care 

access patterns between FTM and MTF, all analyses were stratified by gender 

spectrum. The two models incorporating the distal and proximal predictors were built 

with p-values less than 0.05. Before entering independent variables into multiple 

logistic regression models, multicollinearity was examined using the tolerance value. 

The minimum tolerance for the 9 independent variables was 0.34, indicating no 

problem with multicollinearity. Firstly, the effect of sociodemographic predictors on 

the outcome variable was analyzed. Secondly, the proximate variables were entered in 

the first model, and the effects of the proximate variables were examined in the 
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presence of the distal level variables.  

4.3.3 Data quality 

Missing data, distributions, interquartile ranges, means, and medians were examined 

for all the variables of interest. Contingency table and univariate exploratory analysis 

were used to determine the appropriate ways to model quantitative covariates. 

Complete case analyses were performed for both outcomes. The number of 

observations used in the multiple analysis of predicting not having a FP was 375 

(86.6%). For the analyses of not comfortable consultations with FPs, the number of 

observations used in the multiple analysis was 182 (92.3%) for FTM subgroup, and 

171 (93.0%) for MTF subgroup. Since missing data were minimal, it was decided that 

more biases would be introduced by simple imputation (Little & Rubin, 2002).  
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CHAPTER 5 RESULTS 

5.1 Analysis 1: Predicting not having a family physician 

As noted in Chapter 4 the variables used in Analysis 1 were guided by 

Gelberg-Andersen Behavioral Model for Vulnerable Populations. Here, the primary 

purpose and importance of conducting the hierarchical backward elimination is to set 

the stage to conduct multiple regression analyses. Bivariate association analyses were 

performed but not used to determine which variables considered were potentially 

statistically significant to the outcome (i.e. not having a FP) in the multivariable 

analyses. Throughout Analysis 1, descriptive and bivariate results are presented using 

constructs from the adapted Gelberg-Andersen Behavioral Model, under the headings 

of "predisposing", "enabling/impeding", and "need" factors from both the traditional 

and vulnerable domains. Before doing so, a summary table (Table 5.1a) is presented 

which denotes at which stage which variables or interaction terms were removed from 

hierarchical backward elimination in SAS 9.2 (SAS institute, 2008). 

5.1.1 Regarding eliminated variables 

Eighteen variables were evaluated in HBE as well as possible interaction terms. These 

variables and the details of the HBE procedure were illustrated in Table 5.1a. At step 1, 

born in Canada was removed by the use of hierarchical backward elimination. All 

remaining variables were at least weakly associated with not having a FP (p<0.20). 

We see here that under-housed situation, the interaction term between gender 

spectrum and gender identity incongruence and all of the enabling/impeding factors 

except social support were eliminated in step 2 (p=0.20). At the final step, all of the 

need characteristics but chronic condition(s) entered into the logistic regression 

equation were eliminated. 
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Table 1. Hierarchical backward elimination 

Variable/Interaction term  Variable Eliminated  -2Log Likelihood 

Step 1.* Predisposing predictors 

Age 
Race/ethnicity 
Born in Canada 
Marital status 
Education 
Employment 
Under-housed situation 
Income-to-needs ratio 
Gender spectrum 
Living in felt gender 
Gender spectrum*Race/ethnicity 

Born in Canada 240.417 

  

Step 2. ** Predisposing & 
Enabling/impeding predictors 
Age 
Race/ethnicity 
Marital status 
Education 
Employment 
Under-housed situation  
Income-to-needs ratio 
Gender spectrum 
Living in felt gender 
Years residing in current dwelling 
Living in Metropolitan Toronto 
Transphobia 
Gender identity incongruence 
Social support 
Gender spectrum*Race/ethnicity 
Gender spectrum*Gender identity 
incongruence 

Gender spectrum*Gender 
identity incongruence 

184.564 

Gender identity 
incongruence 

190.516 

Living in Metropolitan 
Toronto 

190.878 

Years residing in current 
dwelling 

192.288 

Transphobia 194.305 

Under-housed situation 196.039 

Step 3. *** Predisposing, 
Enabling/impeding & Need predictors 

Age 
Race/ethnicity 

Medical transition status 230.844 
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Marital status 
Education 
Employment 
Income-to-needs ratio 
Gender spectrum 
Living in felt gender 
Living in Metropolitan Toronto 
Social support 
Self-rated poor/fair heath 
Chronic condition 
Medical transition status 
Gender spectrum*Race/ethnicity 

Self-rated poor/fair heath 234.355 

  

* All variables retained in Step 1 were kept in the regression model 1. 
** All variables retained in Step 2 were kept in the regression model 2. 
* * * All variables retained in Step 3 were kept in the regression model 3. 

5.1.2 Characteristics of trans people in Ontario 

Predisposing characteristics   

The characteristics of trans people in Ontario are presented in Table 5.1b. The final 

sample consisted 433 subjects who were 16 or older, including 227 FTMs (51.8%, 95% 

CI=44.5, 62.1) and 205 MTFs (48.1%, 95% CI=38.0, 55.5). The results indicated that 

trans Ontarians were about equally split in gender fluidity. The age range was 16 to 74, 

and the highest age group concentration was the 25-44 year olds group, at 45.5% (95% 

CI=37.5, 54.3). The proportion of foreign-born trans people was 18.6%, which was 

remarkably lower than its presentation in the overall Ontario population in 2006 

(28.3%) (Statistics Canada, 2006). The majority (77.5%) of trans Ontarians were 

white Canadian, American or European. The percentage of non-Caucasian trans 

people (22.5, 95% CI=13.3, 31.9) was close to the proportion in Ontario's total 

population, at 22.8% (Statistics Canada, 2006). In terms of marital status, more than 

half of trans Ontarians 61.9% (95% CI=52.7, 69.3) indicated they were single and 

never married; 23.3% (95% CI=16.6, 30.5) stated that they were married or 
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Common-law, and a small minority indicated that they were divorced or widowed 

(14.8%, 95% CI=10.0, 21.8). Our findings revealed a high education/low income 

paradox among trans people in Ontario. While the majority (42.2%, 95% CI=34.2, 

50.5) had received post-secondary education, 58.5% (95% CI=50.8, 67.9) of trans 

Ontarians fell into the lowest yearly income-to-needs ratio group of $15,000/person or 

under. Furthermore, most trans Ontarians (81.6%, 95% CI=74.7, 87.3) were in 

under-housed situations. Approximately half of trans Ontarians (53.4%, 95% CI=48.1, 

62.9) had full-time jobs and 11.8% (95% CI=6.0, 15.7) were working part-time. 12.1% 

(95% CI=6.9, 16.9) were students and about one out of every five (22.7%, 95% 

CI=15.8, 29.7) were unemployed, retired, disabled, on leave from work, or receiving 

disability, employment insurance, or general social assistance. Close to half of the 

trans Ontarians (47.3%) were currently living full-time in their felt gender, and 30.1% 

were doing so part-time. Only one fifth (22.6%) were not living in their felt gender at 

all. 

Enabling/impeding characteristics   

One third of trans people in Ontario had been living in their current residence for 

more than 5 years (30.3%). Half of the rest of trans Ontarians had been residing in 

their current residence for less than one year (30.3%), and the other half had not 

moved in the past one to five years (34.3%). More than half of trans Ontarians were 

living outside Metropolitan Toronto (65.7%, 95% CI=56.1, 76.3). In terms of 

vulnerable enabling/impeding characteristics unique to trans communities, gender 

identity incongruence on ID was experienced by the majority of trans people in 

Ontario (71.8%, 95% CI=63.9, 77.4). Furthermore, over half of trans Ontarians had 

experienced transphobia sometimes (more than twice) on average (57.1%, 95% 

CI=49.7, 64.1). About one third (33.5%, 95% CI=26.7, 40.7) stated that they 

experienced transphobia two times or less on average, and a small minority (9.4%, 95% 

CI=5.4, 14.4) reported experiencing transphobia many times on average.  
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Need characteristics   

The majority of trans Ontarians (70.9%, 95% CI=63.5, 78.0) had been diagnosed with 

chronic medical condition(s), while only one quarter (24.8%, 95% CI=17.8, 3.1) rated 

their general health status as fair or poor. Most trans individuals (75.2%, 95% CI=69.1, 

