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Abstract 

Background: Primary care nurse practitioners (NPs) in Ontario are central to care for 

transgender clients in Ontario regarding social and legal transition, medical transition and 

referrals for gender-affirming surgeries. Transgender people face discrimination in health care 

resulting in poorer health outcomes for this population. Health policy makers in Canada call for 

cultural safety as a client outcome without fully addressing how to achieve this goal. Cultural 

humility is a model that incorporates reflexivity by the practitioner of both their own actions with 

clients as well as on power and bias within the health care system. It offers a dynamic practice 

that is grounded in health equity that promotes culturally safe care environments.  

Objectives: The purpose of this study was to develop a baseline understanding of Ontario NPsô 

transgender health related attitudes and awareness from a cultural humility perspective.  

Methods: A predominantly post-positivist approach was used that incorporated an 

autoethnobiographical narrative to frame the study context. Research questions address 

associations between critical self-reflection, and transgender health related attitudes, knowledge,  

resource and policy awareness while controlling for confounding variables. Data was gathered 

using an exploratory, cross-sectional, online survey design. Interpretation included exploring 

alternative formats of the conceptual framework.  

Results: Participants in this study were strongly self-reflective and had moderate to highly 

positive attitudes towards transgender people.  Awareness of clinically relevant and currently 

available resources was low even among a sample that was biased towards having positive 

regard for transgender clients and having had experience with transgender clients.  Exploratory 

analysis of the confounding variables suggest that life experience influences oneôs reflexivity. 
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These results also highlight the sharp learning curve that exists for NPs with the initial clients 

they treat with a new issue or condition.  

Conclusion: The results of this study indicate the need for increased cultural humility and 

transgender health specific content in NP curricula, policy, research and practice. Future avenues 

of research include examining the relationships of self-reflection, rumination, and insight. The 

cultural humility model can also be modified to reflect new understandings of internal and 

external processes of clinical interactions.  
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Definitions 

Bisexual: ñAn individual whose sexual or romantic attractions and behaviours are directed to 

both sexesò (Institute of Medicine [IOM], 2011). 

Cis/cisgender: ñCisgender is used to explain the phenomena where a personôs gender identity is 

in line with or ñmatchesò the sex they were assigned at birth. Cis can also be used as a prefix to 

an assortment of words to refer to the alignment of gender identity and the assigned at birth sex 

status including; cisnormativity, cissexual, cisgender, cis male, and cis femaleò (Rainbow Health 

Ontario [RHO], 2018).   

Come out: ñA process of revealing more openly to self or others oneôs LGBTQ identityò (RHO, 

2018). 

Critical reflection:  A process of reflecting: analysing decision making, experience and process 

for weakness and for new perspectives, combined with the critique of questioning criteria, 

identifying power dynamics and challenging hegemonic assumptions.  (Brookfield, 2016) 

Cultural competence:  A compilation of attitudes, knowledge, and skills necessary for a person 

to interact effectively with individuals and groups of the same and different cultures (Clipsham, 

Hampson, Powell, Roedding, & Stewart, 2011). 

Cultural humility: ñA lifelong process of selfïreflection and critique that encompasses the 

recognition of power imbalances and the development of mutually beneficial partnerships 

between client and providerò (Foronda, Baptiste, Reinholdt, & Ousman, 2016). 

Cultural safety: Cultural safety is an outcome based on respectful engagement that recognizes 

and strives to address power imbalances inherent in the health care system. It results in an 

environment free of racism and discrimination, where people feel safe when receiving health 

care (First Nations Health Authority [FNHA] , 2017). 
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Discrimination : Differential and unjust treatment of a person because of their association with a 

particular group or social identity, such as identifying with a sexual or gender minority status 

(IOM, 2011). 

Gay: ñThis term refers to men or women whose physical, romantic, sexual, emotional, and/or 

spiritual attraction is reserved for persons of the same sex, although some women prefer lesbian. 

Sometimes used as an umbrella term for the LGBTQ community.ò (RHO, 2018). 

Gender identity: ñA personôs sense of being a man, a woman, both, neither, or anywhere along 

the spectrum of genderé Gender identity is fundamentally different from a personôs sexual 

orientationò (RHO, 2018). 

Gender dysphoria (DSM V): Discomfort or distress that is caused by a discrepancy between a 

personôs gender identity and that personôs sex assigned at birth (and the associated gender role 

and/or primary and secondary sex characteristics). Formerly Gender Identity Disorder. 

(American Psychiatric Association [APA], 2013a, 2013b; RHO, 2016) 

Gender affirming surgery (GAS): Previously known as sex reassignment surgery (SRS). Series 

of procedures to alter natal chest (known as top surgery) and/or genital (bottom surgery) anatomy 

(Bournes, 2015). 

Harassment: ñComments or actions that are unwelcome, embarrassing, humiliating, offensive 

or demeaning. Examples: unwanted attention, name calling, jokes, threats, or touchingò (RHO, 

2018). 

Heteronormative ñAssumption that all people are heterosexual, and this orientation is the norm.  

A type of systemic prejudice that may go unrecognised by individuals or organizations 

responsibleò (RHO, 2018) 
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Heterosexism: Belief that heterosexual orientation is more real, valid, or preferable than queer 

orientations, can be less overt and unrecognised by person/institution responsible (RHO, 2018).   

Intersectional/Intersectionality: The overlap of two or more social or cultural identities within 

an individual or group of people leading to experiences of distinct, compounded, and complex 

forms of discrimination and barriers to care (IOM, 2011; RHO, 2018). 

Intersex: A person born with reproductive systems, hormones, and/or chromosomes that cannot 

be easily classified as male or female (RHO, 2018).  

Lesbian: Female same sex attraction and behaviours (IOM, 2011) 

LGBT(QI2S)  acronym for lesbian, gay, bisexual & transgender (often included are queer or 

questioning, intersex, two-spirit) (RHO, 2018) 

Minority Stress: The theory that minority groups, including sexual and gender diverse people, 

experience increased levels of stress due to the stigmatization and discrimination of their 

identities. Minority stress can lead to negative coping strategies and poor health (Meyer, 2003). 

Race: Culturally or socially constructed divisions of humankind, based on distinct characteristics 

that can be based on: physicality, culture, history, beliefs and practices, language, origin, etc. 

(RHO, 2018).  

Racism: Structural inequities based on socially constructed categories of race and discrimination 

directed towards persons or communities of a particular race; racism is based on the assumption 

that oneôs own race is superior to others (Marcellin, Scheim, Bauer, & Redman, 2013) 

Queer: Formerly derogatory slang term used in place of LGBTQQI2 acronym that has been 

reclaimed by some as a positive group identifier (RHO, 2018) 

Questioning: ñA period where a person explores their own sexual and/or gender identity, 

reflecting on such things as upbringing, expectations from others, and inner landscape. The 
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person may not be certain if they are gay, lesbian, bisexual, or transgender and may be trying to 

figure out how to identify themselvesò. (RHO, 2018).  

Sexual identity: An individualôs expression of their sexual attraction, interest, or behaviours 

which can be fluid and evolving over time and which may or may not align with oneôs sexual 

orientation (Nagoshi, Nagoshi, & Brzuzy, 2014). 

Sexual orientation: The direction of a personôs sexual attraction, interest, or behaviours 

(Institute of Medicine, 2011; RHO, 2014). The term can also describe oneôs identity in a social 

group (IOM, 2011). Includes lesbian, gay, bisexual, pansexual and asexual among others. 

Stereotype: ñOverly simplistic, or unfounded assumptions or judgments about a group of people 

that disregard individual differences among group members and emphasize negative 

preconceptions that characterize all members of a group as being the sameò (RHO, 2018). 

Stigma: Severe social disapproval or discontentment with a person or group on the grounds of 

their circumstance, usually based on differences from social or cultural norms (RHO, 2018) 

Trans/Tr ansgender: An umbrella term encompassing a diverse range of gender identities and 

expressions of gender that do not conform to the male/female gender binary that is stereotypical 

of society (RHO, 2014); separate from sexual orientation (Alegria, 2011; Bournes, 2015). 

Transfeminine/Trans Woman/MTF:  A person whose sex assigned at birth was male and 

identifies as female (RHO, 2018). 

Transition  Refers to a host of activities that some transgender people may pursue to affirm their 

gender identity. This may include changes to their name, sex designation, dress, the use of 

specific pronouns, and possibly medically supportive treatments such as hormone therapy, sex-

reassignment surgery or other procedures. There is no checklist or average time for a transition 
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process, and no universal goal or endpoint. Each person will decide what meets their needs 

(RHO, 2018) 

Transmasculine/Trans Man/FTM: A person whose sex assigned at birth was female and 

identifies as male (RHO, 2018). 

Transsexual: describes persons who undergo medical transition and social transition to align the 

gender they live with and present as, to their internal gender identity (World Professional 

Association for Transgender Health [WPATH], 2011). 

Two-Spirit:  ñA term used by Indigenous People to describe from a cultural perspective people 

who are gay, lesbian, bisexual, transgender, or intersex. It is used to capture a concept that exists 

in many different Indigenous cultures and languages. For some, the term two-spirit describes a 

societal and spiritual role that certain people played within traditional societies; they were often 

mediators, keepers of certain ceremonies; they transcended accepted roles of men and women 

and filled a role as an established middle genderò (RHO, 2018). 
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Chapter 1 

Introduction  

Narrative context 

 In 2012, I was 37 and I was in that sticky zone at the tail end of young adulthood 

wondering if I was on the right path to meeting my goals. What were those anyway? As always 

there were lots of options: travel, switch to nursing in the Intensive Care Unit (ICU) or 

Emergency, teaching more, going to graduate school. One main goal I felt quite certain about 

was parenting. I had always loved kids, my partner, Leah, loved kids ï weôd make great moms. I 

was older, more passionate about the whole notion, and at a better place in my work life to ñgo 

firstò and get pregnant. Appointments with various physicians were held starting with our 

primary care physician, Dr. C and then with Dr. F the fertility specialist.  

 Going to see healthcare folks had always been challenging. When I was a child, my 

mother always made it clear that one was being assessed at the MDôs office as soon as you 

walked through the door.  It didnôt matter how sick you were, baths were had, clean clothes were 

put on, sitting up and croaking out answers were required. One particular nurse I saw in my early 

20s reinforced that idea of health care judgement with steel girders. I was newly out as a lesbian 

and getting ready for nursing school. During her assessment she needed to determine if I was 

pregnant.  Having not asked any sexual health questions prior she asked,  

Is there any chance you could be pregnant?  

No. I said. 

Are you sexually active?  

I replied, Yes. 
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Well, then how do you know youôre not pregnant? She asked with a Touché! flourish as if I 

didnôt know how reproduction worked.  

I had to decide if I was going to pick up this gauntlet sheôd thrown down.  I was so newly 

out I was only just becoming aware that outing oneself was not some one-time momentous event 

that hopefully goes well or from which you recover and move on.  It is continual in daily life in 

minor and subtle ways that get you a knowing nod, a sidelong glance, or a series of invasive-to 

rude questions from careful listeners who picked up on that one dropped thread, the dead 

giveaway of she or partner in a sentence. My defense was to wear my newly accepted identity 

outwardly. Did she not see my overcompensatingly butchy hair and clothes? My swagger? Did I 

really have to hold my own by declaring what I thought and hoped I was making obvious? 

I quickly agonized over her question, sat up straight, put on an air of truly false bravado 

and accepted her challenge.  

Iôm not pregnant because Iôm a lesbian. I retorted, turning every shade of red ending with a fire 

that made my eyes water. Did I give a cocky Gotcha! smirk to parry her condescension? 

Possibly, but I doubt it.  But I held her gaze and forced myself to not admit to being ashamed.  

She harrumphed and defensively provided a lightning riposte,  

Well, lesbians get pregnant too you know! 

My eyes dropped to my lap and, confused--What does that have to do with how I know Iôm not 

pregnant?  --I conceded defeat in that moment.  

True, but thatôs how I know.  

I see. She said; she didnôt really. 

That interaction stuck with me, the wound a lasting discomfort. Why had the conversation been a 

duel? 



 

3 

 

 In the last few years Iôve been teaching diploma and degree nursing students at my local 

college. My favourite subjects to teach are the mental health and the family crisis scenarios with 

live actors simulating real patients in complex situations. The challenge for students is in asking 

very difficult questions about very personal topics. The A-ha! moment for students is recognizing 

that while for them asking the question is tough, for the patient, answering is infinitely harder.  

 That was the crux of that formative conversation with the nurse way back in my 20ôs.  

She left me to both ask the hard question of myself, 

Are you sexually active with anyone with whom you could become pregnant? 

and to provide the much harder answer by having to come out. In a notable lack of 

professionalism that took me years to realize she also got defensive about an irrelevant question 

no one asked,  

How do you know all lesbians arenôt pregnant? 

I didnôt, and I donôt. It isnôt relevant to a conversation about how I know Iôm not pregnant.   

So, at age 37, I was excited about the prospect of parenting but shocked to discover that a 

hollow pit of uncertainty about being pregnant was forming in my belly. It sat in that place where 

that nurseôs wound sat, and where all the similar miniscule and not so miniscule wounds sat. My 

prescription for this belly ache was to read. It was common, I learned, for women to be uncertain 

and of the discomfort of being pregnant and ambivalent about going through labour. But that 

wasnôt what so unsettled me. I realized I was unsettled by having to relive a wave of 

feminization ï hips spreading, breasts growing, muscles softening ï the likes of which I hadnôt 

endured since puberty.  

So, what? I thought. Why was this suddenly a thing? 
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Iôd grown up watching this happen to other womenôs bodies. I loved their bodies for it, 

the confident grounded gait, the loving way they moved their hands and arms over their 

protuberant bellies, the softness that came over their skin. Why was it so in-my-guts not to be 

able to face this myself?  

 A sinking dread slowly came over me,  

Maybe Iôm transé  

It was not a new thought. I had had to face similar thoughts in my own coming out as 

lesbian, and a butchier one at that: my identification of my gender expression through my life as 

being more masculine. From my memory as a 4-year-old standing in line by the Woodwardôs 

Santaôs Castle, my little 45 rpm record and storybook of The Lisping Elf, ironically a story about 

accepting and celebrating difference, thinking  

I must remember to ask Santa for a doll so that he thinks Iôm normal, 

through a childhood of tomboyishness and fights over dresses and hair lengths and why girls 

canôt have Spiderman Underoos Ê.  

The lesbian world, even in the 90ôs when I was grappling with coming out, had butch role 

models. Soft ones like Ellen DeGeneres who was all over the news, and lesser known but 

infinitely butchier and more insightful ones like Ivan E. Coyote who wrote a column for the 

Canadian national LGBTQ paper, Xtra. And so, I landed on butch. Guyish clothes, hair, 

demeanor with as much womanish flavour as I felt on any particular day. I had this gender thing 

figured out, and for 15 years I rolled with it. 

 But now this niggling resistance to pregnancy was deeper and not so superficial. I went to 

Dr. C, my family physician, presenting now with a months old case of not-at-all-insignificant 

depression fed by the gender problem and a work environment that was becoming toxic. She 
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took my history, knew of the work issues, but interpreted my stilted description of my identity 

crisis for which I did not have words as a fear of being a good mother.  She prepared to refer me 

to a psychologist.  In looking for the right one she asked 

This isnôt a gender or sexuality problem is it? 

In my shame and malaise and despair and with an air of  

What difference would it make anyway? I responded 

No. 

A lot of emotional heavy lifting followed in working with a psychologist. Parenting 

prospects, work stress, and relationships evaluated and re-assessed. What were my goals and 

why? Was parenting the next logical step for me or the expected step with the fertility age-out 

deadline looming? Eventually I swam myself out of the depression rip current and came up for 

air with a new career direction and a re-focus on establishing stronger social relationships. 

Parenting was not, I had determined, what I needed.   

But the lid on the identity box had been lifted and there was no putting that information 

back in.  What was I to do with that? 

I used my classic defense mechanism and read everything I could get my hands on to try 

to understand:  

Sexual orientation and gender identity are separate I learned. 

Well, I intuitively understand that. 

Gender expression and gender identity are different I learned. 

Oh, I thought Iôd had that figured out, I guess not. 

My experience fit the definition of gender dysphoria I learned.  

