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Transgender people have higher rates of posttraumatic stress disorder (PTSD) than the general popula-
tion. This risk can be partially understood by conceptualizing day-to-day bias-related stressors and non-
affirmation as potentially traumatic, but there is currently limited empirical evidence to support such a
framework. This study aimed to explore this framework by testing the hypothesis that exposure to anti-
transgender bias and non-affirmation are related to PTSD symptom severity, even after controlling for
exposure to traditionally defined potentially traumatic events. Drawing upon shame-based models of
PTSD, this study also tested the hypothesis that internalized transphobia partially mediates the relation-
ships between both bias and non-affirmation and PTSD symptom severity. Cross-sectional data were
collected online from 575 individuals who identified as having a gender different from their sex
assigned at birth. Data were analyzed utilizing structural equation modeling. As hypothesized, partici-
pants with greater exposure to anti-transgender bias and higher levels of non-affirmation experiences
had increased PTSD symptom severity, even after controlling for exposure to other trauma. These rela-
tionships were partially explained by internalized transphobia. These findings document meaningful
relationships between anti-transgender bias, non-affirmation, internalized transphobia, and posttraumatic
stress. They provide initial support for conceptualizing anti-transgender bias and non-affirmation experi-
ences as potentially traumatic themselves and/or as trauma response triggers and highlight a potential
role of internalized transphobia in PTSD symptoms. Clinical implications for working with trans popu-
lations are discussed.

Public Significance Statement
This study found that anti-transgender bias, non-affirmation of gender, and internalized transphobia
were related to PTSD symptom severity. When psychologists or the general public make efforts to
understand trans people’s increased rates of PTSD symptoms and diagnoses—or participate in
efforts to improve mental health in the trans community—they should attend to anti-transgender
bias, non-affirmation, and internalized transphobia.
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The literature on transgender mental health indicates that trans
people are at greater risk for mental health difficulties, including
depression, anxiety, self-harm, suicidality, and psychiatric diagno-
ses, when compared with the cisgender population (e.g., Hanna
et al., 2019). With regard to posttraumatic stress disorder (PTSD)

specifically, studies of transgender adults have found that between
17.5% and 45% of participants met criteria for PTSD (Reisner
et al., 2016; Shipherd et al., 2011). These proportions are markedly
higher than the prevalence rates of PTSD in the general population
(5% to 10%; Kessler et al., 1995). The increased risk for
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posttraumatic stress is likely related to transgender people’s
increased risk of victimization and trauma (Nuttbrock et al., 2010;
Shipherd et al., 2011). Additionally, studies have repeatedly docu-
mented that many mental health risks in the trans community are
at least partially explained by living in a “hostile and stressful
social environment” (Meyer, 2003, p. 674; Testa et al., 2012) -
specifically, exposure to the gender minority stressors of anti-
transgender bias and non-affirmation (e.g., dickey et al., 2015;
Shipherd et al., 2011; Testa et al., 2012).
According to the gender minority stress model (Hendricks &

Testa, 2012; Testa et al., 2015), the experience of gender- or trans-
related marginalization predicts negative mental health experien-
ces. The model describes distal stressors (discrimination, rejection,
harassment, and non-affirmation) and proximal stressors (internal-
ized transphobia/transnegativity, expected rejection, and conceal-
ment) and has been validated in multiple cross-sectional studies
(e.g., McQuillan et al., 2020; Tebbe & Moradi, 2016), demonstrat-
ing that these stressors predict psychological distress and a range
of negative outcomes. Richmond and colleagues (2012, 2017) pro-
posed conceptualizing anti-transgender bias and non-affirmation
as traumatizing. This framework provides both a potential mecha-
nism for the impact of these experiences and emphasizes their se-
verity. Defining bias experiences and non-affirmation as trauma
requires an expansion of mainstream definitions of posttraumatic
stress that are contingent upon exposure to an objectively defined
extreme event. For decades, trauma psychologists have been call-
ing for an expansion to the Diagnostic and Statistical Manual of
Mental Disorders (DSM) Criterion A for PTSD, which requires
that a person’s PTSD symptoms are linked to a stressor of threat-
ened death, actual or threatened serious injury, or actual or threat-
ened sexual violence to receive a PTSD diagnosis. A robust body
of research has demonstrated that stressors which fail to meet Cri-
terion A are still uniquely associated with clinically significant ele-
vations in PTSD symptoms (e.g., Long et al., 2008; Mol et al.,
2005; Van Hooff et al., 2009).
This tension is part of a long history of medical, scientific, and

psychological debate over determining the validity of trauma
sequelae and their sources (Herman, 2015; Weisaeth, 2014). For
example, only in the late 1970s after intense advocacy efforts from
veterans and women were the relationships between the symptoms
of posttraumatic stress and combat and rape accepted by main-
stream psychologists (Herman, 2015; van der Kolk, 2007). That
shift in the defining and understanding of trauma was critical in
veterans and sexual assault survivors gaining access to effective
treatment and relief. Similarly, understanding anti-transgender
bias and non-affirmation events as potentially traumatic would
depathologize and destigmatize transgender and nonbinary indi-
viduals who struggle with mental health and allow for the develop-
ment of more effective mental healthcare that better targets the
sources of people’s distress (Richmond et al., 2012).
There is support in existing literature for conceptualizing

anti-transgender bias and non-affirmation as potentially traumatic
for transgender people. For example, psychologists have estab-
lished trauma frameworks for understanding racism and ethnovio-
lence (e.g., Helms et al., 2012). Whereas mainstream fear- and
anxiety-based models of trauma and PTSD propose that posttrau-
matic stress develops as a result of fear associated with threats to
one’s physical self (e.g., Foa & Cahill, 2001; Foa & Kozak, 1985;
Kilpatrick et al., 1985), racism-based trauma frameworks and

Richmond and colleagues’ (2012, 2017) trauma framework for
transgender mental health are built upon feminist trauma theory
positing that perceived threats to one’s social and psychological
self can elicit similar symptoms. Namely, Root’s (1992) construct
of insidious trauma—the accumulative traumatic effect of regular
bias events—and her feminist reconstruction of posttraumatic
stress development offer a model of understanding trauma as the
destruction or incomplete development of security dimensions,
which can be physical, psychological, or interpersonal. Without a
stable sense of physical, psychological, and interpersonal security,
individuals may engage in maladaptive behaviors forged out of
self-preservation/survival mode and efforts to build some sense of
safety. For example, in this approach, hypervigilance and social
withdrawal would be discussed as efforts (conscious or uncon-
scious) to feel or be safe in the face of perceived ongoing threat to
various dimensions of security.

Research establishing relationships between anti-LGBTQ
(lesbian, gay, bisexual, transgender, and queer) and racist discrimi-
nation and PTSD symptoms has provided empirical support for
the construct of insidious trauma (e.g., Liu et al., 2014; Szymanski
& Balsam, 2011). With regard to transgender populations, only
one known study has examined the relationship between discrimi-
nation and PTSD in a discretely transgender sample. In this study,
exposure to discrimination was significantly associated with an
increase in PTSD symptom severity, even after controlling for Cri-
terion A trauma exposure (Reisner et al., 2016); this is transgen-
der-specific evidence for the designation of bias as potentially
traumatic.

Non-affirmation occurs when a transgender or nonbinary per-
son’s gender and internal sense of self is not respected or reflected
in their interactions with others or systems. Non-affirmation expe-
riences, such as misgendering, are disruptive to the psychological
needs of coherence and belonging (McLemore, 2015); under
Root’s (1992) model of insidious trauma they have the potential to
accumulate into destabilizing experiences. The construct of non-
affirmation has received markedly less attention in quantitative
research than anti-transgender bias (Tan et al., 2020; Valentine &
Shipherd, 2018), despite non-affirmation events like misgendering
being frequently cited as painful and damaging in qualitative stud-
ies of transgender and nonbinary individuals’ experiences, espe-
cially when seeking mental and medical health care (e.g., James et
al., 2016; Morris et al., 2020). Although a small number of studies
have demonstrated that non-affirmation is associated with
increased depressive symptoms, anxiety symptoms, suicidality,
and high-risk behavior (e.g., McLemore, 2018; Scheim et al.,
2020), all of which can be manifestations of traumatic stress, no
known studies have explicitly examined the relationship between
non-affirmation and symptoms of PTSD.

Both mainstream and feminist/racism-based models of PTSD
development recognize that posttraumatic stress develops in part
owing to (a) unnecessarily extreme efforts to retain a sense of
security following a trauma and (b) avoidance, both conscious and
not, that prevents adequate processing of the trauma memories,
responses, and/or security behaviors (Foa & Cahill, 2001; Herman,
1992; Root, 1992). Shame may be a key piece in understanding
why some trauma survivors engage in avoidant-based coping
(Budden, 2009; Lee et al., 2001). Many trauma survivors report
peritraumatic and posttraumatic shame experiences, and shame is
associated with increased PTSD symptom severity, as well as
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increased avoidance (e.g., Andrews et al., 2000; Leskela et al.,
2002). Internalized stigma, a construct involving shame experien-
ces that result from the internalization of negative stereotypes
about a held identity, has been found to mediate the relationship
between bias event exposure and PTSD in lesbian and gay samples
(Gold et al., 2009, 2011). Theory thus suggests that internalized
transphobia, the internalized stigma specific to transgender iden-
tity, would similarly mediate the relationship between anti-trans-
gender bias event exposure and PTSD symptoms in a discretely
transgender sample. Although internalized transphobia is acknowl-
edged by clinicians as a highly common and difficult struggle for
transgender people and is associated with negative mental health
outcomes (Austin & Craig, 2015; Lev, 2004; Testa et al., 2015),
the relationship between internalized transphobia and PTSD symp-
toms has not been explicitly examined.
Understanding how anti-transgender bias events and non-affir-

mation, and particularly their chronicity and accumulation, are
related to posttraumatic stress appropriately destigmatizes and
depathologizes transgender people with poor mental health and
facilitates better treatment for these individuals (Richmond et al.,
2012, 2017). This understanding, however, is hindered by the
dearth of research examining these variables and possible mecha-
nisms of posttraumatic stress development. In the current study,
we tested two hypotheses. First, we hypothesized that anti-trans-
gender bias exposure and experiences of non-affirmation would be
associated with PTSD symptom severity, such that participants
with higher levels of exposure to anti-transgender bias and non-af-
firmation would display more severe symptoms. Our second hy-
pothesis was that this relationship would be partially mediated by
internalized transphobia, such that increased levels of internalized
transphobia will explain some, but not all, of the association
between anti-transgender bias exposure and non-affirmation and
PTSD symptoms. These hypothesized relationships extended from
the theoretical framework of the potentially traumatic impacts of
anti-transgender bias and non-affirmation on transgender people
and the role that shame (specifically, internalized transphobia)
may play as a mechanism in the development and maintenance of
trauma sequelae related to these experiences.