82.2) reported that they were in excellent, very good, or good health. Approximately 

one quarter of trans Ontarians (25.9%, 95% CI=19.2, 33.8) had completed a medical 

transition process. Please note, in this analysis, a “completed medical transition 

process” was self-reported by each respondent based on their own understanding of 

how this concept applied to them. Additionally, 24.6% were in the process of 

transition, and about half of trans Ontarians were not medically transitioned 

(including planning but not begun, not planning to medically transition, unsure if they 

would, or the concept of "transitioning" is irrelevant). Table 5.1b. shows the 

characteristics of trans people in Ontario.  
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Table 2. Weighted prevalence estimates for predictors for general population and 

trans population among trans Ontarians 

 Predictors N  Prevalence 95%CI† 

Predisposing Factors    
Traditional domain    

Age    
16-24 123 34.4 (25.7,43.1) 
25-44 211 45.5 (37.5,54.3) 

45+ 96 20.1 (12.9,27.4) 
Born in Canada    

Canada 348 81.4 (74.3,87.3) 
Other 82 18.6 (12.7,25.7) 

Race/ethnicity    
Non-white 97 22.5 (13.3,31.9) 

White 333 77.5 (71.2,84.3) 
Marital status    

Single (never married.) 255 61.9 (52.7,69.3) 
Married or common-law 107 23.3 (16.6,30.5) 

Previously married 65 14.8 (10.0,21.8) 
Education    

Non-completion of High School 49 12.7 (8.0,18.8) 
Graduation from High School 53 16.9 (10.9,21.7) 

Some Postsecondary School 112 28.2 (22.1,35.5) 
Postsecondary Graduation 216 42.2 (34.2,50.5) 

Employment    
Full-time 227 53.4 (48.1,62.9) 
Part-time 50 11.8 (6.0,15.7) 

Student 44 12.1 (6.9,16.9) 
Other 83 22.7 (15.8,29.7) 

Income-to-needs Ratio    
<15000 219 58.5 (50.8,67.9) 

15000 to <30000 98 21.7 (15.1,28.7) 
30000 to <45000  40 8.2 (3.6,13.2) 
More than 45000 60 11.6 (6.4,16.4) 

Under-housed Situation    
Yes 77 18.4 (12.7,25.3) 
No 340 81.6 (74.7,87.3) 

Vulnerable domain    
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Gender Spectrum    
MTF           205 48.1 (38.0,55.5) 

         FTM   227 51.8 (44.5,62.1) 
Living in felt gender    

Full-time          273 47.3 (40.9,57.0) 
       Part-time    106 30.1 (21.6,36.0) 

No 49 22.6 (15.4,29.8) 
Enabling/impeding Factors    

Traditional domain    
Years residing in current dwelling    

<1 134 35.4 (28.5,43.5) 
1-5 167 34.3 (27.2,41.1) 
>5 100 30.3 (22.6,38.1) 

Living in Metropolitan Toronto    
Yes 195 34.3 (23.7,43.9) 
No 215 65.7 (56.1,76.3) 

Vulnerable domain    
Transphobia‡    

 Low         138 33.5 (26.7,40.7) 
    Moderate   240 57.1 (49.7,64.1) 

High 54 9.4 (5.4,14.4) 
Social support    

        Some of the time or less 108 25.7 (17.7, 31.1) 
        Most of the time 171 39.2  (34.1, 48.4) 

        All of the time  153 35.1  (27.8,42.2) 
Gender identity incongruence    

Yes 172 71.8 (63.9,77.4) 
No 239 28.2 (22.6,36.1) 

Need Factors    
Traditional domain    

Self-rated poor/fair heath    
Yes 77 24.8 (17.8,30.1) 
No 325 75.2 (69.1,82.2) 

Chronic condition    
Yes 305 70.9 (63.5,78.0) 
No 101 29.1 (22.0,36.5) 

Vulnerable domain    
Medical transition status    

Completed transition  156 25.9 (19.2,33.8) 
Transition in process 116 24.6 (18.5,30.5) 

Not transitioned††  160 49.5 (41.0,58.1) 
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†CI = Confidence Interval    
‡Experiences of transphobia-low level: twice or less on average; moderate level: sometimes 
on average; high level: many times on average.  
†† Not transitioned including plan to but have not begun, not planning to medical transition, 
not applicable or not sure. 
‡Experiences of transphobia–low level: twice or less on average; moderate level: 
sometimes on average; high level: many times on average.  

5.1.3 Bivariate association between not having a family physician and study 

predictors 

The respondents reported on whether he/she had a FP (N=433; the outcome variable 

was missing for 20 trans individuals). In accordance with the first objective of this 

thesis, the proportion of trans people reporting not having a FP was assessed. Overall, 

approximately 17.2% (95% CI=11.0, 22.9) of trans people in Ontario reported not 

having a FP (N=57). Presented in Table 5.1c, bivariate results suggested that marital 

status (p=0.0001), employment (p=0.025), income-to-needs ratio (p=0.014), and 

under-housed situation (p=0.005) were significantly associated with not having a FP. 

The association between living in felt gender/coming out and not having a FP was 

marginally significant (p=0.049). The crude prevalence ratio of not having FPs was 

significant lower for trans Ontarians who were married or common-law compared to 

those who were single, and higher for trans individuals with part-time jobs compared 

to those who were working full-time. Compared to the lowest income-to need ratio 

category (<15000/person, yearly), living in the highest income-to-needs ratio category 

(>45000/person, yearly) was reversely related with not having a FP. Although the 

association between "living in felt gender" and not having a FP was only marginally 

significant, trans Ontarian who were not living in felt gender at all seemed to be less 

likely to report not having a FP compared to those living full-time in felt gender. 
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Table 3. Bivariate association between the study variables and not having a FP 

 Crude RR† 95% CI† P-value† 

Predisposing Factors    
Traditional domain   0.29 

Age    
16-24 1.69  (0.83,3.43)  
25-44 1   

45+ 0.96 (0.29,3.13)  
Born in Canada   0.48 

Canada 1   
Other 1.34 (0.60,3.01)  

Race/ethnicity   0.27 
Non-white 1.52 (0.73,3.14)  

White 1   
Marital status    

Single (never married.) 1  0.0001 
Married or common-law 0.02 (0.00,0.11)  

Previously married 0.08 (0.35,1.85)  
Highest Education    

Non-completion of High School 0.55 (0.21,1.46) 0.18 
Graduation from High School 0.91 (0.3,2.78)  

Some Postsecondary School 1.06 (0.51,2.21)  
Postsecondary Graduation 1   

Employment   0.025 
Full-time 1   
Part-time 2.86 (1.23,6.61)  

Student 1.35 (0.47,3.88)  
Other 1.33 (0.63,2.80)  

Income-to-needs Ratio    
<15000 1  0.014 

15000 to <30000 0.39 (0.12,1.32)  
30000 to <45000  0.23 (0.05,1.06)  
More than 45000 0.18 (0.04, 0.80)  

Under-housed Situation    
Yes 2.65 (1.41,4.99) 0.005 
No 1   

Vulnerable domain    
Gender Spectrum    
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MTF           0.78 (0.39,1.55) 0.4752 
         FTM   1   

Living in felt gender(coming out)    
Full-time          1  0.049 

       Part-time    1.40 (0.73,2.7)  
No 0.29 (0.08,1.03)  

Enabling/impeding Factors    
Traditional domain    

Years residing in current dwelling    
<1 1.90 (0.88,4.08) 0.20 

1-5 1   
>5 1.04 (0.36,3.06)  

Living in metropolitan Toronto    
Yes 1  0.67 
No 0.85 (0.42,1.74)  

Vulnerable domain    
Transphobia‡    0.29 

 Low         1   
    Moderate   0.74 (0.36,1.53)  

High 1.53 (0.61,3.83)  
Social support   0.35 

        Some of the time or less 1   
        Most of the time 0.52 (0.21,1.28)  

        All of the time  0.79 (0.36,1.71)  
Gender identity incongruence   0.90 

Yes 1.04 (0.54,2.02)  
No 1   

Need Factors    
Traditional domain    

Self-rated poor/fair heath    
Yes 1.13 (0.5,2.59) 0.77 
No 1   

Chronic condition    
Yes 1  0.43 
No 1.33 (0.66,2.68)  

Vulnerable domain    
Medical transition status    

Completed transition  1  0.98 
Transition in process 1.08 (0.43,2.7)  

Not transitioned††  1.06 (0.47,2.41)  
†RR=Risk Ratio, here represents prevalence ratio computed from logistic regressions using 
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predictive margins; CI = Confidence Interval; Reference group for RR is denoted by a 
value of 1; Bolded values represent significant factors at p < 0.05. 
‡ Experiences of transphobia–low level: twice or less on average; moderate level: 
sometimes on average; high level: many times on average.  
†† Not transitioned including plan to but have not begun, not planning to medical transition, 
not applicable or not sure. 