Oh shit, maybe I am trans. 
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I wasnôt ready for another round of dramatic coming-outs followed by a lifetime of smaller ones. 

How will I deal with this? I thought.  

Iôll read more.  

I didnôt know what to do with what Iôd read.  

I applied to graduate school.  

Declaration of Paradigm 

I have adopted a predominantly post-positivist approach in the use of an exploratory 

design that involves hypothesis generation, variable measurement, and statistical analysis 

(Creswell 2014).  Within post positivism, critical realism allows for the acknowledgement of 

fallibility of observation and measurement, as well as the bias created by my experiences as I do 

this work. My perceptions about nursing education, practice, and the treatment of queer and 

transgender people have been shaped by my own experiences. The lens I peer through is as a 

lesbian, married, polyamorous, academically oriented, upper middle class, genderqueer female, 

educator and life-long learner.  The foundational principles for my nursing research and practice 

are integrity, humility, and advocacy.  

To address my worldview, personal experiences, and resulting inherent biases I use an 

autoethographical approach to framing the study context as an introduction to the overall study. 

This narrative piece is written in the tradition of the impressionist tale (Van Maanen, 2011), a 

first person, figurative account of experiences presented in a dramatic, compelling, and 

persuasive manner (Creswell, 2014; Van Mannen, 2011) that illuminates how I have come to 

understand the subject of interest. The rhetorical structure of the overall thesis generally follows 

Wolcottôs components of qualitative inquiry (Creswell, 1998) but in a context of a quantitative 

approach:  
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1. I describe key events in the autoethnographical narrative to illustrate the object of 

inquiry: the care of transgender people in primary care. This is supported by the 

background, literature review, and conceptual framework description in Chapters 1 

and 2. 

2. I collect and analyze data from in the post positivist tradition asking nurse 

practitioners about their attitudes, knowledge, awareness, and experience of caring for 

transgender clients in primary care in Chapter 3.  

3. I interpret the findings from a post-positivist point of view in chapters 3 and 4. I also 

return to the conceptual framework and explore alternative formats for interpretation 

of the variables within the theory in Chapter 5.  

Background and Rationale 

I expected graduate school to help me develop ways to explore ideas around the 

relationship of the body and the self, gender issues, and skills to help patients on these issues in 

clinical contexts.  Graduate school provided methods for deeper analysis of concepts and issues 

in clinical, policy, and research contexts. My research interests throughout my  program were 

varied: primary care practice, advanced nursing practice, bodily integrity, interaction of bodily 

integrity and concepts of the self, healthcare bias against vulnerable populations. Ultimately, I 

drew from several of these themes and chose this project to better understand transgender care 

within the healthcare system, specifically by nurse practitioners in primary care in Ontario. 

Primary care practitioners (PCPs), both nurse practitioners (NPs) and family physicians 

(MDs), in Ontario are central to care for transgender clients in their practice (Ministry of Health 

and Long-Term Care [MOHLTC], 2016).  Transgender clients may initially present to their 

PCPs in search of counselling regarding gender dysphoria, of hormone altering drugs for medical 
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transition and for referrals for the non-cosmetic, gender-affirming surgeries (WPATH, 2012). 

For transgender clients, the ñmajority of health care needs can be delivered by the primary care 

practitionerò (Wylie, Knudson, Khan, Bonierbale, Watanyusakul, & Baral, 2016, p. 1).  Medical 

and surgical interventions can be considered potentially li fesaving procedures (Bauer, Scheim, 

Pyne, Travers & Hammond, 2015).  The TransPULSE survey in Ontario (N=433) found that 

over a one-year period, 36% of transgender Ontarians surveyed had experienced suicidal ideation 

and 10% had attempted suicide.  Further, the most vulnerable period of transition was for those 

people who were planning transition but had not yet begun (Scanlon, Travers, Coleman, Bauer, 

& Boyce, 2010). Thus, a transgender personôs initial contact with their PCP comes at a 

vulnerable time. For transgender people over the age of 16, suicide was considered by 77% over 

the course of their life (Scanlon et al. 2010) compared to 11% of the general population 

(Weisman et al., 1999).  Forty-three percent of transgender people reported having previously 

attempted suicide (Scanlon, et al., 2010) compared to nearly 4% of the general population 

(Weissman et al., 1999). Transgender people have also been found to report less social support, 

greater depression, anxiety, stress and physical health problems than cisgender LGB people 

(Dargie, Blair, Pukall, & Coyle, 2014).  

This study was conducted at a time of great change to NP scope of practice regarding 

transgender client care. NP scope of practice includes prescription of all the hormones necessary 

for the medical aspects of gender transition including testosterone, a controlled substance 

(MOHLTC, 2017). Up to 2016, referral for gender affirming surgery in Ontario was centralized 

to the Centre for Addiction and Mental Health (CAMH) in Toronto (RHO, n.d.).  Referral 

through mental health services had been necessary due to the classification of gender dysphoria 

(previously gender identity disorder) in the Diagnostic and Statistics Manual (DSM V) (APA, 
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2013a).  In their fact sheet ñGender Dysphoriaò the APA clearly acknowledges that DSM 

diagnoses affect clientsô self-image and potentially the opinions of those around them by creating 

stigma (2013b).  This fact sheet also clearly states that ñgender nonconformity is not in itself a 

mental disorderò (p. 1).  However, they also recognise the necessity of including gender 

dysphoria to ñfacilitate clinical care and access to insurance coverageò (p. 1). In March 2016, the 

MOHLTC altered the fee and referral structure for transgender related surgery to increase access 

(MOHLTC, 2016).  Referrals can now be done by PCPs who have received appropriate training 

available through Rainbow Health Ontarioôs Trans Health Connection (MOHLTC, n.d.; RHO, 

2014).  This policy change will bring an increased number of transgender people to their PCPs 

instead of referral to CAMH and thus increase access and reduce wait times for surgeries.   

Overview of Thesis Organization  

In Chapter 2, I review the current literature and provides relevant background on the 

difficulties of estimating transgender identity in the population, a review of research on the 

transgender population generally and pertaining to health care specifically, diversity education in 

professional health programs and in NP programs, and dominant discourses in health policy. The 

conceptual framework, cultural humility, is elaborated and compared to similar concepts of 

cultural safety and cultural concepts.  Chapter 3 is a manuscript laid out in APA (6th edition) 

formatting for submission to the Journal of Professional Nursing as per their information for 

authors. The research design is explained including study purpose and research questions, 

justification of methods, research design and sample selection, a description of survey 

instruments used, a summary of statistical analyses and results, a discussion.  Chapter 4 is a 

further analysis of the covariate subgroups and. The thesis concludes with Chapter 5, a review of 

the main findings a general discussion of implications, and avenues for further research.   
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Chapter 2 

Review of Literature and Conceptual Framework 

Organization of Chapter 

In this section I review existing literature about transgender care in primary care settings. 

Specifically, I discuss the search strategy, the difficulty in estimating the  transgender population 

in research, current large-scale research data sets pertaining to the transgender population in 

Canada and the United States, experiences of transgender people in health care environments 

including barriers to health and stigma, the state of diversity education in health programs 

generally and in NP programs specifically, and the dominant discourses in diversity inclusion in 

policy.  I conclude the chapter with a discussion of the conceptual framework used in my 

research.  

Search Strategy. The databases CINAHL, ProQuest, Psych Info, Google Scholar, and 

PubMed were searched up to July 2017 using the terms and subject headings such as ñcultural 

humilityò, ñnurse practitionerò, ñtransgenderò, ñprimary careò and combinations thereof.  

Reference lists of articles were hand searched for books, articles, and other relevant literature 

which was found via Google Scholar. This approach yielded 157 journal articles primarily from 

nursing (n = 40); the social sciences including ethnicity studies, anthropology, psychology, 

sociology, and LGBT, sex and sexuality studies (n = 38); medicine (n = 33); public health (n = 

14), health sciences (n = 12); gender studies and transgender specific journals (n = 8), 

occupational therapy and community health (n = 7), social work (n = 5), and midwifery (n = 1). 

Searches for reports, policy documents and other grey literature were done using Google and 

Google Scholar and by searching sites like the Ministry of Health and Long-Term Care of 

Ontario, College of Nurses of Ontario, and Rainbow Health Ontario. Following analysis of the 
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results a further search of the same databases and using the same terms was undertaken for the 

dates 2017 to June 2018. This yielded a further 18 journal articles.  

Frequent use of the ñLGBTò acronym hindered searching as much of the research 

retrieved only discussed gay men and lesbians.  Generally, research on sexual and gender 

minorities tends to focus on gay men, less so on lesbians, and rarely on bisexual or transgender 

members of the community (Bauer, Hammond, Travers Kaay, Hohenadel, & Boyce, 2009; 

Dorsen, 2012; Reisner et al., 2016). In fact, Dorsenôs (2012) systematic review of studies 

examining nursesô attitudes towards LGBT people found that none of the 17 studies reviewed 

discussed bisexual or transgender persons, and only included lesbians when the survey 

instrument distinguished between lesbians and gay men. The lack of research compounds trans-

invisibility because a transgender person may also identify as any of the sexual orientation 

minorities (Bauer et al., 2009; Winter, et al., 2016).  There is greater heterogeneity regarding 

sexual and gender identity within the transgender community than is assumed (Baker, 2014, 

Merryfeather & Bruce, 2014; Scheim & Bauer, 2015). Conflation of sexual and gender minority 

groups means that materials for both the transgender community and health education resources 

for practitioners are biased towards a cis-normative, binary gender system (Bauer et al., 2009; 

Merryfeather & Bruce, 2014). 

Issues in Estimating the Population of Transgender People 

Based on the few large-scale population surveys that do exist, there is an overall global 

trend of increasing incidence of transgender identity. As awareness grows, definitions change, 

societal and institutional stigma is reduced, and care becomes more readily accessible (Bauer & 

Scheim, 2015; Flores, Herman, Gates & Brown, 2016; Gates, 2011; Rudacille, 2006; WPATH, 

2012). The estimate of the prevalence of transgender people in the United States doubled in five 
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years from 0.3% (Gates, 2011) to 0.6% (Flores et al. 2016).  International research provides 

global population estimates of the prevalence of transgender identity ranging from 0.5% to 1.3% 

(Winter et al., 2016).  The prevalence of those with transgender identity are likely 

underestimated due to several factors: the exclusion of questions that would identify transgender 

respondents (Conron, Scott, Stowell, & Landers, 2012), difficulty in defining the transgender 

population, type of survey method (anonymous versus face-to-face), and lack of population-

based surveys (Gates, 2011).   

There is huge diversity within the transgender and gender non-conforming community 

(Baker, 2014; Dargie, et al., 2014; Merryfeather & Bruce, 2014; Scheim & Bauer, 2015). 

However, current researchers sample from only that subset of the population who have sought 

medical treatment in the form of counselling, hormones, or surgery or who are integrated in a 

transgender or intersex gender non-conforming community (Reisner et al., 2016). This research, 

though vital in addressing needs of a segment of the community (The GenIUSS Group, 2014), 

does not capture the true diversity of the population (Reisner et al., 2016). Population level data 

does not exist to measure the numbers or the health of transgender people either in Canada or 

around the world. The few large studies that do exist (Bauer & Scheim, 2015; Grant, Mottet, 

Tanis, Harrison, Herman, & Keisling, 2011) used convenience samples and most countries 

worldwide do not measure gender identity on their population level censuses (Reisner et al., 

2016; Winter et al., 2016).   

The underestimation of the prevalence of the transgender population creates further 

systemic discrimination. The funding models based on extrapolation from population estimates 

affect immediate health and social outcomes for individuals.  Bauer et al. (2009) demonstrated 

this in their qualitative research describing ñone publicly funded community health centre in 
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Toronto mandated to provide primary health care to lesbian, gay, bisexual and 

transgendercommunities currently has [rostered] more transgender clients than should exist in 

the entire province, given [research] estimatesò (p. 354).  The clinicôs funding model was based 

on the very low incidence estimates in the population resulting in severe underfunding.  

Experiences of Transgender People in Health Care Environments 

Various studies have examined experiences of transgender people in the health care 

system. Two large datasets exist: one from the United States, the National Transgender 

Discrimination survey ([NTDS] Grant et al., 2011), and one from Ontario, Canada, the 

TransPULSE survey (Bauer & Schiem, 2015).  

  The NTDS (N=6450) was a 70-question online survey conducted in 2008 which found a 

cross section of respondents through convenience sampling and snowball sampling.  Participants 

were found through transgender serving community organizations or online community forums 

and specific targeting of hard to reach populations like rural, low income and gender-

nonconforming people.  The survey explored various facets including education, employment, 

health, family life, housing and homelessness, public accommodations, identity documents, and 

police and incarceration. The final sample is reflective of the general U.S. population. Key 

findings of the health care section of the report from the NTS data (Grant et al., 2011) include 

28% of transgender people surveyed postponed accessing medical care due to discrimination; in 

seeking medical care, 28% of respondents had been verbally harassed, physically assaulted (2%) 

or refused care (19%); and most problematic, the study found that those who had fully or 

partially disclosed their transgender status to medical professionals had increased experiences of 

discrimination in health care settings.   
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The TransPULSE survey in Ontario surveyed 433 transgender people in 2009-2010 about 

many aspects of their lives.  The survey was designed to examine the social determinants of 

health and covered many aspects of health, work, support systems, and resource access. 

Participants were found using respondent driven sampling with community leaders and 

participants from the initial focus groups providing community contacts. Results of various 

research questions using portions of the survey sample have been published in 14 peer-reviewed 

journal articles, 5 reports, and 8 briefs (Bauer & Schiem, 2015).  

Bauer, Scheim, Deutsch, and Massarella (2014) found that negative experiences in the 

emergency department related to transgender status were reported by 52% of the TransPULSE 

survey participants responding to this section (n=408).  These experiences included ñhurtful or 

insulting language or being told the provider did not know enough to provide careò (p. 717).  

Bauer, Zong, Scheim, Hammond, and Thindôs (2015) analysis of the 433 TransPULSE 

participants responding to questions about primary care found that 37% of transmasculine clients 

surveyed and 38% of transfeminine clients had had at least one negative, transgender-related 

experience with their family doctor. Respondents were only asked if they had a family doctor, 

not if they had an NP (TransPULSE, 2009).  

Transgender people face discrimination in health care generally and in the primary care 

setting specifically (Alegria, 2011; Bauer et al.; 2009; Davidson, 2015; Dorsen, 2012; Heyes & 

Thachuk, 2013; Hughto, Reisner, & Pachankis, 2015; Levesque, 2013; Poteat, German, & 

Kerrigan, 2013; Roniak & Selix, 2015; Shires & Jaffee, 2015; Snelgrove, Jasudavisius, Rowe, 

Head & Bauer, 2012).  Discrimination manifests in two ways: systemic and individual (Poteat et 

al., 2013) which work in tandem to create bias. The heteronormative and cis-normative biases of 

the health care system mean that:  
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a) transgender people are not identified by the binary gender systems in place (e.g.: 

forms, surveys, assessment protocols that assume cis-gender) (Bauer, 2009);  

b) They do not feel safe to disclose their LGBTQ identity, that is, to ñcome outò, to their 

providers (Baker & Beagan, 2014; Bockting, Miner, Swinburne Romine, Hamilton, & Coleman, 

2015);  

c) PCPs are unlikely to initiate conversations about gender (Baker and Beagan, 2014; 

Beagan, Fredricks, & Goldberg, 2012; Kitts, 2010), and,  

d) As a result, individualsô transgender-specific health care needs are not met.  

