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ABSTRACT

Transgender populations display disproportionately poorer health outcomes
compared to the general population. On average, these populations tend to experience
decreased well-being in part through increased mental health concerns (e.g., anxiety,
depression) and poorer physical and behavioral health status. Understanding the process
by which these deleterious outcomes occur for this population is integral to developing
interventions. This thesis aimed to examine whether experiences of gender dysphoria and
body dissatisfaction influenced the association of felt pressure to conform to gender
norms with mental health and quality of life outcomes. Specifically, I hypothesized that
greater pressure to conform to gender norms would be directly related to worse mental
health and quality of life outcomes, and that gender dysphoria and body dissatisfaction
would indirectly mediate this relationship. Furthermore, I hypothesized that participants'
gender identity would moderate this relationship, such that transgender individuals would
show stronger associations on all pathways as compared to cisgender individuals. The
sample consisted of 211 individuals — 109 being transgender and 102 being cisgender.
Participants completed a 15-minute online survey including a consent form. Results
indicated partial support of hypotheses — pressure to conform to gender norms directly
predicted outcomes of compromised mental health (i.e., depression, anxiety, and stress),
but did not predict well-being or quality of life. Furthermore, gender dysphoria (but not
body dissatisfaction) mediated the relationship between felt pressure for gender
conformity and compromised mental health outcomes for cisgender participants, but

unexpectedly not for transgender participants. Post hoc analyses suggest that perceived



discrimination mediated the relation between felt pressure and all mental health measures

and quality of life measures for both transgender and cisgender participants.
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CHAPTER 1
INTRODUCTION

Across time, transgender and gender non-conforming individuals have endured
higher rates of mental and physical health concerns relative to their cisgender
counterparts (Fredriksen-Goldsen et al., 2014; Hendricks & Testa, 2012; Romanelli &
Lindsey, 2020; Wesp et al., 2019). With these populations being projected to rise both
nationally and globally (Ghorayshi, 2022; Herman et al., 2022; Reisner et al., 2016;
Zucker, 2017), it is relative and important to further investigate contributors of health
inequities among diverse gender groups. Social context has been shown to be an
informative factor in health behaviors and outcomes (Burke et al., 2009), and likely plays
a substantial role in trans peoples’ generally poor mental and/or physical health status
(see White Hughto et al., 2015 for a review). The social context of most trans and gender
non-conforming individuals includes experiences of discrimination, societal exclusion,
and other negative consequences based merely on their gender identity (Grant et al.,
2011; Smith et al., 2018; White Hughto et al., 2015; Winter et al., 2016). Western
societies characterized by binary gender views often fail to offer social space for
transgender identities at both macro and micro levels (Gagné & Tewksbury, 1998; West
& Zimmerman, 1987). This ongoing discrimination can serve as a social stressor that has
potential psychological and physiological effects (e.g., irregular heartbeat, anxiety,
heartburn) on individuals, which can be compounded over time and lead to long-term
negative health outcomes (Pascoe & Smart Richman, 2009).

Failing to abide by binary gender norms, may serve as a risk factor to health and
quality of life (Gordon et al., 2017; Sanchez—Lopez et al., 2012). Binary gender norms
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refer to the idea that natal sex directly determines gender -either male or female - with
characteristics like appearance, interests, and values expected of them (Morgenroth &
Ryan, 2020; Morgenroth et al., 2021). In order to gain acceptance by others and society at
large, people are expected to follow gender norms (Elliot et al., 2022). However, it has
been well-established that binary gender identities and expectations are not applicable to
everyone. Binary gender norms present issues for those who do not feel a personal sense
of identity in their designated gender. As a result, these people can be faced with distress
by incongruence of their natal sex and their felt gender identity (Davy, 2015; Davy &
Toze, 2018; Miller & Grollman, 2015; Zucker et al., 2016), and dissatisfaction with their
physical body (Jones et al., 2019; McGuire et al., 2016; Mofradidoost & Abolghasemi,
2020; Morris & Galupo, 2019; Vocks et al., 2009; Wilchek-Aviad et al., 2020). In fact,
gender norms are recognized as a major social determinant of health (Fleming & Agnew-
Brune, 2015).

Gender dysphoria refers to experiences of incongruence between one’s expressed
gender and assigned gender for a duration of six months or more, accompanied with
clinically significant feelings of distress or impairment in social, occupational, or other
areas of functioning (DSM-5, 2013, p. 453). Gender dysphoria is strongly correlated with
body dissatisfaction - in fact, some view the two as going “hand in hand” (van de Grift et
al., 2016). Body dissatisfaction is defined as a dislike with one’s general physical
appearance and/or specific body parts and has been shown to be negatively related to
quality of life, health, and well-being (Gordon et al., 2017; Morris & Galupo, 2019;

Roder et al., 2018).



Collectively, experiences with gender dysphoria and body dissatisfaction are
commonplace for trans and gender non-conforming individuals (Peterson et al., 2016;
Roder et al., 2018; Tabaac et al., 2017).

It is well-documented that transgender and gender non-conforming people
generally experience worse mental and physical health outcomes, with many of those
being attributed to and associated with experiences of gender dysphoria and/or body
dissatisfaction. Alongside, the establishment that gender norms serve as social
determinants of health (Fleming & Agnew-Brune, 2015), places trans individuals in a
unique position. Specifically, being faced with external pressures to conform to societal
expectations and internal distress as a result of experienced incongruency with their body.
However, research is lacking regarding how gender norm expectations influence health
outcomes of transgender and gender non-conforming individuals. The thesis aims to
examine whether societal pressures to conform may be predictive of decreased mental
and physical health outcomes among trans individuals. It is also interested in exploring
the associations of gender dysphoria and body dissatisfaction on this relationship.
Gender Identity

Until the 1960s, the term ‘gender’ was often used to identify masculine and
feminine French words. In 1968, psychologist Robert Stoller began using the term ‘sex’
to differentiate biological traits of a person (e.g., chromosomes, anatomy, hormones),
while the term ‘gender’ was used to describe the amount of femininity and masculinity a
person exhibited (Mikkola, 2022). Presently ‘gender’ refers to associated roles (i.e., what
it means to be a man or woman in a specific culture) or self-identification and
categorization (American Psychological Association, 2018; Wood & Eagly, 2015).
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Relevant to the proceedings of this thesis, Stroller originally denoted the distinction
between sex and gender to further the understanding of transsexuality — a differentiation
in an individual’s sex from their gender (Mikkola, 2022). Even so, sex and gender have
been regarded as being coextensive, being that men are male humans and women are
female humans.

Feminists argue otherwise, they refer to gender to distinguish social and
psychological differences among people rather than biological ones (Mikkola, 2022). A
person’s sex is determined by fixed biological differences, while gender refers to a social
construct that informs behavior, interests, expectations and other personal characteristics
that are ‘appropriate’ for men and women. In 1975, activist Gayle Rubin described
gender as the “socially imposed division of the sexes” (Mikkola, 2022). Feminists believe
that behavioral and psychological differences among men and women are a product of
socialization, rather than biological determinism as historically theorized (and presently
outdated) by Geddes and Thompson in 1889 (Mikkola, 2022). Gaining popularity among
both academics and laypeople is the ‘doing gender’ theory originally coined by West and
Zimmerman (1987), which refers to the idea that gender, rather than being an innate
quality of individuals, is a psychologically ingrained social construct that surfaces in
everyday human interaction. This theory suggests that gender is performed on a repeated
basis in accordance with societal norms.

Gender is one of the earliest learned and most influential social identities
throughout the lifespan (Bem, 1993), and often thought of as a major contributor to an
individual’s self-concept. Researchers have developed and adopted various perspectives
from several fields of psychology (e.g., social, cognitive, biological) to better understand
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the role gender plays across the lifespan (Miller, 2016). In fact, for more than 60 years,
child development experts have studied how young children learn and think about gender
(Bem, 1981; Bussey & Bandura, 1999; Hines, 2020; Kohlberg, 1966; Martin &
Halverson, 1981; Miller, et al., 2006; Ruble & Martin, 1998; Ruble et al., 2006; Trautner,
et al., 2003; Zosuls et al., 2009). Some suggest that children observe gendered messages
in infancy, and by 18 months of age children begin to acquire and demonstrate concepts
of gender through activities, interests, and toys that are associated with each gender
(Early Childhood National Centers, 2022; Martin & Ruble, 2010). Collectively, research
has identified several stages of gender development in children which signifies healthy,
unique conceptualization of gender (Early Childhood National Centers, 2022). Given the
ubiquitous influence of gender, various assessment tools have been developed (i.e.,
Gender Self-Socialization Model, Childhood Play Activities Questionnaire, Recalled
Childhood Gender Questionnaire-Revised) in an attempt to further investigate gender
development (Meyer-Bahlburg et al., 2006; Perry et al., 2017). Virtually all human
functioning across the lifespan has a gendered cast - appearance, mannerisms,
communication, temperament, aspirations, and values (Ruble & Martin, 2006), hence the
consistent prominence of gender research.

Traditionally in the Western world, gender was thought of as being dichotomous
and oppositional, with people belonging to one of two categories: male or female (akin to
biological sex). This belief system is referred to as the gender/sex binary — sex is binary
and directly determines gender (Hyde et al., 2019). Belief in binary views not only
describes what sexes and genders exist and how these two concepts are related, but
prescribes and proscribes (i.e., dictating which genders and sexes should or should not
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exist and how they should or should not be related) typical gender expectations
(Morgenroth et al., 2021). Belief in a binary system suggest that all individuals born with
a male karyotype of 46, XY are expected to develop male bodies, identify as men, and
align with masculine stereotypes, while all individuals born with a female karyotype of
46, XX are expected to develop female bodies, identify as women, and align with female
stereotypes (Morgenroth & Ryan, 2020; Morgenroth et al., 2021). Yet, these are
immensely limiting and unattainable expectations, as it has been well established that
humans are vastly diverse beings, with many identifying outside of the binary.

The discourse of gender identities outside the binary brings up important
considerations for researchers. Social science researchers suggest that many quantitative
research findings are limited in terms of gender because participant gender is often
represented by a dichotomous/ binary variable (Lindqvist et al., 2020). Researchers report
that the problem with the binary gender system is twofold. First, the use of a
dichotomous, categorical gender variable, without opalization, may elicit measurement
errors (Frohard-Dourlent et al., 2017). When collecting data, gender identities that do not
fall into gender binary response options may not be accurately reported and captured,
therefore producing potentially flawed research findings. This is problematic because
research measures may fail to recognize findings that are related to non-binary identities
and ultimately result in inaccurate research (Lindqvist et al., 2020). Secondly, capturing
gender identity with a dichotomous variable discriminates against individuals who do not
define themselves as one of the two options (Nowakowski et al., 2016). For these
reasons, the use of a binary gender variable may raise ethical problems in research
(Frohard-Dourlent et al., 2017). To more accurately capture one’s gender Lindqvist and
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colleagues (2020) recommend that gender-related data consist of the following facets:
physiological/bodily aspects, self-defined gender identity, legal sex, and gender
expression. These are important future considerations for social science researchers, and
an opportunity for attributing specific components of participants' gender to their
findings.
Emergence of Trans Identity

Across time views of gender have begun to shift away from a traditional binary
lens. In recent years views of gender have gradually become more inclusive towards
individuals who do not align with a binary gendered system, such as transgender and
nonbinary individuals (Morgenroth & Ryan, 2020). Broadly, the term ‘transgender’
(trans) refers to individuals whose gender presentation differs from their sex assigned at
birth (Liamputtong et al., 2020), while the term ‘nonbinary’ describes gender identities
outside of the binary, or a gender identity that is neither male nor female (Thorne et al.,
2019). While some transgender individuals may identify as a trans woman or a trans man,
other transgender individuals may identify as neither (e.g., nonbinary). Nonbinary
identities are sometimes discussed as trans identities and those who exhibit gender
expressions of such may also consider themselves as trans (Richards et al., 2017). In
other words, a nonbinary individual may or may not consider themselves as transgender,
and vice versa. The term ‘transgender’ can be applicable to a range of diverse gender
identities (e.g., third gender, agender, and having no gender) that ultimately differs from
sex assigned at birth (Liamputtong et al., 2020). The term ‘transgender’ has undergone
multiple definitions and descriptors across time, each nuanced towards the inclusivity of
recognizing all gender identities, experiences, and expressions (Matsuno & Budge, 2017).
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Importantly, gender identity is not a fixed characteristic, and many transgender people
move fluidly between identities over time, sometimes without specific labels (Whittle et
al., 2007). For clarification purposes, the terms ‘transgender’ or ‘trans’ in this study will
refer specifically to people who have transitioned their experienced (binary or nonbinary)
gender socially, legally, or physically, or a combination thereof.