5.1.4 Multivariable logistic regression analysis  

For the multivariable logistic regression analyses, only the variables retained from the 

hierarchical backward eliminations (Section 5.1.1) were entered in hierarchical 

regression models. In model 1, the predisposing variables were entered and accounted 

for 25.7% of the variance in having no FP. In model 2, when enabling/impeding 

variables were added, about 27.8% of the variance was explained. A final model with 

predisposing, enabling/impeding, and need characteristics explained 28.5% of the 

variance in having no FP. Table 5.1a showed the results from the multivariable 

analyses, with adjustments for shared recruiter clusters.  

When only the predisposing factors were entered into the model, being 45 and older 

increased the likelihood (RR) of not having a FP compared to being 25-44 years old. 

Trans Ontarians who were working part-time or not currently working (including 

unemployed, retired, disabled, on leave from work, and receiving disability, 

employment insurance, or general social assistance), were more likely to report not 

having a FP than those who were working full-time. Interestingly, the likelihood of 

having no FP was lower for trans people who had not completed high school 

education or had attained some postgraduate education at the time of the survey, as 

compared to those who had completed postgraduate education. Being married or in 

common-law marriage reduced the likelihood of not having a FP. Although not 

independently predictive, gender spectrum modified the association between 

race/ethnicity and having no FP (p=0.017). Compared to white MTFs, non-white 

MTFs were 4.15 times as likely to have no FP (95% CI=1.85, 9.31). However, 
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race/ethnicity was not associated with having no FP among FTMs.  

With the enabling/impeding factors added to the model, being 45 and older (versus 

25-44 years old), and working part-time or not working (versus working full-time) 

remained associated with an increase of likelihood of not having a FP. Trans Ontarians 

who were married or in common-law marriage (versus never married single 

individuals), or without the completion of postgraduate education were still less likely 

to reported not having a FP. Income-to-needs ratio became significantly associated 

with having no FP when controlled for enabling/impeding factors. Compared to those 

living in the lowest income-to-needs category (<15000/person, yearly), trans 

Ontarians with an income-to-needs ratio of 3000-45000/year or more were 

significantly less likely to have no FP (RR=0.20, 95% CI=0.06, 0.70). When 

comparing non-white with white trans Ontarians, the reduced likelihood of not having 

a FP still only existed in MTFs, but not in FTMs. Regarding the enabling/impeding 

factors, those who received social support most of the time on average were 0.41 

times as likely to have no FP than were those who received it sometimes or less (95% 

CI=0.23, 0.74). 

The final model was obtained with the inclusion of the need factor(s). With chronic 

condition added to the model, age (p=0.049, rounded to 0.05 in Table5.1d), marital 

status (p<0.001), employment (p=0.009), education (p=0.003), and income-to-needs 

ratio (p=0.008) remained independently predictive of not having a FP. Race/ethnicity 

remained only associated with an increase in likelihood of having no FP in MTFs, and 

the increase was substantial (RR=4.64, 95% CI=2.11, 0.22). The full model revealed 

that trans Ontarians who were married/common-law were significantly less likely to 

have no FP (versus single/never married.) (RR=0.01, 95% CI=0.00, 0.12), whereas 

being 45 or older was associated with more than twice the likelihood of not having a 

FP (RR=2.46, 95% CI=1.24, 4.87). The results also showed that there was a 

progressively decreasing likelihood of not having a FP as the education attainment 
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decreased. Compared to trans Ontarians who completed postgraduate education, the 

likelihood of not having a FP was reduced by about half for those who had some 

postgraduate education (RR=0.51, 95% CI=0.29, 0.88); 0.40 times for those who 

completed high school (95% CI=0.18, 0.89); and 0.213 times for those who had not 

completed high school (95% CI=0.09, 0.60). After control for all other predictors in 

the final model, there was a 64% increased likelihood of not having a FP for trans 

Ontarians who were not working (RR=1.64, 95% CI=1.01, 2.67) and an even higher 

increased likelihood for those with part-time jobs (RR=2.88, 95% CI=1.62, 5.09), as 

compared to full-time workers. Compared to trans Ontarians living in the lowest 

income-to-needs category (<15000/person, yearly), the likelihood of having no FP 

decreased significantly in those with an income-to-needs ratio of 15000-30000/year 

(by 39%, 95 CI=0.17, 0.88) and those with 30000-45000/year (by 18%, 95% CI=0.05, 

0.64). In addition, the association between social support and decreased likelihood of 

having no FP persisted (p=0.014). Trans Ontarians who received social support most 

of the time on average were 0.41 times as likely to report having no FP (95% CI=0.22, 

0.77). 



81 

 

 

 

Table 4. Adjusted prevalence ratio for predictors of not having a FP among trans Ontarians 

 
 

Model 1‡ Model 2‡  Model 3‡   

 
Adjusted 

RR† 
95% CI† P-value† 

Adjusted 
RR† 

95% CI† P-value† 
Adjusted 

RR† 
95% CI† P-value† 

Predisposing factors          
Traditional domain          

Age   0.04   0.024   0.05 
16-24 1.52 (0.85, 2.70)  1.68 (0.93, 3.02)  1.28 (0.86, 2.29)  
25-44 1   1   1   

45+ 2.55 (1.31, 4.97)  2.74 (1.39, 5.42)  2.46 (1.24, 4.87)  
Marital status   <0.001   <0.001   <0.001 

Single(never married.) 1   1   1   
Married/Common-law 0.01 (0.00, 0.16)  0.01 (0.00, 0.12)  0.01 (0.00, 0.13)  

Previously married 0.52 (0.23, 1.19)  0.60 (0.25, 1.41)  0.60 (0.25, 1.43)  
Education   0.006   0.002   0.003 

Non-completion of High School 0.22 0.08, 0.59  0.10 (0.08, 0.54)  0.23 (0.09, 0.60)  
Graduation from High School 0.55 0.27, 1.10  0.45 (0.21,0.96)  0.40 (0.18, 0.89)  

Some Postsecondary School 0.48 0.27, 0.85  0.15 (0.29, 0.91)  0.51 (0.29, 0.88)  
Postsecondary Graduation 1   1   1   

Employment   0.03   0.008   0.009 
Full-time 1   1   1   
Part-time 2.49 (1.28, 4.84)  2.92 (1.61, 5.27)  2.88 (1.62,5.09)  
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Student 0.94 (0.41, 2.16)  0.93 (0.41, 2.14)  0.85 (0.37,1.96)  
Other 1.74 (1.02, 2.96)  1.71 (1.05, 2.79)  1.64 (1.01,2.67)  

Income-to-needs ratio ($/person)   0.07   0.017   0.008 
<15000 1   1   1   

15000 to <30000 0.43 (0.17, 1.06)  0.41 (0.17, 1.01)  0.39 (0.17, 0.88)  
30000 to <45000  0.27 (0.06, 1.21)  0.20 (0.06, 0.70)  0.18 (0.05, 0.64)  
More than 45000 0.30 (0.08, 1.09)  0.27 (0.05, 1.35)  0.29 (0.05, 1.50)  

Under-housed situation   0.24       
Yes 1.39 (0.80, 2.41)        
No 1         

Vulnerable domain          
Living in felt gender(coming out)   0.13   0.14   0.11 

Full-time          1   1   1   
       Part-time    1.47 (0.87, 2.47)  1.46 (0.87,2.44)  1.38 (0.85, 2.24)  