Barriers to Health. Barriers faced by transgender people result in poorer health 

outcomes for this population (Alegria, 2011; Bauer et al., 2009; Davidson, 2015; Dorsen, 2012; 

Heyes & Thachuk, 2015; IOM, 2011; Roberts & Fantz, 2014). Minority stress, the pervasive 

daily stigmatization experienced by sexual and gender minorities, has a cumulative effect 

resulting in poorer health and wellbeing (Bockting, et al., 2013; Meyer, 2003; Poteat et al., 

2013). Examples of routine stigmatization include having to produce incongruent personal 

documentation, prejudice, shaming, leading to poorer housing, increased likelihood of poverty, 

and workplace discrimination (Winter et al., 2016). Negative personal health outcomes are many 

and include: a higher likelihood of being victims of violence, especially for individuals who are 

visibly non-gender conforming; higher rates of suicidality; and a higher prevalence of Human 

Immunodeficiency Virus and Acquired Immunodeficiency Syndrome (HIV/AIDS) (Bauer et al., 

2015; IOM, 2011; Winter et al., 2016).  However, in a systematic review of lesbian, gay, 

bisexual, and transgender (LGBT) quantitative research in nursing from the years 2000-2010, 

Johnson, Smyer, and Yucha (2012) found that the research was skewed heavily towards 

HIV/AIDS which comprised over 58% of the total research conducted to the exclusion of other 
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important health needs. Regarding mental health, experiences of transgender people indicate that 

health professionals may misrepresent their mental health concerns. Either their mental health 

issues are viewed as being caused by being transgender, or the opposite, that their transgender 

status is not considered as real, only a manifestation of their mental health status (Bauer, et al., 

2009).  

Stigma. Stigma is a significant barrier to access to health care for transgender people 

(White Hughto, Reisner, & Pachankis, 2015).  Poteat et al. (2013) derived a grounded theory 

model (Appendix A) based in the minority stress perspective by which sexual and gender 

minorities experience unique, chronic, and socially based stressors (Institute of Medicine, 2011; 

Meyer, 2003), leading to negative health outcomes (Lombardi, 2007). Their model depicts how 

lack of acceptance is underpinned by uncertainty in the interaction between transgender clients 

and their healthcare providers. The elements of Poteat et al.ôs (2013) model interact in the 

following ways: Structural stigma in health care education leads to uncertainty in care between 

transgender clients and medical providers. Uncertainty and lack of knowledge on the part of the 

care provider both disrupt the normal balance of power in the typical interaction between patient 

and provider. Medical providers are uncertain because they are asked to treat a person from a 

minority they have little knowledge about and who is now in the position of educating the 

provider on appropriate care.  Interpersonal stigma/lack of acceptance of transgender clients is a 

means to re-establish the normal power dynamic. Increasing knowledge and/or increasing 

acceptance of transgender clients by the medical provider maintains a healthy power 

relationship. 
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Knowledge, Attitudes and Beliefs of Nurse Practitioners.  

There are very few published papers exist examining the knowledge, attitudes, and 

beliefs of NPs regarding transgender care. Paradiso and Lally (2018) conducted semi-structured 

interviews with 11 NPs that revealed generally caring attitudes and beliefs that supported quality 

care that are undermined by the uncertainty caused by the lack of formal knowledge and access 

to necessary resources to inform that care.  Studies by Levesque (2013) and Tidwell (2017) 

attempt to quantitatively measure NP knowledge and attitudes in the context of transgender 

clients. These two studies were confined to restricted regions of the U.S. and had low response 

rates. The results of these studies support Paradiso and Lallyôs (2018) findings with acceptance 

towards transgender people by NPs but low self-efficacy (Levesque, 2013). Poor attitudes, 

knowledge and beliefs led to a barrier in NP care for transgender people (Tidwell, 2017).  

Diversity Education 

There is little, if any, education on sexual orientation and/or gender minority populations 

in the post-secondary health education programs in much of North America (Heyes & Thachuk, 

2015; Shukla, Dundas, Asp, Satzman, & Duggan, 2015; Walsh & Hendrickson, 2015) and 

globally (Wylie et al., 2016). Lim, Johnson, and Eliason (2015) surveyed nursing faculty in the 

U.S. (n=1231) who reported a mean of 2.21 hours in their baccalaureate nursing programs 

devoted to LGBT issues with 17% reporting no content at all. The lack of education, along with 

poor attitudes and no experience of transgender care, is in part responsible for the findings in 

surveys of transgender people being refused care if the provider was not knowledgeable enough 

in transgender care (Bauer et al., 2009).  This results in 54% of TransPULSE respondents 

reporting that they must provide their clinicians with education about transgender issues and care 
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(Bauer et al., 2014) and 50% of respondents of the NTDS reporting having to teach their 

provider about transgender health care (Grant et al., 2011).   

In the nursing literature, much of the focus for transgender care is on undergraduate 

nursing programs (Carabez, Pellegrini, Mankovitz, Eliason, & Dariotis, 2015; Kellet & Fitton, 

2016; Lim, Johnson, & Eliason, 2015; McDowell & Bower, 2016; McNiel & Elertson, 2018; 

Röndahl, 2011; Tengelin & Dahlborg-Lyckhage, 2016; Walsh & Hendrickson, 2015). McCann 

and Brown (2018) conducted a systematic review of the inclusion of LGBT issues in health and 

professional programs of which only one of the included papers was specific to transgender 

issues and none were specific to nurse practitioner programs.  

Diversity in nurse practitioner programs. According to Wylie et al. (2016), evidence 

supports introducing transgender health clinical practice early in educational programs for 

primary care providers. Four papers address NP specific education gaps on transgender care 

(Alegria, 2011, Rowniak & Selix, 2015; Williamson, 2010; Yingling, Cotler, and Hughes, 2017). 

The literature that is available recognises the gap in NP education as much of it caters to 

practicing NPs broadening their clinical skills to be inclusive (Alegria, 2011; Rowniak & Selix, 

2015).  An example of such is a paper by Williamson (2010) who describes a transgender 

approach to basic skills such as taking a sexual and mental health history, examination for 

transmen and transwomen depending on their hormone and surgery status, education such as 

safer sex education, and treatment options such as gender confirming hormone treatment.  

Similarly, Alegria (2011) defines ñtransgenderismò (p. 175) and seeks to educate practicing NPs 

on the social context and clinical care for transgender people.  A small cohort present the 

embedding of transgender sexual health into an existing primary health NP program (Rowniak & 

Selix, 2015; Yingling, et al., 2017). 
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The structural stigma in the form of a lack of inclusion of transgender care in NP 

education stems from a lack of early integration of how to provide care to minority groups.  NPs 

are given a basic education, with the expectation after graduation that ñ[n]ewly graduated nurse 

practitioners gain proficiency in the breadth and depth of their practice over time, with support 

from employers, mentors and health-care team membersò [Canadian Nursesô Association (CNA), 

2010, p. 7].   This approach, however, creates a sexist and gendered skew towards hetero- and 

cis-normativity.  Baker and Beagan (2014) interviewed 24 primary care physicians and nurses 

and 38 LGBTQ women.  In their interviews, a common theme among the health care providers 

was that to practice non-judgmental, culturally competent care requires avoiding assumptions, 

including the assumption that a patient might be a member of a sexual or gender minority. 

Therefore, not asking about gender or sexuality was considered being non-judgmental and 

culturally competent.  The cliniciansô attempts at neutrality effectively erased the gender and/or 

sexual difference and they practiced on an assumption of hetero- and cis-normativity.   

Cultural competency. Diversity in healthcare and nursing education, research, and 

policy is often addressed in cultural competency documentation.  Cultural competence is ña set 

of congruent behaviours, attitudes, and policies that come together in a system, agency, or among 

professionals and enables that system, agency, or those professionals to work effectively in 

crossïcultural situationsò (Registered Nursesô Association of Ontario [RNAO], 2007, p. 70). 

Often, these policies and practice guidelines are biased towards a narrow view of culture as being 

a static entity focused on ethnic and racial background (Baker & Beagan, 2014; Eliason, Dibble 

& DeJoseph, 2010) rather than the anthropological understanding of culture as ñthe shared 

symbols and meanings that people create in the process of social interactionò (Carpenter-Song, 

Nordquest Schwallie, & Longhofer, 2007, p. 1362).  Culture is composed of many elements 
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beyond race and ethnicity that create a dynamic and ongoing process shaping peopleôs 

engagement with and understanding of the world (Baker & Beagan, 2014).   Johnson and Munch 

(2009) critiqued cultural competence in the social work context and found it contradictory to 

client-centred practice. They found that cultural competence is rigidly focused on group 

membership and definitions that ignore individual self-determination due to stereotyping and 

generalization of ethnic knowledge. These minimize culture to groupings of ethnicity and class 

ignoring other intersecting cultural groups and emphasizing inaccurate cultural knowledge. 

Lastly, they found the idea that competence is attainable by the practitioner results in a concept is 

rigid, lacks reflexivity on the part of the practitioner, and discourages a questioning approach to 

learning from clients about their experiences and particular cultural situation.  

Relationship of cultural humility to cultural competence and cultural safety. Cultural 

humility is a practice developed in response to the non-intersectionality of cultural competence, 

that incorporates an expanded definition of diversity, utilizes self-reflection, and identifies and 

seeks to understand individual and systemic power imbalances (Foronda, Baptiste, Reinholdt, & 

Ousman, 2016; Kirmayer, 2012; Tervalon & Murray-Garcia, 1998).  Clark et al. (2011) adapted 

a cultural humility framework to graduate nursing education policy in the United States. They 

outline specific concerns, issues, skills, and education strategies to advance baccalaureate 

educated nurses from cultural competency to using cultural humility at the graduate level and in 

subsequent practice.   

Cultural safety is the outcome of culturally humble practice. A nursing concept originated 

in New Zealand (Papps & Ramsden, 1996), cultural safety is grounded in the contemporary 

conditions of Indigenous people and focuses on decolonializing health spaces by addressing 

systemic bias, power imbalance, and racism from historical and trauma-informed lenses 
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(Aboriginal Nursesô Association of Canada [ANAC], 2009; Brascoupe, 2009; FNHA, 2017). 

Kellett and Fitton (2016) have applied the concepts of cultural safety as a process to a 

transgender context to propose interventions to nursing curriculum and structural interventions to 

policy and research. Their description removes the concept of cultural safety from its grounding 

in the contemporary conditions of Aboriginal people (Brascoupe, 2009) and in using it as 

processes done by the practitioner they create a concept identical to cultural humility as 

described by Tervalon and Murray (1998) and Foronda et al. (2015).  Cultural humility, when 

practiced well, provides the outcome of cultural safety for the client (FNHA, 2017). 

Globally within primary care there is a call for care providersô initial and continuing 

education to incorporate cultural humility practice into clinical skills (Wylie et al., 2016). In the 

United States, the American Association for Colleges of Nursing (AACN) has recommended that 

baccalaureate nursing strive to educate to the level of cultural competence and graduate nursing 

education utilize a model of cultural humility (Brennan, Barnsteiner, Siantz, Cotter, & Everett, 

2012; Clark et al., 2011).  

Cultural safety is used more widely in Canadian nursing regulatory and education policy 

documents, while cultural humility is not. In Ontario, cultural safety is the minimum standard set 

out in the College of Nurses of Ontario (2018a) RN entry to practice document.  Nationally, the 

CNAôs Nurse Practitioner Competency Framework (2010) includes cultural safety under Clinical 

Practice (p. 8).  Similarly, the Canadian Association of Schools of Nursing ([CASN] 2015, p. 13) 

includes cultural safety in the guiding principle for nursing practice at the baccalaureate level. 

Yet none of these documents clarify the definition of culture or cultural safety. Nor do they link 

cultural safety to other vulnerable sub-cultures such as gender minorities. The ANAC (2009) has 

called for cultural safety to be utilized at all levels of nursing care and for nursing education to 
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provide a thorough explanation of culture and cultural safety.  However, although ANAC 

recognises culture as ñbeing enacted relationally through history, experience, gender, and social 

positionò (p. 2), there is no mention of two-spirit, of gender or sexual minorities, or clarification 

of gender beyond the dominant binary cultural schema.  It is unclear in any of these documents if 

cultural safety is being used as a process, which would be more accurately called cultural 

humility, or expected as an outcome of culturally competent or culturally humble care.  

Dominant Discourses in Health Policy 

 Daley and MacDonnell (2011) conducted a critical discourse analysis of health services 

access and equity literature to determine the dominant discourses regarding equity of LGBTQ 

people in health care environments.  Cultural and diversity discourses were dominant relative to 

three counter discourses: the social determinants of health (SDOH), anti-oppressive and the 

social rights discourses. These authors and Baker and Beagan (2014) found that the cultural 

discourses were limited by the narrow definition of culture in the health context.  In fact, ñnarrow 

conceptualizations of cultureéreinforce generalized cultural stereotypes and contribute 

toécross-cultural misunderstandingò (Baker & Beagan, 2014, p. 581). In policy documents, this 

results in ñthe very few references to LGBT populations [being] bracketed as afterthoughtsò 

(Daley & MacDonnell, p. 4). In clinical practice, Baker and Beaganôs (2014) qualitative 

interviews with primary care physicians found that practitioners try to remain neutral and not 

make any assumptions about or labelling of clients so as not to be trapped by stereotypes. 

However, in so doing they did not acknowledge and explore important health-related information 

about gender and sexual identity, ethnicity, race, and sociocultural background and ñ[denied] the 

effects of shared experiences that arise from historical and contemporary power relationsò (p. 
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592).   Hayes and Thatchuk (2014) found in their qualitative study that heath care professionals 

assume their LGBT women clients are cis-gender, heterosexual, and monogamous.  

Daley and MacDonnellôs (2011) diversity discourse broadens the view recognizing 

LGBT communities as cultural communities. The SDOH discourse widens the view further by 

taking an institutional or systemic view of barriers and vulnerabilities and at the individual 

practitioner level recognising the importance of identity (Daley & MacDonnell, 2011). These 

two discourses are embodied in the cultural humility concept. Indeed, Baker and Beagan (2014) 

conclude their analysis of the use of culture and cultural competency in primary care practice by 

suggesting that the reciprocal learning technique, where clients and practioners learn from each 

other, suggested by Carpenter-Song et al. (2007), fits within a cultural humility model.  Cultural 

humility also allows for the intersectionality of many cultural factors: race, ethnicity, sexual and 

gender identities to be acknowledged and to inform care. 

Summary of the Literature Review 

A total of 175 articles were reviewed. The use of the LGBT acronym and its variations 

allows for the collapsing of the sexual orientation and gender identity minority in a way that  

obscures the inherent diversity of the population and creates imprecision in research production. 

Generalizability of results is also hindered by difficulties in estimating transgender population 

numbers by focusing on people already connected to medical and community resources not those 

in the general population.  

Large surveys of the transgender populations of the U.S. and Canada indicate significant 

experiences of individual bias and systemic stigma faced by transgender people navigating the 

health care system. The limited research that exists regarding NPs indicates that they are not 

immune to the forces creating stigma and barriers to health care for transgender people. Systemic 
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and individual biases are compounded by educational programs that lack diversity training, as 

well as by health care policies that focus on individual knowledge and competencies limited to 

ethnicity and race rather than on understanding of the intersections of all diversity that includes 

gender and sexual minorities.   

Conceptual Framework 

There is a gap in the literature regarding what NPs in primary care know of transgender 

client care needs and their attitudes towards transgender people. These two factors control the 

power dynamic in the relationship between provider and patient: A disruption in this power 

dynamic results in compensatory stigmatizing behaviour resulting in poor care for transgender 

clients (Poteat et al., 2013).  NPs need to address this power imbalance first by reflecting on 

clinical interactions and recognising that there is a problem. 

Foronda et al. (2016) provide a conceptual model of cultural humility (Figure 1) that  

informed the key components of this research. Cultural humility was identified initially by 

Tervalon and Murray-Garcia (1998). Cultural humility was developed in response to the non-

intersectionality of the more common health care practice of cultural competence (Kirmayer, 

2012; Tervalon & Murray-Garcia, 1998). It differs most notably in that cultural competence is an 

end-state achievement whereas cultural humility is ongoing and requires continued critical self-

reflection as a foundational principle, seeks to understand individual and systemic power 

imbalances, and is grounded in health equity (Kirmayer, 2012; Tervalon & Murray-Garcia, 1998; 

Foronda et al., 2016; Johnson & Munch, 2009). According to Foronda et al. (2016), the results of 

practicing cultural humility are lifelong learning composed of mutual benefit, empowerment, 

partnerships, respect, and optimal care. 
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Figure 1. Cultural humility model.  From ñCultural Humility: A Concept Analysisò by 

Foronda, Reinholdt, & Ousman, 2015, Journal of Transcultural Nursing, 23(3), p. 214. Copyright 

2015 by the authors. Reprinted with permission.  