Notably, it was not until the late 1980s and early 1990s that the term ‘transgender’
was used to describe a wide range of gender-variant identities and communities within
the U.S. (Marlowe, 2018). Prior throughout the 1960s and 1970s the terms ‘transgender’,
‘transsexual’, and ‘transvestite’ were all used interchangeably to describe people
transitioning and undergoing sex changes. The transformation of transgender’s
etymology was largely due to social activists such as Virginia Prince, Christine
Jorgenson, Ari Kane, and Marsha P. Johnson (Marlowe, 2018). In suit with social and
political reformation, transgender studies became of interest to researchers. Academic
exploration of gender identity and expression, and particularly nonbinary identities, only
stretches back to the first decade of this millennium (Factor & Rothblum, 2008;
Haritaworn, 2008), and more than half the total number of publications ever printed on
transgender issues have been published since 2010 (Matsuno & Budge, 2017). Not to
mention, only a small number of these publications discuss gender identities that are not
binary. However, interestingly, the concept of ‘third gender’ (e.g., an identity that does
not fall into a gender binary category) extends far beyond the last millennium. Deep
literature analyses suggest that various historic figures (i.e., ancient Greek Gods, early
philosophers and Christian leaders, and tribes settled in pre-Columbus America)
promoted androgynous and/or third gender ideology (Thorne et al., 2019). Though the
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discussions of nonbinary identities have become increasingly popular in recent years,
these ideals are not new.

As a result of trans activists’ discourses in the 1990s, the term ‘cisgender’
emerged to describe an individual whose gender identity and gender expression align
with sex assigned at birth (Aultman, 2014), otherwise sometimes defined as ‘non-
transgender’ (Ansara, 2016). However, the use of ‘non-transgender’ as a definition has
been rather controversial (see Enke, 2013, for a critique) as it can allude to negative
implications of transgender gender identity. Similarly, considering cisgenderism as
‘transgender vs. cisgender’ alludes to ideas of two distinct classes of individuals with
distinct natures, with normativity typically being placed of the side of “cis-ness” (Ansara
& Hegarty, 2014; Enke 2013). Cisgenderism can refer to the idea that it is possible to
visually see one’s gender and assume bodily characteristics based on physical
appearance, which has the potential to delegitimize one’s self-designated gender (Ansara
& Hegarty, 2014). Other researchers suggest that when ‘cisgender’ is used appropriately
it helps distinguish diverse gender identities without reproducing unstated norms
associated with cisness (Autman, 2014). Likewise, it can be used as a way of including
transgender as a categorical equal of identifying gendered individuals (Autman, 2014;
Stryker, 2008).

Until recently, there was a lack of transgender-inclusive gender-identity data in
general population research (Meerwijk & Sevelius, 2017). Official records such as the
U.S. Census kept by agencies like the National Archives and State Departments of Motor
Vehicles report data based on sex assigned at birth or legal sex, without report of current
gender identity. Such agencies and departments fail to record whether legal sex differs
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from sex assigned at birth, resulting in misrepresentation of the transgender population
(Meerwijk & Sevelius, 2017). Representation of the transgender community is further
complicated by diversity in the trans community with regard to language and subcultures
(Haas et al., 2011; APA, 2015), alongside conflation of the transgender identity and
homosexuality (Drescher, 2010; Drescher 2015). Collectively, the U.S. population size of
transgender individuals is not well-established, but rather a broad estimation (Meerwijk
& Sevelius, 2017).

As views of gender continue to shift and reflect societal change by the growing
visibility of transgender and nonbinary identities, so has the development of data on
gender. Contemporary secular trends in culture and media have created a more favorable
environment for collecting transgender-inclusive gender identity data (Meerwijk &
Sevelius, 2017). For instance, recent data from the CDC’s Behavioral Risk Factor
Surveillance System and the Youth Behavioral Risk Factor Surveillance System
estimates that at least 1.6 million people ages 13+ identify as transgender in the United
States. Specifically, around 1.3 million adults identifying as transgender and 300,000
youth ages 13-17 identifying as transgender (Herman et al., 2022). The CDC’s most
current report suggests that the number of adults who identify as transgender have
remained mostly steady from the 2016-2017 report. As for the youth, the 2016-2017
report estimated about 10% of youth identified as transgender, and today the current
report estimates about 18% of youth identified as transgender (Herman et al., 2022). With
the transgender population rising nationally, and globally (Ghorayshi, 2022; Herman et
al., 2022; Reisner et al., 2016; Zucker, 2017) it is important that these individuals are not
only statistically represented, but also represented within psychological research.
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Pressure to Conform

Gender is considered a central construct to many facets of psychological
development, especially with development being reliant on conformity to established
societal and cultural norms (Carver, 2003; Eiseman, 2018). Norms dictate what is
considered “normal” and oftentimes people experience pressure to conform to norms in
order to feel accepted by their peers and society at large (Elliot et al., 2022). Though
norms are relative and socially constructed, they heavily influence human behavior,
preferences, attitude, and other identifying characteristics (Elliot et al., 2022; Lagaert et
al., 2017). In particular, gender norms deem what is socially acceptable for one’s gender -
typically in Western societies binary gender views are the norms (Weber et al., 2019). In
other words, people assigned female at birth are expected to conform to feminine norms
and identify as female, and people assigned male at birth are expected to conform to
masculine norms and identify as male. However, it has been well-established that binary
gender identities and expectations do not apply to every single person. Binary gender
views tend to come in one size, yet it is known that humans are unique, diverse, and
different - one size does not fit all (or even most). Some people assigned female at birth
feel masculine and identify as male, and vice versa. Some people do not feel either male
or female, or some may feel like both. But relative to society’s norms, these people might
be considered to be abnormal by not conforming to the gender binary. Irrespective, some
people are comfortable with non-conforming by identifying with a gender identity that is
different from the one assigned to them. However, more often than not, this is not the
case. When people do not feel an internal sense of identity or belonging to their assigned
gender, they are often met with feelings of distress, felt pressure to conform, and even
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emotional turmoil (Fleming & Agnew-Brune, 2015; Weber et al., 2019; Zucker et al.,
2016). Furthermore, when people openly do not ascribe to their designated gender
identity, they can feel or become outcast and encounter discrimination, stigma, and
harassment (White Hughto et al., 2015; Winter et al., 2016).

Gender norms in Western societies that are characterized by binary gender views
often fail to offer social space for gender non-conforming individuals (Gagné &
Tewksbury, 1998; West & Zimmerman, 1987). People who arrive at a personal sense of
gender identity that is different from the one they were assigned, sometimes undergo
gender transitioning (Mason-Schrock, 1996). The term ‘gender transitioning’ is used to
signify a social process wherein modifications are made to one's appearance, style of
dress, hair, body, hormones, physical anatomy, and pronoun/name usage. Rather than a
singular event, transitioning is generally a process that unfolds over time, taking
anywhere from several months to several years (Miller & Grollman, 2015). Gender
transitioning is typically done to affirm one’s felt gender identity (Mason-Schrock, 1996).
Some common terms for people who undergo gender transition include transgender,
transsexual, gender non-conforming, nonbinary, agender, third gender (Liamputtong et
al., 2020). Gender identity formation among transgender individuals typically has to be
negotiated more than once. For instance, Devor (2004) suggested a fourteen-stage model
of trans identity development that ranged from anxiety and confusion to discovery,
acceptance, and pride in one’s gender identity. Previously Gagne and colleagues (1997)
reported qualitative accounts on individuals’ gender identification processes of those who
transitioned from male-to-female. They were described through narrative accounts in
which four main themes were asserted: early transgendered experiences, coming out to
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oneself, coming out to others, and resolution of identity. Though Devor’s model depicts
stages, and Gagne and colleagues centralize on themes, they both demonstrate trans
peoples’ early experiences of discomfort with the variance between felt gender and natal
sex as it deviates from what society deems as “normal”. According to authors from both
studies, trans individuals report feelings of not fitting in with others, as well as feeling
fearful of coming out due to the rejection they expect from loved ones, peers, and society
(Budge et al., 2013).

Gender theorists Egan and Perry (2001) developed a multidimensional approach
to defining gender identity that rightfully asserts that gender identity cannot be deduced
to a singular component. They proposed that gender is composed of five major
components: (1) membership knowledge; (2) gender typicality; (3) gender contentedness;
(4) felt pressure for gender conformity; and, (5) intergroup bias. Many researchers have
adopted this multidimensional approach to explore various components of gender identity
formation in children and adolescence. For example, one finding illustrated that felt
gender typicality among young cisgender girls are affected by surrounding peer group
composition (i.e., mixed-sex groups vs. single sex groups) (Drury et al., 2012). Similarly,
Kornienko and colleagues (2016) suggest that, in adolescence, peers influence intergroup
bias and felt pressure for gender conformity, but peers did not influence felt gender
typicality and contentedness. One study found that cisgender females that demonstrated
higher felt gender-typicality and higher pressure to conform to gender stereotypes were
associated with higher interests in arts-related activities, as compared with lower
highbrow interests in cisgender males (Lagaert et al., 2017). These studies and the
remaining literature on gender norm conformity, focuses on cisgender youth and adults
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(Priess et al., 2009), with little to no attention to multidimensional gender identity
development of those who are gender non-conforming or trans - potentially revealing a
gap in the literature.

In childhood and sometimes adolescence, adhering less or not conforming at all to
societal gender expectations can have negative social implications, and may serve as a
risk factor to health and quality of life (Gordon et al., 2017; Sanchez—Ldpez et al., 2012),
including bullying or ostracism by peers, and scolding or punishment by caretakers and
teachers (Weber et al., 2019). Across the literature, findings suggest that gender
nonconformity in childhood positively predicts negative health-related outcomes (Gordon
etal., 2017; Heard et al., 2018; Roberts et al., 2013; Roder et al., 2018), such as elevated
levels of depression and/or anxiety, bullying victimization, pain or discomfort. However,
there is limited data on the pressures to conform to gender norms in adult populations.
Speculatively, this may be due to greater identity exploration and desire to belong in
childhood and adolescence (Elliot et al., 2022; Steensma et al., 2013). While both trans
youth and adults experience negative health outcomes, it is unclear in the literature if
adults feel the pressure to conform to gender norms similarly to adolescents - thus,
exposing a gap this thesis aims to bridge (4im ).

Mental and Physical Health: Transgender versus Cisgender

On average, transgender people suffer from higher rates of a variety of negative
mental and physical health issues relative to their cisgender counterparts (Fredriksen-
Goldsen et al., 2014; Hendricks & Testa, 2012; Romanelli & Lindsey, 2020; Wesp et al.,
2019). Research on the trans population has tended to come from medical, psychiatric, or
deviance perspectives (Cole et al., 2000; Ekins & King, 1996; Garfinkel, 1967; Feldman
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& Goldberg, 2006; Tewksbury, 1998), with little attention paid to social context and their
experiences. A holistic approach is required to appropriately address the mental and
physical health disparities that exist between transgender and cisgender people. This
approach demands recognizing barriers within social context such as social stigma,
discrimination, and harassment that further restrict trans people from the promotion of
health and well-being (White Hughto et al., 2015; Winter et al., 2016). The minority
stress theory developed by Meyer (2003) accounts for social context in minority health-
related research. Originally, it was applied to sexual minority research (e.g., LGB
populations) and is becoming increasingly popular in application to trans’ health studies
(Griffin et al., 2019; Hendricks & Testa, 2012; Rood et al., 2016). This theory proposes
that unique stressors specific to minorities, such as identity-based discrimination and
internalization of this discrimination, collectively contribute to negative mental and
physical health outcomes (Meyer, 2003). This approach is unique because it uses a social
context factor (i.e., discrimination) to (partially) explain health status of sexual minority
groups. Aside from identifying health disparities, this theory could give professionals a
more thorough explanation as to why these disparities may exist and what sort of
interventions might be most appropriate in improving health.

In 2015, the National Center for Transgender Equality conducted the U.S.
Transgender Survey consisting of 27,715 participants that highlighted the injustices
experienced by transgender and gender non-conforming populations across the U.S.,
including all 50 states, the District of Columbia, American Samoa, Puerto Rico, Guam,
and U.S. military bases overseas (James et al., 2016). The U.S. Trans Survey is the
largest transgender survey to date, that examined all domains of trans people’s lives and
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how they are negatively hindered on the basis of their gender identity and/or expression.
The U.S. Trans Survey collected data on disparities compared to the general population
in education, employment, family life, housing, and the criminal justice system, which
could partially contribute towards poor mental and physical health outcomes. The survey
found that 39% of participants experienced severe psychological distress within the last
month that they took the survey, compared with only 5% of the U.S. population. About
40% of participants reported attempting suicide in their lifetime, which is nine times the
attempted suicide rate in the U.S. (4.6%) (James et al., 2016). Trans people exhibit
disproportionately high rates of depression and anxiety compared to cisgender
counterparts (Bariola et al., 2015; Budge et al., 2013; Nuttbrock et al., 2014; Owen-Smith
et al., 2017). A systematic literature review released in 2020 suggested that there was
high and excess prevalence of substance use among transgender compared with cisgender
people, but insufficient evidence to estimate prevalence or quantify the risk for substance
use (Connolly & Gilchrist, 2020).