No 0.58 (0.24, 1.53)  0.53 (0.19,1.45)  0.50 (0.18, 1.35)  
Interaction term          

Race/ethnicity*Gender spectrum   0.017   0.005   0.005 
FTM          

Non-white 1.05 (0.49, 2.22)  0.98 (0.47,10.25)  1.08 (0.53, 2.19)  
White 1   1   1   
MTF          

Non-white 4.15 (1.85, 9.31)  4.57 (2.04,7.60)  4.64 (2.11,10.22)  
White 1   1   1   

Enabling/impeding Factors          
Vulnerable domain          
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Social support      0.008   0.014 
        Some of the time or less    1   1   

        Most of the time    0.41 (0.23,0.74)  0.41 (0.22,0.77)  
        All of the time     0.73 (0.41,1.33)  0.76 (0.43,1.35)  

Need Factors          
Traditional domain          

Chronic condition         0.12 
Yes       1   
No       1.46 (0.91, 2.34)  

†RR = Risk Ratio, here represents prevalence ratio computed from logistic regressions using predictive margins; CI = Confidence Interval; Reference group 
for RR is denoted by a value of 1; Bolded values represent significant factors at p < 0.05 
‡R2 for Model 1=0.2570; change to R2 in Model 2=0.2782; final adjusted R2 in Model 3=0.2848 
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5.2 Analysis 2: Predicting uncomfortable physician-patient discussion about 

trans status and/or trans related health needs 

Throughout Analysis 2, descriptive and bivariate results are presented for both the 

proximal and distal predictors (i.e., sociodemographics) on the basis of the proposed 

framework shown in Figure 3. The proportions of trans people who reported not being 

comfortable discussing his/her trans status and/or trans related health needs with FPs 

were also assessed to satisfy the second objective of this thesis. These estimates were 

disaggregated by gender spectrum (i.e., FTM/MTF).  

5.2.1 Characteristics of trans people in Ontario 

Sociodemographic factors 

The data for analysis 2 was obtained from the 354 subjects (including 184 FTMs and 

170 MTFs) who reported having a FP. The sociodemographic features of the FTMs 

and MTFs are presented in Table 5.2a. The highest age concentration group for both 

FTM and MTF Ontarians was the 25-44 years old group, respectively at 45.4% (95% 

CI=35.7, 60.7) and 48.8% (95% CI=34.6, 60.5). The lowest age concentration group 

for FTMs was the 45+ years old group, at 12.2% (95% CI=3.2, 20.7). In the case of 

MTFs, the lowest age concentration was in the 16-24 years group, at 19.4% (95% 

CI=9.5, 32.8). MTFs (52.2%) were slightly less likely to be single and never married, 

as compared to FTMs (67.7%). 29.5% (95% CI=18.1, 42.5) of MTFs were currently 

married or living common-law, while only 9.9% (95% CI=3.6, 18.3) of FTMs were so. 

Other notable differences in the sociodemographics of MTFs and FTMs are that 

MTFs were more likely to be Non-Aboriginal white (91.8% versus 61.3%) and to 

have postsecondary educations (47.5% versus 38.6%).  

Proximal factors 
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With regard to proximal predictors, moderate levels (twice or less on average) of 

transphobia were experienced by more than half of Female-to-Male Ontarians (54.6%, 

95% CI=44.1, 65.6) and Male-to-Female Ontarians (61.5%, 95% CI=52.4, 73.1). An 

estimated 40.8% (95% CI=29.2, 52.6) of MTFs had trans-specific negative 

experiences with FPs, which was slightly higher than FTMs (35.1%, 95% CI =24.3, 

44.7). Furthermore, about one third of FTMs (31.7%, 95% CI=19.1, 45.9) reported 

that their FPs were not knowledgeable about trans-specific health care needs. The 

proportion was also higher among MTFs (41.2%, 95% CI=28.4, 56.6). Finally, the 

proportions of MTFs and FTMs who have medically transitioned (hormones and/or 

surgery) were similar (25.3% versus 25.7%); however, FTMs were more likely to be 

in not transitioned status than MTFs (57.3% versus 42.3%). 
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Table 5. Weighted prevalence estimates of predictors for uncomfortable trans-related physician-patient discussion among FTMs and 

MTFs who have a family physician 

 FTM (N=184) MTF(N=170) 
  N Prevalence 95% CI† N  Prevalence 95% CI† 

Social demographics       
Age       

16-24 63 43.8 (30.3,54.0) 27 25.1 (15.1,38.3) 
25-44 103 45.3 (34.1,57.7) 77 46.1 (33.7,57.2) 

45+ 18 10.9 (4.8,21.2) 66 28.8 (18.4,39.8) 
Race       

Non-white 48 34.7 (21.9, 47.0) 27 8.2 (3.6, 13.8) 
White 135 65.3 (53.0, 78.1) 144 91.8 (86.2, 96.4) 

Marital status       
Single (never married.) 116 68.8 (56.5,78.1) 85 53.2 (40.7,64.8) 

Married/common-law 19 8.60 (3.7,15.3) 43 23.6 (15.6,36.4) 
Previously married 48 22.7 (14.4,33.4) 41 23.2 (13.3,31.3) 

Education       
Non-completion of High School 21 14.6 (8.5,25.0) 15 8.0 (1.7, 15.8) 

Graduation from High School 26 21.6 (11.8,27.6) 19 13.8 (5.6, 22.4) 
Some Postsecondary School 43 25.2 (16.4,33.8) 49 30.7 (22.4, 45.3) 

Postsecondary Graduation 93 38.6 (29.0,51.1) 88 47.5 (33.5, 57.5) 
 Proximate Predictor       
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Transphobia‡       
Low 58 35.0 (24.4,45.3) 44 21.7 (12.1,30.4) 

Moderate 104 54.6 (44.1,65.6) 88 61.5 (52.4,73.1) 
High 22 10.3 (4.4,18.0) 41 16.8 (8.9,25.1) 

Trans-specific negative experience with FPs       
Yes 99 35.1 (24.3,44.7) 98 40.8 (29.2,52.6) 
No 85 64.9 (55.3,75.7) 74 59.2 (47.4,70.8) 

Knowledgeable doctor       
No 36 31.7 (19.1,45.9) 52 41.2 (28.4, 56.6) 
Yes 141 68.3 (54.1,80.9) 113 58.8 (43.3, 71.6) 

Medical transition status       
Completed transition  78 25.3 (15.9,36.1) 56 25.7 (16.0,35.2) 
Transition in process 42 17.4 (10.1,21.7) 56 32.0 (25.1,45.5) 

Not transitioned†† 64 57.3 (47.7,69.9) 60 42.3 (28.4,51.6) 
†CI = Confidence Interval. 
‡ Experiences of transphobia–low level: twice or less on average; moderate level: sometimes on average; high level: many times on average.  
†† Not transitioned including plan to but have not begun, not planning to medical transition, not applicable or not sure. 
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5.2.2 Bivariate association between uncomfortable trans-specific discussions with 
FPs and study predictors 

Compared to the proportion of trans Ontarians without a FP, a much greater 

proportion of trans Ontarians reported being not comfortable discussing trans status 

and/or trans related health needs with their FPs. Among trans individuals who have 

FPs, 50.4% (95% CI=37.5%, 64.2%) for FTMs and 50.9% (95% CI=42.6%, 67.3%) 

for MTFs did not feel comfortable in the trans-specific discussions with FPs. Table 

5.2b presented the results of the bivariate association analyses.  