Foronda et al.ôs analysis determined that ñthe term cultural humility was mostly used in 

relation to racial and ethnic differencesò (p. 214) but go on to call for the concept to be applied to 

the many facets of diversity beyond these two dimensions. An intersectional perspective allows 

for acknowledgement of potentially hidden aspects of identity like sexual orientation or 

nationality, as well as of the more mutable characteristics such as ability, education, or socio-

economic status (Fisher-Bourne, Caine, & Martin; 2015). With an intersectional perspective, the 

clinician ñattempts to account for the overlapping and interrelated aspects of individualsô 

identityò (Van Herk, Smith, & Andrew, 2011, p. 31) rather than stereotyping based on superficial 

assumptions. 

 Gender minorities like transgender clients are one such diverse group to which this 

framework can be applied.  NPs in the Ontario clinical setting have experienced increased 

diversity in their clinical practice following the MOHLTC changes in policy. The power 
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imbalance in this setting is described by Poteat et al. (2013) who derived a grounded theory 

model based in the minority stress perspective in which sexual and gender minorities experience 

unique, chronic, and socially based stressors (Institute of Medicine, 2014; Meyer 2003) leading 

to negative health outcomes (Lombardi, 2007). Their model depicts how lack of acceptance is 

underpinned by uncertainty in the interaction between transgender clients and their healthcare 

providers. The elements of Poteat et al.ôs (2013) modelðstructural stigma, uncertainty, and 

interpersonal stigmaðinteract in the following ways. 1) Structural stigma in health care 

education leads to uncertainty in care between transgender clients and medical providers. 2) 

Uncertainty disrupts the normal balance of power in the typical interaction between patient and 

provider. Medical providers are uncertain because they are asked to treat a person from a 

minority they have little knowledge about.  3) Interpersonal stigma is manifested as a lack of 

acceptance of transgender clients, a means to re-establish the normal power dynamic. 4) 

Increasing knowledge and/or increasing acceptance of transgender clients by the medical 

provider maintains a healthy power relationship.  Recognizing both the structural power 

imbalances as well as the individual ones are essential in applying this theory of power 

imbalance to the broader theory of cultural humility (Tervalon & Murray, 1998).  

 NPs could mitigate the power imbalance and stigmatizing attitudes towards transgender 

clients depicted in Poteat et al.ôs (2013) Managing Uncertainty model by applying cultural 

humility practices.  Cultural humility turns the ambivalence inherent in the uncertainty for the 

health professional that is the base of Poteat et al.ôs model model into an opportunity to further 

oneôs ability to create partnerships with clients and proved supportive interaction. NPs provide 

equitable care by practicing culturally humble care: adopting openness to new ideas; being self-

aware of personal strengths, limitations, and values; actively challenging personal power 
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dynamics; providing meaningful interaction; and engaging in critical self-reflection.  A number 

of these attributes distinguish cultural humility from cultural competence. Fisher-Borne, Caine, 

and Martin (2015) identify the accountability of the practitioner and the system to acknowledge 

power imbalances that provides insight into mitigating or eliminating inequity.  They deem 

critical reflection essential in this process.  Tervalon and Murray (1998) consider self-reflection 

as the foundational variable ï that for practitioners identifying oneôs own ñintentional and 

unintentional racism, classism, and homophobia is essentialò and an ñongoing, honest, and 

courageous processò (p. 120).  

Critical reflection.  Reflection in nursing quality assessment, practice, and education 

contexts is the process of examining practice and evaluating to enhance future practice (Tashiro, 

Shimpaku, Naruse, and Matsutani, 2013; CNO, 2018b). Reflection can occur either in the 

moment when outcomes are still uncertain or afterward with a view to changing outcomes the 

next time (Schön, 1983).  Brookfield (2016) defines critical reflection as a process of reflecting 

that analyses decision making, experience, and process for weakness and for new perspectives, 

combined with the critique of questioning criteria, identifying power dynamics, and challenging 

hegemonic assumptions.  Reflection is a process in control of the health care practitioner, who 

holds the power in the relationship with the client (Poteat, 2013; Tervalon & Murray, 1998) and 

it is from these reflections that the other variables in the cultural humility model stem.  For 

example, a clinicianôs reflection on which personal attitudes and behaviours are barriers 

preventing egolessness, their ability ñto say that they do not know when they truly do not knowò 

(Tervalon & Murray, 1998 p. 119) and thereby create a supportive interaction with the client is 

the crucial first step in every culturally humble patient encounter (Ortega & Coulborn Faller, 

2011).  
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Adapting the cultural humility framework.   The working hypothesis of reflection as 

foundational as supported by Tervalon and Murray (1998) and Fisher-Bourne, Caine, and Martin 

(2015) requires a reworking of the cultural humility model (Figure 2). In this I posit that critical 

self-reflection belongs in the central location of the model. Here critical reflection is centred 

among insights from immersion in the diverse patient population, ongoing critique of systemic 

power imbalance and continuous lifelong learning.  All of which form a foundation for culturally 

humble practice.  

 

Figure 2. Adaptation of the cultural humility model to centralize the variable critical self-

reflection. Adapted from ñCultural Humility: A Concept Analysisò by Foronda, Reinholdt, & 

Ousman, 2015, Journal of Transcultural Nursing, 23(3), p. 214. Copyright 2015 by the authors. 
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Chapter 3 

Cultural humility and transgender clients: The relationship between critical reflection and 

attitudes of nurse practitioners. 

 

Abstract 

Purpose: Transgender people face serious stigma and inequities in health care. This study 

focuses on the practice of nurse practitioners (NPs) in Ontario providing care to transgender 

people from a cultural humility perspective. NP primary care scope of practice for transgender 

care includes medical transition in prescribing of all hormones, surgical referral, counselling 

regarding gender dysphoria, and connecting people to resources for support in legal and social 

transition 

Objectives: The purpose of this study was to develop a baseline understanding of Ontario NPsô 

attitudes related to the care of transgender people from a cultural humility perspective. we 

address three research questions: Is there an association between critical reflection and NPôs 

attitudes towards transgender clients when confounding variables are controlled? Are there any 

associations between NP experience with transgender clients and each of critical self-reflection, 

attitudes, knowledge of transgender care?  Are there any associations between NP awareness of 

policy changes in Ontario and each of critical self-reflection, attitudes, knowledge of transgender 

care?  Confounding variables were controlled for each of these questions.  

Methods: An exploratory cross-sectional online survey was used to gather a baseline data set of 

NPsô self-reflection, attitudes, awareness, and experience with transgender clients.  Associations 

among these data were examined to answer the research questions. 
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Results: Participants in this study were strongly self-reflective and had moderate to highly 

positive attitudes towards transgender people.  They also reported low to moderate awareness of 

transgender resources. 

Interpretation:  These results suggest that nurse practitioners in Ontario are well positioned to 

provide culturally humble care to transgender clients in primary care settings. NPs are not as 

aware of the resources and changes to scope in practice relevant to transgender client care as they 

need to be to provide competent care. There currently exists a great opportunity for educators, 

policy makers, and researchers to incorporate transgender health into nursing and nurse 

practitioner training, practice, and evaluation.   
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Background 

 Transgender people experience disparity in the health care system. This study focuses on 

the practice of nurse practitioners (NPs) in Ontario providing care to transgender people from a 

cultural humility perspective. NP primary care scope of practice for transgender care includes 

medical transition in prescribing of all hormones, surgical referral, counselling regarding gender 

dysphoria, and connecting people to resources for support in legal and social transition (World 

Professional Association for Transgender Health [WPATH], 2012; Rainbow Health Ontario 

[RHO], n.d.). NP scope of practice for transgender clients had changed significantly in the time 

around this study. Transgender health care in Ontario, including referral for gender affirming 

surgery (Ministry of Health and Long-Term Care [MOHLTC], 2016a; MOHLTC, 2016b), has 

been decentralized to primary care from the Centre for Addiction and Mental Health (CAMH) in 

Toronto (RHO, n.d.). NP prescribing was expanded to include controlled substances including 

testosterone (MOHLTC, 2017) to add to the other hormones NP could already prescribe. These 

policy changes will reduce wait times for transgender people and increasingly bring clients to 

their PCPs for transgender care. 

Estimating the number of transgender people in the population is problematic. There is a 

huge diversity within the transgender and gender non-conforming community (Baker, 2014, 

Dargie, Blair, Pukall, & Coyle, 2014; Merryfeather & Bruce, 2014; Scheim & Bauer, 2015). 

However, current researchers sample from only that subset of the population who have sought 

medical treatment in the form of counselling, hormones, or surgery or who are integrated in a 

transgender or intersex gender non-conforming community (Reisner et al., 2016). This research, 

though vital in addressing needs of a segment of the community (Reisner et al., 2015), does not 

capture the true diversity of the population (Reisner et al., 2016).  The population level data does 
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not exist to measure the numbers or the health of transgender people either in Canada or around 

the world. The few large studies that do exist (Bauer & Schiem, 2015; Grant, Mottet, Tanis, 

Harrison, Herman, & Keisling, 2011) used convenience, not population samples, and most 

countries worldwide do not measure gender identity on their population level censuses (Reisner 

et al., 2016; Winter et al., 2016).  The underestimation of the prevalence of the transgender 

population creates further systemic discrimination. Funding models based on extrapolation from 

inaccurate population estimates affect immediate health and social outcomes for individuals.   

Experiences of transgender people in health care. The National Transgender 

Discrimination Survey (NTDS) in the U.S. (Grant et al., 2011) and the TransPULSE survey 

(Bauer & Schiem, 2015) from Ontario exposed significant experiences of individual bias and 

systemic stigma faced by transgender people navigating the health care system.  In the NTDS 

survey of 6450 Americans in 2008, 28% of transgender people surveyed postponed accessing 

medical care due to discrimination; in seeking medical care, 28% of respondents had been 

verbally harassed, physically assaulted (2%) or refused care (19%); and those who had fully or 

partially disclosed their transgender status to medical professionals had increased experiences of 

discrimination in health care settings.   

As part of the TRANSPulse survey, Bauer, Scheim, Deutsch, and Massarella (2014) 

found that negative experiences related to transgender status in the emergency department were 

reported by 52% of participants. These experiences included ñhurtful or insulting language or 

being told the provider did not know enough to provide careò (p. 717).  Regarding primary care, 

Bauer, Zong, Scheim, Hammond, and Thind (2015) found that 37% of transmasculine clients 

surveyed and 38% of transfeminine clients had had at least one negative, transgender-related 

experience with their family physician. For transgender clients, the ñmajority of health care 
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needs can be delivered by the primary care practitionerò (Wylie, Knudson, Khan, Bonierbale, 

Watanyusakul, & Baral, 2016, p. 1).   

Scanlon, Travers, Coleman, Bauer, and Boyce (2010) found that the most vulnerable 

period of transition was for those people who were planning transition but had not yet begun. For 

transgender people over the age of 16, suicide was considered by 77% over the course of their 

life (Scanlon et al. 2010) compared to 11% of the general population (Weisman et al., 1999).  

Medical and surgical interventions can be considered potentially lifesaving procedures (Bauer, 

Scheim, Pyne, Travers & Hammond, 2015). 

Transgender people in research. Many papers cite LGBTQ or some variation thereof as 

a key word.  However, research using that acronym frequently only addresses portions of the 

population, typically gay men, and less frequently, lesbians (Bauer, Hammond, Travers, Kaay, 

Hohenadel, & Boyce, 2009; Dorsen, 2012; Reisner et al., 2016). Dorsenôs (2012) systematic 

review of studies examining nursesô attitudes towards LGBT people found that none of the 17 

studies reviewed discussed bisexual or transgender persons, and only included lesbians when the 

survey instrument distinguished between lesbians and gay men. The lack of research compounds 

trans-invisibility because a transgender person may also identify as any of the sexual orientation 

minorities (Bauer et al., 2009; Winter, et al., 2016).  There is greater heterogeneity regarding 

sexual and gender identity within the transgender community than is assumed (Merryfeather & 

Bruce, 2014; Scheim & Bauer, 2015). Conflation of sexual and gender minority groups means 

that materials for both the transgender community and health education resources for 

practitioners are biased towards a cis-normative, binary gender system (Bauer, et al., 2009; 

Merryfeather & Bruce, 2014). 
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Transgender health in nursing and NP education. Systemic and individual biases are 

compounded by educational programs that lack diversity training, as well as by health care 

policies that focus on individual knowledge and competencies limited to ethnicity and race rather 

than on understanding of the intersections of all diversity that includes gender and sexual 

minorities.  Nurse practitioners come from baccalaureate programs that have little to no diversity 

content (Lim, Johnson, & Eliason, 2015). The few papers that address transgender health content 

for NPs are focused on either providing basic information (Alegria, 2011; Williamson, 2010) or 

present the embedding of transgender health content into existing primary health NP programs 

(Rowniak & Selix, 2015; Yingling, Cotler, & Hughes, 2017).  

Evidence supports introducing transgender health clinical practice early in educational 

programs for primary care providers (Wylie et al., 2016). Postponing diversity education until it 

is encountered in practice serves only to create a sexist and gendered skew towards hetero and 

cis normativity.  For example, Baker and Beagan (2014) found in their interviews of primary 

care providers (PCPs) that the interviewees considered asking about gender identity and sexual 

orientation as judgmental because they would be interpreted as having assumed the client was of 

a gender or sexual minority. So, they did not ask, effectively erasing the sexual or gender 

difference, and practiced on an assumption of hetero normativity. Similarly, Heyes and Thatchuk 

(2014) found in their qualitative study that heath care professionals assume their LGBT women 

clients are cis-gender, heterosexual, and monogamous. 

Attitudes. NPs in the clinical setting will be experiencing increased diversity in their 

clinical practice following the MOHLTC changes in policy. The power imbalance in this setting 

is described by Poteat, German, and Kerrigan (2013) who derived a grounded theory model 

based in the minority stress perspective in which sexual and gender minorities experience 
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unique, chronic, and socially based stressors (Institute of Medicine, 2011; Meyer 2003) leading 

to negative health outcomes (Lombardi, 2007). Their model depicts how lack of acceptance is 

underpinned by uncertainty in the interaction between transgender clients and their healthcare 

providers. In their model, Poteat et al. (2013) describe how medical providers are uncertain 

because they are asked to treat a person from a minority they have little knowledge about, while 

transgender clients are uncertain due to fear of stigma in the interaction. So, knowledge and 

attitudes are the two factors that control the power dynamic in the relationship between provider 

and patient and uncertainty disrupts the normal balance of power in the typical interaction 

between patient and provider.   

Cultural Humility . NPs could mitigate power imbalance and stigmatizing attitudes 

towards transgender clients by applying cultural humility practices, including adopting openness 

to new ideas; being self-aware of personal strengths, limitations, and values; actively challenging 

personal power dynamics; providing meaningful interaction; and engaging in critical self-

reflection (Foronda, Baptiste, Reinholdt, & Ousman, 2015). Of these, critical self-reflection is 

the foundational variable that distinguishes cultural humility from cultural competence (Fisher-

Borne, Caine, & Martin, 2015). Poteat et al. (2013) describe knowledge and attitudes as the two 

factors that control the power dynamic in the relationship between provider and patient in their 

Managing Uncertainty model. Uncertainty disrupts the normal balance of power in the typical 

interaction between patient and provider. Cultural humility turns the ambivalence inherent in the 

uncertainty for the health professional into an opportunity to further oneôs ability to create 

partnerships with clients and improved supportive interaction. Globally within primary care, 

there is a call for care providersô initial and continuing education to incorporate cultural humility 

practice into clinical skills (Wylie et al., 2016).  
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Cultural humility developed in response to the non-intersectionality of cultural 

competence, incorporates an expanded definition of diversity, utilizes self-reflection, and 

identifies and seeks to understand individual and systemic power imbalances (Foronda, Baptiste, 

Reinholdt, & Ousman, 2015; Kirmayer, 2012; Tervalon & Murray-Garcia, 1998). Daley and 

MacDonnell (2011) and Baker and Beagan (2014) found that the cultural discourses were limited 

by the narrow definition of culture in the health context.  Baker and Beagan (2014) argue for 

broad conceptualizations of culture including sexual and gender diversity, religion, and class as 

well as the usual race and ethnicity. As with taking a narrow view of gender and sexual diversity, 

ñnarrow conceptualizations of cultureéreinforce generalized cultural stereotypes and contribute 

toécross-cultural misunderstandingò (Baker & Beagan, 2014, p. 581). In policy documents, 

narrow definitions of culture result in ñthe very few references to LGBT populations [being] 

bracketed as afterthoughts or a consideration for future organizational initiativesò (Daley & 

MacDonnell, p. 4). Cultural safety is the outcome of culturally humble practice. As a nursing 

concept that originated in New Zealand (Papps & Ramsden, 1996), cultural safety is grounded in 

the contemporary conditions of Indigenous people and focuses on decolonializing health spaces 

by addressing systemic bias, power imbalance, and racism from historical and trauma-informed 

lenses (Aboriginal Nursesô Association of Canada [ANAC], 2009; Brascoupe, 2009; FNHA, 

2017). 