The National Institutes of Health (NIH) identified transgender people as a health
disparity population and the World Health Organization (WHO) called for a global health
agenda inclusive of transgender people (Wesp et al., 2019). These calls for action
illuminate the drastically poor mental and physical health outcomes of transgender
populations, both nationally and globally. Trans people are commonly faced with
systemic barriers that limit opportunity and restrict the promotion of health and well-
being. One dominant barrier being access to healthcare, which is a fundamental human
right, that has been historically denied to transgender and gender non-conforming
individuals (James et al., 2016). Specifically, one third of participants from the U.S.
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Trans Survey reported mistreatment by a healthcare provider (i.e., verbal harassment,
refusal of treatment). Fear of discrimination, specified by the minority stress model
(Meyer, 2003), influenced one quarter of participants to avoid healthcare services, and
about 33% of participants could not financially afford to go to a provider (James et al.,
2016). Relatedly, about one in four (25%) had problems with insurance, such as being
denied, and a little more than half (55%) of those who sought out coverage for transition-
related surgery were denied. Research has shown that withholding or delaying transition-
related treatments may not be optimal given the benefits of reduced levels of distress, and
observed depression and/or anxiety after undergoing desired interventions (Owen-Smith
et al., 2018). One finding suggested that sleep was frequently impaired among
transgender and gender non-conforming population, which may serve as a risk factor for
mental health concerns, such as depression and anxiety (Harry-Hernandez et al., 2020).
Also, commonly discussed in the literature are high rates of disordered eating
among gender-dysphoric (or trans) people that experience body image concerns (Algars
et al., 2010; Strandjord et al., 2015; Turan et al., 2018; Vocks et al., 2009). Disordered
eating behaviors include restraint, binging, and purging, which have the potential to
affect health status. Some studies reported on overall decreased health-related quality of
life among trans adults and youth (Rdder et al., 2018; Gordon et al., 2017). To conclude,
it is clear from the existing literature that transgender and gender non-conforming
individuals experience prominent mental and physical health inequities relative to their
cisgender peers. What is less clear is why — what are the mechanisms explaining this

connection?
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Gender Dysphoria

The literature suggests that experiences of gender dysphoria are commonplace for
trans people and have been suggested to be related to impaired health outcomes (Peterson
et al., 2016; Tabaac et al., 2017). With the first two publications of the Diagnostic and
Statistical Manual of Mental Disorders (DSM) making no mention of gender identity, the
DSM-III in 1980 contained the diagnosis of ‘transsexualism’. By 1990 the World Health
Organization (WHO) followed suit by including it as a diagnosis in the International
Statistical Classification of Diseases and Related Health Problems (ICD-10) (Davy,
2015). In an effort to reduce stigma, the DSM-1V in 1994 replaced ‘transsexualism’ with
‘gender identity disorder (GID)’; however, this was controversial because it pathologized
gender identity. Eventually, by 2013, the fifth edition of the DSM eliminated GID as a
diagnosis and replaced it with ‘gender dysphoria (GD)’ to better indicate distressing
feelings of an incongruent gender identity. Again, the /CD-11 followed suit by
replacement of GID with ‘gender incongruence’ and switched condition classification
from mental health to sexual health, with the intention to increase care for health
interventions and destigmatize the condition (Khoury et al., 2021). Though the diagnosis
name changed to ‘gender dysphoria’ for trans people of all ages, the descriptive
diagnostic criteria remained relatively similar (Davy, 2015). Specifically, GD diagnostic
criterion includes experiences of incongruence between one’s expressed gender and
assigned gender for a duration of six months or more, accompanied with clinically
significant feelings of distress or impairment in social, occupational, or other areas of

functioning (APA, 2013). A GD diagnosis for adolescents and adults requires
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manifestation of these criteria in two ways or more, whereas children require six ways or
more to be eligible for diagnosis.

In the DSM-5, gender dysphoria is defined as “an individual’s affective/cognitive
discontent with the assigned gender (usually at birth and referred to as natal gender)”
(APA, 2013, p. 451). Under the guidance of a clinical professional, a GD diagnosis can
be applicable to a wide range of gender identities outside of the male and female binary,
such as nonbinary, transsexual, transgender, gender variant, gender non-conforming,
gender queer, gender fluid, bigender, gender neutral, agender, and intersex, or otherwise
known as difference/disorder in sex development (DSD) (Zucker et al., 2016). The
reported time of initial gender dysphoric feelings and experiences determines the time of
onset, rather than the time of seeking diagnosis. Researchers have indicated that most
people fall into one of two categories of onset - early-onset GD and late-onset GD
(Zucker et al., 2016). The literature on early-onset GD is quite variable with some
considering early-onset to be any time prior to puberty and others consider it to be during
toddler and preschool years. Late-onset GD refers to the emergence of GD at the time of
or after puberty (Zucker et al., 2016).

Controversy exists around the diagnosis of gender dysphoria among scholars,
clinicians, and laypeople alike, with some claiming it to be “two steps forward, and one
step back,” (Lev, 2013). By adopting GD as a diagnosis, the DSM-5’s goals were to
reduce pathologizing and stigma and instead better indicate experience(s) of distress
(Davy, 2015; Davy & Toze, 2018; Zucker et al., 2016). However, not all individuals will
experience distress as a result of gender incongruence, as stated in the manual.
Specifically, the DSM-5 working group stated that the key distinction between DSM-1V
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and DSM-5 was the recognition that gender nonconformity and distress were not the

same things, and that gender nonconformity is not pathological in its own right (Zucker et
al., 2016). Contrarily, the World Professional Association for Transgender Health
(WPATH) board of directors suggest that even though gender nonconformity is not
inherently pathological or negative, diagnosing trans people as disordered can continually
reinforce stigma (Bockting et al., 2010). Other scholars suggest that non-correspondence
of gender identity and assigned sex is a matter of human diversity rather than as
pathology (Coleman et al., 2012, p. 168; Suess et al., 2014). The writers of the DSM-5,
WPATH, and most other professionals all ultimately aim for similar outcomes: mitigating
pathologizing, discrimination, and stigma of trans and gender non-conforming people in
all settings and providing accessible medical and therapeutic care. Yet, the method to best
achieve those outcomes is where opinions tend to differ (Lev, 2013).

Another area of contention relates to the specific term ‘gender dysphoria’ as it
was used in academic discourses prior to being adopted by the DSM-5 as diagnostic
terminology (Davy & Toze, 2018). The DSM workgroup intentionally adopted this
existing term in efforts to reduce pathologizing; however, this may have been
counterproductive and led to inconsistencies in the literature. The first use of ‘gender
dysphoria’ is normally attributed to Norman Fisk (1974) who wrote an editorial in The
Western Journal of Medicine as gender dysphoria syndrome being a more progressive
alternative to the diagnosis of transsexualism. Due to prior use of GD in the literature,
researchers Davy and Toze (2018) did a literature review of GD and found that nearly
45% of articles referred to GD as a diagnosis for trans and intersex individuals, while the
other 55% made no mention of the DSM and diagnostic criteria. Observably, GD is
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conflated across the literature which results in inconsistent definitions and
implementations, in such, not all research findings related to GD are also associated with
DSM qualifiers for a GD diagnosis (i.e., clinically significant distress). Given, a now
specific diagnosable psychiatric term may be at risk of being applied to individuals or
populations that do not meet diagnostic criterion (Davy & Toze, 2018).

It is rather common for individuals that experience GD to have other mental
health concerns co-occur (Dhejne et al., 2016). Given that a GD diagnosis is
characterized by significant distress related to incongruence between one’s sexed body
and felt gender identity, experiences of body image concerns and body dissatisfaction are
relatively common. According to van de Grift and colleagues (2016) much of the
experienced distress described by GD results from body dissatisfaction. Distress coupled
with feelings of body dissatisfaction, may be explained by the desire to have the primary
or secondary sex characteristics of another gender (Feusner et al. 2016; Turan et al.,
2018). This dissatisfaction with body and appearance has led some professionals to
describe these experiences as body image concerns rather than GD (Pulice-Farrow et al.,
2020). Experiences of body dissatisfaction in trans individuals have been linked to
negative mental health outcomes such as suicidal ideation and self-harm (Peterson et al.,
2016). More specifically, Peterson and colleagues (2016) conducted a study with 96
gender-dysphoric adolescents and emerging adults and found that almost one-third had
attempted suicide and a little less than half of the sample reported history of self-injurious
behaviors. A longitudinal study that went on for 45 years indicated that the suicide risk
for gender-dysphoric people is higher than the general population and seems to occur at
every stage of gender transitioning (Wiepjes et al., 2020). Research indicates that people
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with GD are more vulnerable to psychiatric comorbidity with some conditions such as
depression and anxiety, yet not others, like bipolar disorder and schizophrenia (Dhejne et
al., 2016). Given, the significant distress described by GD seems to contribute towards
certain mental health concerns. Aside from one’s own feelings of interpersonal conflict as
described by GD, contextually these individuals are subjected to various forms of
discrimination and abuse, that may partially mediate high prevalence of health concerns.
Furthermore, GD related distress might be more pronounced among those who
experience greater pressure to abide by gender norms, and ultimately resulting in poorer
health (4im 2).
Body Image

In general, body image is salient among pubescent individuals as they adjust to
their new sexually maturing body (McGuire et al., 2016). During this time, stereotypical
gender expectations can be exacerbated and contribute towards concerns in appearance
and body dissatisfaction (Gillen and Lefkowitz, 2006; Murray et al., 2013). These
pressures to conform to dominant gender norms and perceived body image ideals are
heightened and have been found to result in profound negative effects on mental health.
Not to mention, adolescence is generally associated with a decline in health-related
quality of life (Roder et al., 2018). Collectively, adolescents are adapting to a new,
matured body, facing both external and internal pressures and expectations, and
experiencing compromised mental and physical health. Now consider all of these
variables for adolescents with gender-dysphoric feelings and experiences. Puberty and
adolescence can be a trialing time for transgender and gender non-conforming youth, as it
can accentuate the incongruence between one’s expressed gender and natal somatic sex
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(Algars et al., 2010; de Vries et al., 2014; Feusner et al. 2016; Pfeffer, 2008). Although
signs of body image and dissatisfaction, including anatomic dysphoria, can be observed
in some prepubertal children with gender dysphoria, research indicates it becomes more
salient with the onset of puberty (Zucker et al., 2016).

Body image concerns and body dissatisfaction are not exclusive to the pubescent
experience. Transgender young adults and adults demonstrate body image concerns and
bodily or anatomic dissatisfaction. Body image concerns for trans people may include the
degree of satisfaction or dissatisfaction with specific body parts, comfort with body size,
and/or satisfaction with the gendered nature of one's appearance (McGuire et al., 2016).
According to the DSM-5’s gender dysphoria (GD) diagnosis that is most commonly
applied to trans individuals, specifies incongruence being between one’s felt gender and
secondary sex characteristics (i.e., characteristics that appear during puberty) (APA,
2014). However, a recent qualitative study suggested that GD was not limited to only
secondary sex characteristics (Pulice-Farrow et al., 2020). What seems to be not well
understood is the extent to which body image is viewed through a lens of concern with
thin (or muscular) ideals, concerns with gender incongruence, or personal expectations of
meeting stereotypical gender norms. The literature regarding body image of trans adults
show mixed findings (McGuire et al., 2016).

One study indicated that body image concerns were significantly higher in
transgender participants compared to cisgender participants, and these scores were
especially higher in trans women (male-to-female) compared to other groups
(Mofradidoost & Abolghasemi, 2020). Another study found similar findings regarding
trans women and indicated that trans women reported high degrees of disturbed eating
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patterns including restraint, binging, and purging; and a greater drive for thinness, body
dissatisfaction, and body surveillance (Vocks et al., 2009). The same study found that
trans men (female-to-male) showed more restrained eating, body mass and shape
concerns, body dissatisfaction, and body surveillance compared to cisgender males
(Vocks et al., 2009). A study in Israel concluded that trans women felt their gender role
and body image were more compatible with cisgender women, and different from that of
cisgender men (Wilchek-Aviad et al., 2020). Jones and colleagues (2019) discovered
differences in gender congruence and body satisfaction between binary (i.e., trans men
and trans women) and nonbinary (i.e., agender, genderqueer, gender fluid) transgender
people. Nonbinary trans people reported higher levels of satisfaction than binary trans
people on sex-specific parts of the body (i.e., chest, genitalia, and secondary sex
characteristics), but there were no differences in congruence and satisfaction with social
gender role between the two transgender groups (Jones et al., 2019). Likewise, another
study identified that binary transgender people engaged in significantly more non-suicidal
self-harming behaviors and reported higher in body image concerns compared to
nonbinary transgender people (Morris & Galupo, 2019). Findings across the literature are
heterogeneous, much like the diversity of the gender identities and experiences they are
investigating. A conclusion consistently arrived at across the literature is that trans
individuals experience a high degree of body dissatisfaction that can negatively impact
quality of life and have serious implications on health and well-being (Gordon et al.,
2017; Morris & Galupo, 2019; Rdder et al., 2018). This thesis is interested in exploring
the influence of body dissatisfaction in association with poor health and felt pressure to
conform to gender norms (4im 2).
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CHAPTER 2
CURRENT STUDY

Given the growing transgender and gender non-conforming population and the
high prevalence of health inequities within these populations, it is important to extend the
knowledge of trans peoples’ experiences, relative to their cisgender counterparts. Prior
research clearly exhibits that trans people often experience poor health, gender dysphoria,
and body dissatisfaction; however, less clear is whether felt pressure to conform to
gender norms is predictive of these outcomes. This thesis has three specific aims: 1)
explore if trans adults experience pressure to conform to gender norms; 2) examine the
influence of gender dysphoria and body dissatisfaction in association with compromised
health and quality of life with felt pressure to conform to gender norms, and, 3) identify if
these outcomes differ between transgender and cisgender individuals. Based on prior
literature, (as shown in Figure 1) I hypothesize the following:

H1: Greater pressure to conform to gender norms will be related to worse mental

health and quality of life.