The crude tests of association revealed that medical transition status was significantly 

associated with uncomfortable consultation with FPs for both FTMs (p=0.009) and 

MTFs (p=0.019). Compared to those that were not transitioned, MTFs in process of 

medical transition were less likely to report uncomfortable consultation with FPs; 

however, for FTMs, this crude reverse association was observed for those who 

completed medical transition (versus not transitioned.). Differences across gender 

spectra were more apparent in the bivariate associations between transphobia, 

knowledgeable doctor, and uncomfortable trans-specific consultation with FPs. The 

above predictors were both significantly associated with uncomfortable consultation 

with FPs among FTMs, but were not so among MTFs. For FTMs, the crude 

prevalence ratio of uncomfortable trans-specific consultation with FPs was significant 

higher for those who reported their FPs as not knowledgeable about trans-specific 

health needs. The results of bivariate analyses also indicated that more frequent 

exposure to transphobia (i.e. many times on average vs. twice or less on average) 

among FTMs almost doubled the likelihood of uncomfortable consultation with FPs 

(crude RR=1.90, 95%CI=1.27, 2.83). For MTF, besides medical transition status, 

none of other potential predictors were found to be significantly associated with 

uncomfortable consultation with FPs in the crude tests. Notably, the crude test showed 
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that none of the distal predictors (i.e., sociodemographics) predicted uncomfortable 

trans-specific consultation with FPs, for FTMs or MTFs.
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Table 6. Bivariate association between study predictors and uncomfortable trans-related physician-patient discussion among FTMs and 

MTFs who have a family physician 
 FTM MTF 

 
Crude 
RR† 

95% CI† P-value† 
Crude 
RR†   

95% CI† P-value† 

Social demographics         
Age    0.41    0.97 

16-24 1.36 (0.84,2.19)   0.93 (0.51,1.71)   
25-44 1    1    

45+ 1.46 (0.64,3.32)   0.98 (0.58,1.67)   
Race/ethnicity    0.49    0.70 

Non-white 0.83 (0.47,1.46)   1.11 (0.66,1.85)   
White 1    1    

Marital status         
Single (never married.) 1   0.12 1   0.18 
Married/Common-law 0.34 (0.09,1.29)   1.47 (0.97,2.24)   

Previously married 1.16 (0.69,1.94)   0.91 (0.47,1.75)   
Education    0.21    0.16 

Non-completion of High School 1.71 (0.93,3.12)   0.03 (0.08,1.38)   
Graduation from High School 1.66 (0.91,3.01)   0.63 (0.23,1.64)   

Some Postsecondary School 1.19 (0.60,2.35)   1.05 (0.68,1.63)   
Post-secondary Graduation 1    1    
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 Proximate Predictor         
Transphobia‡    <0.001    0.23 

Low 1    1    
Moderate 0.76 (0.43,1.33)   0.79 (0.52,1.19)   

High 1.90 (1.27,2.83)   0.57 (0.28,1.17)   
Trans-specific negative experience with FPs    0.06    0.88 

Yes 1.55 (0.98,2.45)   0.96 (0.61,1.52)   
No 1    1    

Knowledgeable doctor    <0.001    0.05 
No 2.80 (1.86,4.23)   1.65 (1.02,2.66)   
Yes 1    1    

Medical transition status    0.009    0.019 
Completed transition  0.41 (0.22,0.75)   0.58 (0.34,1.00)   
Transition in process 0.90 (0.56,1.47)   0.51 (0.30,0.87)   

Not transitioned††    1    1    
†RR = Risk Ratio, here represents prevalence ratio computed from logistic regressions using predictive margins; CI = Confidence Interval; Reference group 
for prevalence is denoted by a value of 1; Bolded values represent significant factors at p < 0.05. 
‡ Experiences of transphobia–low level: twice or less on average; moderate level: sometimes on average; high level: many times on average.  

†† Not transitioned including plan to but have not begun, not planning to medical transition, not applicable or not sure. 
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5.2.3 Multivariable logistic regression analysis 

Table 5.2c presented the results of the multivariable analyses organized using the 

proposed hierarchical conceptual framework (Figure 3) with predictors grouped into 

the distal and proximate levels. The full models (Model 2) were significant for both the 

FTM subgroup (p=0.0001) and the MTF subgroup (p=0.0001). Sociodemographic 

predictors did not significantly contribute to the variance of the outcome variable. For 

FTMs, Model 2 explained 39.92% of the total variance in uncomfortable trans-specific 

consultations with FPs, while model 1 consisting of sociodemographic predictors alone 

explained 9.32% of the variance. For MTFs, 14.2% of the total variance in 

uncomfortable consultation with FPs was explained by sociodemographics (Model 1), 

41.38% of the variance was explained by distal and proximal predictors (Model 2). 

For FTMs, Model 1 showed that none of the sociodemographic variables were 

independently predictive of uncomfortable trans-specific consultation with FPs. 

However, when adjusting for the proximal factors (i.e., model 2), being married or in 

common-law marriage significantly decreased the likelihood of uncomfortable 

trans-specific consultation with FPs (RR=0.42, 95% CI=0.22, 0.81) than being single 

(never married.). Model 2 also revealed that FTMs who had trans-specific negative 

experiences with FPs were 1.5 times more likely to feel uncomfortable discussing 

trans status and/or trans-related health care needs with their FPs (RR=1.45, 95% 

CI=1.03, 2.04). The likelihood of uncomfortable consultation was more than two 

times as high for FTMs who reported that their FPs were not knowledgeable about 

trans-specific health care needs than those who reported otherwise (RR=2.36, 95% 

CI=1.66, 3.35). More frequent exposure to transphobia (many times on average vs. 

twice or less on average) statistically significantly increased the likelihood of 

uncomfortable trans-specific consultation with FPs (RR=1.74, 95% CI=1.16, 2.61).  

For MTFs, only marital status was predictive of uncomfortable consultation with FPs 
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(p=0.031), when none of the proximal factors were controlled for (i.e., Model 1). Being 

married or in common-law marriage was associated with an increase in the likelihood 

of uncomfortable trans-specific consultation with FPs (RR=1.69, 95% CI=1.14, 2.50). 

At the proximal level in Model 2, the significant predictors included knowledgeable 

doctor (p=0.001), trans-specific negative experiences with FPs (p=0.007), and medical 

transition status (p=0.014). At the distal level (i.e. sociodemographics) in Model 2, age 

(p=0.03), marital status (p=0.006), and education (p=0.0007) were statistically 

significantly associated with uncomfortable trans-specific consultation with FPs. The 

likelihood of uncomfortable trans-specific consultation with FPs was about 1.59 times 

higher for adolescent MTFs aged 16-24 (versus 25-44) (95% CI=1.10, 2.29), and half 

lower for MTFs who have not completed high school education at the time of the 

survey (versus postsecondary graduation) (RR=0.55, 95% CI=0.01, 0.43). Having 

prior trans-specific negative experiences with FPs increased the likelihood by 1.48 

times (95% CI=1.11, 1.98), and having a FP who is not knowledgeable about trans 

health needs increased the likelihood by 1.74 times (95% CI=1.91, 2.54). Furthermore, 

when the target MTF was in process of medical transitions, she was about half as likely 

to feel uncomfortable when it came to discussions on trans-specific topics with FPs 

than her peers who were not medically transitioned (RR=0.50, 95% CI=0.29, 0.85).  

It was noted that the differences across gender spectra were pronounced in the 

associations between study predictors and uncomfortable trans-specific discussion 

with FPs. Medical transition status was independently predictive of uncomfortable 

trans-specific consultation with FPs among MTFs only. Conversely, while being 

predictive among FTMs, experiences of transphobia was not found to be a significant 

predictor among MTFs. Marital status was the only sociodemographic factor that was 

found to be independently predictive of uncomfortable trans-specific consultation with 

FPs for both FTMs (p=0.002) and MTFs (p=0.006). However, while reducing the 

likelihood of uncomfortable trans-specific discussion with FPs among FTMs, being 
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married or in common-law marriage increased the likelihood among MTFs (RR=1.48, 

95% CI=1.05, 2.11). There were also agreements across gender spectra on the 

significances of predictor investigated. For both Female-to-Male and Male-to-female 

trans Ontarians, having trans-specific negative experiences with FPs increased the 

likelihood of uncomfortable trans-specific consultation with FPs, and having 

knowledgeable doctors about trans-specific health issues reduced this likelihood.  
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Table 7. Adjusted risk ratio for predictors of uncomfortable trans-related physician-patient discussion among FTMs who have a family physician 

 Model 1‡ Model 2‡ 

 
Adjusted 

RR† 
95% CI† P-value† 

Adjusted 
RR† 

95% CI† P-value† 

Overall model   0.4139   0.0001 
Social demographics       

Age   0.71   0.45 
16-24 1.15 (0.69,0.94)  0.79 (0.54,1.14)  
25-44 1   1   

45+ 1.35 (0.66,2.75)  1.14 (0.67,1.95)  
Ethnicity   0.71   0.42 

Non-white 0.90 (0.52,1.57)  0.85 (0.57,1.26)  
White 1   1   

Marital status   0.24   0.002 
Single (never married.) 1   1   

Married/common-law 0.50 (0.13,1.90)  0.42 (0.22,0.81)  
Previously married 1.22 (0.73,2.05)  1.20 (0.78,1.84)  