Critical reflection.  Reflection in nursing quality assessment, practice, and education 

contexts is the process of examining practice and evaluating to enhance future practice (Tashiro, 

Shimpaku, Naruse, & Matsutani, 2013; College of Nurses of Ontario, 2018b). Reflection can 

occur either in the moment when outcomes are still uncertain or afterward with a view to 

changing outcomes the next time (Schön, 1983).  Brookfield (2016) defines critical reflection as 
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a process of recollection that analyses decision making, experience, and process for weakness 

and for new perspectives, combined with the critique of questioning criteria, identifying power 

dynamics and challenging hegemonic assumptions.  Reflection is a process in control of the 

health care practitioner, who holds the power in the relationship with the client (Poteat et al., 

2013; Tervalon & Murray, 1998) and it is from these reflections that the other variables in the 

cultural humility model stem.  For example, reflection on which personal attitudes and 

behaviours are barriers preventing egolessness, the ability of practitioners ñto say that they do 

not know when they truly do not knowò (Tervalon & Murray, 1998 p. 119) in supportive 

interaction with the client is the crucial first step in every culturally humble patient encounter 

(Ortega & Faller, 2011).  

Study Aim 

To examine NPôs transgender health practice from a cultural humility perspective, we 

address three research questions: Is there an association between critical reflection and NPôs 

attitudes towards transgender clients when confounding variables are controlled? Are there any 

associations between NP experience with transgender clients and each of critical self-reflection, 

attitudes, knowledge of transgender care?  Are there any associations between NP awareness of 

policy changes in Ontario and each of critical self-reflection, attitudes, knowledge of transgender 

care?  Confounding variables were controlled for each of these questions.  

Methods 

Study design. An exploratory cross-sectional online survey design was used to gather a 

baseline data set of NPsô self-reflection, attitudes, awareness, and experience with transgender 

clients.   
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Target population and sampling strategy. The target population for this study were 

Ontario NPs, identified to be 2933 by the College of Ontario (CNO) in 2016, who were currently 

working in a primary care setting such as a community health centre, family health team, nurse 

practitioner led clinic, urgent/ambulatory care unit, or Aboriginal health centre (CNO, 2016).  

NPs who were not working in a primary care setting or were not currently working as an NP, 

were excluded.  

The questionnaire was administered to the approximately 2300 professionals who were 

members of the Nurse Practitioners Association of Ontario (NPAO) (V. Mooney, personal 

communication) via an email newsletter. Snowball sampling was used to further awareness of 

the survey by posting to two NP Facebook Ê groups, Primary Health Care Nurse Practitioners 

of Ontario and Eastern Ontario Region PHCNPs (Primary Health Care Nurse Practitioners). 

The online questionnaire was available for a total of eight weeks from May 30, 2017 to July 30, 

2017.  The Facebook Ê posts occurred at the 3 week and 5-week mark (i.e., June 20, 2017 and 

July 4, 2017).  

Instruments. A summary of variables and measurement instruments is shown in Table 1. 

Demographic and Clinical Questions. A demographic instrument created for this study 

measured sex, year of birth, years as an NP, type of patient care setting, and workplace location.  

Participants were asked their sex with an opportunity to list an alternative to the male/female 

binary.  A zero  as the second character of the workplace postal code indicated rural clinical 

practice while a one indicated an urban clinical setting (Canada Post Corporation, 2018, Section 

5.2 p. 13).  

Additional questions explored exposure items such as having met a transgender person, 

having had a transgender client, or having taken transgender-specific training (Appendix A). 
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Specifically, participants were asked if they had met someone who is transgender, if they had 

worked with, or are currently working with, any adult clients who identify as transgender, and if 

they had taken any of the Rainbow Health Ontario (RHO) training regarding the multicultural 

care of the LGBTQ2 population (Rainbow Health Ontario, 2014). 

Critical self-reflection. The Self-Reflection and Insight Scale (SRIS) was used to 

measure the variable critical self-reflection. It is a tool that measures both self-reflection and 

insight of thoughts, feelings, and behaviours (Grant, Franklin, & Langford, 2002). The SRIS is a 

20-item, two-factor scale that is scored on a 6-point Likert scale where 1 = strongly disagree and 

6 = strongly agree (Appendix B).  The self-reflection subscale is broken down further into two 

elements: engagement in self-reflection and need for self-reflection, both of which have raw 

ranges of 30 and absolute ranges of 6-36. The insight subscale has raw score range of 40 points 

and an absolute range of 8-48.   

Attitudes.  Attitudes were measured using two scales, the Counselor Attitudes Towards 

Transgender Scale (CATTS; Rehbein, 2012) and the Transgender Attitudes and Beliefs Scale 

(TABS; Kanamori, Cornelius-White, Pegors, Daniel, & Hulgus, 2017). 

Counselor Attitudes Towards Transgender Scale. The CATTS was designed for and 

tested on students and professionals working in mental health counselling (Rehbein, 2012). It 

was created by modifying questions from the commonly used measure, the Attitudes Towards 

Lesbians and Gays (ATLG) scale (Herek, 1994). The CATTS has 17 items including 10 

questions that pertain specifically to attitudes towards transgender clients (Appendix C). These 

items are scored on a 10-point Likert scale where 1 = strongly disagree and 10 = strongly agree.   

Scores can range from 17-170 with summative scores <114 = negative attitude, neutral = 114-
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141, and positive attitudes = 142-170 (Rehbein, 2012).  Using the means of individual item 

scores translates to negative attitude  = <6.7; neutral = 6.7-8.3; positive attitudes = 8.4-10. 

The scale is internally consistent (a = 0.83; Rehbein, 2012) and was also found to be 

reliable in other studies (Riggs & Bartholomaeus, 2016a; Riggs & Sion, 2017) including one 

measuring the attitudes of mental health nurses towards transgender people (Riggs & 

Bartholomaeus, 2016b).  Internal consistency was found to be acceptable at a = 0.71 (Rehbein, 

2012) for a sample of counselling professionals selected from the population of the American 

Counseling Association. This scale was selected for this study as there are seven questions of the 

CATTS scale used to measure knowledge. 

Transgender Attitudes and Beliefs Scale. The TABS is a 29-item tool scored on a 7-point 

Likert scale where 1= strongly disagree and 7 = strongly agree and scores ranging from 29-203 

(Appendix D). In a study of 238 adults with diverse backgrounds (Kanamori, et al., 2017), higher 

scores were found to reflect a greater acceptance of transgender individuals. Psychometric 

testing of the TABS identified three subscales: interpersonal comfort (TABS-ipc; ranges: raw = 

84 points, absolute = 14 to 98), sex/gender beliefs (TABS-sgb; ranges: raw = 60 points, absolute 

= 10-70), and human value statements (TABS-hv; ranges: raw = 30 points, absolute = 5 to 35).  

The TABS subscales were not used in this study. Overall scale reliability was a = 0.98, 

and for each factor were as follows: interpersonal comfort: a= 0.97; sex/gender beliefs: a= 0.95; 

and human value: a= 0.93 (Kanamori, et al., 2017). The TABS scale has been used in a 

subsequent study by Kanamori & Cornelius-White (2016) examining health care professionalôs 

attitudes toward transgender persons.  This scale was also selected for this study as it has been 

more widely validated in the literature among health care workers than has the CATTS scale 

(Kanamori & Cornelius-White 2016; Kanamori, Pegors, Hulgus, and Cornelius-White, 2016; 
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Kanamori, et al., 2017). In the original study, Kanamori et al. (2017), reported a good internal 

consistency with a Cronbachôs alpha coefficient reported of 0.98 for the entire scale among a 

large (n=238) general sample gathered through an online participant recruitment tool.   

Knowledge. Knowledge was measured using conceptualization of transgender people 

subscale of the CATTS. Rehbein (2012) identifies 7 items that pertain to treatment and diagnosis 

of transgender people. She used these to measure conceptualization of transgender as identity 

based or illness based depending on whether people scored high or low on the scale. Knowledge 

in this study would be if a personôs responses fit with Rehbeinôs identity model as this aligns 

with the transgender resources also asked about.  

Experience. NPôs experience with transgender clients was assessed by asking if they had 

treated transgender clients and, if so, how many in the past year. 

Awareness. Six questions were developed for this study assessing the awareness of key 

documents relevant to Ontario NP practice or regulation for transgender care. These used a 5-

point likert-style scale (1 = not at all aware and 5 = totally aware). The six practice or policy 

elements were: 

¶ NP Scope ï Medical Transition - the nurse practitioner scope of practice to start 

transgender patients on hormone therapy (except for testosterone) (MOHLTC, 

2017)*;  

¶ Sex Reassignment / Gender Affirming Surgery Program by the Ministry of Health 

and Long-Term Care to allow primary care providers with special training to 

refer patients for gender affirming surgery rather than referring them to the 

Centre for Addictions and Mental Health in Toronto (MOHLTC, 2016a, 

MOHLTC, 2016b); 
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¶ Trans Primary Care Guide from Rainbow Health Ontario (Speck, 2016); 

¶ Guidelines and Protocols for Hormone Therapy and Primary Health Care for 

Trans Clients from Sherbourne Health/Rainbow Health Ontario (Bournes, 2015);  

¶ Standards of Care for the Health of Transsexual, Transgender, and Gender-

Nonconforming People from the (WPATH, 2012); 

¶ the Diagnostic and Statistical Manual, 5th edition (DSM-V) diagnosis change 

from gender identity disorder to gender dysphoria (American Psychiatric 

Association [APA], 2013]. 

* Note: At the time of the survey, controlled substances including testosterone were 

still restricted from NP prescribing, but feminizing hormones were not; that has since 

changed (MOHLTC, 2017).  

The MOHLTC documents were chosen as they are recent Ontario regulatory changes affecting 

nurse practitioner practice. The others are important guidelines and resources cited in the 

MOHLTC communication documents to support these changes.  There is no previous reliability 

or validity data for these questions.   

Bias. Structural biases were addressed in the following ways. Selection bias was a risk in 

this study. Of the 2933 NPs in Ontario (CNO, 2016) approximately 2300 are members of NPAO 

(D. Tymianski, personal communication). The study was promoted among NPs outside the 

NPAO by posting contact information on two Ontario NP Facebook Ê groups. Anecdotal 

reporting supports that this method worked to reach NPs who are not NPAO members. Selection 

bias by participants is also recognized as a factor.  Those with an interest in caring for 

transgender clients may have been more likely to participate in the study and would produce a 

negative skew by providing positive answers. Non-response bias may also be a factor. Neither 
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the social media nor the blanket email strategy would be successful with NPs who use the 

internet infrequently or disregard email updates from NPAO despite being members.  Response 

bias is a possible factor in this study, specifically social desirability bias.  Respondents could 

skew their results to answer in a way that aligns with social norms rather than their own personal 

sentiment (Althubaiti, 2016; Polit & Beck, 2012). 

Recall bias may have also been present due to NPs were asked to recall the number of 

transgender clients they had seen over a long period of time (one year). Respondents were also 

asked the number of transgender clients they had seen over one month.  The 12-month period 

was used to better measure less frequent routine visits and infrequent patient contact such as 

prescription refills or walk-in visits. Kjellsson, Clarke, and Gerdtham (2014) studied patient 

recall regarding hospitalizations and found that shortening the recall period does not in fact 

remove error but is more prone to over reporting while longer periods are more prone to under-

reporting. Considering this, the 12-month patient number recall was chosen as a conservative 

measure.  

Data Collection Procedures. The validated instruments, awareness questions, and 

demographic questions were combined into a single questionnaire and reviewed by the thesis 

committee. The questionnaire was loaded into a Fluid Surveys Ê secure online survey tool 

(Chide.it Inc., 2008) and pretested (Appendix E) by 6 people outside the target population: 1 

adult NP, 1 pediatric NP involved in research, 2 members of the transgender community 

interested in health research, 1 PhD RN, and 1 primary health care NP student. Minor 

grammatical changes were required following committee review and pretesting. The research 

proposal and questionnaire materials were also reviewed and accepted by the NPAO Board of 

Directors (D. Tymianski, personal communication, Appendix F).  
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A link directing NPAO members to the questionnaire was sent out in an email on May 

30, 2017 (Appendix G).  Links to the survey were also provided via two reminders from NPAO 

and in two closed online social networking groups for NPs on Facebook. Raw data from 

completed responses were exported from Fluid Surveys Ê as an Excel spreadsheet and then 

transferred to SPSS® version 24 (IBM Corp., 2016a). 

Ethics. Permissions to use previously published scales were received from authors 

(Appendix H). Study participants were provided an information and consent document prior to 

starting the questionnaire (Appendix I). The research proposal and survey materials were 

reviewed for ethical compliance and accepted by the Queenôs University Health Science 

Research Ethics Board (approval #6020521; Appendices K & J).  

Data Analysis. SPSS® version 24 (IBM Corp., 2016a) was used to conduct the analysis. 

Descriptive statistics were used to summarize the sample characteristics.  Means, standard 

deviations, medians, 95% confidence interval, interquartile range, and reliability were all 

calculated for each scale. Mean scores for all scales were calculated rather than summative scale 

scores. This was chosen for two reasons.  First, the interpretation of the mean scale score is 

clearer than the sum.  Secondly, one item from the Transgender Attitudes and Beliefs scale was 

accidently omitted. The differing number of items makes the sums of my results and Kanamori et 

al.ôs (2017) not comparable. However, comparing the means levels this discrepancy.  

Reliability and internal consistency of the scales were documented using Cronbachôs 

coefficient (alpha) for each of the total scores. Kolmogorov-Smirnov goodness-of-fit test was 

used to assess normality of the data. All scale scores were very negatively skewed, failing to 

meet assumptions of parametric tests. Non-parametric tests were used to further analyse the data. 
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Sample size for correlation for this population is calculated at n=194 for an Ŭ= 0.05, power of ɓ 

= 0.2 and a correlation coefficient of r = 0.2 (Faul, Erdfelder, Buchner, & Lang, 2014). 

Initial Correlations. Spearmanôs correlation (rsp) was used to analyze the relationships 

among the variables critical self-reflection, attitudes, awareness, experience and knowledge 

using the results of the scales measuring each variable (Laerd Statistics, 2017, Pallant, 2013). 

Correlations were measured to examine the variables outlined in Table 1.  

Partial Correlation. Partial correlation using Spearmanôs correlation was also used to 

analyse these relationships controlling for confounding variables: age, length of time (years) as 

an NP, experience (number of transgender clients per year), location (rural or urban). IBM 

(2016b) has developed syntax for SPSS to conduct a partial correlation using non-normally 

distributed data (Appendix L). In this syntax, a variable ranking is determined that is then used as 

an ordinal variable in the Spearman correlation. This allows assumption of a continuous variable 

while using nonparametric data.  Further analyses of covariate subgroups are presented in 

Chapter 4. 

Results 

 Response Rate.  160 NPs responded to the online survey, providing a 5% overall 

response rate. 124 NPs accessed the survey from the link provided by the NPAO.  36 NPs 

accessed the survey from the snowball sampling reminders posted on two FacebookÊ groups. A 

minimum of one complete subscale was required for a questionnaire to be considered for 

inclusion in the study.  Those completing less than a full subscale were considered to have 

withdrawn from the study. The total number of usable surveys was 123 for a 4% response rate 

(Figure 3). Respondents took on average 21 minutes to complete the survey with the fastest 

response at 4 minutes and the longest at 3 hours and 29 minutes. 
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Figure 3. Flowchart of the sampling responses. 