H2: Gender dysphoria and body dissatisfaction will mediate the association

between greater pressure to conform to gender norms and worse mental health and

quality of life.

H3: Gender identity will moderate this mediation, such that transgender

individuals will show stronger associations on all pathways as compared to cisgender

individuals.
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Figure 1. Conceptual Preliminary Model
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CHAPTER 3
METHODS

Participants

Participants initially included a total of 280 individuals recruited from online
platforms of Reddit and Prolific to complete an online survey. Specifically, 179
participants were recruited from Reddit and 101 participants were recruited from Prolific.
Eligibility requirements for study participation included that participants be at least 18
years of age, reside within the U.S., and speak fluent English. Additionally, inclusion
criteria from Reddit specified that participants should be transgender or have undergone
gender transition. Of the 280 participants who started the survey, 66 participant responses
from Reddit were excluded due to poor data quality (e.g., failing two or more attention
checks). Of the remaining 214 cases, preliminary analyses identified that there were 3
outliers, which were deleted. The final sample consisted of 211 participants with 109
being transgender and 102 being cisgender.
Procedures

Participants completed a 15 to 20-minute online Qualtrics survey which included
a consent form and questions pertaining to gender identity, views of oneself, experiences
of societal pressures, and mental health and well-being. Participants were recruited
through either Reddit or Prolific and compensation methods varied depending on the
platform — participants from Reddit were entered into a drawing to receive a $150
Amazon Marketplace gift card and participants from Prolific were compensated $3.60 for

their participation.
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Measures
Sociodemographics

Demographic characteristics were assessed that were believed to be associated
with one or more study variables, such as age, race/ethnicity, sexual orientation,
educational attainment, employment status, personal income, living arrangements, and
region of the country in which the participant resides. Natal sex and gender identity were
assessed using an adapted two-step process as recommended by Reisner and colleagues
(2015) when collecting data from gender nonconforming populations. Specifically,
participants were asked “What biological sex is listed on your original birth certificate?”

and “Which best describes your current gender identity?”
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Table 1 - Sample Characteristics

Participants Total (N=211) Transgender (N = 109) Cisgender (N = 102)
Age M (SD) M (SD) M (SD)
30.8 (6.8) 27.9 (5.8) 33.8 (6.6)
Sexual Orientation (%)
Asexual 5.2 7.3 2.9
Bisexual 24.2 36.7 10.8
Gay/Lesbian 18.5 30.3 5.9
Heterosexual 46.9 18.3 77.5
Other 3.8 6.4 1.0
Prefer Not to Say 1.4 0.9 2.0
Race/Ethnicity (%)
African American 7.6 10.1 4.9
Asian 7.1 6.4 7.8
Hispanic/Latinx 6.2 2.8 9.8
Native American 3.8 6.4 1.0
Pacific Islander 0.5 0.0 1.0
White 72.5 70.6 74.5
Other 1.9 2.8 1.0
Education (%)
High School 16.6 15.6 17.6
College Degree 74.4 75.2 73.5
Post Graduate Degree 9.0 9.2 8.8
Employment Status (%)
Full-Time 56.4 67.0 45.1
Part-Time 15.6 11.0 20.6
Student 7.1 10.1 39
Unemployed 15.6 9.2 22.5
Retired/Disabled 5.2 2.8 7.8
Personal Income (%)
$9,999 or less 16.1 11.0 21.6
$10,000 to $24,999 13.3 14.7 11.8
$25,000 to $49,999 19.9 24.8 14.7
$50,000 to $74,999 26.5 23.9 29.4
$75,000 to $99,9999 10.4 11.0 9.8
$100,000 to $149,999 9.0 8.3 9.8
$150,000 and greater 4.7 6.4 2.9
Region (%)
East 16.1 17.4 14.7
Midwest 30.3 33.0 27.5
North 10.9 18.3 2.9
South 20.9 12.8 29.4
West 21.3 17.4 25.5
Neighborhood (%)
City 40.3 514 28.4
Suburb 43.1 37.6 49.0
Rural Town 16.6 11.0 22.5
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On average, the transgender participants (M = 27.8, SD = 5.8) were younger than
cisgender participants (M = 33.7, SD = 6.6). Age was measured from 18 to 40 years and
older and was statistically represented as a scale/continuous variable. Per suggestion of
Reisner et al., (2015), BioSex was assessed across five selections of Female, Male,
Intersex, and Prefer Not to Say. However, several adaptations were made to Gender
resulting with selection options of Female, Male, Nonbinary, Agender, and Other. Biosex
and Gender were cross-checked to determine which participants are transgender and
which are cisgender. Additionally, transgender gender identity was further confirmed by
participants' responses to gender transition-related items, if applicable — resulting in

Trans_sum. Race/ethnicity was a self-report of African American, Asian,

Hispanic/Latinx, Native American, Pacific Islander, White, and Other. Education had
response options of Some High School — No Diploma, High School Graduate — Diploma
or Equivalent (GED), Some College Credit — No Diploma, Trade/Technical/Vocational
Training, Associate’s Degree, Bachelor’s Degree, Master’s Degree, and Doctorate or
Other Professional Degree. Employment was assessed through options Full-Time, Part-

Time. Student, Unemployed, Retired/Disabled and /ncome ranged across seven response

options from $9,999 to $150,000 and greater. Lastly, participants’ Region of residence
(e.g., East, Midwest, North, South, and West) was assessed for and the Living
circumstance (e.g., City/Metropolitan Area, Suburb, Rural Town/Community).
Pressure to Conform to Gender Norms

Multifactor Adult Gender Identity Scale. The Multifactor Adult Gender Identity
Scale (MAGIS) by Jackson and Perry (2001) is an extension of Egan and Perry’s (2001)
multidimensional gender identity scale for children. This self-report scale is composed of
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five different factors: Same Gender Typicality, Other Gender Typicality, Gender
Contentedness, Gender Boundary Intolerance, and Felt Pressure for Gender Conformity.
The Felt Pressure for Gender Conformity Subscale most closely measured the construct
of felt pressure to conform to gender norms, therefore this subscale was prioritized in
analyses. A mean score was created for the (felt_pressure) subscale with a higher score
indicating greater a greater presence of felt pressure to conform to gender norms
(Cronbach’s a = .78 for transgender sample; Cronbach’s o = .82 for cisgender sample).
However, a MAGIS total mean score was not calculated due to all the subscales
measuring differing dimensions of gender identity. The MAGIS has sex specific versions,
therefore adaptations were made to some items such as “Other men I know would be
upset if [ wanted to participate in masculine hobbies.” to “People I know would be upset
if I wanted to participate in masculine hobbies.” Items that directly referred to natal sex
or assumed that participants were either male or female were adapted to be more
inclusive to various gender identities (e.g., trans or nonbinary individuals). However,
other items were not adapted, such as, “It would bother me if my friends say I was acting
boyish.” Items referring to traditional beliefs about gender were not adapted to measure
experienced pressure to conform with cultural gender norms.
Mental Health

Mental health was operationalized with two scales — one being a measure of
compromised mental health (i.e., DASS-21), and the other being a measure of positive
mental health (i.e., MCH-SF). This thesis is utilizing both to obtain a complete, holistic

view of mental health. For analytic purposes the DASS-21 and the MHC-SF will be
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observed as two separate measures/variables, as they measure different constructs of
mental health.

Depression Anxiety Stress Scale. The Depression Anxiety Stress Scale (DASS-
21) short form is a set of three self-report scales designed to measure the negative
emotional states of depression, anxiety, and stress. The DASS-21 developed by Lovibond
and Lovibond (1996) contains three scales with 7 items in each. The Depression subscale
assesses dysphoria, hopelessness, devaluation of life, self-deprecation, lack of
interest/involvement, anhedonia, and inertia. The Anxiety subscale assesses autonomic
arousal, skeletal muscle effects, situational anxiety, and subjective experience of anxious
affect. The Stress subscale is sensitive to levels of chronic non-specific arousal; it
assesses difficulty relaxing, nervous arousal, and being easily upset/agitated,
irritable/over-reactive and impatient. Participants were asked to use 5-point frequency
scales to rate the extent to which they have experienced each state over the past week.

Scores for DASS Depression, DASS_Anxiety, and DASS_Stress were calculated by

obtaining an average of the scores for the relevant items. For the primary analyses in this
thesis, a total average score collectively measuring depression, anxiety, and stress was
computed of DASS_total (Cronbach’s a = .94 for transgender sample; Cronbach’s o =.96
for cisgender sample). The DASS-21 has been shown to have high internal consistency
and to yield meaningful discriminations in a variety of settings, the scale should meet the
needs of both researchers and clinicians who wish to measure current state or change in
state over time on the three dimensions of depression, anxiety, and stress.

Mental Health Continuum Scale. The Mental Health Continuum Short-Form
(MHC-SF) developed by Keyes (2005) was used to measure the presence of well-being
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and flourishing mental health. This measure assessed the frequency of participants'
experiences during the past week on an adapted 5-point scale from 1 = Never to 5 =
Everyday. The MHC-SF is made up of three subscales that altogether consist of 14 items.
The subscales include (a) Emotional Well-Being (3 items), (b) Psychological Well-Being
(6 items), and (c) Social Well-Being (5 items). The MCH-SF has shown good internal
consistency (> .80) and discriminant validity (Keyes, 2005). The three factors of the
MCH-SF - emotional, psychological, and social well-being - have been confirmed in
nationally representative samples of U.S. adults (Gallagher et al., 2009), college students
(Robitschek & Keyes, 2009), and adolescents (Keyes, 2009). A total mean score,

MHC total, was computed to measure the presence of flourishing mental health and
well-being (Cronbach’s o = .90 for transgender sample; Cronbach’s a = .94 for cisgender
sample).

Quality of Life

Quality of life was operationalized with two scales — as one measures the quality
of different life domains (i.e., QOLS), and the other measures overall satisfaction with
life (i.e., SWLS). For analytic purposes, these were recognized as two separate outcome
variables, as they measure different constructs of quality of life.

Quality of Life Scale. The Quality of Life Scale (QOLS) by Burckhardt and
Andersen (2003) is a valid instrument used to measure quality of life across groups and
cultures. This scale measures quality of life on six conceptual domains: (1) material and
physical well-being, (2) relationships with other people, (3) personal, community, and
civic activities, (4) personal development and fulfillment, (5) recreation, and (6)
independence. Participants indicated how satisfied they are on an adapted 5-point scale
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that ranges from 1 = Very dissatisfied to 5 = Very satisfied on a total of 16 items. Though
this scale was adapted to measure quality of life in chronically ill patients, the QOLS
shows low to moderate correlations with physical health status and disease measures.
Therefore, the QOLS demonstrates well-being conceptually different from health status
or other causal indicators of quality of life. To assess participants' self-reported quality of
life, a total mean score (QOLS_total) was computed and utilized in analyses (Cronbach’s
a = .89 for transgender sample; Cronbach’s o = .88 for cisgender sample).

Satisfaction With Life Scale. The Satisfaction with Life Scale (SWLS) by Diener
and colleagues (2009) was developed to measure subjective well-being, specifically the
judgmental/cognitive component (rather than the emotional/affective component) of
subjective well-being. The SWLS is a 5-item scale designed to measure global cognitive
judgments of one’s life satisfaction (not a measure of either positive or negative affect).
Much like the MHC-SF, the SWLS is being used in analyses to assess for the presence of
satisfaction within different domains of life. For this scale, participants indicated how
much they disagree or agree with each of the 5 items using an adapted 5-point Likert
scale that ranges from 1 = Strongly disagree to 5 = Strongly agree (Cronbach’s o = .89
for transgender sample; Cronbach’s a = .91 for cisgender sample). Some sample items
include “I am satisfied with my life” and “In most ways my life is close to my ideal”. A
total mean score of SWLS_total was computed to measure the presence of life
satisfaction.

Gender Dysphoria

Utrecht Gender Dysphoria Scale - Gender Spectrum. The Utrecht Gender

Dysphoria Scale - Gender Spectrum (UGDS-GS) by McGuire and colleagues (2020) is a
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revised version of the Utrecht Gender Dysphoria Scale (UGDS) (Schneider et al., 2015).
This scale measures both dissatisfaction with gender identity and expression over time, as
well as comfort with affirmed gender identity. The UGDS-GS is an adapted 18-item self-
report, 5-point Likert-type scale measure that is a) inclusive of all gender identities and
expressions (e.g., transgender, nonbinary, cisgender); b) appropriate for use
longitudinally from adolescence to adulthood; and ¢) administered at any point in the
social or medical transition process, if applicable, or in community-based research
focused on gender dysphoria that examines cisgender and transgender persons. Some
sample items include “Physical sexual development was stressful” and “I wish I had been
born as my affirmed gender”. For primary analyses a total average score, UGDS' total,
was computed (Cronbach’s a = .93 for transgender sample; Cronbach’s o = .84 for
cisgender sample), and for any secondary analyses subscales of Dysphoria and Gender
Affirmation were developed.