Education   0.42   0.15 
Non-completion of High School 1.51 (0.84,2.73)  1.15 (0.72,1.84)  

Graduation from High School 1.49 (0.81,2.73)  1.62 (1.06,2.49)  
Some Postsecondary School 1.10 (0.58,2.10)  0.86 (0.56,1.31)  

Postsecondary Graduation 1   1   
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Proximate Predictor       
Transphobia‡       0.011 

Low    1   
Moderate    0.86 (0.56,1.31)  

High    1.74 (1.16,2.61)  
Negative experience with FP      0.024 

Yes    1.45 (1.03,2.04)  
No    1   

Knowledgeable doctor      <0.001 
No    2.36 (1.66,3.35)  
Yes    1   

Medical transition status      0.59 
Completed transition     0.81 (0.53, 1.26)  
Transition in process    0.81 (0.48, 1.38)  

Not transitioned††      1   
†RR = Risk Ratio, here represents prevalence ratio, computed from logistic regressions using predictive margins; CI = Confidence Interval; 
Reference group for RR is denoted by a value of 1; Bolded values represent significant factors at p < 0.05 
‡ Experiences of transphobia–low level: twice or less on average; moderate level: sometimes on average; high level: many times on average.  
†† Not transitioned including plan to but have not begun, not planning to medical transition, not applicable or not sure. 
‡R2 for Model 1=0.0932; change to R2 in Model 2=0.3992 
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Table 8. Adjusted risk ratio for predictors of uncomfortable trans-related physician-patient discussion among MTFs who have a family physician 

 Model 1‡ Model 2‡ 

 
Adjusted 

RR† 
95% CI† P-value† 

Adjusted 
RR† 

 95% CI† P-value† 

Overall model   0.2401   0.0001 

Social demographics       
Age   0.61   0.03 

16-24 1.26 (0.82,1.96)  1.59 (1.10,2.29)  
25-44 1   1   

45+ 1.02 (0.68,1.55)  1.22 (0.81,1.82)  
Ethnicity   0.80   0.58 

Non-white 1.05 (0.71,1.57)  1.12 (0.77,1.62)  
White 1   1   

Marital status   0.031   0.006 
Single (never married.) 1   1   

Married/common-law 1.69 (1.14,2.50)  1.48 (1.05,2.11)  
Previously married 1.02 (0.60,1.76)  0.78 (0.37,1.61)  

Education   0.18   <0.001 
Non-completion of High School 0.38 (0.06,2.32)  0.55 (0.01,0.43)  

Graduation from High School 0.69 (0.33,1.49)  0.64 (0.35,1.17)  
Some Postsecondary School 1.24 (0.87,1.78)  1.04 (0.77,1.41)  

Postsecondary Graduation 1   1   
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Proximate Predictor       
Transphobia‡       0.21 

Low    1   
Middle    0.79 (0.56,1.11)  

High    0.69 (0.43,1.10)  
Negative experience with FP      0.007 

Yes    1.48 (1.11, 1.98)  
No    1   

Knowledgeable doctor      0.001 
No    1.74 (1.91, 2.54)  
Yes    1   

Medical transition status      0.014 
Completed transition     0.84 (0.59,1.18)  
Transition in process    0.50 (0.29,0.85)  

Not transitioned††    1   
†RR = Risk Ratio, here represents prevalence ratio, computed from logistic regressions using predictive margins; CI = Confidence Interval; 
Reference group for RR is denoted by a value of 1; Bolded values represent significant factors at p < 0.05 
‡ Experiences of transphobia–low level: twice or less on average; moderate level: sometimes on average; high level: many times on average.  

††Not transitioned including plan to but have not begun, not planning to medical transition, not applicable or not sure. 
‡R2 for Model 1=0.1420; change to R2 in Model 2=0.4138 



99 

 

 

 

CHAPTER 6 DISCUSSION 

Among trans people, other than comprehensive specialty services, most need 

trans-related and trans-positive primary care that is provided by family physicians. 

The sensitive nature of transgenderism could discourage trans individuals from 

discussing trans-related health needs with FPs. In addition, health inequalities have 

been widening for some diseases among trans people (Feinberg 2001; Feldman 2003; 

Mueller, 2008; Asscheman et al., 2011). The actual service utilization for trans-related 

health needs as opposed to theoretical access to FPs should thus be a major concern in 

order to promote trans health. As an example of actual use of family physician service, 

we were interested in uncomfortable trans-specific consultation with FPs, as well as 

not having a family physician among trans people. 

6.1 Summary of main findings 

6.1.1 Predicting not having a family physician 

Using data from Trans PULSE survey, we found that trans people in Ontario were 

mainly young adults, native-born, single/never married, and highly educated. The 

demographics were comparable to the trans population in the U.S. (Rosser et al., 2007; 

Conron, Scott, Stowell, & Landers, 2012). Notably, trans Ontarians were 

disproportionately living in poverty despite their generally high educational 

achievements. Our results revealed that roughly 1 in 6 trans Ontarians aged 16 or 

older (17.2%, 95% CI=11.0, 22.9) did not have a family physician, and this figure is 

higher than the estimate of about 1 in 10 (8.8%, 95% CI=7.8, 8.9) for all residents of 

Ontario based on the 2003 Health Services Access Survey (HSAS), a supplement of 

the Canadian Community Health Survey (Sanmartin et al. 2004). The two studies 
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were comparable in the concept of regular source of primary care. Respondents in 

both surveys were asked whether they had "a family doctor". Despite some 

differences in the target sample (the HSAS included those 15 years and older) and the 

survey design (the HSAS used multistage stratified cluster design employing 

probability sampling at all stages), the substantial difference highlights the importance 

of narrowing the gaps in primary care access and utilization for trans communities 

and of understanding the barriers to access. 

A predictive models of family physician access for trans people in Ontario was 

developed, which estimated the likelihood of not having a family physician. Overall, 

the final model based on Gelberg-Andersen Behavioral Model for vulnerable 

populations accounted for 28.5% of the total variance in not having a FP. As indicated 

earlier that, Pseudo R-square in logistic regression models is equivalent to R-square in 

multiple linear regression models. Thus, here we interpreted pseudo R-square 

approximately as the percentage of variability that a model explains. One possible 

explanation for the relatively low predictive power of the final model is that the 

events were relatively low, at 17.2%. Garson (2005, p.1) pointed that, in the case of 

binary outcome variables in logistic regressions, "variance is at a maximum for a 

50-50 split and the more lopsided the split, the lower the variance." It is also possible, 

however, that some important factors that predict access to FPs in the general 

population were not included in our model (e.g., rurality in relation to FP availability). 

Unfortunately, these information were unavailable in the data we used.  

The model with only predisposing characteristics explained 25.7% of the variance in 

not having a FP, whereas only a small amount of additional variance got explained 

after adding enabling and need factors to the final model. The fact that predisposing 

factors accounted for more the variance in not having a FP than enabling/impeding 
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and need factors implied that inequalities existed between trans people. Andersen 

(1995, p. 4-5) pointed out that “equitable access as occurring when demographic and 

need variables account for most of the variance in utilization. Inequitable access 

occurs when social structure (e.g., ethnicity), health beliefs, and enabling resources 

(e.g., income) determine who gets medical care.” Demographic characteristics such as 

age and marital status were important predictors in this analysis. However, the results 

of multiple analyses also clearly showed that access to FPs was inequitable among 

trans people. Such equities included the social and cultural components, such as 

education, racial/ethnic minority status, and employment; and enabling determines, 

for example, social support. health care policies to address equitable access to family 

physicians must be aware of these inequities among trans people.  

We explored various potential determinants of not having a FP to identify those that 

are independently predictive. The final logistic regression model in this analysis 

included predisposing, enabling, need factors, as well as the interaction term of 

gender spectrum and racial/ethnic. Regarding the predisposing factors, trans 

individuals who were racial/ethnic minorities (vs. White), 45 years or older (vs. 

25-44), or working part-time and not working (vs. full-time) were more likely not to 

have a FP (p<0.05 via Wald F tests). Being married/common-law (vs. Single/never 

married.), lower education, more social support, higher income-to-needs ratio were 

associated with lower likelihood of having no FP (p<0.05 via Wald F tests). 