Method

Data Collection and Sample Demographics

Participants were recruited via social networking platforms,
LGBTQ and transgender-specific listservs, and emails to LGBTQ
community and university centers, transgender support and social
groups, therapists working with transgender clients, and contacts
within the transgender community. Participants were asked to
complete a one-time online questionnaire, including a demo-
graphic questionnaire and questions about gender-related discrimi-
nation, gender-related rejection, gender-related victimization, non-
affirmation of gender, exposure to potentially traumatic events,
internalized transphobia, and PTSD symptoms. An initial pool of
729 individuals consented to participate. However, 111 of those
did not complete any survey items, and an additional 27 completed
only the demographics questions; these cases were removed.
Additionally, we removed data for 16 participants who indicated
that their age was under 18 or who did not disclose their age.

The final sample included 575 participants. Participants were
asked to indicate whether “man,” “woman,” or “nonbinary” best
described their gender identity; 42% (n = 243) selected nonbinary,
36% (n = 206) selected man, and 22% (n = 126) selected woman.
All participants were also given the option to report the gender
identity labels they used for themselves. Participants reported a
wide array of gender identities, including agender, bigender, boi,
enby, femme, FTM, genderqueer, gender fluid, gender neutrois,
MTF, nonbinary, man, trans feminine, trans man, trans masculine,
trans woman, two-spirit, and woman. The majority of the sample
reported that they were female assigned at birth (72%; 27%
reported being male assigned at birth; 1% reported being assigned
intersex at birth). The mean age of participants was 31.51 (SD =
11.84; range = 18–73). With regard to race and ethnicity, 81%
(n = 467) of the sample were White, Non-Hispanic; 11% of the
sample endorsed multiple racial and ethnic categories; 6% identi-
fied as Latinx/Hispanic; 5% identified as Native American or First
Nations; 4% identified as having Asian or Pacific Islander herit-
age; 3% identified as Black or of African heritage; 1% identified
as Middle Eastern. See Supplemental Table 1 for full demographic
information. The authors expand upon limitations related to the
underrepresentation of BIPOC participants and trans people who
were assigned male at birth in the Discussion section.

Measures

Bias-Related Discrimination, Rejection, and Victimization

Participants’ exposure to experiences of anti-transgender bias
was measured by three subscales of the Gender Minority Stress
and Resilience measure (GMSR) developed by Testa and col-
leagues (2015): gender-related discrimination (five items; sample
item: “Because of my gender identity or expression, I have had
difficulty finding a bathroom to use when I am out in public”);
gender-related rejection (six items; sample item: “I have been
rejected or distanced from family because of my gender identity or
expression”); and gender-related victimization (five final items;
sample item: “I have been threatened with physical harm because
of my gender identity or expression”). For each of the subscales,
participants responded to items by checking all that apply of the
following: Never; Yes, before age 18; Yes, after age 18; Yes, in the
past year. Thus, for each item, participants received a score
between 0 and 3, which represented the total number of “yes”
responses they selected or 0 if they selected “never.” In Testa and
colleagues’ (2015) validation study internal consistency reliability
of the three subscales in question ranged from .61 to .77 (Testa
et al., 2015). Testa and colleagues’ (2015) study also demonstrated
adequate criterion-related validity for each subscale. In the current
study, reliability of scores for these subscales was higher than in
prior research: gender-related discrimination: a = .70 (95% CI
[.66, .74]); gender-related rejection: a = .77 (95% CI [.74, .80]);
gender-related victimization: a = .81 (95% CI [.78, .83]).

Non-affirmation of Gender Identity

We measured the extent to which participants experienced non-
affirmation of their gender identity with the six-item non-affirma-
tion of gender identity subscale from the Gender Minority Stress
and Resilience scale (GMSR; Testa et al., 2015; sample items:
“People do not respect my gender identity because of my
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appearance or body,” “I have difficulty being perceived as my gen-
der accurately”). Participants responded to each item using a 5-
point Likert-type scale (0 = strongly disagree, 4 = strongly agree).
Items on this subscale demonstrated high internal consistency
within Testa and colleagues’ (2015) transgender sample: a = .93,
and the scale demonstrated good criterion-related validity. In the
current study, items demonstrated similarly high internal consis-
tency (a = .92; 95% CI [.91, .93]).

Potentially Traumatic Event Exposure

We used the Traumatic Life Events Questionnaire (TLEQ;
Kubany et al., 2000) to measure exposure to potentially traumatic
events (PTEs). This 22-item scale is used to assess the frequency
of exposure to a wide range of potentially traumatic events, from
natural disasters to intimate partner violence victimization. Partici-
pants report the frequency of exposure to each event on a 7-point
Likert-type scale (0 = never; 6 = more than five times). This scale
is widely used and is consistently found to be predictive of PTSD
symptoms and diagnoses (Kubany et al., 2000). In the current
study, this measure was used to control for exposure to traumas
that are perceived to be unrelated to anti-transgender bias. Thus,
for each trauma item, we asked that participants use the 7-point
Likert scale separately for frequency of events due to transgender
status and frequency of events unrelated to transgender status. In
the current study, items from this adapted bias-unrelated TLEQ
demonstrated sufficient internal consistency: a = .78 (95% CI [.76,
.81]).

Internalized Transphobia

We used the eight-item Internalized Transphobia subscale of the
GMSR (Testa et al., 2015) to measure the internalized stigma or
shame that participants feel due to being transgender. When appro-
priate, we adapted scale items to include transition history as a
source of shame (sample items: “I often ask myself: Why can't my
gender identity, expression, or history just be normal?”; “I envy
people who don't have a transition history or a gender identity/
expression like mine”). Participants responded to each statement
using a 5-point Likert-type scale to indicate their degree of agree-
ment (0 = strongly disagree; 4 = strongly agree). Original scale
items have demonstrated high internal consistency in transgender
populations: a = .91, and good criterion-related validity (Testa et
al., 2015). In the current study, items (including those adapted to
include history) yielded a satisfactory internal consistency: a = .89
(95% CI [.87, .90]).

PTSD Symptoms

Symptoms of posttraumatic stress were measured with the PTSD
Checklist for DSM–5 (PCL-5; Weathers et al., 2013), a 20-item
scale assessing symptoms that correspond with DSM–5 diagnostic
criteria for PTSD. Participants rate how much they were bothered
by each symptom within the past month using a 5-point Likert-type
scale (0 = Not at all; 4 = Extremely). The PCL-5 has demonstrated
strong convergent and divergent validity and been found to
have a seven-factor structure: reexperiencing, avoidance, negative
affect, anhedonia, externalizing behaviors, anxious arousal, and
dysphoric arousal (Armour et al., 2015; Blevins et al., 2015; Liu
et al., 2014). PCL-5 items demonstrated very high full-scale inter-
nal consistency in the current study (a = .96; 95% CI [.95, .97]).

Analytic Strategy

We conducted structural equation modeling (SEM) analyses
using Mplus v7.4 (Muthén & Muthén, 2015). Demographic, data
cleaning, and assumption-checking analyses were conducted in
SPSS v25.0. Prior to conducting analyses, 14 extreme cases (z
score. 3.0) were identified. Each case was determined to be valid
and, therefore, necessary to retain. To reduce likelihood of undue
influence, however, we did a logarithmic transformation to the
three variables with extreme cases (Discrimination, Victimization,
and Bias-Unrelated PTEs). All other assumptions, such as multi-
variate normality, were met.

Missing Data

Missingness was assessed for every observed variable using the
Missing Value Analysis module in SPSS (Version 25.0). Percent
missing ranged from .7% to 10.3%. Little’s test was statistically
significant, c2 (1084) = 1248.06, p , .001, meaning that data can-
not be assumed to be missing completely at random (MCAR). The
final scale of the questionnaire, the PCL-5, demonstrated the great-
est proportion of missing values (9.7% to 10.3%). Data were deter-
mined to be missing at random (MAR) after mean scores between
participants who had completed the PCL-5 and participants who
had not were compared and yielded no statistical differences.
Because data met the assumption of MAR, missing data during
SEM analyses were handled using Full Information Maximum
Likelihood estimation.

Model Specification

The structural equation model was tested via the two-step proce-
dure recommended by Anderson and Gerbing (1988), first estab-
lishing a measurement model that demonstrated adequate fit,
before incorporating path analysis techniques to build and estimate
structural paths. To determine adequacy of model fit, we reviewed
the Tucker-Lewis index (TLI), the comparative fit index (CFI), the
root mean square error of approximation (RMSEA), and v2

fit
index values, as is recommended for SEM (Adelson, 2012; Kline,
2015). To compare the fit of non-nested models, we also reviewed
the Akaike information criterion (AIC) and the Bayesian informa-
tion criterion (BIC), and used a cut-off of 10 to determine whether
AIC and BIC differences were meaningful (Burham & Anderson,
2002; Raftery, 1995).