Body Satisfaction

Body satisfaction was operationalized with two scales — one (i.e., BAS) focuses
more broadly on the degree of overall appreciation one feels toward their body, and the
other (i.e., BIS) focuses on perceptions of specific body parts. For analytical purposes,
this thesis recognized these as separate mediators, as they measure different constructs of
body satisfaction.

Body Appreciation Scale. The Body Appreciation Scale-2 (BAS-2) by Tylka and
Wood-Barcalow (2015) assessed positive body image perceptions. The BAS-2 is a
revised version of the BAS (2004) to eliminate use of sex-specific versions. The BAS-2
consists of 10 items in which participants indicated on an adapted 5-point scale from 1 =

35



Never to 5 = Always to the degree that they believe an item is true about their own body
perceptions. A mean score of BAS_total was computed to measure positive body image
perceptions (Cronbach’s o = .93 for transgender sample; Cronbach’s a = .95 for cisgender
sample). Specifically, higher scores represent higher degrees of body appreciation. The
BAS-2 is a psychometrically sound body image measure applicable for research and
clinical settings.

Body Image Scale for Transsexuals. The Body Image Scale (BIS) for
Transsexuals (Lindgreen & Pauly, 1975) consists of 30 body characteristics in which
respondents rated satisfaction of these body characteristics on a 5-point scale, ranging
from 1 = Very dissatisfied to 5 = Very satisfied. The BIS has two sex-specific versions —
one for natal males and one for natal females — containing equivalent genital body parts.
However, to be more inclusive the scale was adapted to contain both sex equivalent
characteristics side-by-side for participants to rate as they apply, as all participants
responded to this scale. Furthermore, the scale includes primary sex characteristics,
secondary sex characteristics, and non-sex-related body parts. Per adaptations of this
thesis, higher scores represent higher degrees of body satisfaction, and lower scores
indicate lower perceptions of body image. This scale was used with both transgender and
cisgender individuals. A total average score, BIS total, was developed to assess
participants’ body image perceptions (Cronbach’s o = .94 for transgender sample;
Cronbach’s a = .95 for cisgender sample).

Exploratory Variables

A measure of perceived discrimination was included in the survey to obtain a

comprehensive view of participants’ social context — as previous literature has
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demonstrated that discrimination is a major contributor of health disparity outcomes,
particularly for individuals with marginalized identities (e.g., trans individuals) (Mays &
Cochran, 2001; Almeida et al., 2009; Rosario et al., 2002; Wyss, 2004; Lombardi et al.,
2002).

Perceived Discrimination Scale. The Perceived Discrimination Scale was
developed by Williams and colleagues (1997), which is a 20-item scale that measures
how often people feel that others treat them badly or unfairly on the basis of race,
ethnicity, gender, age, religion, physical appearance, sexual orientation, or other
characteristics. The scale covers discrimination in different areas of life, including at
school, at work, and in one’s neighborhood. The 20-item scale has two subscales: the
Lifetime Discrimination Scale (11 items) and the Daily Discrimination Scale (9 items).
Participants indicated on an adapted 5-point type scale from 1 = Never to 5 = Always to
the degree that the item has applied to them and their experiences — higher scores
represent higher degrees of perceived discrimination. A total average score, PDS total,
was developed to assess participants’ experiences of perceived discrimination
(Cronbach’s a = .95 for transgender sample; Cronbach’s o = .95 for cisgender sample).
Overview of Analyses

Prior to the main analyses, I examined the data for the assumptions related to
linear regression, as well as evaluating for the inclusion of potential covariates.
Additionally, I conducted analyses to test for potential covariates by putting all potential
covaries in one block simultaneously. Next, I analyzed Hypothesis I via PROCESS
Model 4 by assessing the initial direct effect of pressure to conform to gender norms on
mental health outcomes. I also used PROCESS, Model 4, to address Hypothesis 2 and
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determine the mediating effects of gender dysphoria and body dissatisfaction on the
relationship between pressure to conform to gender norms and health outcomes. To
investigate Hypothesis 3, I again used PROCESS, Model 59, analyzing for moderated
mediation. Using this model, I addressed the final hypothesis — determining if gender
identity moderates the mediation, such that if transgender individuals will show stronger

associations on all pathways as compared to cisgender individuals.
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CHAPTER 4
RESULTS
Preliminary Analyses
Of the key variables in this study (e.g., main variables, covariates), little data is
missing — being acceptable for listwise deletion (5-10%). Additionally, any missing data
pertaining to main study variables was treated by utilizing mean scores. MANCOV As
were performed on each of the main study variables (see Table 2) to identify how
variable means differ between sample groups (e.g., transgender and cisgender).
Covariates were controlled for in the MANCOV As (refer to the following section for
more details on covariates). Preliminary analyses tested for assumptions related to the
general linear model, such as sample size, outliers, linearity, homoscedasticity, normality,
homogeneity of error variance, and independence of errors. Preliminary examination of
the data revealed that many assumptions of linear regression were/were not met in the
current dataset. Pearson’s bivariate correlation matrix revealed minimal to no indications
of multicollinearity (see Table 3), and tolerance and VIF scores suggested no signs of
multicollinearity. Though scatterplots identified linearity and homoscedasticity
assumptions were met, however they indicated signs of a few outliers on standardized
residual variables. Therefore, three cases were deleted to treat violation of outliers on a
standardized residual score that was either above 3 or below -3 standard deviations from
the mean. Examination of Q-Q plots and Shapiro-Wilk statistics demonstrate the
assumption of normality is violated with some measures (e.g., DASS-21, SWLS) of the
criterion variable, but not others (e.g., MHC-SF, QOLS). Due to the sufficient sample
size (N =211), even after deleting outliers, the violation of normality assumption should
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not cause major problems (Pallant, 2020) and can be ignored (Altman & Bland, 1995;
Ghasemi & Zahedias, 2012).
Table 2 — Main Study Variables

Total Sample Transgender Cisgender
(N=211) (N=109) (N=102)
Range Mean SD Mean SD  Mean  SD

Felt Pressure 1.00-5.00 2.48 066 2.76%* (0.59 2.18%* 0.61
to Conform

Depression, 1.00-5.00 3.60 1.58 4.65** 0.79 2.48* 1.09
Anxiety, and

Stress

Flourishing 1.00-5.00 3.30 0.75 324 072 327*  0.79
Mental Health

Quality of 1.00-5.00 347 0.63 349 (.63 3.44 0.64
Life

Satisfaction 1.00-5.00 3.13 1.02 3.19¢  0.99 3.07 1.07
With Life

Gender 1.00-5.00 3.09 0.99 3.77%* 0.70 2.38* 0.52
Dysphoria
Body 1.00-5.00 3.53 0.84 350 082 3.57*  0.85
Appreciation

Body Image 1.00-5.00 3.28 0.66 3.20 0.65 337 0.66

Note: a = higher comparative mean; *p <.001
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Table 3 — Correlations of Main Study Variables

1. Felt Pressure
to Conform

2. Depression,
Anxiety, Stress
3. Flourishing
Mental Health
4. Quality of
Life

5. Satisfaction
with Life

6. Gender
Dysphoria

7. Body
Appreciation

8. Body Image

1. 2. 3. 4. S.
23% -.06 -.07 -.11

22% - 55k L 42%Ek L 40%*
19 - 47* 2%k 61%*
-.03 -50%®k 4% I8EE
18 S 52%Ek P3EkE 4w

-26%*% 15 S37HE S L31EE 400
.16 S4T7EE O 70*x S8k 72k
13 -40%®k  58*x  52%x JQ**

6.

S1H*

S1H*

- 15%*

-.03

-.01

=27

-.38**

7.
A1

-35%*

0%

63%*

S8xE

21

63%*

-.01

-39%*

S8xE

66%**

64+

-.16

JJ3EE

Note: *p < .05, **p <.01; Transgender correlations are on the bottom half of the matrix
and cisgender correlations are on the top half of the matrix.

Hierarchical Regression for Covariate Analyses

Covariate analyses were conducted using hierarchical regressions with each of the

outcome measures (e.g., DASS-21, MHC-SF, QOLS, and SWLS) and each mediation

measure (e.g., UGDS-GS, BAS, and BIS). All potential covariates were entered into one

block and the predictor variable (e.g., MAGIS Felt Pressure) in the second, and were all

tested simultaneously. Upon doing so, analyses revealed that the following variables were

significant (p < .05) in at least one or more of the outcome measures tested: [ncome,

Heterosexual (dummy variable — LGBQA = 0, Heterosexual = 1), and lastly, Region_S

(dummy variable — All other regions = 0, South = 1). Therefore, these variables were

included as covariates in main study analyses.
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PROCESS Model 4 for Parallel Mediation Analyses

To investigate if the relation of felt pressure of gender conformity and mental
health and quality of life outcomes is mediated by experiences of gender dysphoria and
body image concern, a series of PROCESS macro v4.1 Model 4 analyses (Hayes, 2022)
were performed. Pressure to conform to gender norms (felt_pressure) was entered as a

predictor of mental health (DASS total, MHC total) and quality of life outcomes

(QOLS_total, SWLS_total), gender dysphoria (UGDS_total) and body satisfaction

(BAS_total, BIS total) were entered as mediators, and the covariates were also included

in all models. To analyze Hypothesis 1 — greater felt pressure to conform to gender norms
predicting poorer mental health and quality of life outcomes — the initial direct effect
(e.g., path ¢) was examined in each of the mediation analyses. As hypothesized, felt
pressure of gender conformity was a significant predictor of compromised mental health,
b=10.80, SE=0.13, #201) = 6.38, p <.001, with greater felt pressure predicting higher
levels of depression, anxiety, and stress. However, greater felt pressure of gender
conformity was not a significant direct predictor of flourishing mental health, quality of
life, or satisfaction with life.

To investigate Hypothesis 2 — if gender dysphoria and body dissatisfaction
mediate the relationship between pressure to conform to gender norms and health
outcomes — the indirect effects (paths a and b) and the direct (path ¢’) effects were
examined. As shown in Figure 2, felt pressure of gender conformity was a significant
positive predictor gender dysphoria, Furthermore, higher reported experiences of gender
dysphoria significantly predicted greater levels of depression, anxiety, and stress. The test
of mediation through gender dysphoria was significant (ab = .28, BootSE = .07, CI (.15,

42



43). Although pressure to conform to gender norms was not a significant predictor of
body appreciation, higher levels of body appreciation was related to lower reported levels
of depression, anxiety, and stress. The other measure of body image did not mediate the
relationship between felt pressure of gender conformity and depression, anxiety, and
stress. Furthermore, none of the other mediation analyses with the other outcomes were

significant.