Characteristics of the Sample. Most respondents were female (95%; n= 116), were 

between the ages of 27 to 67 years with a mean age of 43 years (SD = 9.8), had been an NP for 

less than one year up to 25 years with a mean of 7 years (SD = 5.5), and worked in an urban 

setting (76%, n = 93).  Most participants indicated employment in either a family health team 

(46%; n= 56) or a community health centre (27%; n = 33) (Table 2). 

Of the 123 participants, 112 (91.9%) reported having met someone who is transgender. 

Eighty-eight participants (71.5%) reported having worked with transgender clients. Thirty-five 

participants (28.5%) reported having taken RHO training in transgender health.  

Scales Results. Means and standard deviations are reported since the means and medians 

are very similar for all the scales results in the study (Table 3). 
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Measurement of Self-reflection. Self-reflection was measured using the self-reflection 

subscale of the Self-Reflection and Insight Scale (SRIS). The observed range of this scale was 

2.67 to 6.0 [M(SD) =5.1(0.6)] with higher scores indicating more self-reflection. The distribution 

deviated significantly from normal, with a moderate negative skew of -0.9 (SE = 0.2) and a 

significant K-S test, (D = 0.1, p = .01, df = 104). The SRIS had good internal consistency (Ŭ = 

0.9) in this sample (Table 3). 

Measurements of Attitudes. 

Transgender Attitudes and Beliefs Scale. In the current study one item from the TABS 

scale stating ñAlthough most of humanity is male or female, there are also identities in betweenò 

was inadvertently omitted from the questionnaire. However, reliability was maintained in the 

resulting scale (28 items, Ŭ = 0.9).  The observed range was 4.0 to 6.7 [M(SD) =6.1(0.6)] with 

higher scores indicating more positive attitudes towards transgender people (Table 3). The 

distribution had a strong negative skew of -1.2 (SE = 0.2). The entire TABS scale had a K-S test 

score that deviated significantly from normal (D = 0.2, p = <.01, df = 104).  

Counselor Attitudes Towards Transgender Scale. The observed range was 5.3 to 9.9 

[M(SD) =8.2(0.9)] with higher scores indicating more positive attitudes (Table 3). The data were 

not normally distributed (D  = 0.1, p <.01, df = 104) with a moderate negative skew of -0.9 (SE = 

0.2). The scale in its entirety was internally reliable (Ŭ = 0.7).  

Measurement of Knowledge. The seven questions of the Counselor Attitudes Towards 

Transgender Scale used to measure knowledge had an observed range of 4.9 to 9.9 [M(SD) 

=7.7(1.2)]. The data were normally distributed with a K-S test that was not significant (D  = 0.8, 

p = 0.07, df = 104)]. The internal consistency for the knowledge questions was not acceptable 

(Ŭ=.58) in this sample. (Table 3).  Manipulations to improve the reliability were conducted. 
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Removing any one question from the scale provides a Cronbachôs alpha ranging from .46 to .60.  

A Cronbachôs alpha of .61 results from removing the two questions with the most questionable 

face and construct validity (ñTransgender individuals should be treated with purely medical 

means (hormones, surgery etc.)ò and ñTransgender clients present with the same issues as 

lesbian, gay, and bisexual clientsò). Because of the low reliability, this scale was not included in 

further analysis. 

Measurement of Experience. NPôs experience with transgender clients was assessed by 

asking if they had treated transgender clients and, if they had (n= 100), how many transgender 

clients had they treated in the past year. The median number of transgender clients in the past 

year was 2 (IQR = 1-3) with a range of zero to more than 350. The distribution deviated 

significantly from normal with a strong positive skew of 9.0 (SE = .24) and a significant 

Kolmogorov-Smirnov goodness-of-fit (K -S) test, (D = 0.4, p < .001, df = 100).  

Measurement of Awareness. The median awareness score was 2.30 (IQR = 1.39-3.22) 

with an observed range of 1.0 to 5.0 (Table 3). The distribution deviated significantly from 

normal, with a moderate positive skew of 0.6 (SE = 0.2) and a significant Kolmogorov-Smirnov 

goodness-of-fit (K -S) test, (D  = 0.2, p < .001, df = 104). This scale had good internal 

consistency (Ŭ = 0.9) in this sample (Table 3). 

Primary Research Question: Relationships Among Self-reflection and Attitudes. Is 

there a relationship between critical self-reflection and attitudes?  

Self-reflection and Attitudes - CATTS. There was no correlation between the Self-

Reflection and Insight Scale (SRIS) and attitudes measured on the Counselor Attitudes Towards 

Transgender Scale (CATTS) (Table 4).  
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Self-reflection and Attitudes - TABS. An increase in self-reflection was weakly 

associated with an increase in attitudes scores on the Transgender Attitudes and Behaviour Scale 

(TABS) (rsp = .19, p = .04, df = 106) (Table 4). This correlation remains when controlling for 

years as an NP and location but not when controlling for age or experience as measured by 

number of transgender clients seen in the past year (Table 5). 

Secondary Research Questions.  Six analyses were undertaken to answer the secondary 

research question: Is there an association between each of NP critical self-reflection, attitudes, 

and experience with transgender clients and awareness of policy changes in Ontario when 

confounding variables are controlled? 

Experience and Self-reflection. There was no correlation between self-reflection and 

experience as measured by number of transgender clients in a year (Table 4). 

Experience and Attitudes ï CATTS. There was a weak positive relationship between 

experience and attitudes measured on the Counselor Attitudes Towards Transgender scale 

(CATTS) (rsp  = .29, p = .004, df = 91). This correlation remained after controlling for age, years 

as an NP and location (Table 6). 

Experience and Attitudes ï TABS. There was a weak positive relationship between 

experience with a transgender client with attitudes measured on the Transgender Attitudes and 

Behaviour Scale (TABS) (rsp = .30, p= .004, df = 90) (Table 4) which remained after controlling 

for age, years as an NP and location (Table 6). 

Awareness and Self-reflection. There was no correlation between self-reflection and 

awareness (Table 4).  

Awareness and Attitudes ï CATTS. There was a weak positive relationship between 

awareness and attitudes measured on the Counselor Attitudes Towards Transgender scale 
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(CATTS) (rsp = .26, p = .01, df = 111). This correlation remained after controlling for age, years 

as an NP and location but not after controlling for number of transgender clients in the past year 

(Table 7).  

Awareness and Attitudes ï TABS. There was also a moderate positive relationship between 

awareness and attitudes measured on the Transgender Attitudes and Behaviour Scale (TABS) (rsp 

= .31, p=.001, df = 112). This correlation remained after controlling for age, years as an NP, 

number of transgender clients seen in the past year, and location (Table 7). 

Discussion 

The main objectives of this study were to develop a baseline understanding of Ontario NPsô 

attitudes related to the care of transgender people. These data were used to examine, from a 

cultural humility perspective, the relationship between critical self-reflection and attitudes of 

nurse practitioners towards transgender people as well as to explore the relationships between 

these variables and awareness and experience. This is the first study to compare attitudes and 

self-reflection, so the results must be considered preliminary, but the correlations point to 

promising areas for future research and support ongoing initiatives to encourage transgender 

health education in primary care.  

Participants in this study were strongly self-reflective and had moderate to highly positive 

attitudes towards transgender people.  These results indicate that nurse practitioners in Ontario 

are well positioned to provide culturally humble care to transgender clients in primary care 

settings. However, they also reported low to moderate awareness of transgender resources, 

suggesting that NPs are not as aware of the resources and changes to scope in practice relevant to 

transgender client care as they need to be to provide competent care. 
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Our primary question examined whether there was an association between critical reflection 

and NPôs attitudes towards transgender clients. While there was either no (CATTS) or only a 

weak (TABS) relationship of self-reflection to attitudes, the weak relationship did remain after 

controlling for years as an NP and location. This suggests that critical reflection might have some 

influence on attitudes of NPs towards transgender clients, but this is a very tenuous relationship 

and only suggests a more complicated relationship needing further, more refined examination.   

Secondary research questions explored the relationship of self-reflection and attitudes to 

experience and awareness. Self-reflection was not correlated with either experience or 

awareness. Experience was weakly correlated to attitudes on both scales suggesting that 

increased experience may have a slight influence on more positive attitudes. Experience and 

attitudes remained correlated when controlling for the confounding variables of age, years NP 

and location suggesting that these factors had very little effect on the strength of the relationship 

between experience and attitudes. So, there is a suggestion that increased experience could 

improve attitudes towards transgender clients. Only experience had any confounding effect on 

the weak (CATTS) to moderate (TABS) relationship between attitudes and awareness. The 

correlation of attitudes and awareness when controlling for confounding variables suggests that 

attitudes might be improved with increased awareness of policy changes and use of resources on 

transgender care. 

Results in this study indicate that increased experience with transgender clients may 

influence attitudes positively.  Improved attitudes with contact with transgender people have not 

been researched in health care providers but one study by Walch et al. (2012) found decreased 

stigma among college students who attended a transgender speaker panel compared to those who 

attended a panel of non-transgender experts. Further supporting inclusion of transgender health 
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content in nursing and NP education curricula, Flores et al. (2018) found that mere exposure to 

images and information about transgender people diminished prejudicial attitudes. 

The present study found that attitudes are weakly to moderately correlated to awareness 

when controlling for all covariates except for experience.  This may indicate that those with an 

interest in the topic are seeking out resources. It may also be that we are seeing this because NPôs 

attitudes are improved with increased exposure and knowledge about transgender health care and 

those who have sought out resources have worked with and understand transgender clientsô 

perspectives and needs (Lewis et al. 2017).  

We found the strong average self-reflection scores in this sample [M(SD) =5.1(0.6)] to be 

comparable to nurses in Asselin and Fainôs (2012) study who had experienced a three-part 

reflective practice continuing education series [Pretest M(SD) =4.5(1); Posttest M(SD) 

=5.1(0.7)]. We found a mean TABS score representing highly positive attitudes towards 

transgender people.  Although statistical testing was not possible, it appears the NPs in our 

sample [M(SD) =6.1(0.6)] responded more positively than was found for the nurses [M(SD) 

=5.7(1.1)] in a study by Kanamori and Cornelius-White (2016) using the TABS scale. This result 

may have been affected by the missing question from the TABS scale on our questionnaire. 

Similarly, NPs in our sample [M(SD) =8.2(0.9)] also appeared to respond more positively on the 

CATTS scale which was tested originally on counselors [M(SD) =7.5(1.1)] by Rehbein (2012).  

The CATTS scale has not been used in its entirety with health providers. Following factor 

analysis only a portion was subsequently used in combination with elements from another scale 

by Riggs and Bartholomaeus (2016a) on a group of mental health nurses and thus is not 

comparable to our results.  
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Strengths and Limitations  

Our study is unique as no other studies look at the issue of transgender client care from a 

cultural humility perspective, nor with a focus on critical reflection.  Further, this study adds to 

the small body of research looking specifically at nurse practitionerôs attitudes towards 

transgender clients (Levesque, 2013; Paridiso & Lally, 2018; Tidwell, 2017). this indicates that 

NPs respondents are self-reflective practitioners with very positive attitudes towards transgender 

people.  Low awareness of current Ontario resources provides an indicator of NPsô level of 

readiness for treating transgender people. This study is preliminary and future research with 

larger samples are needed to apply to less regionalized and less biased samples.  

Low reliability of the transgender health knowledge questions used hindered thorough 

examination of the research questions. Manipulations to improve the reliability were conducted. 

Removing any one question from the scale provides a Cronbachôs alpha ranging from .46 to .60.  

A Cronbachôs alpha of .61 results from removing the two questions with the most questionable 

face and construct validity. Recommendations for future research include development of a scale 

to measure transgender health knowledge for health practitioners generally and primary care 

practitioners specifically.   

This study was subject to very negatively skewed results where the respondents 

overwhelmingly responded positively. This likely reflected voluntary response bias where people 

with an interest in the topic are more interested in responding to the survey.  Given that some 

respondents (28%) had seen from 3 to 350 transgender clients in the past year, it is likely that 

NPs with an interest in LGBTQ health generally and transgender health specifically were more 

likely to complete the survey.  The skew may also reflect social desirability bias, the tendency to 

respond to sensitive questions in a way perceived to match favourable social values (Polit & 
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Beck, 2012). Alternatively, this could reflect poor face validity of the questions, i.e., the 

questions were too negative and did not accurately reflect the subtle nuances of practitionersô 

experiences and attitudes towards transgender care. It is reasonable to assume that results from 

this study may overstate NPs self-reflection, attitudes, experience, and awareness.  

Better funded studies may be able to offer incentives for survey response minimizing 

voluntary response bias. Increased use of survey tools across populations will improve validation 

across populations. Moreover, as the research conversation around sexual orientation and gender 

identity minorities becomes more nuanced, survey tools with more refined face validity are 

needed. 

Recommendations 

 The results of this study indicate the need for increased culturally diversity education 

generally and transgender health specific content in NP curricula. Awareness of clinically 

relevant and currently available resources was low even among a sample that was biased towards 

having positive regard for transgender clients and having had experience with transgender 

clients. Further, ongoing mentorship and training is available through Rainbow Health Ontario 

(2014) but this study found that the majority (72%) had not taken any of the trainings despite the 

majority (71%) having taken care of transgender clients. These findings should urge Ontario 

nursing regulatory bodies to encourage or incentivize NP training for NPs in practice and should 

spur the Ontario Primary Health Care Nurse Practitioner Program (2017) to ensure that ñhealth 

care delivered by a NP is culturally and socially sensitive to the values and needs of individual 

clientôs (sic)ò (slide 15) by including cultural humility generally and transgender health 

education specifically in a fulsome way in the curricula of the nine universities in the 

consortium.  
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The scales used in this study relied on questions based on social interactions that may not 

be relevant in the clinical setting. Future research should include more refined attitudes scales 

with enhanced nuance providing more face validity generally and for clinical settings 

specifically. Indeed, Billard (2018a) called the state of content validity in transphobia scales ña 

crisisò in a critique of current surveys included in a systematic review by Morrison, Bishop, 

Gazzola, McCutcheon, Paker, & Morrison (2017) noting that ñmany content validity issues 

stemé from how the researchers conceptualized both transphobia and transgender peopleò (p. 

1305). This critique indicates that stigma and stereotyping are endemic within the research that 

seeks to measure these same factors.  Since our study was conducted several new attitudes scales 

targeted at clinical settings have been developed (Billard, 2018b; Ensign, Dodge, Herbenick, & 

Docherty, 2018) and revisions to older scales have been suggested (Stevens, 2018) promising 

further refinement in research methods.  

Conclusion 

 Transgender people face serious stigma and inequities in health care. Nurse practitioners 

are well situated in the practice environment to be leaders in transgender peopleôs care.  As 

primary care practice in Ontario has changed to include full medical care and surgical referral for 

transgender people (MOHLTC, 2016a, MOHLTC, 2016b), it is vital that all NPs are able to 

provide culturally humble care for the transgender clients in their care. Thus, there is a need to 

understand the knowledge, attitude, and awareness gaps of NPs so that education programs can 

address these gaps. The results of this study suggest that nurse practitioners in Ontario are well 

positioned to provide culturally humble care to transgender clients in primary care settings but 

are not as aware of the resources and changes to scope in practice relevant to transgender client 

care as they need to be to currently provide competent care. There currently exists a great 
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opportunity for educators, policy makers, and researchers to incorporate transgender health into 

nursing and nurse practitioner training, practice, and evaluation.   
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Table 1 Summary of Variables and Measurement Instruments. 

 

 Independent Variable  Dependent Variable  

 Measure Measure 

Primary research 

question 
Critical Self-Reflection Attitudes 

Self-reflection and Insight scale  

(SRIS) 

Counsellor Attitudes and Beliefs Scale 

(CATTS) 

 
Transgender Attitudes and Beliefs Scale 

(TABS) 

Secondary research 

questions 

Experience Critical Self-Reflection 

How many transgender clients do 

 you see in a year? 

SRIS 

Experience Attitudes 

How many transgender clients  

do you see in a year? 

CATTS 

TABS 

Experience  Knowledge 

How many transgender clients 

do you see in a year? 