After respecifying the measurement model and determining it
had adequate fit, we incorporated structural paths using Bollen’s
(1989) method of first testing a saturated model with all possible
structural paths to ensure that significant paths were not excluded
from estimation. We removed any nonsignificant paths that were
not parameters of interest. The final hybrid model was then eval-
uated for fit. Finally, we estimated the size and significance of all
parameters of the final model using Maximum Likelihood.

Evaluating Indirect Relationships

In addition to the direct paths estimated, our model included
two indirect relationships: between Non-affirmation and PTSD
Symptom Severity and between Bias Experiences and PTSD
Symptom Severity, both of which were hypothesized to be par-
tially mediated by Internalized Transphobia. Following the recom-
mendation of Preacher and Hayes (2008), we used the MODEL
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INDIRECT and BOOTSTRAP functions in Mplus and were able
to evaluate the size and significance of both the indirect relation-
ships (via bootstrapping) and the total relationships (via normal-
theory methods).

Results

Descriptive Statistics and Frequencies

It is worth highlighting some of the descriptive and frequency
statistics in participants’ scores on the measures used in this study.
The rates of exposure to anti-transgender bias were extremely
high, with 92.6% reporting at least one experience of transgender-
related discrimination, 94.2% reporting at least one experience of
anti-transgender rejection, and 78.9% reporting at least one experi-
ence of anti-transgender victimization.
Participants’ total scores on the PCL-5 indicated that a large

portion of the sample experienced PTSD symptoms (Median =
27.00; M = 29.99, SD = 20.77). The National Center for PTSD
(2021) recommends a preliminary cutoff of 33 for the overall
PCL-5 score, with scores of 33 or greater representing clinically
significant overall PTSD symptom severity (possible range is 0
to 80). Nearly half (46%) of participants in this study had scores
of 33 or greater. Because the PCL-5 was designed to evaluate the
symptoms listed as diagnostic criteria for PTSD in the DSM–5,
participant responses also can be used to make provisional diagno-
ses (National Center for PTSD, 2021). Per the recommended
guidelines, we treated each item with a symptom severity rating of
“Moderately” or higher as an endorsed symptom and identified
participants who endorsed symptoms across DSM–5 criterion clus-
ters (at least one each in criteria B and C, and at least two each in
criteria D and E). By this approach, 44.2% of participants met cri-
teria for a provisional diagnosis of PTSD, with 62.8% endorsing at
least one symptom of Criterion B, 59.9% endorsing at least one in
Criterion C, 66.1% endorsing at least two in Criterion D, and
60.6% endorsing at least two in Criterion E.
Rates of exposure to PTEs were also high, with the vast major-

ity of participants (93.1%) reporting exposure to a PTE related to
being transgender and 93% reporting exposure to a PTE unrelated
to being transgender. See Supplemental Table 2 for frequencies
for each assessed PTE.

Building the Measurement Model

We then tested the a priori measurement model (Measurement
Model 1), which was based on the scales’ validated factor
structures. This initial measurement model did not demonstrate
adequate fit; fit indices fell just outside cutoffs for good fit (see
Table 1). The poor fit appeared to be primarily due to anti-trans-
gender bias factors not operating as expected. Discrimination,

Rejection, and Victimization all loaded onto the latent variable of
Bias Experiences (b = .69, b = .83, and b = .74, respectively), but
Non-affirmation failed to adequately load (b = .19). To address
this, we respecified Measurement Model 2 to include Non-affirma-
tion as a distinct observed exogenous variable and removed the pa-
rameter that had made it an indicator of Bias Experiences in
Measurement Model 1. Implications of this are reviewed in the
Discussion section.

We next reviewed the modification indices. Before evaluating
any models, the lead author had proposed a number of correlated
errors that were theoretically justified. We examined the output to
determine which of the a priori correlated errors exceeded 10.0.
We incorporated eight correlated errors into the model, adding
correlations stepwise (prioritizing by size of modification index)
until no a priori modification index was greater than 10.0. Mea-
surement Model 2 includes those additional correlated errors. Fit
indices suggested this model had good fit, and review of the
changes to AIC and BIC suggested that the improved fit was worth
the increased number of evaluated parameters (see Table 1).

Building the Hybrid Model

As the second step in Anderson and Gerbing’s (1988) method-
ology, we incorporated structural parameters into the final
measurement model. Per Bollen’s (1989) method for specifying
structural parameters, we first tested a saturated model to ensure
that significant paths were not excluded from estimation. The only
non-hypothesized path was from Bias-Unrelated PTEs to Internal-
ized Transphobia. As expected, this path was not statistically
significant (p = .79) and was removed from subsequent analyses.

We next determined the fit of the overall model and tested
hypothesized structural parameters for significance. Each of the
proposed pathways was statistically significant (p , .05), and
the fit indices indicated adequate to good overall model fit,
v2(155) = 439.65, p , .001; CFI = .95; TLI = .93; RMSEA = .06,
90% CI [.050, .063]. Therefore, this was our final model (see
Figure 1) used to estimate direct and indirect parameters.

Model Estimation

The final model was run with a bootstrap sample draw of 1000.
All hypothesized relationships were statistically significant. See
Table 2 for a summary of parameter estimates. Both Bias Experi-
ences and Non-affirmation had statistically significant direct
relationships with Internalized Transphobia (b = .18, p , .01, and
b = .22, p , .001, respectively) and PTSD Symptoms (b = .17,
p , .001 and b = .26, p , .001, respectively). Internalized Trans-
phobia also predicted PTSD Symptoms to a statistically significant
degree (b = .21, p, .001).

Table 1
Model Fit Indices for Measurement Models

Model v2 df CFI TLI RMSEA AIC BIC

Model 1 736.39*** 165 .89 .88 .08 (.072, .084) 38,227.73 38,510.42
Model 2 439.43*** 154 .95 .93 .06 (.051, .063) 37,921.01 38,251.54

Note. AIC = Akaike information criterion; BIC = Bayesian information criterion; CFI = comparative fit index; RMSEA = root mean square error of
approximation; TLI = Tucker-Lewis index.
***p , .001.
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The indirect relationship between Bias Experiences and PTSD
Symptoms was statistically significant (b = .04, p, .01). Similarly,
there was a statistically significant indirect relationship between
Non-Affirmation and PTSD Symptoms (b = .05, p , .01). Thus,
the total relationship between Bias Experiences and PTSD Symp-
toms was small, statistically significant (b = .21, p , .001), and
partially mediated by Internalized Transphobia (proportion of total
effect mediated = 15.24%). The total relationship between Non-
Affirmation Experiences and PTSD Symptoms was also statisti-
cally significant but moderate in size (b = .30, p , .001) and also
partially mediated by Internalized Transphobia (proportion of total
effect mediated = 15.13%).
As hypothesized, the control variable of potentially traumatic

events unrelated to transgender bias (Bias-Unrelated PTEs) had a
moderate relationship with PTSD Symptoms (b = .38, p , .001).
The correlation between Bias-Unrelated PTEs scores and Bias
Experiences was statistically significant and moderate in size
(b = .37, p , .001). The correlation between Bias-Unrelated PTEs
and Non-affirmation was not significant (b = .06, p = .11). There
was a small but statistically significant correlation between Bias
Experiences and Non-Affirmation experiences (b = .17, p, .001).

Discussion

Difference Between Anti-transgender Bias and Non-
affirmation

In the current study, the constructs of non-affirmation and anti-
transgender bias performed differently than was proposed in the
original measurement development and validation study (Testa
et al., 2015). Ultimately, it is conceptually beneficial to consider
non-affirmation as distinct from bias experiences and not

altogether surprising that analyses differentiated between these
measures. Non-affirmation measures the extent to which people
experience not being validated in their gender, not being seen for
who they are. Anti-transgender bias factors of discrimination,
rejection, and violence measure the extent to which people are
mistreated for who they are (Hendricks & Testa, 2012; Sevelius,
2013). These are experientially different (Johnson et al., 2020).
Other researchers have begun to study non-affirmation or invalida-
tion of trans identity as a unique construct and risk factor for poor
mental health outcomes (e.g., Parr & Howe, 2019; Reisner et al.,
2020). In our study, there is clear benefit to examining non-affir-
mation as a standalone predictor, because trans individuals report
non-affirmation experiences in clinical/psychotherapy spaces,
romantic relationships, and friendships, even when there is an
absence of anti-transgender discrimination, rejection, or violence
(e.g., Galupo et al., 2014; Morris et al., 2020; Pulice-Farrow et al.,
2017).