We found that the likelihood of not having a FP was significantly higher for trans 

people age 45 or older than those who were 25-44 years old. Trans aging has been 

infrequently considered in empirical research. One recent study on LGBT aging found 

trans older adults have been reported more likely to have been denied health care or 

provided with inferior care compared to their non-trans counterparts, regardless of age, 

http://www.ncbi.nlm.nih.gov/pubmed/7738325�
http://www.ncbi.nlm.nih.gov/pubmed/7738325�
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income, and education (Karen, 2011). On the other hand, compared to young trans 

adults, trans seniors receive lower social acceptances for coming-out and gender 

expression, as well as more intense social isolation (Gapka & Raj, 2003). These 

inequalities may decrease access to regular primary care for trans older adults.  

Our results showed the significant association between marital status and not having a 

FP was consistent across all scenarios after adjustment three blocks of factors. 

Consistent with the literature, married/common-law people are less likely to report not 

have a family physician than single individuals (Reid, 2009). Research have shown 

that married people are more inclined to use health services in general, possibly 

because they take health consequences more serious due to their responsibility for the 

spouse and/or children or because the spouses encourage them to seek health care in 

case of health complaints (Joung et al., 1995).  

Racial/ethnic difference in access to FPs is another issue we explored in this study. 

We found that trans women in the racial/ethnic minority group have substantial higher 

likelihood of not having a FP, even after control for all other factors. The finding 

suggested inequalities in access to FP by race/ethnicity. Similar findings have been 

widely reported by prior studies on access to various types of health care services 

(Balarajan, Yuen, & Machin, 1992; Collins, 1999; Gaskin & Hoffman, 2000; Newbold, 

2009). However, in this analysis the difference in access was only found among trans 

women but not trans men. One recent study indicated that gender modifies the effect 

of race on preventive care use among the Medicare elderly with the diagnosis of 

psychiatric diseases (Husaini et al., 2002). The effect modification in this analysis 

may be a result of the aggregated vulnerabilities of the racial/ethnic minority status by 

the unique life experiences of trans women. Research has found that trans women are 

generally more physically identifiable, at more risk of discrimination, and receive 
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lower social acceptance than trans men (Kuiper & Cohen-Kettenis, 1988; Michel, 

Mormont, & Legros, 2002). Additional evidence is greatly needed for establishing 

these complex links between gender spectrum, race/ethnicity, and discrimination, 

which will enable policy-makers and researchers to target barriers to access for trans 

population.  

Of most interest in the context of a generalized health care system, we found that 

higher income-to-needs ratio protected against not having a FP among trans people. 

This finding contradicted with those of other studies indicating that income does not 

act as a barrier to primary care access in Canada (Blendon et al. 2002; Finkelstein 

2001). Our finding suggested that income may play an important role in determining 

access to FPs in the highly marginalized populations, as opposed to the general 

population. Not surprisingly, unemployment and part-time employment significantly 

increased the likelihood of not having a FP than full-time employment. We estimated 

that 22.7% of trans Ontarians were currently unemployed and 11.8 % were part-time 

employed, and their predictive effect on not having a FP was significant even among 

trans Ontarians who were similar with regard to the level of income-to-needs ratio, 

social support, transphobic experience, and other factors. These findings suggested 

that employment may play a critical role in providing access to health information and 

promoting social participation, other than being a financial resource for medical 

expenses. Finally, lower education emerged as a significant predisposing factor across 

the three models. Whilst it has been observed that people with primary education use 

general practitioner services more frequently than those with postgraduate education 

(Van der Meer & Mackenbach, 1997), our result implied that trans people with a 

lower level of education may also have a greater access to FPs.  

Our study was also interested in the association between not having a FP and social 
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support that trans individuals received. The protective effect of social support found in 

this analysis is in line with the studies in various vulnerable populations, which have 

supported the Andersen's idea that social support translating people's health needs into 

health care service utilization (Lipton, 1998; Nandi et al., 2008; Saunders, Resnick, 

Hoberman, & Blum, 1994). 

Disparities in health needs are not predictive of having no family physician. The 

results suggest that the trans Ontarians who are most in need do not necessarily have a family 

physician as a regular source of care. This is partly because, in Canada’s publicly funded 

healthcare system, patients may be able to seek primary care from alternative sources, 

such as walk-in clinics and emergency departments.  

6.1.2 Predicting uncomfortable physician-patient discussion about trans status 

and/or trans-related health care needs 

A predictive model of uncomfortable discussion about trans status and/or trans-related 

health care needs with FPs was explored. Overall, we found that, among trans 

Ontarians who have a family physician, approximately half of FTMs (45.4%, 95% 

CI=35.7, 60.7) and MTFs (48.8%, 95% CI=34.6, 60.5) reported to be uncomfortable 

discussing his/her trans status and/or trans-related health care needs. The present 

study provided one of the first assessments of uncomfortable trans-specific 

consultation with FPs, hence there is no available empirical evidence to compare with. 

However, the observed high prevalence of uncomfortable trans-specific consultation 

with FPs may reflect the lack of comprehensive and trans-friendly services in the 

Ontario primary care settings.  

Younger age (16-24 vs. 25-44) was found to associated with increased likelihood of 

uncomfortable trans-related consultation with FPs among MTFs who were similar 
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with regard to transphobic experience, medical transition status, and other factors. 

Trans youth have been reported to be reluctant to use or avoid using health care 

services (Brown, 2009). In addition, Hammond (2010) pointed out that, for some 

health care providers in the field, "trans youth are seen as individuals with psychiatric 

disorders rather than as a community with unique needs or challenges." The present 

finding suggested that these challenges faced by trans youth in health care settings 

may pose restrictions on trans-related consultation with FPs. However, a similar 

association was not observed among trans men in the full model. Considering the 

different age distributions of between the two groups (e.g., MTFs were typically 

older), this may be a result of varying levels of statistical power. 

In the full models, marital status was the only sociodemographic variable that 

emerged as a significant predictor among FTMs and MTFs. We found that being 

married/common-law protected against uncomfortable trans-related consultations with 

FPs among trans men. As discussed in section 6.1.1, married/common-law people are 

shown to be more apt to use health services including FP consultations, and one 

possible explanation is that their spouse/partner serves as a trigger in case of health 

complaints (Joung et al., 1995). On the other hand, one national study in the U.S. 

found that higher patient satisfaction was related with increased inpatient utilizations 

(Fenton, Jerant, Bertakis, & Franks, 2012). In our study, it is possible that the 

likelihood of uncomfortable trans-related consultations with FPs decreased with more 

service uses. We also found married/common-law trans women (vs. single/never 

married.) were more likely to feel uncomfortable discussing trans-specific health 

issues with FPs. The opposite direction of the predictive effect seems to support one 

earlier study which found trans women are less likely to discuss their transgender 

identities with their partner (Iantaffi & Bockting, 2011). As a result, their partners may 

not function as the motivation for trans-related consultations with FPs. 
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We estimated that 35.1% of FTMs and 40.8% of MTFs have prior trans-specific 

negative experiences with FPs. Prior trans-specific negative experiences with FPs was 

also found to be independently predictive of uncomfortable trans-related consultation 

among FTMs and MTFs (p<0.05). These findings have important implications for 

policymakers and clinicians, since unwelcoming encounters with health care system in 

general may pose negative influences on one's health care seeking behaviour (Lee, 

2000). Given the unique health care needs of trans people, further efforts are required 

not only to improve the availability of integrated and comprehensive trans-related 

primary care, but also to ensure that providers, stuff and their services are welcoming 

and non-discriminatory.  

Not surprisingly, the lack of family physicians with knowledge about trans-specific 

health needs was reported by 31.7% of FTMs and 41.2% of MTFs. In multivariable 

analyses, FTMs and MTFs who reported their FP not knowledgeable about 

trans-specific health needs were significant more likely to feel uncomfortable in the 

trans-related consultation. The observed association supported the findings of some 

preliminary work that lack of knowledgeable providers and medical information in 

relation to trans health needs may constitute a barrier to trans patients' health care 

seeking behaviours (Corliss, Belze, Forbes, &Wilson, 2007; Gapka, 2003; JSI 

Research & Training Institute I, 2000). Our finding further pointed to the importance 

of incorporation of trans health basics into existing medical education for FPs, which 

has been suggested by existing clinical guidelines (Goldberg, Simpson, Ashbee, & 

Lindenberg, 2006).  