Subscale of CATTS 

Awareness Critical Self-reflection 

6 questions regarding transgender  

specific practice resources and  

regulatory changes 

SRIS 

Awareness Attitudes 

6 questions 
CATTS  

TABS 

Awareness Knowledge 

 6 questions Subscale of CATTS 
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Table 2  Demographic Characteristics of Participants (n = 123) 

 M (SD) Md(IQR) Range 

Age 43 (9.8) 42 (18) 27-67 

Years as an NPa 7 (5.5) 5 (8) <1 - 25 

 n % 

Age b 

20-29 

30-39 

40-49 

50-59 

60-69 

No response 

 

2 

52 

30 

32 

6 

1 

 

2 

43 

25 

26 

5 

1 

Sex b 

Female 

Male 

Alternative, No 

response 

 

116 

5 

2 

 

 

95 

4 

2 

Location c 

Urban 

Rural 

No response 

 

93 

24 

6 

 

76 

20 

5 

How many years have you been 

an NP? b 

<1 

1-2 

3-5 

6-10 

11- 15 

>15 

No response 

 

 

5 

29 

28 

31 

19 

10 

1 

 

 

4 

24 

23 

25 

15 

8 

1 

In what setting do you work? d 

Family health team 

Community health 

centre 

NP-led clinic 

Aboriginal health centre 

Long term care 

Outpatient clinic 

Remote nursing station 

Othere 

 

 

56 

33 

 

11 

9 

7 

5 

4 

13 

 

 

46 

27 

 

9 

7 

6 

4 

3 

11 

 

Have you met a transgender 

person?b 

Yes 

 

 

112 

 

 

92 



 

71 

 

No 10 8 

Have you worked with a 

transgender client?b 

Yes 

No 

 

 

88 

34 

 

 

72 

28 

Have you taken any of the 

RHOf training?b 

Yes 

No 

 

 

35 

87 

 

 

29 

71 

 

Notes:  a Nurse Practitioner 

b Missing: n=1  

c Missing: n=6  

d More than one response possible 

e Includes: Emergency department, private physicianôs office, community care access 

centre, corrections, medical aesthetics, overseas orphanage, public health, 

residential treatment centre, rural health hub, school-based health & wellness 

centre, shelter health 

f Rainbow Health Ontario 
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Table 3  Reliability Statistics and Results for Study Scales.  

 

Variable Scale Subscale (# items) M (SD) 95% CI D(p, df)  Mdn (IQR) Cr Alpha 

Critical Reflection        

Self-Reflection and 

Insight Scale; SRIS 
Self-reflection (12) 5.10 (0.63) (4.99, 5.22) 

.09* 

(.02, 119) 

5.10 

(4.8-5.5) 
.91 

Attitude       

Counselor Attitudes 

Towards Transgender 

Scale (CATTS) 

Entire scale (17) 8.19 (0.87) (8.02, 8.35) 
.12** 

(.001, 113) 

8.24 

(7.7-8.8) 
.74 

Transgender Attitudes 

and Beliefs Scale (TABS) 
Entire scale (28) 6.08 (0.62) (5.97, 6.20) 

.18** 

(<.01, 114) 

6.32 

(5.9 ï 6.8) 
.92 

Knowledge       

CATTS  

Conceptualization of 

transgender population 

(7) 

7.71 (1.15) (7.48, 7.93) 
.08 

(.16, 117) 

7.86 

(7.0 ï 8.76) 
.58 

Awareness       

 Entire scale (6) 2.54 (1.23) (2.32, 2.76) 
.15** 

(<.001, 123) 

2.30 

(1.39ï 3.22) 
.91 

 

Note: *  Coefficient significant at p = <.05 (two-tailed) 

**  Coefficient significant at p = <0.01 (two-tailed)  
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Table 4  Spearmanôs Correlations Between Measures. 

 

Variable Variable type Measure SRIS CATTS TABS Awareness Age Years NP 

Number of 

transgender 

clients in past 

year 

Self-reflection Test variable 1. SRISa 1 .14 .19* -.01 .18 .2 .14 

Attitudes Test variable 2. CATTSb  1 .6**  .26** -.03 -.06 .29** 

Attitudes Test variable 3. TABSc   1 .31** .12 .02 .3**  

Awareness Test variable 4. Awareness    1 .09 .05 .44** 

Age Control variable 5. Age     1 .65** .08 

Years as an NPd  Control variable 6. Years NP      1 .1 

Experience  Both test and 

control variable 

7. Number of 

transgender 

clients in the 

past year. 

      1 

Notes. Measures 1-7 are Spearmanôs Rank Order Coefficient (two-tailed);   

a. Self Reflection and Insight Scale (SRIS) 

b. Counselor Attitudes Towards Transgender Scale (CATTS) 

c. Transgender Attitudes and Beliefs Scale (TABS) 

d. Nurse Practitioner 

*  Coefficient significant at p = <.05 (two-tailed) 

**  Coefficient significant at p = <0.01 (two-tailed) 
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Table 5  Spearmanôs Correlation Controlling for Confounders with Self-reflection and Attitudes 

on the Transgender Attitudes and Behaviour Scale (TABS). 

Control Variables    

   Self -reflection and 

Attitudes (TABS) 

Result (p, df)  

    

Age  .18 (.06, 106) 

Years NP  .19* (.04, 107) 

Number of transgender  

clients per year 

 .1 (.36, 85) 

Location  .21* (.03, 102) 

  

Note.  * Correlation is significant at the .05 level (2-tailed) 

** Correlation is significant at the .01 level (2-tailed) 
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Table 6  Spearmanôs Correlation Controlling for Confounders with Experience (Number of 

trans clients per year) by Attitudes on the Counsellor Attitudes Towards Transgender Scale 

(CATTS) and the Transgender Attitudes and Behaviour Scale (TABS). 

Control Variables     

   Experience and 

Attitudes (CATTS) 

Experience and 

Attitudes (TABS) 

     

Age  .28** (.008, 89) .29** (.006, 88) 

Years NP  .3** (.004, 90) .3** (.004, 89) 

Location  .28** (.007, 86) .31** (.003, 85) 

 

Note.  * Correlation is significant at the .05 level (2-tailed) 

** Correlation is significant at the .01 level (2-tailed) 
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Table 7  Spearmanôs Correlation Controlling for Confounders with Awareness of regulatory 

and practice changes by Attitudes on the Counsellor Attitudes Towards Transgender Scale 

(CATTS) and the Transgender Attitudes and Behaviour Scale (TABS). 

 

Control Variables     

   Awareness and 

Attitudes (CATTS) 

Awareness and 

Attitudes (TABS) 

     

Age  .27** (.005, 109) .3** (.001, 110) 

Years NP  .27** (.004, 110) .31** (.001, 111) 

Number of 

transgender 

clients per year 

 .197 (.06, 90) .27** (.009, 89) 

Location  .29** (.002, 105) .32** (.001, 106) 

 

Note.  * Correlation is significant at the .05 level (2-tailed) 

** Correlation is significant at the .01 level (2-tailed) 
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Chapter 4 

Covariate Analysis 

In this chapter, the analysis of the covariates is described. In Chapter 3, the results of 

Spearmanôs correlations on the study variables and partial correlations controlling for the 

covariates were presented. The correlation and partial correlations required of the primary and 

secondary research questions gave some indication of relationships among the variables of 

interest when covariates were controlled for. Relationships that showed some confounding effect 

by the covariate are further explored here. This analysis controls for subgroups of the 

confounding covariates to see if any of the correlations hold for the subgroups. 

Covariate analysis method 

If no correlation was found after controlling for a covariate, suggesting it confounds the 

relationship, then splitting the confounder and re-running thecorrelation was done to see if the 

correlation holds for any of the subgroups of the confounding variable. The variables were either 

split at the median or split based on conceptualization. Splitting data results in a sample-based, 

not theoretical, categorization (McClelland, Lynch, Irwin, Spiller, & Fitzsimons, 2015). To 

address this limitation, substantive experts ï primary NPs in practice ï were consulted to 

evaluate the median and categorical split results and ensure they were appropriately grounded in 

practice. For instance, the covariate experience measured by number of transgender clients seen 

in the past year was divided into three groups: zero clients, one to two clients, or three or more 

clients.  This provided groups that matched NPôs encountering new patient conditions in 

practice: A steep learning curve happens with the first couple of clients. Correlations were then 

run controlling for the new binary or multiple categorizations. The process of data analysis is 
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depicted Figure 4 for median splits of covariates in to binary variables and Figure 5 for 

recategorization of covariates into multiple categories.  
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Step 1     Step 2        Step 3    Step 4 

 

 

 

Figure 4. Process for data analysis including control variables that required a median split.   

Step 1. Spearmanôs correlations of all research question variables were conducted (zero order correlation). Step 2. If a correlation was 

found, partial correlations controlling for covariates were then performed. Step 3. If no correlation was found after controlling for a 

covariate then further testing was conducted. Covariates were split at the median. Step 4. Partial correlations were then run controlling 

for the new binary subcategorizations.  

  

Correlation 

Variable X & 

Variable Y 

Partial 

Correlation 

Variable X & 

Y controlling 

for A 

Correlation 

Variable X & 

Y controlling 

for A1 

Correlation 

Variable X & 

Y controlling 

for A2 

Median Split 

of A into A1 & 

A2 

Correlation 

only 

No 

correlation 

only 
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Step 1    Step 2               Step 3    Step 4     

 

 

Figure 5. Process for data analysis that included a control variable requiring a 3-way split 

Step 1. Spearmanôs correlations of all research question variables were conducted (zero order correlation). Step 2. If a correlation was 

found, partial correlations controlling for covariates were then performed. Step 3. If no correlation was found after controlling for a 

covariate then further testing was conducted. Covariates were split conceptually and verified with practicing NPs. Step 4. Partial 

correlations were then run controlling for the new binary subcategorizations. 

Correlation 

Variable X & 

Variable Y 

Partial Correlation 

Variable X & Y 

controlling for B 

Correlation Variable X 

& Y controlling for B1 

Correlation Variable X 

& Y controlling for B2 

Grouping of B into 

B1, B2 & B3 

Correlation only No correlation 

only  

Correlation Variable X 

& Y controlling for B3 
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Much debate surrounds the use of median splits (Iacobucci, Posavac, Kardes, Schneider, 

Popovich, 2015a; Iacobucci, Posavac, Kardes, Schneider, Popovich, 2015b; McClelland et al., 

2015) but it is focused on debate around linear relationships of variables in multiple regression 

modelling. The data in this study, however already violates the assumption of linearity so this 

main critique does not apply in this case.   

Primary Research Question: Relationship Among Self-reflection and Attitudes. The 

study results presented in Chapter 3 indicate a positive association between self-reflection and 

attitudes measured on the Transgender Attitudes and Behaviour Scale (TABS; Table 4). When 

controlling for age, self-reflection and attitudes on the TABS scale are no longer significantly 

correlated (Table 8). Age was medially split into the younger group (27-41 years) and the older 

group (42-67 years). The correlation of self-reflection and attitudes measured on the TABS 

scaleonly holds for the older group(Table 8) with a stronger correlation coefficient (rsp = 0.3) 

than in the zero-order correlation (rsp = 0.19).  

The study results in Chapter 3 also include a positive association between self-reflection 

and attitudes measured on the TABS scale that is confounded by experience as measured by 

number of transgender clients in the past year. Experience was split into three groups: no clients 

in the past year, one to two clients, or more than three clients. There was no correlation of self-

reflection and attitudes for any of the covariate (Table 8). 

 

 

 

 



82 

 

82 

 

Table 8  Spearmanôs Correlation Controlling for the Confounders Age and Experience (number 

of transgender clients/year) with Self-reflection and Attitudes on the Transgender Attitudes and 

Behaviour Scale (TABS). 

  

Control Variables    

   Self -reflection and 

Attitudes (TABS) 

Result (p, df)  

    

Age Overall .18 (.06, 106) 

 27 to 41 .07 (.62, 53) 

 42 to 67 .3* (.03, 52) 

Number of 

transgender clients 

per year 

Overall .1 (.36, 85) 

 None -.26 (.31, 15) 

 1-2 .12 (.41, 39) 

 3 or more .2 (.3, 28) 

 

Note.  * Correlation is significant at the .05 level (2-tailed) 

** Correlation is significant at the .01 level (2-tailed) 

 

Secondary Research Question: Relationship Among Awareness and Attitudes. The 

results presented in Chapter 3 include a positive zero order correlation between awareness of 

transgender resources and attitudes measured on the Counselor Attitudes Towards Transgender 

Scale (CATTS; Table 4) that was confounded by the covariate experience as measured by the 

number of transgender clients in the past year (Table 7). When experience was split, and the 

correlation was run again, the correlation only remained for the group having seen one to two 

clients in the past year (Table 9).  
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Table 9  Spearmanôs Correlation Controlling for the Confounder Experience (number of trans 

clients / year) with Awareness of regulatory and practice changes by Attitudes on the Counsellor 

Attitudes Towards Transgender Scale (CATTS). 

Control Variables    

   Awareness and 

Attitudes (CATTS) 

Result (p, df) 

    

Number of 

transgender 

clients per year 

Overall .197 (.06, 90) 

 None -.29 (.26, 17) 

 1-2 .36* (.02, 42) 

 3+ .26 (.15, 32) 

 

Note.  * Correlation is significant at the .05 level (2-tailed) 

** Correlation is significant at the .01 level (2-tailed) 

 

Discussion 

The primary question directed an examination of whether there was an association between 

critical reflection and NPôs attitudes towards transgender clients. We found a weak positive 

correlation between self-reflection and attitudes on one of the scales (TABS). The correlation 

between self-reflection and attitudes (TABS) was affected by the confounding variable age. 

Since attitudes and self-reflection remained correlated in those who were older it may be that we 

are seeing the effect of life and general professional experience on the interplay of these 

variables.  

Self-reflection and attitudes (TABS) were also no longer correlated when experience was 

controlled for. This suggests that the number of transgender clients seen in a year has some 
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confounding effect on self-reflection and/or attitudes as measured by TABS. This is supported by 

further testing as there were no correlations when the subgroups of experience were controlled 

for.  

The correlation between attitudes (CATTS) and awareness was confounded by experience, 

but on further exploration, the correlation holds for the subgroup of NPs seeing one to two 

transgender clients per year.  This suggests that experience with transgender clients may have 

some relationship to awareness of transgender resources and attitudes. This also aligns with the 

guidance provided by NP experts in creating the experience subgroupings used in this study. 

Those who had had transgender clients were more aware of resources as they needed them to 

effectively treat clients.  A sharp learning curve exists for NPs in working with the first one or 

two clients with a new issue or condition. This sharp learning curve combined with vulnerability 

for transgender people in the health care system supports the call for improved education on 

transgender health for NPs.  

Lewis et al. (2017) found that attitudes are improved with increased exposure and 

knowledge about vulnerable communities. It may be that we are seeing improved attitudes and 

awareness of transgender health care in those who have sought out resources because they have 

needed to understand transgender clientsô perspectives and issues. Improved attitudes with 

contact with transgender people have not been researched in health care providers; but one study 

by Walch et al. (2012) found decreased stigma among college students who attended a 

transgender speaker panel compared to those who attended a panel of non-transgender experts. 

Further supporting inclusion of transgender health content in nursing and NP education curricula, 

Flores et al. (2018) found that mere exposure to images and information about transgender 

people had a positive effect on prejudicial attitudes. 
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Chapter 5 

General Discussion 

Summary of main findings 

The main objectives of this thesis were to examine, from a cultural humility perspective, 

the relationship between critical self-reflection and attitudes of nurse practitioners towards 

transgender people as well as to explore the relationships between these variables and awareness 

and experience.  

The baseline descriptive data presented in Chapter 3 found that Ontario NP participants 

were found to be strongly self-reflective and had moderate to highly positive attitudes towards 

transgender people to a greater degree than for nurses in other studies (Asselin & Fain, 2012; 

Kanamori & Cornelius-White, 2016). However, the participants were not as aware of the 

resources and changes to scope in practice relevant to transgender client care as they need to be 

to provide competent care. NPs reported low to moderate awareness of transgender-related 

regulatory changes and clinical resources (e.g., 71% have not taken transgender specific training 

by RHO, while 72% have treated transgender clients, Table 2). Using the results of correlation 

and partial correlation of the variables measured, we sought to examine the associations within 

the data collected.  Positive correlations of attitudes with both increased awareness and with 

increased experience suggest that exposure to resources and contact with transgender clients 

might influence attitudes, and so support increased transgender content in NP curricula and post-

graduate trainings.  