High Rates of PTSD Symptoms and Trauma Exposure

Using the recommended cutpoint for the overall measure,
46% of this sample reported clinically significant posttraumatic
stress, and 44% of participants met criteria for a provisional di-
agnosis of PTSD based on DSM–5 symptom endorsement. The
common endorsement of clinically significant PTSD symptoms
in our sample is concerning. For comparison, a 2013 study of
general population adults in the United States (N = 2,953) esti-
mated that 3.8% met DSM–5 criteria for PTSD within the six
months prior to participation (Kilpatrick et al., 2013). Addition-
ally of note are the high rates of exposure to bias and poten-
tially traumatic events. This is consistent with prior research (e.
g., James et al., 2016; Reisner et al., 2016) and suggests that
rejection, discrimination, victimization, and other traumas

Figure 1
Final Hybrid Model With Standardized Path Estimates

Note. ** p , .01, *** p , .001.
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attributable to one’s gender identity, expression, or history are
endemic in transgender populations. A very small minority of
participants in this study denied having experienced any bias or
other traumatic event owing to their trans identity or history.
Note that our sample was overrepresented by white trans peo-
ple who are female assigned at birth. White transmasculine
people are less likely than BIPOC trans people and transfemi-
nine individuals to face bias and other sources of trauma (e.g.,
James et al., 2016), so it is probable that prevalence rates of
exposure are actually lower in our sample than in the commu-
nity at large. The prevalence of PTSD in our study, however,
is consistent with previous research with more racially and
gender diverse samples of transgender people (Reisner et al.,
2016). This may indicate that the relationships between bias
and non-affirmation and PTSD symptoms are different for trans
women of color. It may be that trans women of color employ
more helpful coping, seek or have access to resilience resour-
ces, or are more likely to express a different manifestation of
the traumatic impact (outside of DSM–5 PTSD symptoms), but
further research is needed to establish whether there are indeed
group differences and what the potential mechanisms of such
differences are.

Potential Roles of Anti-transgender Bias Experiences
and Non-affirmation in Posttraumatic Stress

As hypothesized, we observed small to moderate relationships
between both anti-transgender bias experiences and non-affirma-
tion and PTSD symptoms. Although this was partially mediated
by internalized transphobia, 85% of each of the relationships was
direct, indicating that although internalized transphobia is an im-
portant part of understanding how these factors relate to posttrau-
matic stress, other mechanisms must be at play. These findings
lend support to the conceptualization of anti-transgender bias
experiences and non-affirmation as potentially traumatic events
themselves that can directly contribute to the development of post-
traumatic stress symptoms. This interpretation is consistent with
feminist and multicultural models of trauma and posttraumatic
stress (Helms et al., 2010; Herman, 1992), in which bias experien-
ces and non-affirmation are conceptualized as insidious trauma
and violations of various psychological and interpersonal security
dimensions (Root, 1992). Similar to the ways in which racist expe-
riences “violate one’s existing way of making sense of self and the
world, [creating] intense fear and destabilization” (Bryant-Davis
& Ocampo, 2005; McFarlane & de Girolamo, 1996, p. 485), anti-
transgender bias experiences and particularly non-affirmation
experiences could have similar impacts on transgender people.
Additionally, it cannot be ignored that although not always threats
of direct physical violence, experiences of bias can threaten liveli-
hoods/income, shelter, medical care, et cetera, and thus can be
experienced as violations of even physical dimensions of security.
These threats to security, sense of safety, and stability could
explain increased risk of posttraumatic stress symptoms, which are
typically considered to be maladaptive efforts at rebuilding safety
in the aftermath of trauma (Briere & Scott, 2014).

Another way of interpreting these findings is to conceptualize
anti-transgender bias experiences and non-affirmation as trauma
response triggers. Triggers are internal or external stimuli associ-
ated with an individual’s trauma memory that when experienced
signal threat to the individual or cue re-experiencing symptoms
(Foa & Cahill, 2001). Brown (2008) described oppression-based
experiences as triggers that remind a person “that someone some-
where is trying to make you and people like you less welcome
on the planet” (p.103). As an example, a transgender person
might have been traumatically assaulted because of their gender
identity or expression, or they may have borne witness to this hap-
pening to someone in their community (e.g., vicarious traumatiza-
tion via social media); some time later, a person mistreating them
because of their gender identity or expression (e.g., staring at
them, using invalidating pronouns or a slur) may trigger memories
or responses related to the traumatic assault, resulting in the per-
sistence of PTSD symptoms.

The Mediating Role of Internalized Transphobia

Our findings also demonstrate that internalized transphobia is a
relevant construct when discussing posttraumatic stress in trans-
gender populations. Consistent with our hypotheses and models of
shame-based PTSD (Budden, 2009), in which attacks on the social
self activate and/or contribute to shame-based understandings of
traumatic events, internalized transphobia explained approxi-
mately 15% of the relationships between anti-transgender bias and

Table 2
Model Results

DV IV b SE

Direct path coefficients
Internalized transphobia Nonaffirmation*** 0.22 0.04

Bias experience** 0.18 0.05
PTSD symptoms Nonaffirmation*** 0.26 0.04

Bias experience** 0.17 0.05
Internalized transphobia*** 0.21 0.04
Bias-unrelated PTEs*** 0.38 0.04

Indirect path coefficients
PTSD symptoms Nonaffirmation*** 0.05 0.01

Bias experience** 0.04 0.02

Latent Variable Observed Variable b SE

Factor loadings
Bias experience Discrimination*** 0.69 0.03

Rejection*** 0.83 0.03
Victimization*** 0.75 0.03

Internalized transphobia IT_1*** 0.69 0.03
IT_2*** 0.79 0.02
IT_3*** 0.81 0.02
IT_4*** 0.75 0.02
IT_5*** 0.65 0.03
IT_6*** 0.63 0.03
IT_7*** 0.61 0.03
IT_8*** 0.61 0.03

PTSD symptoms PCL-5: Re-experiencing*** 0.88 0.01
PCL-5: Avoidance*** 0.81 0.02
PCL-5: Negative Affect*** 0.90 0.01
PCL-5: Anehedonia*** 0.76 0.02
PCL-5: Externalizing
Behaviors***

0.69 0.03

PCL-5: Anxious Arousal*** 0.78 0.02
PCL-5: Dysphoric
Arousal***

0.77 0.02

Note. DV = dependent variable; IV = independent variable; IT =
Internalized Transphobia; PCL-5 = PTSD Checklist for Diagnostic and
Statistical Manual of Mental Disorders, 5th edition; PTE = potentially
traumatic event; PTSD = posttraumatic stress disorder.
**p , .01, ***p , .001.
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non-affirmation and posttraumatic stress. Research on shame and
trauma implicates internalized stigma in the avoidance of adaptive
processing of traumatic experiences (Gold et al., 2009, 2011). We
propose that avoidance could be a major mechanism in the rela-
tionship found between internalized transphobia and PTSD symp-
tom severity and is worthy of further inquiry. It may also be that
transgender people with higher levels of internalized transphobia
are less likely to use coping strategies that rely on connection to
the transgender community as a method of avoiding triggering a
sense of shame (Budge et al., 2013; Lee et al., 2001). This could
be impactful, as an emerging body of literature proposes that con-
nection to, support from, and belonging within the transgender
community are key factors in trans people’s positive mental
health outcomes (e.g., Austin & Goodman, 2017; Barr et al., 2016;
Bowling et al., 2020).
The statistically significant and meaningful relationships

between internalized transphobia and both anti-transgender bias
experiences and non-affirmation can be understood through the
process of internalizing external stigma (Herek et al., 1999).
Transgender people who experience higher levels of anti-transgen-
der bias and non-affirmation are experiencing increased levels of
negative messages about being transgender. This is indeed a risk
factor for integrating these messages into one’s own worldview
and view of oneself (Feinstein et al., 2012).

Study Limitations and Future Research Directions

An important limitation to the current study is the restriction of
outcome variables to DSM–5 PTSD symptoms. Many psycholo-
gists who study the role of oppression in posttraumatic stress
propose a framework of Complex PTSD (e.g., Helms et al., 2010;
Richmond et al., 2012, 2017), which includes symptoms and
sequelae that expand beyond those contained within the DSM–5
PTSD diagnostic criteria. By zeroing in on discrete DSM–5 PTSD
symptoms rather than broader Complex PTSD symptoms, we
believe we offered particularly strong support to trauma-based
frameworks for understanding trans people’s experiences. This de-
cision, however, means that our study likely only partially cap-
tured the relationships among bias, non-affirmation, internalized
transphobia, and mental health. With the current study’s findings
as foundation, we encourage future studies to examine these rela-
tionships with Complex PTSD symptom measures as outcome var-
iables. Future studies could also offer important expansions to our
work by modeling protective factors and sources of resilience or
other potential moderators. These relationships may be helpful in
understanding the experiences of trans individuals who experience
bias and/or non-affirmation and other potentially traumatic events
but do not report clinically significant trauma sequelae.
Additionally, our study lacked the ability to model and measure

participants’ multiple and intersecting forms of marginalization
(Moradi & Grzanka, 2017). Because we evaluated bias exclusively
related to being transgender, we cannot use these data to evaluate
the interplay of transgender identity and other sources of oppres-
sion. Although this study offers important contributions to the
understanding of transgender mental health, future research will
be more valuable if it can incorporate analysis of intersecting
oppressions and/or disparities. Related, this study’s sample was
overrepresented by participants who identified as White and non-
Hispanic (81%), as well as individuals who were female-assigned

at birth (72%). Trans women of color are more likely to experience
bias and trauma than white or transmasculine members of the trans
community and may employ resilience strategies unique to experi-
encing multiple forms of oppression (Singh & McKleroy, 2011).
More research is needed to understand whether the relationships
we’ve documented are true across different racial and gender
groups. The overrepresentation in our study may in part be attrib-
utable to the first author’s identity as a white trans man and the
limitations of having a research team without BIPOC trans people
or trans women and transfeminine people, in terms of earning
community trust and interest in participation. More effective repre-
sentation might be gained by utilizing community-based participa-
tory action research models and/or ensuring that research teams
are more representative of the broader community they are work-
ing with (Adams et al., 2017).