Figure 2 — Mediational Model of Depression, Anxiety, and Stress Qutcomes

Gender
Dysphoria
025 o
0.80%*#/(.55%** :
Pressure to »  Depression,
Conform to Anxiety, and
Gender Norms a7 Body 9 Ety Stress
Appreciation
Lo, TN
Body Image

Note: *p < .05; **p <.01; ***p <.001
PROCESS Model 59 for Moderated Mediational Analyses

To investigate Hypothesis 3 — determining if transgender individuals will show
stronger associations on all pathways as compared to cisgender individuals — a series of
PROCESS macro v4.1 Model 59 analyses (Hayes, 2012) were performed with
transgender versus cisgender identity entered as a dichotomous moderator. There was

only evidence of moderated mediation for the outcome of depression, anxiety, and stress.
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These moderated mediation analyses revealed a significant interaction of felt pressure
and gender identity, b =-0.71, SE = 0.14, #(199) = -5.17, p <.001, on gender dysphoria.
Specifically, higher felt pressure predicts higher degrees of gender dysphoria for
cisgender participants, b = 0.45, SE = 0.14, (199) = 4.71, p <.001, but lower degrees of
gender dysphoria for transgender participants, b =-0.26, SE = 0.10, #(199) = -2.68, p =
.008. Furthermore, analyses detected a significant interaction of gender dysphoria and
gender identity, b =-0.72, SE = 0.22, #(193) = -3.23, p = .002, such that cisgender
individuals who experience higher degrees of gender dysphoria, demonstrate higher
reports of depression, anxiety, and stress, b = 0.80, SE = 0.19, #(193) =4.33, p <.001.
However, gender dysphoria did not predict depression, anxiety, and stress for transgender
participants. As shown in Figure 3, with respect to the mediation analyses, there was a
significant indirect effect of felt pressure on depression, anxiety, and stress through
gender dysphoria, ab = 0.36, BootSE = 0.14, CI (.10, .66) for cisgender (but not

transgender) participants.
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Figure 3 — Mediational Model of Depression, Anxiety, and Stress Outcomes Split by
Gender

Gender
Dysphoria
05 o
0.35%%/0.45%** :
Pressure to »  Depression,
0.34/0.03

Conform to Anxiety, and

®
Gender Norms 0'15 Body y‘?f‘*' Stress
073 Appreciation Q0

Body Image

Note: Transgender participants’ path estimates are bolded above the respective paths and
cisgender participants’ path estimates are below the respective paths and not bolded; *p <
05; **p <.01; ***p <.001

Finally, there was a significant interaction of felt pressure and gender identity on
depression, anxiety, and stress, b = 0.41, SE = 0.20, #193) = 2.03, p = .04. However, in
this interaction, it was transgender participants who showed a significant association
between felt pressure and depression, anxiety, and stress (b = 0.46, SE = 0.13, #(106) =
3.44, p <.001), but not cisgender participants. In other words, pressure to conform to
gender norms did indeed predict depression, anxiety, and stress for transgender

individuals, but not through the mechanisms of gender dysphoria, body appreciation, or

body image
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Post Hoc Analyses: Perceived Discrimination

As mentioned in the Method section, I included a measure of perceived
discrimination as a potential exploratory variable. The literature suggests a strong link
between discrimination and compromised mental health for transgender individuals
(Almeida et al., 2009; Lombardi et al., 2002; Mays & Cochran, 2001; Rosario et al.,
2002; White Hughto et al., 2015; Winter et al., 2016; Wyss, 2004), as well as with lack of
conformity to gender norms (Gordon et al., 2017; Heard et al., 2018; Roberts et al., 2013;
Roder et al., 2018). As a result, it is plausible that perceived discrimination may mediate
the association between felt pressure to conform and mental health outcomes, especially
for transgender individuals. Moderated mediation analyses with perceived discrimination
as the mediator (PROCESS macro v4.1 Model 59; Hayes, 2012) were performed. There
was a significant interaction of felt pressure and gender identity on perceived
discrimination, b = 0.43, SE = 0.14, #(199) = 2.99, p = .003, such that higher felt pressure
predicted higher perceived discrimination for both cisgender, b = 0.33, SE = 0.10, #(199)
=3.38, p <.001, and transgender participants, b = 0.76, SE = 0.10, #199) = 7.49, p <
.001. Furthermore, perceived discrimination significantly predicted each outcome
variable: higher depression, anxiety, and stress, b = 0.87, SE = 0.14, #(197) = 6.29, p <
.001; lower flourishing mental health, b = -0.40, SE = 0.13, #(197) = -3.19, p = .002;
lower quality of life, b =-0.26, SE = 0.11, #(197) = -2.41, p = .017; and lower satisfaction
with life, b =-0.47, SE = 0.17, t(197) = -2.83, p = .005. In other words, perceived
discrimination mediated the pathway between felt pressure to conform to gender norms

and each of the outcome measures.
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Finally, in terms of the moderated mediation analyses, there was no evidence that
the mediations differed by gender identity for depression, anxiety, and stress, quality of
life, or life satisfaction. In other words, perceived discrimination was a significant
mediator between felt pressure and each of these outcomes for both transgender and
cisgender participants. Only for flourishing mental health was there evidence of the
moderated mediation, such that perceived discrimination was a significant mediator for
cisgender participants (ab = -.13, BootSE = .06, CI’s (-.26, -.03)), but not for transgender

participants (ab = -.15, BootSE = .09, CI'’s (-.33, 03)).
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DISCUSSION

With the limited literature coverage, yet real-world prevalence, it is important to
extend representation of trans peoples’ experiences. The aim of this thesis was to broaden
the social context scope by investigating how and to what extent societal gender norms
influence different life domains, such as mental health and reported quality of life. In
doing so, this thesis had three objectives: 1) to explore if felt pressure for gender
conformity was related to mental health and quality of life; 2) examine the mediating
influence of gender dysphoria and body dissatisfaction in the association between felt
pressure to conform and health.; and, 3) identify if these outcomes differ between
transgender and cisgender individuals.
Gender Dysphoria and Body Dissatisfaction: Findings or Foundering

For my first hypothesis, I predicted that higher pressure for gender conformity
would be related to worse mental health and quality of life outcomes; specifically, felt
pressure would predict higher rates of depression, anxiety, and stress, lower flourishing
mental health, lower quality of life, and lower satisfaction with life. This initial direct
relationship was assessed across each of these outcomes, with only one illustrating a
significant direct relationship — felt pressure predicted higher rates of depression, anxiety,
and stress. However, it seems plausible that well-being (i.e., flourishing mental health,
quality of life, satisfaction with life) would decline in the presence of heightened
depression, anxiety, and stress. Indeed, a post hoc serial mediation analysis for the total
sample suggested that pressure to conform predicts gender dysphoria, which then predicts
depression, anxiety, and stress and, ultimately, quality of life, ab = -.07, BootSE = .02; CI
(-.12, -.03), (see Figure 4 in the Appendix H).
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For my second hypothesis, I predicted that gender dysphoria and body
dissatisfaction would mediate the relationship between pressure for gender conformity
and mental health and quality of life outcomes. However, only gender dysphoria
mediated the relation between pressure to conform and depression, anxiety, and stress;
gender dysphoria did not mediate any of the other outcomes. Furthermore, the results
indicated that the two body satisfaction measures — body appreciation and body image —
did not mediate the relationship between felt pressure and any of the four outcome
measures.

There could be a few potential explanations for these findings, or rather the lack
thereof. Across the literature and clinical explanations, the experience of gender
dysphoria is described by severe distress from experienced incongruence between natal
sex and felt gender — sensibly, those who score higher on gender dysphoria would also
score higher on depression, anxiety, and stress. Prior research suggests the co-morbidity
of depression, anxiety, and stress and that is likely to happen as a result of experiencing
gender dysphoria (Dhejne et al., 2016). We can rule out a shared variance explanation
(i.e., the study contained a methodological error and assessed the same constructs,
specifically attributed distress from gender dysphoria and feelings of stress and/or anxiety
described by the DASS-21), as the bivariate correlations of study variables between
gender dysphoria and depression, anxiety, and stress correlated at .15 for transgender
participants, and .51 for cisgender participants (see Table 3). This might suggest that
attributed distress per gender dysphoria and stress and anxiety may overlap more for
cisgender individuals but are uniquely different constructs for transgender individuals. As

support of this idea, the trans/cis identity moderated the association between gender
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dysphoria and depression, anxiety, and stress, with this path only being significant for
cisgender (but not transgender) participants. Additional bivariate correlations were
performed to further analyze to what extent UGDS-GS subscales and DASS-21 subscales
correlate for transgender and cisgender participants (refer to Appendix G).

Another consideration for these findings specifically for transgender participants,
could be related to the point of transition. Specifically, individuals at a later (rather than
earlier) point in their gender transition may experience less distress that could potentially
be related to an incongruence between natal sex and experienced gender. Being that
gender transitioning is typically done to affirm one’s felt gender identity (Mason-
Schrock, 1996), individuals that have undergone transition may feel more affirmed and
therefore are less likely to experience poorer mental health or quality of life. Indeed, the
very structure of this thesis made the assumption that transgender participants would not
be comfortable with their current body at the time of taking the survey, which could then
be explained by experiences of gender dysphoria and/or body dissatisfaction. However, if
this was not the case, it may not be likely that felt pressure to conform to gender norms
and mental health and quality of life outcomes could be explained by gender dysphoria
and/or body dissatisfaction. The following section will expand further on this
consideration.

Gender Differences Across Experienced Pressure, Mental Health, and Quality of Life

For my third hypothesis, I predicted that gender identity would moderate the
mediation, with transgender participants showing a greater association on all pathways in
the model. Specifically, this hypothesis predicted that transgender participants would
demonstrate more compromised mental health and quality of life compared to cisgender
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participants. Preliminary analyses suggested partial support with transgender and
cisgender participants differing significantly on felt pressure for gender conformity,
gender dysphoria, and outcomes of depression, anxiety, and stress (see Table 2).

Moderated mediation analyses were utilized to better assess if these proposed
effects would surface. As mentioned prior, analyses revealed both an initial direct effect
of felt pressure for gender conformity on depression, anxiety, and stress, and an indirect
effect of the same relationship being mediated by gender dysphoria. A moderated
mediational analysis was performed to better understand the role gender played. The
analysis demonstrated rather unexpected findings. First, and most surprisingly, gender
dysphoria mediated the relationship between felt pressure and depression, anxiety, and
stress for cisgender participants, but not for transgender participants. Additionally, felt
pressure directly predicted heightened depression, anxiety, and stress for transgender
participants, but not for cisgender participants.

Why might gender dysphoria be explanatory of this relationship for cisgender
individuals, but not for transgender individuals — opposite of what my third hypothesis
predicted? Mentioned in the section above, gender dysphoria may not explain the
relationship of transgender individuals who have undergone transition and no longer
experience incongruence between physicality and felt gender identity. However, this line
of thinking would not explain why the relationship between felt pressure and heightened
depression, anxiety, and stress was explained by gender dysphoria for cisgender
individuals. These findings may suggest that cisgender individuals who do not abide by
traditional gender norms (e.g., females who do not dress in a feminine way or wear make-
up) may be more impacted by the feelings of incongruence between who they feel they
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are and what society expects of them. Future research is needed to further examine
exactly how experiences of gender dysphoria present in cisgender populations, as a
majority of the literature is related to gender minorities.

Additionally, these findings indicate that felt pressure for gender conformity is
significantly related to elevated depression, anxiety, and stress for transgender
individuals, but the exact mechanism behind this relationship is unknown. Therefore, post
hoc analyses were performed to see if perceived discrimination might mediate this
association.

Perceived Discrimination

It has been well-documented in the literature that social barriers such as
discrimination can further restrict people from the promotion of health and well-being
(White Hughto et al., 2015; Winter et al., 2016). Furthermore, exposure to discrimination
has been suggested to be a leading factor in the disproportionate rates of poor health
outcomes of trans people (Almeida et al., 2009; Lombardi et al., 2002; Mays & Cochran,
2001; Rosario et al., 2002; Wyss, 2004). Discrimination happens at structural and
individual levels that both directly and indirectly impact health. Specifically, structural
(or macro-level) discrimination refers to unequal conditions that limit opportunities,
resources, and the well-being of marginalized groups, whereas individual (or micro-level)
discrimination refers to negative interactions between people based on individual
characteristics (Krieger, 2014; Lukachko et al., 2014). Contextually, trans people can be a
vulnerable population for experiencing both structural and individual discrimination

(Wesp et al., 2019). Based on this literature, it is theoretically plausible that perceived
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discrimination is likely to mediate the association between felt pressure to conform and
well-being.

Indeed, in the current sample, a test of mean differences between trans and cis
participants revealed that transgender participants reported significantly higher perceived
discrimination than cisgender participants (see Table 2 for mean differences by trans/cis
on all study variables). Furthermore, unlike the hypothesized mediators (gender
dysphoria and body dissatisfaction), perceived discrimination fully mediated the
relationship between felt pressure for gender conformity and each of the four dependent
measures. Perceived discrimination explained the relationship between pressure to
conform to gender norms and elevated depression, anxiety, and stress for both cisgender
and transgender individuals. Specifically, higher felt pressure predicted higher perceived
discrimination, and higher perceived discrimination predicted higher depression, anxiety,
and stress. Conditional direct effects were not significant, meaning the relationship was
fully explained by the mediator of perceived discrimination. This was similar for quality
of life — perceived discrimination predicted lower quality of life through a fully mediated
relationship.

Interestingly, there were no significant differences between cisgender and
transgender participants in these mediational models. There were some mixed results for
both positive psychology measures, with conditional direct effects suggesting that felt
pressure for gender conformity was directly related to higher positive mental health and
satisfaction with life for transgender individuals. Similarly, indirect effects demonstrate
that felt pressure negatively predicts flourishing mental health for cisgender individuals
and negatively predicts satisfaction with life for both cisgender and transgender
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individuals. Thus, although trans participants report more perceived discrimination than
cis participants, seemingly both cisgender and transgender individuals who feel pressure
to conform to gender norms experience compromised mental health and quality of life
through experiences of discrimination.
Limitations and Future Directions

Overall, there were several limitations to the study. To begin, one possible
limitation was the measure of gender dysphoria; although the only significant mediator, it
did produce some confusing findings. I used both subscales of Dysphoria and Gender
Affirmation to comprise the total average score of gender dysphoria (UGDS total) — as
each subscale measures a different component of gender dysphoria. The Dysphoria
subscale assesses distress related to experienced incongruence that emerges from one’s
assigned sex, whereas the Gender Affirmation subscale assesses the degree to which
individuals feel like their affirmed gender. Thus, it is possible that the Gender
Affirmation subscale may be a more powerful mediator for transgender and the
Dysphoria subscale would be a more powerful mediator for cisgender individuals. To test
this idea, I conducted a post hoc moderated mediation analysis separating the two
subscales to be parallel mediators. As I suspected, there was evidence for a dual-pathway
model, such that gender affirmation mediated for transgender individuals, ab = 0.47,
BootSE = 0.15, CI (0.19, 0.77), while dysphoria mediated for cisgender, ab = 0.25,
BootSE = 0.10, CI (0.06, 0.45), (see Figure 5 in Appendix I). Thus, a future study should
test replicability of these findings and further examine the presentation of gender

dysphoria between cisgender and transgender groups.
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Additionally, the body dissatisfaction mediator did not significantly mediate any
of the proposed relationships, which may be in suit with the literature suggesting that
findings have remained mixed on body image concern of trans individuals (McGuire et
al., 2016). In this thesis, transgender and cisgender participants did not significantly differ
on body appreciation and body image average ratings (see Table 2). In fact, both groups
rated body appreciation and image moderately high, suggesting body dissatisfaction was
not likely to be predictive of decreased mental health and quality of life reports in this
sample. Though body appreciation and body image did not fully mediate any of the
relationships between felt pressure for gender conformity and the four outcome measures

(DASS _total, MHC total, QOLS total, and SWLS' total), mediational analyses did reveal

some findings. Higher body appreciation and body image were significantly related to
higher flourishing mental health, quality of life, and satisfaction with life, and there were
no gender identity differences in these findings. Although these findings do not support
hypotheses, they are equally important for discerning the causes of mental health and
quality of life disparities across gender identity groups.