Compared to those who were not in medically transitioned, trans women who were in 

process of transition were half as likely to feel uncomfortable with trans-related 

consultations. The association is largely expected given the possible more frequent 
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clinical consultations and the greater needs of open communication and shared 

decision making between providers and trans patients throughout the transition 

process. It is also possible, however, that trans patients who feel uncomfortable 

discussing trans-related health needs are reluctant to seek health care services in 

general, including medical transitions. Prospective studies are needed to examine the 

causal relationship. Notably, no significant association between medical transition 

status and uncomfortable trans-related consultation with FPs was observed among 

trans men. This may be a result of the differences in the array of medically necessary 

transition procedures between trans women and trans men. Some of the therapies (i.e., 

hysterectomy) may involve more sensitive discussions than others (i.e., facial 

feminization surgery), which lead to uncomfortable feelings for the trans patient. 

We found that high-level (vs. low-level) transphobic experience increased the 

likelihood of uncomfortable trans-specific consultation with FPs among FTMs. Few 

research have studied the effect of discrimination experiences on patients' assessment 

of their health care services. In one U.S. study of people living with HIV, 

discrimination based on socio-economic status was found to be negatively associated 

with health care satisfaction (Bird, Bogart, & Delahanty, 2004). A more recent study 

of California adults attempted to explain the extent to which discrimination mediated 

patients' perceived quality of care (Sorkin, Ngo-Metzger, & De Alba, 2000). Our 

findings suggested that the exposure to discrimination in the form of transphobia may 

mediate trans patients' perception of (un)comfortable consultations with FPs. 

Additional empirical evidence is needed to gain an understanding of the pathways. 

One interesting finding was that, the association between transphobic experience and 

uncomfortable trans-related discussion with FPs was not observed among MTFs. 

http://en.wikipedia.org/wiki/Trans_women�
http://en.wikipedia.org/wiki/Trans_men�
http://en.wikipedia.org/wiki/Hysterectomy�
http://en.wikipedia.org/wiki/Facial_feminization_surgery�
http://en.wikipedia.org/wiki/Facial_feminization_surgery�
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6.2 Strengths & Limitations  

The present study provided a first look at access to family physician for trans people 

in Canada, as well as their experiences of actual utilization of FPs services with 

regard to trans-specific health needs. Prior studies of trans people on access to health 

care were often based on clinical samples or selected subpopulations (e.g., transsexual 

only) rather than representative population samples and a broader definition of trans. 

Our study had the strength of relying on population-based sample of the broader trans 

population, which allowed us to have a more in-depth look at the various inequities 

and vulnerabilities existed in a medically under-served population.  

There are several potential limitations to this analysis. First, we used the 

respondent-driven sampling to recruit participants and were therefore unable to 

calculate a response rate. However, research has indicated that RDS shows strong 

resistance to low response rate (Lu et al., 2012). Second, data used in our analyses 

were collected from a cross-sectional study: the Trans PULSE Project. As such, the 

probability of temporal associations (causal inferences) was limited. For example, a 

trans person may be unwilling to go through the medical transition because of his/her 

uncomfortable feelings when it comes to discussion about trans-specific health issues 

with physicians. Third, there were some possible sources of bias that could affect the 

interpretations of our findings, i.e., information bias and additional confounding bias. 

The question of prior negative trans-specific experiences with FPs was susceptible to 

recall-error biases. Subjective-qualitative questions, such as whether their FPs are 

knowledgeable about trans-related health needs, could also have introduced 

measurement error by different understandings of the question or the instability of 

respondents' opinions. Moreover, the variable of uncomfortable trans-specific 

consultation with FPs was generated from self-report data rather than observation. 
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Due to the design of this study, we cannot determine to what extent the differences in 

reported uncomfortable trans-related consultation with FPs were due to patient 

expectations, differences in perception, or the actual service received. However, it has 

been shown elsewhere that self-reported use of health care services does seem to 

provide a valid estimate of observed health care use across socioeconomic strata 

(Reijneveld & Stronks, 2001). Nevertheless, the high proportion of trans patients who 

reported uncomfortable trans-related consultations highlights the need to encourage 

health care policy-makers and providers to create a trans-friendly environment and 

provide integrated and comprehensive services that actively address trans health needs 

in primary care settings. Finally, no provider level and system level factors were 

included in the analyses of not having a FP. Some of the factors that have been 

showed to be predictive in the general population were not available in the data we 

used, such as alternative source of care and physician supply. Last but not least, the 

existing body of literature on the rural health service delivery issues emphasizes the 

importance of using a measure of rurality that is most appropriate for a given rural 

population and best matches the research question at hand (DuPlessis, Beshiri, & 

Bollman, 2002). The relationship between access to primary care providers and 

rurality in the Canadian context has been examined using various definitions of rural, 

each with its own strengths and weakness. For example, Reid et al. (2009) examined 

access to family physician between urban and rural Ontario residents using the 

rurality index for Ontario (RIO) (Kralj, 2005), which incorporates community 

characteristics (e.g., population size and travel time to referral centre) and healthcare 

system characteristics (e.g., number of active FPs, population to general practitioner 

ratio, and ambulance availability). Due to the limitation of the data source, we only 

have access to the first three letters of postal code. Rurality was thus measured by 

classifying the places of residence into two categories, i.e., Metropolitan Toronto and 

the other regions. The measure is useful in summarizing overall geographic 
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distribution of the trans population in Ontario, but diminishes positional accuracy, 

which runs the risk of masking the equities among the communities outside 

Metropolitan Toronto.  

6.3 Implications for clinical practice and future research  

In Ontario, a provincially funded health coverage Ontario Health Insurance Plan is 

supposed to provide equitable access to primary care for every resident in Ontario. 

However, the actual access/utilization of the services involves a complex net of 

determinants other than financial barriers, especially for the vulnerable populations. 

Too often, when primary care providers think of vulnerable populations, the homeless, 

new immigrants, or First Nations immediately come to their mind, whereas people 

with gender identity or gender expression issues are usually dismissed from their list. 

In fact, few family physicians have experiences of working with the trans 

communities. Clinical management of trans patients can be further complicated by the 

ethical issues in treatment and clinical practice, and by the lack of knowledge 

regarding trans health needs (Snelgrove, Jasudavisius, Rowe, Head, & Bauer, 2012). 

Unable or unwilling to provide optimal primary care to trans patients propagates their 

access to care on the informational and institutional levels. On the other hand, the 

vulnerability associated with trans identities or their gender expressions make access 

to primary care a major component of the health response of host societies. Improving 

the accessibility and quality of primary care for trans populations relies on our society 

to create a trans-friendly environment to eliminate the socio-economic inequities as 

well as on health care policy-makers and providers to address the institutional and 

informational barriers to access (i.e., primary care provider attitude, service location, 

and provision of comprehensive treatment). Such approaches to improving the 

accessibility of optimal care by family physicians may also include:  
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(a) establishing a safe environment for exploring trans patients' health needs; 

providing sensitive care in a holistic manner, for example, give weight to their gender 

identities, gender expressions, and preferred pronouns, and not insist on discussing 

trans identities or gender expressions when a patient’s health issues are not related.  

(b) incorporating trans health basics into existing medical education for FPs; 

promoting educations, supports, and opportunities for family physicians to dispel 

myths and biases about the trans population, so that their unique health needs can be 

actively addressed in the primary care settings. This approach is important for 

exploring the unspoken needs of this vulnerable community. 

While our findings have addressed a major gap in the literature, future qualitative 

research is necessary to gain a firm understanding of the predictive factors for family 

physician access among trans people and their actual utilizations regarding 

trans-related health needs. Measures regarding trans identities should be incorporated 

to large population-based surveys to obtain representative samples of trans people, to 

monitor the socio-economic status of this medically under-served population, and to 

develop a complete picture of trans health. In this way, policies or interventions aimed 

at improving primary care access for trans people can be targeted towards their unique 

health needs and socio-economic inequalities. 
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