Finally, there were some limitations related to the Gender Mi-
nority Stress and Resilience Measure (GMSR; Testa et al., 2015)
and its constructs. Although ultimately it was conceptually benefi-
cial to model Non-Affirmation as a distinct construct, our a priori
model (on which we based power analyses) used the original fac-
tor-structure of the GMSR; thus, we did not have enough power to
enter Non-affirmation as a latent variable and instead treated it as
an observed variable. This means that relationships with Non-affir-
mation could have been attenuated by measurement error in ways
that parameters with Anti-Transgender Bias were not. Addition-
ally, scoring protocol for the Victimization, Rejection, and Dis-
crimination subscales of the GMSR are not ideal for research
questions like ours. Rather than asking participants to endorse fre-
quency of bias events, scale instructions had participants provide
ratings based on whether they had experienced the event at all in
certain periods of their lives. To illustrate, in the current study a
participant who experienced bias every day could report the same
score as a person who experienced a bias event once in the past
year. Given that the frequency of the experiences measured is
likely relevant to internalized transphobia and PTSD symptom se-
verity, this way of scoring the measures may have weakened the
relationships we modeled. For both these reasons, direct compari-
son of Non-affirmation and Anti-Transgender Bias is inappropri-
ate. We recommend that future studies consider alternative scoring
instructions and alternative factor structures for the GMSR.

Clinical Implications

This study’s finding that both non-affirmation and experiences
of anti-transgender bias are directly and indirectly related to the
severity of posttraumatic stress suggests multiple opportunities for
interventions that would improve transgender people’s mental
health. The first is to reduce transgender people’s experiences of
non-affirmation and bias, which can begin with ourselves as psy-
chologists and mental health providers (Puckett et al., 2018).
Unfortunately, many transgender people report experiences of bias
and non-affirmation when receiving mental health care (Mizock &
Lundquist, 2016; Morris et al., 2020). Clinicians must be diligent
in efforts to avoid being perpetrators of bias or non-affirmation
against the trans community, particularly those under our care.
Such diligence is required of all clinicians, whether they are trans
or cisgender, as we all likely have internalized cisgenderism that
can lead to perpetration of interpersonal bias and non-affirmation
(Ansara & Hegarty, 2012). We recommend that clinicians seek
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opportunities to improve their ability to provide affirming services
via ongoing training, supervision, and consultation. Clinicians can
also play an important role advocating against bias and non-affir-
mation in the institutions in which they exist (e.g., ensuring access
to safe and affirming bathrooms, preventing misgendering in med-
ical records and case discussions, etc.), in clients’ larger systems
(e.g., families, schools), and at the governmental level (e.g., advo-
cacy related to potential laws).
In addition to working to reduce acts of bias or non-affirmation,

our findings suggest that those tasked with supporting transgender
people’s mental health should facilitate recovery and healing
from the impacts of anti-transgender bias and non-affirmation. Our
findings support Richmond and colleagues’ (2012, 2017) call for
thorough assessment of transgender clients’ trauma histories and
sequelae, including evaluation of the person’s experience with
bias and non-affirmation. This is consistent with a solidifying
standard of best practice. The American Psychological Associa-
tion’s (2015) guidelines for working with transgender populations
calls for specific attention to the impact of bias and stigma. Con-
ceptualizing these experiences and the less often discussed experi-
ences of non-affirmation as sources of trauma responses provides
a helpful starting point in considering how to approach treatment
that adequately addresses their impact. We support Richmond and
colleagues’ (2012) recommendation to adapt models of trauma
recovery for this work. Specifically, clinicians should consider
adapting Herman’s (1992, 2015) three-stage model of recovery
from complex posttraumatic stress. In the first stage of therapy,
safety and stability are established, first through an affirmative
stance and therapeutic bond. This stage might also include facili-
tating desired steps in gender transitions to alleviate gender dys-
phoria, building helpful coping and self-care strategies (Richmond
et al., 2012), psychoeducation about trauma and/or the impact of
bias and non-affirmation, and a strengthening of factors known to
increase trans people’s resilience capacity (Matsuno & Israel,
2018). In the second stage, interventions focus on remembrance
and mourning—this could also be considered the processing phase
from Foa and Cahill’s (2001) Prolonged Exposure treatment
model. This stage involves the client naming the traumas they’ve
faced and experiencing and expressing related emotions and
thoughts within a relationally warm and supportive therapeutic
space (Skinta, 2021). The focus of the third stage is reconnection,
in which a person works toward greater integration within society
or community; this could involve work focused on self-actualiza-
tion and posttraumatic growth, as well as relationships with others,
both within and outside of the trans community.
An area of literature that is particularly relevant to the question

of how to clinically address the impacts of ongoing anti-transgen-
der bias and non-affirmation is that of treatment for racism-based
posttraumatic stress. A growing number of psychologists have pro-
posed models that range from broad approaches (Bryant-Davis &
Ocampo, 2006) highlighting various treatment focuses (e.g., ac-
knowledgment, sharing, mourning, anger, self-care, coping, and
resistance) to more specific strategies and protocols (e.g., Williams
et al., 2014, 2017). Although review of this literature is beyond the
scope of the current study, future work adapting these models to
be inclusive of anti-transgender bias and non-affirmation experien-
ces would be of great benefit to the transgender community.
Finally, the mediating role of internalized transphobia indicates

that attention to this construct and related distress in psychotherapy

could be of benefit to clients experiencing bias- or non-affirmation-
related posttraumatic stress. Strategies for supporting the reduction
of internalized transphobia and its impact on mental health include
cognitive–behavioral models that emphasize psychoeducation
about internalized transphobia, externalizing of stigma, and chal-
lenging of negative thoughts about one’s transgender identity and
history and/or the transgender community (Austin & Craig, 2015;
Austin et al., 2017; Israel et al., 2020). A reduction in internalized
transphobia can also be achieved through exploration of frag-
mented and disavowed pieces of the client’s ego and/or history
(McBee, 2013) which, when done in an empathic and holding
relational environment, allows a reconstruction of a cohesive
narrative and unified sense of self (Borden, 2009; Fraser, 2009).
Finally, group psychotherapy allows for psychoeducation, self-
exploration, and naming and challenging of internalized stigma in
a context that inherently provides normalization (dickey & Loewy,
2010); it also facilitates connection to the transgender community,
which has consistently been found to relate to better mental health
in general and decreased internalized transphobia specifically
(e.g., Barr et al., 2016; Singh et al., 2011).

References

Adams, N., Pearce, R., Veale, J., Radix, A., Castro, D., Sarkar, A., &
Thom, K. C. (2017). Guidance and ethical considerations for undertak-
ing transgender health research and institutional review boards adjudi-
cating this research. Transgender Health, 2(1), 165–175. https://doi.org/
10.1089/trgh.2017.0012

Adelson, J. L. (2012). Examining relationships and effects in gifted educa-
tion research: An introduction to structural equation modeling. Gifted
Child Quarterly, 56(1), 47–55. https://doi.org/10.1177/0016986211424132

American Psychological Association. (2015). Guidelines for psychological
practice with transgender and gender nonconforming people. American
Psychologist, 70(9), 832–864. https://doi.org/10.1037/a0039906

Anderson, J. C., & Gerbing, D. W. (1988). Structural equation modeling in
practice: A review and recommended two-step approach. Psychological
Bulletin, 103(3), 411–423. https://doi.org/10.1037/0033-2909.103.3.411

Andrews, B., Brewin, C. R., Rose, S., & Kirk, M. (2000). Predicting PTSD
symptoms in victims of violent crime: The role of shame, anger, and
childhood abuse. Journal of Abnormal Psychology, 109(1), 69–73.
https://doi.org/10.1037/0021-843X.109.1.69

Ansara, Y. G., & Hegarty, P. (2012). Cisgenderism in psychology: Patho-
logising and misgendering children from 1999 to 2008. Psychology and
Sexuality, 3(2), 137–160. https://doi.org/10.1080/19419899.2011.576696

Armour, C., Tsai, J., Durham, T. A., Charak, R., Biehn, T. L., Elhai, J. D.,
& Pietrzak, R. H. (2015). Dimensional structure of DSM-5 posttrau-
matic stress symptoms: Support for a hybrid Anhedonia and Externaliz-
ing Behaviors model. Journal of Psychiatric Research, 61, 106–113.
https://doi.org/10.1016/j.jpsychires.2014.10.012

Austin, A., & Craig, S. L. (2015). Transgender affirmative cognitive be-
havioral therapy: Clinical considerations and applications. Professional
Psychology, Research and Practice, 46(1), 21–29. https://doi.org/10
.1037/a0038642

Austin, A., & Goodman, R. (2017). The impact of social connectedness
and internalized transphobic stigma on self-esteem among transgender
and gender non-conforming adults. Journal of Homosexuality, 64(6),
825–841. https://doi.org/10.1080/00918369.2016.1236587

Austin, A., Craig, S. L., & Alessi, E. J. (2017). Affirmative cognitive
behavior therapy with transgender and gender nonconforming adults.
Psychiatria Clinica, 40(1), 141–156. https://doi.org/10.1016/j.psc.2016
.10.003

BIAS, NON-AFFIRMATION, AND INTERNALIZED TRANSPHOBIA 9

T
hi
s
do
cu
m
en
ti
s
co
py
ri
gh
te
d
by

th
e
A
m
er
ic
an

Ps
yc
ho
lo
gi
ca
lA

ss
oc
ia
tio

n
or

on
e
of

its
al
lie
d
pu
bl
is
he
rs
.