A future direction from this research could include further investigating the
relationship between gender dysphoria and mental health outcomes for cisgender
individuals. Currently there is little to no research on this topic — potentially due to the
common conflation of gender dysphoria being used both in the literature and as a
diagnosis for primarily transgender individuals (Davy & Toze, 2018). Indeed, a critique
by the American Philosophical Association (Engelhardt, 2021) was made regarding the
diagnostic criteria associated with gender dysphoria, suggesting that it was less about
gender discomfort and rather more about conforming to a binary gender. This critique is
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similar to the previously stated potential implications of moderated mediational findings
— cisgender individuals who do not abide by traditional gender norms may be impacted
by the feelings of incongruence between who they feel they are and what society expects
of them and therefore experience gender dysphoria. However, this is just one
consideration of these findings as more research should be conducted to further expand
on this theory.

Other future directions for this line of research could include addressing other
structural and contextual factors that contribute towards the internal process and
experiences of minoritized gender and sexual communities. The current thesis examined
how social context, specifically cultural gender norms, informed internal processes (i.e.,
self-reports of mental health and quality of life) of gender diverse individuals in
comparison to cisgender individuals. Furthermore, this thesis sought to understand if and
to what extent other internal processes, such as gender dysphoria and body image concern
explained outcomes of mental health and quality of life. Instead, it was discovered that
internalization of external events like discrimination, better explained outcomes of
reported mental health and quality — in suit with previous research (Almeida et al., 2009;
Lombardi et al., 2002; Mays & Cochran, 2001; Meyer, 2003; Rosario et al., 2002; Wyss,
2004). Interestingly, perceived discrimination explained these outcomes for both
transgender and cisgender individuals, likely suggesting that a single demographic factor
(i.e., gender) was not the only contributor of these outcomes. Rather, other (and
potentially multiple) sociodemographic characteristics (e.g., race/ethnicity, social class)

that make up one’s social identity may collectively predict the likelihood of experiencing
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and internalizing discrimination. Future directions may consider a more nuanced and

complete account of one’s social identity incorporated into health disparities research.
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CHAPTER 6
CONCLUSION

In this thesis I aimed to examine how mental health and quality of life outcomes
differed between transgender and cisgender individuals, and whether experiences of
gender dysphoria and/or body dissatisfaction played a role in these relationships. In suit
with the literature, I hypothesized that felt pressure for gender conformity would be
related to decreased mental health and quality of life outcome. Specifically, I predicted
transgender individuals would demonstrate decreased mental health and quality of life
outcomes in comparison to cisgender individuals. and these outcomes would be attributed
to the mediational effects of gender dysphoria and/or body dissatisfaction. However, my
hypotheses were partially supported, as that was not entirely what analyses illustrated.
Overall, the main findings suggested that pressure to conform to gender norms directly
predicted outcomes of depression, anxiety, and stress, but did not predict well-being or
quality of life. Furthermore, gender dysphoria (but not body dissatisfaction) mediated the
relationship between felt pressure for gender conformity and depression, anxiety, and
stress for cisgender participants, but unexpectedly not transgender participants. Post hoc
analyses suggested that perceived discrimination mediated the relation between felt
pressure and all mental health measures and quality of life measures for both transgender
and cisgender participants. Future research may consider incorporating other aspects of
one’s social context and identity to further explain disparities experienced by gender

minorities.
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Table 4 — Sample Characteristics of Transgender Participants

Participants Total Trans Female Trans Male Other
(N=109) (N=52) (N=37) (N=20)
Age M (SD) M (SD) M (SD) M (SD)
27.8 (5.8) 28.3 (6.1) 26.8 (5.0) 28.6 (6.3)
Sexual Orientation (%)
Asexual 7.3 3.8 13.5 5.0
Bisexual 36.4 34.6 35.1 45.0
Gay/Lesbian 30.0 34.6 35.1 10.0
Heterosexual 18.2 23.1 10.8 20.0
Other 7.3 3.8 5.4 15.0
Prefer Not to Say 0.9 0.0 0.0 5.0
Race/Ethnicity (%)
African American 10.0 7.7 16.2 5.0
Asian 6.4 7.7 54 5.0
Hispanic/Latinx 2.7 3.8 0.0 5.0
Native American 6.4 5.8 10.8 0.0
White 70.9 73.1 62.2 80.0
Other 2.7 1.9 5.4 0.0
Education (%)
High School 15.6 19.2 13.5 10.0
College Degree 75.2 73.1 75.7 80.0
Post Graduate Degree 9.2 7.7 10.8 10.0
Employment Status (%)
Full-Time 66.4 71.2 64.9 60.0
Part-Time 10.9 11.5 13.5 5.0
Student 10.0 5.8 16.2 10.0
Unemployed 10.0 9.6 2.7 20.0
Retired/Disabled 2.7 1.9 2.7 5.0
Personal Income (%)
$9,999 or less 11.8 7.7 10.8 20.0
$10,000 to $24,999 14.5 15.4 16.2 10.0
$25,000 to $49,999 24.5 28.8 21.6 20.0
$50,000 to $74,999 23.6 25.0 16.2 35.0
$75,000 to $99,9999 10.9 9.6 16.2 5.0
$100,000 to $149,999 8.2 3.8 16.2 5.0
$150,000 and greater 6.4 9.6 2.7 5.0
Region (%)
East 17.3 17.3 11.3 10.0
Midwest 32.7 34.6 22.6 25.0
North 19.1 17.3 3.8 20.0
South 12.7 13.5 28.3 5.0
West 17.3 17.3 34.0 35.0
Neighborhood (%)
City 50.9 48.1 45.9 70.0
Suburb 38.2 36.5 45.8 20.0
Rural Town 10.9 15.4 5.4 10.0
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Table 5 — Sample Characteristics of Cisgender Participants

Participants Total Female Male
(N=102) (N=49) (N=53)
Age M (SD) M (SD) M (SD)
33.8 (6.6) 34.1 (6.6) 33.3 (6.6)
Sexual Orientation (%)
Asexual 2.9 7.8 1.9
Bisexual 10.8 11.8 9.4
Gay/Lesbian 5.9 11.8 0.0
Heterosexual 77.5 62.7 88.7
Other 1.0 2.0 0.0
Prefer Not to Say 2.0 39 0.0
Race/Ethnicity (%)
African American 4.9 5.9 3.8
Asian 7.8 7.8 7.5
Hispanic/Latinx 9.8 9.8 9.4
Native American 1.0 0.0 1.9
Pacific Islander 1.0 0.0 1.9
White 74.5 74.5 75.5
Other 1.0 2.0 0.0
Education (%)
High School 17.3 27.5 7.5
College Degree 72.1 56.9 86.8
Post Graduate Degree 10.6 15.7 5.7
Employment Status (%)
Full-Time 45.1 333 56.6
Part-Time 20.6 27.5 15.1
Student 3.9 2.0 5.7
Unemployed 22.5 27.5 17.0
Retired/Disabled 7.8 9.8 5.7
Personal Income (%)
$9,999 or less 21.6 19.6 22.6
$10,000 to $24,999 11.8 17.6 5.7
$25,000 to $49,999 14.7 19.6 9.4
$50,000 to $74,999 29.4 21.6 37.7
$75,000 to $99,9999 9.8 7.8 11.3
$100,000 to $149,999 9.8 7.8 11.3
$150,000 and greater 2.9 59 1.9
Region (%)
East 14.7 19.6 11.3
Midwest 27.5 333 22.6
North 2.9 2.0 3.8
South 29.4 29.4 28.3
West 25.5 15.7 34.0
Neighborhood (%)
City 28.8 25.5 32.1
Suburb 49.0 49.0 47.2
Rural Town 22.5 25.5 20.8
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Table 6 — Main Study Variables of Transgender Participants

Total Sample (V= 109)

Felt Pressure

Depression, Anxiety, and Stress

Flourishing Mental Health
Quality of Life

Satisfaction with Life
Gender Dysphoria
Body Appreciation
Body Image

Mean

2.7
4.8

32
3.4

3.1
3.9

3.4
32

80

SD

0.6
0.8

0.7
0.7

1.0
0.7

0.8
0.6

Range

2.9
4.9

3.4
3.4

4.0
24

3.8
3.4
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Table 7 — Main Study Variables of Cisgender Participants

Total Sample (V=102)

Felt Pressure to Conform

Depression, Anxiety, and Stress
Flourishing Mental Health
Quality of Life

Satisfaction with Life

Gender Dysphoria
Body Appreciation

Body Image

Mean

2.2
24

3.3

3.5

3.1
23

3.6

3.4

82

SD

0.6
1.2

0.8

0.7

1.1
0.5

0.9

0.7

Range

2.5
6.3

3.8
3.1

4.0
2.5

3.1

3.5
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Table 8 — Correlations of Main Study Variables for Transgender Participants Split

. 2. 3 4. 5. 6. 7. 8.

1. Felt 20% 09 -2 16 =38 12 .04
Pressure

2. Depression, i

Anxiety, and  A47** 60 _58%k  _eaxx |5 g A4
Stress '

3. Flourishing oo s ok ok s
Mol Hoals 16 -24 JO%E69%F  _4Dkx  G8%* 5]

4 Quality of 13 _41x 7ges S8% .20 53Re 43w
Life

> Satisfaction 6 _gox  grex  _ggex L
with Life

6. Gender - s
Dysphoria 03 05 -17 =20 24 o 42
7.Body gy a8 g6t 65 700 00 50%
Appreciation

8. Body 13 32 50%k 63wk 7lwk _|gex 75k

Image

Note: *p < .05, **p < .01; Transgender male correlations are on the bottom half of the
matrix and transgender female correlations are on the top half of the matrix.
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Table 9 — Correlations of Main Study Variables for Cisgender Participants Split

1. 2. 3. 4. 5. 6. 7. 8.
1. Felt Pressure 31* -.02 -.13 -.16 62% .08 -14
2. Depression,
Anxiety, and 26 30% - 15 -A4lFx S54%% 13 -26
Stress
3. Flourishing s ok "ok sk %
Mental Health -12 -.64 .80 .60 -.15 .66 .63
4 Quality of g6 _49%+ g6+ 69%* .07 6aEx 71w
Life
S Satisfaction —_ o _gqux orx  goxx -06  .64%F  56%
with Life
6. Gende‘r 48**k 43k -.19 -.00 -.02 -.10 -.19
Dysphoria
7.Body o4 31x gorr Ser 65t -l 7%
Appreciation

8. Body Image -.06  -33** 46%** 53*%* 66** -.08 66%**

Note: *p < .05, **p <.01; Cisgender male correlations are on the bottom half of the
matrix and cisgender female correlations are on the top half of the matrix.
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Table 10 — Correlations of DASS-21 Subscales and UGDS-GS Subscales Split

1 2 3 4. 5 6 7

1. DASS Total 93*%*  g4%*  g5¥k  S1**  S1** 03
2. Depression 88** B2F*  g4FE 40%*  40%*  -.02
3. Anxiety 92%* - T1H* 83F*  S4%% 0 50%% 04
4. Stress O1**  69%*  79%* AT¥% - 50%* 0 -.09
5. UGDS Total 15 15 .07 19% 95*%* 12
6. Dysphoria 24%* 22% .16 27**  Q@** -20%
T gender L1811 -24% 12 74wk 57

Note: *p < .05, **p <.01; Transgender correlations are on the bottom half of the matrix
and cisgender correlations are on the top half of the matrix.
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Figure 4 — Serial Mediation Model for Total Sample

Dysphoria Dysphoria
Subscale 0.82%** > Subscale
©
,

*

&
Pressure to Depression,
Conform to -0.09/-0.08 »| Anxiety, and

Gender Norms Stress

Note: *p < .05; **p <.01; ***p <.001
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Figure 5 — Mediational Model with Dysphoria and Gender Affirmation Subscale

Dysphoria
Subscale

Pressure to Depression,
Conform to 0.38%*/0.20 Anxiety, and
Gender Norms Stress
0.36/0.06

Gender
Affirmation
Subscale

Note: Transgender participants’ path estimates are bolded above the respective paths and
cisgender participants’ path estimates are below the respective paths and not bolded; *p <

05; #%p < .01; ***p < 001
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Multifactor Adult Gender Identity Scale (MAGIS)

Below are statements you may or may not agree with. Please indicate your level of

agreement to each statement.