T
hi
s
ar
tic
le
is
in
te
nd
ed

so
le
ly

fo
r
th
e
pe
rs
on
al
us
e
of

th
e
in
di
vi
du
al
us
er

an
d
is
no
tt
o
be

di
ss
em

in
at
ed

br
oa
dl
y.

https://doi.org/10.1089/trgh.2017.0012
https://doi.org/10.1089/trgh.2017.0012
https://doi.org/10.1177/0016986211424132
https://doi.org/10.1037/a0039906
https://doi.org/10.1037/0033-2909.103.3.411
https://doi.org/10.1037/0021-843X.109.1.69
https://doi.org/10.1080/19419899.2011.576696
https://doi.org/10.1016/j.jpsychires.2014.10.012
https://doi.org/10.1037/a0038642
https://doi.org/10.1037/a0038642
https://doi.org/10.1080/00918369.2016.1236587
https://doi.org/10.1016/j.psc.2016.10.003
https://doi.org/10.1016/j.psc.2016.10.003


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

Blevins, C. A., Weathers, F. W., Davis, M. T., Witte, T. K., & Domino,
J. L. (2015). The posttraumatic stress disorder checklist for DSM-5
(PCL-5): Development and initial psychometric evaluation. Journal of
Traumatic Stress, 28(6), 489–498. https://doi.org/10.1002/jts.22059

Bollen, K. A. (1989). A new incremental fit index for general structural
equation models. Sociological Methods & Research, 17(3), 303–316.
https://doi.org/10.1177/0049124189017003004

Borden, W. (2009). Contemporary psychodynamic theory and practice.
Lyceum Books.

Bowling, J., Barker, J., Gunn, L. H., & Lace, T. (2020). It just feels right”:
Perceptions of the effects of community connectedness among Trans.
individuals. PLoS ONE, 15(10), e0240295. https://doi.org/10.1371/
journal.pone.0240295

Briere, J. N., & Scott, C. (2014). Principles of trauma therapy: A guide to
symptoms, evaluation, and treatment (DSM-5 update). Sage.

Brown, L. S. (2008). Cultural competence in trauma therapy: Beyond the
flashback. American Psychological Association. https://doi.org/10.1037/
11752-000

Bryant-Davis, T., & Ocampo, C. (2005). Racist incident–based trauma.
The Counseling Psychologist, 33(4), 479–500. https://doi.org/10.1177/
0011000005276465

Bryant-Davis, T., & Ocampo, C. (2006). A Therapeutic Approach to the
Treatment of Racist-Incident-Based Trauma. Journal of Emotional
Abuse, 6(4), 1–22. https://doi.org/10.1300/J135v06n04_01

Budden, A. (2009). The role of shame in posttraumatic stress disorder: A
proposal for a socio-emotional model for DSM-V. Social Science &
Medicine, 69(7), 1032–1039. https://doi.org/10.1016/j.socscimed.2009
.07.032

Budge, S. L., Adelson, J. L., & Howard, K. A. S. (2013). Anxiety and
depression in transgender individuals: The roles of transition status,
loss, social support, and coping. Journal of Consulting and Clinical
Psychology, 81(3), 545–557. https://doi.org/10.1037/a0031774

Burham, K., & Anderson, D. (2002). Model selection and multivariate
inference: A practical information–theoretical approach. Springer.

dickey, L. M., & Loewy, M. I. (2010). Group work with transgender
clients. The Journal for Specialists in Group Work, 35(3), 236–245.
https://doi.org/10.1080/01933922.2010.492904

dickey, L. M., Reisner, S. L., & Juntunen, C. L. (2015). Non-suicidal self-
injury in a large online sample of transgender adults. Professional
Psychology: Research and Practice, 46(1), 3–11. https://doi.org/10
.1037/a0038803

Feinstein, B. A., Goldfried, M. R., & Davila, J. (2012). The relationship
between experiences of discrimination and mental health among les-
bians and gay men: An examination of internalized homonegativity and
rejection sensitivity as potential mechanisms. Journal of Consulting and
Clinical Psychology, 80(5), 917–927. https://doi.org/10.1037/a0029425

Foa, E. B., & Cahill, S. P. (2001). Psychological therapies: Emotional
processing. In N. J. Smelser & B. Baltes (Eds.), International encyclope-
dia of the social and behavioral sciences (pp. 12363–12369). Elsevier.
https://doi.org/10.1016/B0-08-043076-7/01338-3

Foa, E. B., & Kozak, M. J. (1985). Treatment of anxiety disorders:
Implications for psychopathology. In A. H. Tuma & J. D. Maser (Eds.),
Anxiety and the anxiety disorders (pp. 421–452). Erlbaum.

Fraser, L. (2009). Depth psychotherapy with transgender people. Sexual
and Relationship Therapy, 24(2), 126–142. https://doi.org/10.1080/
14681990903003878

Galupo, M. P., Henise, S. B., & Davis, K. S. (2014). Transgender microag-
gressions in the context of friendship: Patterns of experience across
friends’ sexual orientation and gender identity. Psychology of Sexual

Orientation and Gender Diversity, 1(4), 461–470. https://doi.org/10
.1037/sgd0000075

Gold, S. D., Dickstein, B. D., Marx, B. P., & Lexington, J. M. (2009). Psy-
chological outcomes among lesbian sexual assault survivors: An exami-
nation of internalized homophobia and experiential avoidance.
Psychology of Women Quarterly, 33(1), 54–66. https://doi.org/10.1111/j
.1471-6402.2008.01474.x

Gold, S. D., Feinstein, B. A., Skidmore, W. C., & Marx, B. P. (2011).
Childhood physical abuse, internalized homophobia, and experiential
avoidance among lesbians and gay men. Psychological Trauma: Theory,
Research, Practice, and Policy, 3(1), 50–60. https://doi.org/10.1037/
a0020487

Hanna, B., Desai, R., Parekh, T., Guirguis, E., Kumar, G., & Sachdeva, R.
(2019). Psychiatric disorders in the U.S. transgender population. Annals
of Epidemiology, 39, 1–7.e1. https://doi.org/10.1016/j.annepidem.2019
.09.009

Helms, J. E., Nicolas, G., & Green, C. E. (2010). Racism and ethnovio-
lence as trauma: Enhancing professional training. Traumatology, 16(4),
53–62. https://doi.org/10.1177/1534765610389595

Helms, J. E., Nicolas, G., & Green, C. E. (2012). Racism and ethnovio-
lence as trauma: Enhancing professional and research training. Trauma-
tology, 18(1), 65–74. https://doi.org/10.1177/1534765610396728

Hendricks, M. L., & Testa, R. J. (2012). A conceptual framework for clini-
cal work with transgender and gender nonconforming clients: An adap-
tation of the Minority Stress Model. Professional Psychology, Research
and Practice, 43(5), 460–467. https://doi.org/10.1037/a0029597

Herek, G. M., Gillis, J. R., & Cogan, J. C. (1999). Psychological sequelae
of hate-crime victimization among lesbian, gay, and bisexual adults.
Journal of Consulting and Clinical Psychology, 67(6), 945–951. https://
doi.org/10.1037/0022-006X.67.6.945

Herman, J. L. (1992). Complex PTSD: A syndrome in survivors of pro-
longed and repeated trauma. Journal of Traumatic Stress, 5(3),
377–391. https://doi.org/10.1002/jts.2490050305

Herman, J. L. (2015). Trauma and recovery: The aftermath of violence:
From domestic abuse to political terror. Basic Books.

Israel, T., Matsuno, E., Choi, A. Y., Goodman, J. A., Lin, Y. J., Kary,
K. G., & Merrill, C. R. (2020). Reducing internalized transnegativity:
Randomized controlled trial of an online intervention. Psychology of
Sexual Orientation and Gender Diversity. Advance Online Publication.
https://doi.org/10.1037/sgd0000447

James, S. E., Herman, J. L., Rankin, S., Keisling, M., Mottet, L., Anafi, M.
(2016). The report of the 2015 U.S. Transgender Survey. National Cen-
ter for Transgender Equality.

Johnson, K. C., LeBlanc, A. J., Deardorff, J., & Bockting, W. O. (2020).
Invalidation experiences among non-binary adolescents. Journal of
Sex Research, 57(2), 222–233. https://doi.org/10.1080/00224499.2019
.1608422

Kessler, R. C., Sonnega, A., Bromet, E., Hughes, M., & Nelson, C. B.
(1995). Posttraumatic stress disorder in the National Comorbidity Sur-
vey. Archives of General Psychiatry, 52(12), 1048–1060. https://doi.org/
10.1001/archpsyc.1995.03950240066012

Kilpatrick, D. G., Resnick, H. S., Milanak, M. E., Miller, M. W., Keyes,
K. M., & Friedman, M. J. (2013). National estimates of exposure to trau-
matic events and PTSD prevalence using DSM–IV and DSM-5 criteria.
Journal of Traumatic Stress, 26(5), 537–547. https://doi.org/10.1002/jts
.21848

Kilpatrick, D. G., Veronen, L. J., & Best, C. L. (1985). Factors predicting
psychological distress among rape victims. In C. R. Figley (Ed.),
Trauma and its wake (pp. 113–141). Taylor & Francis.

Kline, R. B. (2015). Principles and practice of structural equation model-
ing. Guilford Press.

Kubany, E. S., Haynes, S. N., Leisen, M. B., Owens, J. A., Kaplan, A. S.,
Watson, S. B., & Burns, K. (2000). Development and preliminary vali-
dation of a brief broad-spectrum measure of trauma exposure: The

10 BARR, SNYDER, ADELSON, AND BUDGE

T
hi
s
do
cu
m
en
ti
s
co
py
ri
gh
te
d
by

th
e
A
m
er
ic
an

Ps
yc
ho
lo
gi
ca
lA

ss
oc
ia
tio

n
or

on
e
of

its
al
lie
d
pu
bl
is
he
rs
.

T
hi
s
ar
tic
le
is
in
te
nd
ed

so
le
ly

fo
r
th
e
pe
rs
on
al
us
e
of

th
e
in
di
vi
du
al
us
er

an
d
is
no
tt
o
be

di
ss
em

in
at
ed

br
oa
dl
y.

https://doi.org/10.1037/cou0000127
https://doi.org/10.1002/jts.22059
https://doi.org/10.1177/0049124189017003004
https://doi.org/10.1371/journal.pone.0240295
https://doi.org/10.1371/journal.pone.0240295
https://doi.org/10.1037/11752-000
https://doi.org/10.1037/11752-000
https://doi.org/10.1177/0011000005276465
https://doi.org/10.1177/0011000005276465
https://doi.org/10.1300/J135v06n04_01
https://doi.org/10.1016/j.socscimed.2009.07.032
https://doi.org/10.1016/j.socscimed.2009.07.032
https://doi.org/10.1037/a0031774
https://doi.org/10.1080/01933922.2010.492904
https://doi.org/10.1037/a0038803
https://doi.org/10.1037/a0038803
https://doi.org/10.1037/a0029425
https://doi.org/10.1016/B0-08-043076-7/01338-3
https://doi.org/10.1080/14681990903003878
https://doi.org/10.1080/14681990903003878
https://doi.org/10.1037/sgd0000075
https://doi.org/10.1037/sgd0000075
https://doi.org/10.1111/j.1471-6402.2008.01474.x
https://doi.org/10.1111/j.1471-6402.2008.01474.x
https://doi.org/10.1037/a0020487
https://doi.org/10.1037/a0020487
https://doi.org/10.1016/j.annepidem.2019.09.009
https://doi.org/10.1016/j.annepidem.2019.09.009
https://doi.org/10.1177/1534765610389595
https://doi.org/10.1177/1534765610396728
https://doi.org/10.1037/a0029597
https://doi.org/10.1037/0022-006X.67.6.945
https://doi.org/10.1037/0022-006X.67.6.945
https://doi.org/10.1002/jts.2490050305
https://doi.org/10.1037/sgd0000447
https://doi.org/10.1080/00224499.2019.1608422
https://doi.org/10.1080/00224499.2019.1608422
https://doi.org/10.1001/archpsyc.1995.03950240066012
https://doi.org/10.1001/archpsyc.1995.03950240066012
https://doi.org/10.1002/jts.21848
https://doi.org/10.1002/jts.21848


Traumatic Life Events Questionnaire. Psychological Assessment, 12(2),
210–224. https://doi.org/10.1037/1040-3590.12.2.210

Lee, D. A., Scragg, P., & Turner, S. (2001). The role of shame and guilt in
traumatic events: A clinical model of shame-based and guilt-based
PTSD. The British Journal of Medical Psychology, 74(Pt 4), 451–466.
https://doi.org/10.1348/000711201161109

Leskela, J., Dieperink, M., & Thuras, P. (2002). Shame and posttraumatic
stress disorder. Journal of Traumatic Stress, 15(3), 223–226. https://doi
.org/10.1023/A:1015255311837

Lev, A. I. (2004). Transgender emergence: Therapeutic guidelines for
working with transgender people and their families. Haworth.

Liu, P., Wang, L., Cao, C., Wang, R., Zhang, J., Zhang, B., Wu, Q.,
Zhang, H., Zhao, Z., Fan, G., & Elhai, J. D. (2014). The underlying
dimensions of DSM-5 posttraumatic stress disorder symptoms in an epi-
demiological sample of Chinese earthquake survivors. Journal of Anxi-
ety Disorders, 28(4), 345–351. https://doi.org/10.1016/j.janxdis.2014.03
.008

Long, M. E., Elhai, J. D., Schweinle, A., Gray, M. J., Grubaugh, A. L., &
Frueh, B. C. (2008). Differences in posttraumatic stress disorder diag-
nostic rates and symptom severity between Criterion A1 and non-Crite-
rion A1 stressors. Journal of Anxiety Disorders, 22(7), 1255–1263.
https://doi.org/10.1016/j.janxdis.2008.01.006

Matsuno, E., & Israel, T. (2018). Psychological interventions promoting
resilience among transgender individuals: Transgender resilience inter-
vention model (TRIM). The Counseling Psychologist, 46(5), 632–655.
https://doi.org/10.1177/0011000018787261

McBee, C. (2013). Towards a more affirming perspective: Contemporary
psychodynamic practice with trans* and gender non-conforming indi-
viduals. Advocates' Forum, 12, 37–52.

McFarlane, A. C., & de Girolamo, G. (1996). The nature of traumatic
stressors and the epidemiology of posttraumatic reactions. In B. A. van
der Kolk, A. C. McFarlane, & L. Weisaeth (Eds.), Traumatic stress:
The effects of overwhelming experience on mind, body, and society
(pp. 129–154). Guilford Press.

McLemore, K. A. (2015). Experiences with misgendering: Identity mis-
classification of transgender spectrum individuals. Self and Identity,
14(1), 51–74. https://doi.org/10.1080/15298868.2014.950691

McLemore, K. A. (2018). A minority stress perspective on transgender
individuals’ experiences with misgendering. Stigma and Health, 3(1),
53–64. https://doi.org/10.1037/sah0000070

McQuillan, M. T., Kuhns, L. M., Miller, A. A., McDade, T., & Garofalo,
R. (2020). Gender minority stress, support, and inflammation in trans-
gender and gender-nonconforming youth. Transgender Health, 6(2),
91–100. https://doi.org/10.1089/trgh.2020.0019

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

Mizock, L., & Lundquist, C. (2016). Missteps in psychotherapy with trans-
gender clients: Promoting gender sensitivity in counseling and psycho-
logical practice. Psychology of Sexual Orientation and Gender
Diversity, 3(2), 148–155. https://doi.org/10.1037/sgd0000177

Mol, S. S., Arntz, A., Metsemakers, J. F., Dinant, G. J., Vilters-van
Montfort, P. A., & Knottnerus, J. A. (2005). Symptoms of post-trau-
matic stress disorder after non-traumatic events: Evidence from an open
population study. The British Journal of Psychiatry, 186(6), 494–499.
https://doi.org/10.1192/bjp.186.6.494

Moradi, B., & Grzanka, P. R. (2017). Using intersectionality responsibly:
Toward critical epistemology, structural analysis, and social justice ac-
tivism. Journal of Counseling Psychology, 64(5), 500–513. https://doi
.org/10.1037/cou0000203

Morris, E. R., Lindley, L., & Galupo, M. P. (2020). Better issues
to focus on”: Transgender Microaggressions as Ethical Violations

in Therapy. The Counseling Psychologist, 48(6), 883–915. https://doi
.org/10.1177/0011000020924391

Muthén, L. K., & Muthén, B. O. (2015).Mplus user’s guide (7th ed.).
National Center for PTSD. (2021). PTSD Checklist for DSM-5 (PCL-5).
Nuttbrock, L., Hwahng, S., Bockting, W., Rosenblum, A., Mason, M.,

Macri, M., & Becker, J. (2010). Psychiatric impact of gender-related
abuse across the life course of male-to-female transgender persons.
Journal of Sex Research, 47(1), 12–23. https://doi.org/10.1080/
00224490903062258

Parr, N. J., & Howe, B. G. (2019). Heterogeneity of transgender identity
non-affirmation microaggressions and their association with depression
symptoms and suicidality among transgender persons. Psychology of
Sexual Orientation and Gender Diversity, 6(4), 461–474. https://doi.org/
10.1037/sgd0000347

Preacher, K. J., & Hayes, A. F. (2008). Asymptotic and resampling strat-
egies for assessing and comparing indirect effects in multiple mediator
models. Behavior Research Methods, 40(3), 879–891. https://doi.org/10
.3758/BRM.40.3.879

Puckett, J. A., Barr, S. M., Wadsworth, L. P., & Thai, J. (2018). Considera-
tions for clinical work and research with transgender and gender diverse
individuals Behavior Therapist, 40(3), 879–891.

Pulice-Farrow, L., Brown, T. D., & Galupo, M. P. (2017). Transgender
microaggressions in the context of romantic relationships. Psychology of
Sexual Orientation and Gender Diversity, 4(3), 362–373. https://doi.org/
10.1037/sgd0000238

Raftery, A. E. (1995). Bayesian model selection in social research. Socio-
logical Methodology, 25, 111–163. https://doi.org/10.2307/271063

Reisner, S. L., Moore, C. S., Asquith, A., Pardee, D. J., & Mayer, K. H.
(2020). Gender non-affirmation from cisgender male partners: Develop-
ment and validation of a Brief Stigma Scale for HIV research with trans-
gender men who have sex with men (trans MSM) AIDS and Behavior,
24(1), 331–343. https://doi.org/10.1007/s10461-019-02749-5

Reisner, S. L., White Hughto, J. M., Gamarel, K. E., Keuroghlian, A. S.,
Mizock, L., & Pachankis, J. E. (2016). Discriminatory experiences asso-
ciated with posttraumatic stress disorder symptoms among transgender
adults. Journal of Counseling Psychology, 63(5), 509–519. https://doi
.org/10.1037/cou0000143

Richmond, K. A., Burnes, T., & Carroll, K. (2012). Lost in trans-lation:
Interpreting systems of trauma for transgender clients. Traumatology,
18(1), 45–57. https://doi.org/10.1177/1534765610396726

Richmond, K., Burnes, T. R., Singh, A. A., & Ferrara, M. (2017). Assess-
ment and treatment of trauma with TGNC clients: A feminist approach.
In A. Singh & L. M. dickey (Eds.), Affirmative Counseling and Psycho-
logical Practice with Transgender and Gender Nonconforming Clients
(pp. 191–212). American Psychological Association. https://doi.org/10
.1037/14957-010

Root, M. P. (1992). Reconstructing the impact of trauma on personality. In
L. S. Brown & M. Ballou (Eds.), Personality and psychopathology:
Feminist reappraisals (pp. 229–265). Guilford Press.