1 = Strongly disagree

2 = Disagree

3 = Neither agree nor disagree

3 = Agree

4 = Strongly agree

Note: the bolded items were used in the Pressure for Gender Conformity Subscale.

1.

2.

8.

9.

I relate better with men.

I relate better with women.

It is unfair that others have certain expectations of me just because of my gender.
I feel cheated that there are some jobs that are considered inappropriate for people
of my gender.

It would bother me if my friends say I was acting boyish.

It would bother me if my friends say I was acting girly.

People I know would be upset if I wanted to participate in masculine hobbies.
People I know would be upset if I wanted to participate in feminine hobbies

I like being my gender.

10. I feel I am similar to women.

11. I feel that I am similar to men.
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12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

I don’t mind that there are some things I am not supposed to do just because of
my gender.

I have the same interests that men usually have.

I have the same interests that women usually have.

I get upset when someone says that I am acting masculine.

I get upset when someone says that I am acting feminine.

My family would disapprove if I wanted to engage in a predominantly men’s
activity.

My family would disapprove if I wanted to engage in a predominantly
women’s activity.

I am similar to the ideal female.

I am similar to the ideal male.

I get upset that I am not allowed to do all the things that men are allowed to do.

I get upset that I am not allowed to do all the things that women are allowed to do.
I feel that the things I like to do in my spare time are similar to what most women
like to do in their spare time.

I feel that the things I like to do in my spare time are similar to what most men
like to do in their spare time.

It upsets me that men and women have different opportunities available to them.
I find it upsetting when I am expected to act certain ways just because of my
gender.

I don’t feel that I fit in with women.

I don’t feel that I fit in with men.
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29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

My personality is similar to men’s personalities.

My personality is similar to women’s personalities.

I do not want people thinking I am too masculine.

I do not want people thinking I am too feminine.

My parents would disapprove if I wanted to engage in a predominantly
masculine activity.

My parents would disapprove if I wanted to engage in a predominantly
feminine activity.

Women I know wouldn’t like it if I wanted to learn an activity that men
usually do.

Men I know wouldn’t like it if I wanted to learn an activity that women
usually do.

I feel annoyed that there are some things I’'m supposed to do just because of my
gender.

I do not think that it’s fair that some things are only for men.

I do not think that it’s fair that some things are only for women.

Depression Anxiety Stress Scale (DASS-21)

Please read each statement and indicate how much the statement applied to you during

the past week.

The rating scale is as follows:

1 = Never

2 = Rarely
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3 = About 1 or 3 times a week
4 = Almost everyday

5 = Everyday

1. Ifound it hard to wind down.

2. Iwas aware of dryness of my mouth.

3. Icouldn’t seem to experience any positive feeling at all.

4. Texperienced breathing difficulty (e.g., excessively rapid breathing,
breathlessness in the absence of physical exertion).

5. Ifound it difficult to work up the initiative to do things.

6. Itended to over-react to situations.

7. Texperienced trembling (e.g., in the hands).

8. I felt that I was using a lot of nervous energy.

9. I'was worried about situations in which I might panic and make a fool of myself.

10. I felt that I had nothing to look forward to.

11. I found myself getting agitated.

12. I found it difficult to relax.

13. I felt down-hearted and blue.

14. I was intolerant of anything that kept me from getting on with what I was doing.

15. I felt I was close to panic.

16. I was unable to become enthusiastic about anything.

17. 1 felt I wasn’t worth much as a person.

18. I felt that I was rather touchy.
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19. I was aware of the action of my heart in the absence of physical exertion (eg.,
sense of heart rate increases, heart missing a beat).
20. I felt scared without any good reason.

21. I felt that life was meaningless.

Mental Health Continuum - Short Form (MHC-SF)

Please select the answer that best represents how often you have experienced or felt
during the past week.

The rating scale is as follows:

1 = Never

2 = Rarely

3 = About 1 or 3 times a week

4 = Almost everyday

5 = Everyday

1. Happy

2. Interested in life

3. Satisfied with life

4. That had something important to contribute to society

5. That you belonged to a community (like a social group or your neighborhood)
6. That our society is a good place or becoming a better place for all people

7. That people are basically good

8. That the way our society works makes sense to you
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9. That you liked most parts of your personality

10. Good at managing the responsibilities of your daily life

11. That you had warm and trusting relationships with others

12. That you had experiences that challenged you to grow and become a better person
13. Confident to think or express your own ideas and opinions

14. That your life had a sense of meaning or direction to it

Quality of Life Scale (QOLS)

Please read each item and select the response that best describes how satisfied you are at
this time. Please answer each item even if you do not currently participate in an activity
or have a relationship. You can be satisfied or dissatisfied with not doing the activity or
having the relationship.

The rating scale is as follows:

1 = Very dissatisfied

2 = Dissatisfied

3 = Neutral

4 = Satisfied

5 = Very Satisfied

1. Material comforts — home, food, conveniences, financial security

2. Health — being physically fit and vigorous

3. Relationships with parents, siblings, and other relatives — communicating,
visiting, helping
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4. Having and rearing children

5. Close relationships with spouse or significant other

6. Close friends

7. Helping and encouraging other, volunteering, giving advice

8. Participating in organizations and public affairs

9. Learning — attending school, improving understanding, getting additional
knowledge

10. Understanding yourself — knowing your assets and limitations — knowing what
life is about

11. Work — job or in home

12. Expressing yourself creatively

13. Socializing — meeting other people, doings things, parties

14. Reading, listening to music, or observing entertainment

15. Participating in active recreation

16. Independence, doing for yourself

Satisfaction With Life Scale (SWLS)

Below are five statements that you may agree or disagree with. Please indicate your
agreement with each item. Please be open and honest in your response.

The rating scale is as follows:

1 = Strongly disagree

2 = Disagree

3 = Neither agree nor disagree
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4 = Agree

5 = Strongly agree

1. In most ways my life is close to my ideal.

2. The conditions of my life are excellent.

3. Iam satisfied with my life.

4. So far I have gotten the important things I want in life.

5. IfI could live my life over, I would change almost nothing.

Utrecht Gender Dysphoria Scale - Gender Spectrum (UGD-GS)

For each question, select the response that best describes how much you agree with each
statement. Note: Assigned sex means the sex you were assigned at birth and affirmed
gender is the gender you currently identify with.

The rating scale is as follows:

1 = Strongly disagree

2 = Disagree

3 = Neither agree nor disagree
4 = Agree

5 = Strongly agree

1. Iprefer to behave like my affirmed gender
2. Every time someone treats me like my assigned sex I feel hurt.
3. It feels good to live as my affirmed gender.

4. Talways want to be treated like my affirmed gender.
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5. A life in my affirmed gender is more attractive for me than a life in my assigned
sex.

6. I feel unhappy when I have to behave like my assigned sex.

7. It is uncomfortable to be sexual in my assigned sex.

8. Puberty felt like a betrayal.

9. Physical sexual development was stressful.

10. I wish I have been born as my affirmed gender.

11. The bodily functions of my assigned sex are distressing for me (e.g., erection,
menstruation).

12. My life would be meaningless if I would have to live as my assigned sex.

13. I feel hopeless if | have to stay in my assigned sex.

14. 1 feel unhappy when someone misgenders me.

15. I feel unhappy because I have the physical characteristics of my assigned sex.

16. I hate my birth assigned sex.

17. 1 feel uncomfortable behaving like my assigned sex.

18. It would be better not to live, than to live as my assigned sex.

Body Appreciation Scale-2 (BAS-2)

Please indicate whether the statement is true about you never, rarely, sometimes, often, or
always.

The rating scale is as follows:

1 = Never

2 = Rarely

102



3 = Sometimes
4 = Often

5 = Always

1. Trespect my body.

2. I feel good about my body.

3. I feel that my body has at least some good qualities.

4. T take a positive attitude towards my body.

5. Tam attentive to my body’s needs.

6. I feel love for my body.

7. Tappreciate the different and unique characteristics of my body.

8. My behavior reveals my positive attitude toward my body; for example, I hold my
head high and smile.

9. Tam comfortable in my body.

10. I feel like I am beautiful even if I am different from media images of attractive

people (e.g., model, actresses/actors).

Body Image Scale (BIS) for Transsexuals

Select the answer that best expresses your feelings about the item mentioned as it applies
to you.

The rating scale is as follows:

1 = Very dissatisfied

2 = Dissatisfied
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3 = Neutral

4 = Satisfied

5 = Very satisfied

Nose
Shoulders
Hips

Chin

Calves
Breasts
Hands
Adam’s apple
Scrotum/vagina
Height
Thighs

Arms
Eyebrows
Penis/clitoris
Waist
Muscles
Buttocls
Facial hair

Face
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Weight

Biceps
Reproductive organs
Hair

Voice

Feet

Figure

Body hair

Chest

Appearance

Stature

Perceived Discrimination Scale

How many times in your life have you been discriminated against in each of the
following ways because of such things as your race, ethnicity, gender identity, age,
religion, physical appearance, sexual orientation, or other characteristics? Please read
each statement and indicate how much the statement applied to you - never, rarely,
sometimes, often, or always.

The rating scale is as follows:

1 = Never

2 = Rarely

3 = Sometimes

4 = Often
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5 = Always

1. You were discouraged from a teacher or advisor from seeking higher education.

2. You were denied a scholarship.

3. You were not hired for a job.

4. You were not given a promotion.

5. You were fired.

6. You were prevented from renting or buying a home from the neighborhood you
wanted.

7. You were prevented from remaining in a neighborhood because neighbors made
life so uncomfortable.

8. You were hassled by the police.

9. You were denied a bank loan.

10. You were denied or provided inferior medical care.

11. You were denied or provided inferior service by a plumber, care mechanic, or
other service provider.

12. You are treated with less courtesy than other people.

13. You are treated with less respect than other people.

14. You receive poorer service than other people at restaurants or stores.

15. People act as if they think you are not smart.

16. People act as if they are afraid of you.

17. People act as if they think you are dishonest.

18. People act as if they think you are not as good as they are.
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19. You are called names or insulted.

20. You are threatened or harassed.

Multidimensional Scale of Perceived Social Support

For each question, select the response that best describes how much you agree with each
statement.

The rating scale is as follows:

1 = Strongly disagree

2 = Disagree

3 = Neither agree nor disagree

4 = Agree

5 = Strongly agree

1. There is a special person around when I am in need.

2. There is a special person with whom I can share my joys and sorrows.
3. My family really tries to help me.

4. 1 get the emotional support and help I need from my family.

5. Thave a special person who is a real source of comfort for me.

6. My friends really try to help me.

7. 1can count on my friends when things go wrong.

8. I can talk about my problems with my family.

9. Thave friends with whom I can share my joys and sorrows.

10. There is a special person in my life who cares about my feelings.
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11. My family is willing to help me make decisions.

12. I can talk about my problems with my friends.
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FSU

Knowledge Enterprise
Development

APPROVAL: EXPEDITED REVIEW

Kristin Mickelson

NCIAS: Social and Behavioral Sciences, School of (SSBS)

602/543-1632
Kristin.Mickelson@asu.edu

Dear Kristin Mickelson:

On 2/14/2023 the ASU IRB reviewed the following protocol:

Type of Review:

Initial Study

Title: | Transgender health disparities: Experiences of societal
pressures, gender dysphoria, and body dissatisfaction
Investigator: | Kristin Mickelson
IRB ID: | STUDY00017273
Category of review:

Funding: | None
Grant Title: | None
Grant ID: | None

Documents Reviewed:

* IRB Form, Category: IRB Protocol;

« Prolific Consent, Category: Consent Form;

» Reddit Consent, Category: Consent Form;

* Survey PROLIFIC.pdf, Category: Measures (Survey
questions/Interview questions /interview guides/focus
group questions);

* Survey REDDIT.pdf, Category: Measures (Survey
questions/Interview questions /interview guides/focus
group questions);

* VK Recruitment Script.pdf, Category: Recruitment
Materials;

The IRB approved the protocol from 2/14/2023 to 2/13/2024 inclusive. Three weeks
before 2/13/2024 you are to submit a completed Continuing Review application and
required attachments to request continuing approval or closure.
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If continuing review approval is not granted before the expiration date of 2/13/2024
approval of this protocol expires on that date. When consent is appropriate, you must usc
final, watermarked versions available under the “Documents™ tab in ERA-IRB.

In conducting this protocol you are required to follow the requirements listed in the
INVESTIGATOR MANUAL (HRP-103).

Sincerely,

IRB Admuinistrator

cc: Victoria Klennert
Kristin Mickelson
Victoria Klennert
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