Scheim, A. I., Perez-Brumer, A. G., & Bauer, G. R. (2020). Gender-
concordant identity documents and mental health among transgender
adults in the USA: A cross-sectional study. The Lancet. Public Health,
5(4), e196–e203. https://doi.org/10.1016/S2468-2667(20)30032-3

Sevelius, J. M. (2013). Gender affirmation: A framework for con-
ceptualizing risk behavior among transgender women of color.
Sex Roles, 68(11–12), 675–689. https://doi.org/10.1007/s11199-012
-0216-5

Shipherd, J. C., Maguen, S., Skidmore, W. C., & Abramovitz, S. M.
(2011). Potentially traumatic events in a transgender sample: Frequency
and associated symptoms. Traumatology, 17(2), 56–67. https://doi.org/
10.1177/1534765610395614

Singh, A. A., & McKleroy, V. S. (2011). Just getting out of bed is a revolu-
tionary act”: The resilience of transgender people of color who have

BIAS, NON-AFFIRMATION, AND INTERNALIZED TRANSPHOBIA 11

T
hi
s
do
cu
m
en
ti
s
co
py
ri
gh
te
d
by

th
e
A
m
er
ic
an

Ps
yc
ho
lo
gi
ca
lA

ss
oc
ia
tio

n
or

on
e
of

its
al
lie
d
pu
bl
is
he
rs
.

T
hi
s
ar
tic
le
is
in
te
nd
ed

so
le
ly

fo
r
th
e
pe
rs
on
al
us
e
of

th
e
in
di
vi
du
al
us
er

an
d
is
no
tt
o
be

di
ss
em

in
at
ed

br
oa
dl
y.

https://doi.org/10.1037/1040-3590.12.2.210
https://doi.org/10.1348/000711201161109
https://doi.org/10.1023/A:1015255311837
https://doi.org/10.1023/A:1015255311837
https://doi.org/10.1016/j.janxdis.2014.03.008
https://doi.org/10.1016/j.janxdis.2014.03.008
https://doi.org/10.1016/j.janxdis.2008.01.006
https://doi.org/10.1177/0011000018787261
https://doi.org/10.1080/15298868.2014.950691
https://doi.org/10.1037/sah0000070
https://doi.org/10.1089/trgh.2020.0019
https://doi.org/10.1037/0033-2909.129.5.674
https://doi.org/10.1037/0033-2909.129.5.674
https://doi.org/10.1037/sgd0000177
https://doi.org/10.1192/bjp.186.6.494
https://doi.org/10.1037/cou0000203
https://doi.org/10.1037/cou0000203
https://doi.org/10.1177/0011000020924391
https://doi.org/10.1177/0011000020924391
https://doi.org/10.1080/00224490903062258
https://doi.org/10.1080/00224490903062258
https://doi.org/10.1037/sgd0000347
https://doi.org/10.1037/sgd0000347
https://doi.org/10.3758/BRM.40.3.879
https://doi.org/10.3758/BRM.40.3.879
https://doi.org/10.1037/sgd0000238
https://doi.org/10.1037/sgd0000238
https://doi.org/10.2307/271063
https://doi.org/10.1007/s10461-019-02749-5
https://doi.org/10.1037/cou0000143
https://doi.org/10.1037/cou0000143
https://doi.org/10.1177/1534765610396726
https://doi.org/10.1037/14957-010
https://doi.org/10.1037/14957-010
https://doi.org/10.1016/S2468-2667(20)30032-3
https://doi.org/10.1007/s11199-012-0216-5
https://doi.org/10.1007/s11199-012-0216-5
https://doi.org/10.1177/1534765610395614
https://doi.org/10.1177/1534765610395614


survived traumatic life events. Traumatology, 17(2), 34–44. https://doi
.org/10.1177/1534765610369261

Singh, A. A., Hays, D. G., & Watson, L. S. (2011). Strength in the face of
adversity: Resilience strategies of transgender individuals. Journal of
Counseling and Development, 89(1), 20–27. https://doi.org/10.1002/j
.1556-6678.2011.tb00057.x

Skinta, M. D. (2021). Contextual behavior therapy for sexual and gender
minority clients: A practical guide to treatment. Routledge.

Szymanski, D. M., & Balsam, K. F. (2011). Insidious trauma:
Examining the relationship between heterosexism and lesbians’ PTSD
symptoms. Traumatology, 17(2), 4–13. https://doi.org/10.1177/
1534765609358464

Tan, K. K. H., Treharne, G. J., Ellis, S. J., Schmidt, J. M., & Veale, J. F.
(2020). Gender minority stress: A critical review. Journal of Homo-
sexuality, 67(10), 1471–1489. https://doi.org/10.1080/00918369.2019
.1591789

Tebbe, E. A., & Moradi, B. (2016). Suicide risk in trans. populations: An
application of minority stress theory. Journal of Counseling Psychology,
63(5), 520–533. https://doi.org/10.1037/cou0000152

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

Testa, R. J., Sciacca, L. M., Wang, F., Hendricks, M. L., Goldblum, P.,
Bradford, J., & Bongar, B. (2012). Effects of violence on transgender
people. Professional Psychology, Research and Practice, 43(5),
452–459. https://doi.org/10.1037/a0029604

Valentine, S. E., & Shipherd, J. C. (2018). A systematic review of social
stress and mental health among transgender and gender non-conforming

people in the United States. Clinical Psychology Review, 66, 24–38.
https://doi.org/10.1016/j.cpr.2018.03.003

van der Kolk, B. A. (2007). The history of trauma in psychiatry. In M. J.
Friedman, T. M. Keane, & P. A. Resick (Eds.), Handbook of PTSD: Sci-
ence and practice (pp. 19–36). Guilford Press.

Van Hooff, M., McFarlane, A. C., Baur, J., Abraham, M., & Barnes, D. J.
(2009). The stressor Criterion-A1 and PTSD: A matter of opinion? Jour-
nal of Anxiety Disorders, 23(1), 77–86. https://doi.org/10.1016/j.janxdis
.2008.04.001

Weathers, F. W., Litz, B. T., Keane, T. M., Palmieri, P. A., Marx, B. P., &
Schnurr, P. P. (2013). The PTSD checklist for DSM-5 (PCL-5). Scale
available from the National Center for PTSD at www.ptsd.va.gov

Weisaeth, L. (2014). The history of psychic trauma. In M. J. Friedman,
T. M. Keane, & P. A. Resick (Eds.), Handbook of PTSD: Science and
practice (pp. 38–59). Guilford Press.

Williams, M. T., Malcoun, E., Sawyer, B. A., Davis, D. M., Bahojb Nouri,
L., & Bruce, S. L. (2014). Cultural adaptations of prolonged exposure
therapy for treatment and prevention of posttraumatic stress disorder in
African Americans. Behavioral Sciences, 4(2), 102–124. https://doi.org/
10.3390/bs4020102

Williams, M. T., Peña, A., & Mier-Chairez, J. (2017). Tools for Assessing
Racism-Related Stress and Trauma Among Latinos. In Toolkit for Coun-
seling Spanish-Speaking Clients (pp. 71–95). Cham: Springer. https://
doi.org/10.1007/978-3-319-64880-4_4

Received October 27, 2020
Revision received March 28, 2021

Accepted April 20, 2021 n

12 BARR, SNYDER, ADELSON, AND BUDGE

T
hi
s
do
cu
m
en
ti
s
co
py
ri
gh
te
d
by

th
e
A
m
er
ic
an

Ps
yc
ho
lo
gi
ca
lA

ss
oc
ia
tio

n
or

on
e
of

its
al
lie
d
pu
bl
is
he
rs
.

T
hi
s
ar
tic
le
is
in
te
nd
ed

so
le
ly

fo
r
th
e
pe
rs
on
al
us
e
of

th
e
in
di
vi
du
al
us
er

an
d
is
no
tt
o
be

di
ss
em

in
at
ed

br
oa
dl
y.

https://doi.org/10.1177/1534765610369261
https://doi.org/10.1177/1534765610369261
https://doi.org/10.1002/j.1556-6678.2011.tb00057.x
https://doi.org/10.1002/j.1556-6678.2011.tb00057.x
https://doi.org/10.1177/1534765609358464
https://doi.org/10.1177/1534765609358464
https://doi.org/10.1080/00918369.2019.1591789
https://doi.org/10.1080/00918369.2019.1591789
https://doi.org/10.1037/cou0000152
https://doi.org/10.1037/sgd0000081
https://doi.org/10.1037/a0029604
https://doi.org/10.1016/j.cpr.2018.03.003
https://doi.org/10.1016/j.janxdis.2008.04.001
https://doi.org/10.1016/j.janxdis.2008.04.001
http://www.ptsd.va.gov
https://doi.org/10.3390/bs4020102
https://doi.org/10.3390/bs4020102
https://doi.org/10.1007/978-3-319-64880-4_4
https://doi.org/10.1007/978-3-319-64880-4_4

	Posttraumatic Stress in the Trans Community: The Roles of Anti-Transgender Bias, Non-Affirmation, and Internalized Transphobia
	Method
	Data Collection and Sample Demographics
	Measures
	Bias-Related Discrimination, Rejection, and Victimization
	Non-affirmation of Gender Identity
	Potentially Traumatic Event Exposure
	Internalized Transphobia
	PTSD Symptoms

	Analytic Strategy
	Missing Data
	Model Specification
	Evaluating Indirect Relationships


	Results
	Descriptive Statistics and Frequencies
	Building the Measurement Model
	Building the Hybrid Model
	Model Estimation

	Discussion
	Difference Between Anti-transgender Bias and Non-affirmation
	High Rates of PTSD Symptoms and Trauma Exposure
	Potential Roles of Anti-transgender Bias Experiences and Non-affirmation in Posttraumatic Stress
	The Mediating Role of Internalized Transphobia
	Study Limitations and Future Research Directions
	Clinical Implications

	References