Chapter 4 provides results of an exploratory examination of the covariates. Are there 

subgroups within the covariates that do not confound the zero-order correlation? Self-reflection 



 

86 

 

is correlated with attitudes towards transgender clients of NPs who are older suggesting life 

experience influences oneôs reflexivity.  

Conceptual Framework Adaptations 

Insight and Reflection.  In Chapter two, the reorganization of Foronda et al.ôs (2015) 

model of Tervalon and Murray-Garciaôs (1998) cultural humility framework to centralize the 

essential role of critical self-reflection was introduced. In conducting this literature review and 

subsequent study, further adjustments are suggested given the nuances found between self-

reflection and a similar concept measured in the SRIS scale, insight. How reflection and insight 

interact in culturally humble practice offers promising future research directions and further 

development of the cultural humility framework. The SRIS scale measures two factors, self-

reflection, and insight.  Insight in this context is self-insight which allows for understanding of 

oneôs own thoughts and feelings that are necessary for creating change (Stein & Grant, 2014) as 

opposed to cognitive insight, the process involved in abstract problem solving. Since being 

developed by Grant, Franklin, and Langford (2002) the SRIS scale has been validated and used 

in multiple contexts with a variety of populations. Interestingly, the 2 factors have since shown 

in subsequent empirical studies to be related but predictive of varied qualities: self-reflection is 

often not associated with insight or well-being (Stein & Grant, 2014) while insight is linked to 

well-being (Lyke, 2009).  Several studies have associated the process of self-reflection to the 

process of rumination (Lyke, 2009; Silva & Phillips, 2011) and shown relationships between 

insight and other positive esteem and self-evaluation traits (Silva & Phillips, 2011). Future 

research would need to disambiguate self-reflection from rumination as well as insight from self-

awareness, the awareness of oneôs own strengths and weaknesses (Foronda et al., 2015), another 

key variable in cultural humility that, at least on the surface, appears similar.  These nuances 
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between insight and reflection suggest a different possible interpretation of the cultural humility 

model wherein critical self-reflection is foundational to the other concepts in the model and 

insight is included as an integral element in the reflexive process (Figure 6). 

Internal and external processes. A further reinterpretation of the concepts within the 

third iteration of the cultural humility model (Figure 6) examines interesting connections 

between concepts and the client-provider interaction. This conceptualization builds on a 

foundation of critical reflection integral with insight noting both are internal to the practitioner. 

Central to the model are cultural humility attributes that the practitioner brings to the interaction 

with the client. At the apex are the lifelong learning outcomes. These all occur within the larger 

social milieu of diversity and power imbalance in the social structure being measured, in this 

case primary care interactions within the health care system.  

 

Figure 6. Adaptation of cultural humility model with critical self-reflection as foundational and 

identifying internal and external processes. Adapted from ñCultural Humility: A Concept 
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Analysisò by Foronda, Reinholdt, & Ousman, 2015, Journal of Transcultural Nursing, 23(3), p. 

214. Copyright 2015 by the authors. 

The final iteration of the model replaces the attributes in the modified cultural humility 

model with the variables used in this study (Figure 7). Critical self-reflection and insight remain 

foundational while attitudes and knowledge are central to the model as they are brought by the 

client and practitioner to the interaction. At the apex are experience and awareness, the client-

centered outcomes of life-long learning. Here the context diversity and power dynamics are 

implied and not measured.  

 

Figure 7. Adaptation of the cultural humility model replacing original variables as in Figure 6 

with variables from this study. Adapted from ñCultural Humility: A Concept Analysisò by 

Foronda, Reinholdt, & Ousman, 2015, Journal of Transcultural Nursing, 23(3), p. 214. Copyright 

2015 by the authors. 
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These explorations of self-reflection, insight, and  reworkings of the cultural humility 

model provide the ground-work for future research operationalizing the elements of the model to 

create a framework for practice. 

Strengths and Limitations 

 Our study is unique as no other studies to date look at the issue of transgender client care 

from a cultural humility perspective, nor with a focus on critical reflection.  Further, this study 

adds to the small body of research looking specifically at nurse practitionerôs attitudes towards 

transgender clients (Levesque, 2013; Paridiso & Lally, 2018; Tidwell, 2017).  

This study has limited generalizability.  It is preliminary and future research with larger, 

less regionalized samples are needed. These findings are based on a relatively small sample size 

despite a recruitment strategy that involved correspondence with the professional organization, 

email, and social media. Though the survey went out to the 2300 members of the NPAO, only 

123 useable surveys were returned.  One promising incidental finding was the success of social 

media recruitment.  E-mail solicitation of responses through the professional association 

accounted for 23% of the 160 total responses while the Facebook Ê response accounted for 

77%. Anecdotal evidence indicated that NPs who were not members of NPAO replied to the 

survey. 

 The CATTS scale had less reliability in the population in my study (Ŭ = 0.7) compared to 

that of Rehbein (Ŭ = 0.83).  This may be because counsellors and NPs are expecting different 

presentations of issues and are taking different approaches to clinical issues given their varied 

roles. So, for example the question ñChoosing to identify as transgender has negative 

consequences that should be considered by the transgender individualò could, to the NP indicate 

a consideration of the possible side effects of medical transition or the outcomes of surgical 
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transition while to the counsellor could indicate consideration of social or legal transition 

implications. Similarly, NPs could extend clinical care questions like ñTransgender clientsô 

presenting issues centre around or are linked to their sexuality and/or gender expressionò to non-

transgender related health concerns in a way that affects the results.  In fact, this question was far 

less skewed than the other questions in the scale indicating multiple interpretations on the part of 

the respondents. Low reliability of the transgender health knowledge questions in Rehbeinôs 

ñConceptualization of transgender populationò subscale hindered thorough examination of the 

research questions. Likewise, inadequate response from rural NPs limited analysis of urban or 

rural location as a confounding variable.  

Practice, Policy,  Research, and Education Implications 

Practice. My research is well timed to provide a baseline of Ontario primary care NP 

knowledge and attitudes at a time of their increased responsibility in transgender peopleôs care. 

Findings from this study provide direction for educators, practitioners, policy makers, and 

researchers. On the broader level, cultural humility provides an important shift away from the 

static process of cultural competence towards health care practice involving ongoing learning 

and critique of personal, interactional, and systemic dynamics within the diversity and power 

structures inherent complex systems. The outcome of cultural humble practice is cultural safety 

(FNHA, 2017). Currently, there exists incredible stigma and poorer health outcomes for 

transgender people in our health care system. NPs are ideally located to be key providers of 

dynamic culturally humble practice providing culturally safe care for transgender clients in 

Ontario (Kellet & Fitton, 2016; Wylie et al., 2016).  

This study provides insight into NPsô attitudes towards transgender clients at a key time 

of changes to NP practice regarding transgender health in Ontario. Conducting this survey has 
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already brought awareness of important resources to practicing NPs. Several respondents 

contacted me after completing the survey following up on resources and a number approached 

me at the NPAO conference asking for these as well. Further, part of my agreement with NPAO 

includes writing a report summarizing study findings. The gaps illuminated in this study indicate 

that there is a pressing need to enhance transgender care. There are several available avenues in 

policy, research, and education with which to do this.  

Policy. A major challenge with integrating cultural humility into the contemporary health 

care practice is the ubiquity of cultural competence and other more limited concepts like cultural 

awareness. The static, end-state nature of cultural competence largely leaves unquestioned the 

common, essentialist conceptualization of culture as shared values and customs among people of 

a similar nationality or ethnicity (Gray & Thomas, 2006). There is much resistance to redefining 

the term culture from the colloquial limitations of race and ethnicity to include a variety of other 

intersections including sex and gender minorities (Baker & Beagan, 2014). Gray and Thomas 

(2006) call for a constructivist definition that recognizes the sociopolitical construction of the 

concept. For example, the Aboriginal Nursesô Association of Canada (ANAC, 2009), released a 

nursing education framework jointly with the Canadian Nursesô Association and the Canadian 

Association of Schools of Nursing. It calls for cultural safety to be utilized at all levels of nursing 

care and for nursing education to provide a thorough explanation of culture and cultural safety. 

However, though the ANAC recognises a constructivist definition of culture as ñbeing enacted 

relationally through history, experience, gender, and social positionò (p. 2), there is no mention 

of two-spirit, of gender or sexual minorities, or clarification of gender beyond the dominant 

binary cultural schema. 
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In terms of addressing the needs of transgender clients in nursing policy, key findings of 

this study highlight the gaps in NP awareness and training such as the 72% who have not taken 

any Rainbow Health Ontario (RHO) transgender-specific training despite the 71% who have 

taken care of a transgender client, or the 60-70% who are not aware of key transgender related 

clinical practice resources like the Sherbourne guidelines, the WPATH Standards of Care, or 

RHOôs online Trans Primary Care Guide (2016). These figures should strongly urge regulatory 

bodies like the CNO and associations like NPAO and the Registered Nursesô Association of 

Ontario (RNAO), to leverage ties to known education programs like RHOôs series of 12 training 

workshops and their weekly mentorship conference call for practitioners to enhance awareness of 

these resources and facilitate or even incentivize their uptake by NPs already in practice. 

Research. Enhancing the small but growing body of research into NPôs care of 

transgender clients (Levesque, 2013; Paridiso & Lally, 2018; Tidwell, 2017) will help reduce 

discrimination and stigma in an already vulnerable population. Our study is unique as no other 

studies look specifically at transgender health from a cultural humility perspective nor any of 

nurse practitionerôs critical reflection and attitudes in caring for transgender clients in primary 

care. This study indicates valuable direction to the multitude of potential research questions.  

Recommendations for future research include development of a scale to measure 

transgender health knowledge for health practitioners generally and primary care practitioners 

specifically.  This study suffered from an unreliable subscale on practitioner knowledge in 

Rehbeinôs (2012) ñConceptualization of Transgender Populationò subscale. Examination of 

awareness by asking about very-specific-to-Ontario regulatory changes and transgender health 

resources indicate research potential of NPs as a study population for practice, training, and 
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education research in pre- post- intervention studies about transgender culturally humble practice 

and health care.  

Beyond NPs, similar questions need to be addressed in research on transgender and 

diversity care in nursing baccalaureate education, nursing practice, nursing graduate education 

and research. Leadership gaps such as policy, administration, and faculty barriers to facilitating 

incorporation of culturally humble diversity practice and education is another vast area for 

research. Reconceptualization of the cultural humility model identifies further promising avenues 

for future research such as fuller explanation and integration of elements of the cultural humility 

model, the relationship of cultural humility to cultural safety, investigations into culturally safe 

environments for transgender people, the relationship of insight to reflection and to attitudes with 

regards to transgender care.  

Education. Results of this work could be applied to future work on NP education to 

reduce systemic biases of cis-normativity and heteronormativity in the curriculum. Competing 

agendas in health care education development that marginalize LGBTQI2S content, result in lack 

of desire on the part of faculty to incorporate inclusive care content, and/or lack of experience of 

faculty in intersectional, diverse, and inclusive care (Lim, et al., 2015).  The correlation between 

more experience and improved attitudes in this study suggests support of integration of 

educational opportunities that incorporate caring for transgender and sexual, gender, and 

relationship diverse people into actual and simulated health experiences for providers.  

High fidelity simulation education is one means of providing transgender population-

specific education (Maruca, Diaz, Stockmann, & Gonzales, 2018). Use of simulated patients 

(actors) from the transgender community provides an opportunity for engagement with 

transgender clients with reduced risk of harms (Carroll & Lada, 2018).  There does exist though 
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the difficulty of accessing actors from a very small community. Risks include reating volunteer 

fatigue and possible harms from reinacting traumatic healthcare situations. Using cisgender 

actors to portray transgender clients risks stereotyping and misrepresentation of transgender 

people.  

There is already a call to include cultural humility in the international standards for 

clinical simulation education (Foronda & Baptiste, 2016). Research out of the United States 

adapted a cultural humility framework to graduate nursing education policy (Clark et al., 2011). 

It outlines specific concerns, issues, skills, and education strategies using cultural humility at the 

graduate level and in subsequent practice. Most research describes application of cultural 

humility practice on an ad hoc basis to individual courses or activities in health care post 

graduate and continuing education (Carabez et al., 2015; Dao et al., 2017; Jernigan, Hearod, 

Tran, Norris, Buchwald, 2016; Kumagai & Lypson, 2009; Ontario Public Health Association, 

2017; Yingling, et al. 2017). I think the results of this study provide a foundation on which to 

further future research on nursing and NP education regarding cultural, sexual, gender, and 

relationship diversity generally and gender minorities specifically. 

Conclusion 

 NPs are uniquely positioned to use a cultural humility framework in their practice to 

address needs of vulnerable populations like transgender people as well as addressing personal 

and systemic biases in their interactions with all clients. As transgender clients become 

increasingly seen in primary care clinics in Ontario, there is a growing need to ensure that nurses 

being educated to become NPs and NPs currently in practice can provide holistic, culturally 

humble care to transgender people. The study presented in this thesis identified important 

findings that increase our understanding of NP practice for this population. Importantly, this 
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study found that NPs are self-reflective and have positive attitudes of transgender people, and 

that awareness is predictive of better attitudes particularly among NPs caring for their first few 

transgender clients. These conditions provide a good foundation for improved transgender health 

education.  
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Appendix A 

Demographic, Experience and Awareness Questionnaire 

Please answer the following questions: 

1. In what year were you born? ____ 

2. What is your gender?  Female ___, Male ___, Alternative ____ (describe) ___________  

3. What are the first three characters of your work place postal code ____ ____ ____ 

4. Are you currently practicing as an NP?     Yes  No 

5. What is your registration classification?  

NP PHC___  NP Adult ___   NP Peds ____  NP Neonates____  Other _____ 

6. Do you work in primary care?      Yes No 

6. a If yes: 

Do you work at (check all that apply): 

 Community health centre   ___________ 

Family health team    ___________ 

Nurse practitioner led clinic   ___________ 

Aboriginal health centre    ___________ 

7. Do you work in urgent or emergent care?     Yes No 

8. How many years have you been an NP?    ___________ 

9. Have you met someone who identifies as transgender?   Yes  No 

10. Have you, to your knowledge, worked or are you working currently with any adult clients 

who identify as transgender?        Yes  No 

10.a  If yes: 

How many in the past year:   ____________ 

How many in the last month:   ____________ 
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11. Have you received Rainbow Health Ontario training regarding multicultural care of 

*LGBTQ2 population? (*Lesbian, Gay, Bisexual, Transgender, Queer, Two-Spirit) 

          Yes  No 

For the following six questions please indicate how aware of each of the following you are using 

the following scale:  

1 2 3 4 5 

Not at all aware Slightly aware Somewhat aware Very aware Fully aware 

 

12. *How aware are you of the Diagnostic and Statistical Manual, 5th edition (DSM-V) 

diagnosis change from gender identity disorder to gender dysphoria? 1  2  3  4  5 

1 2 3 4 5 

Not at all aware Slightly aware Somewhat aware Very aware Fully aware 

 

13. *How aware are you that it is within the Nurse Practitioner scope of practice to start a 

transgender patient on hormone therapy (except for testosterone)?  1  2  3  4  5 

1 2 3 4 5 

Not at all aware Slightly aware Somewhat aware Very aware Fully aware 

 

14. *How aware are you of amendments by the Ministry of Health and Long Term Care to 

allow primary care providers with special training to refer patients for gender affirming 

surgery (formerly sex reassignment surgery) rather than referring them to Centre for 

Addictions and Mental Health in Toronto?   1  2  3  4  5  

1 2 3 4 5 

Not at all aware Slightly aware Somewhat aware Very aware Fully aware 
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15. *How aware are you of the ñGuidelines and Protocols for Hormone Therapy and Primary 

Health Care for Trans Clientsò from Sherbourne Health/Rainbow Health Ontario?   

1 2  3  4  5 

1 2 3 4 5 

Not at all aware Slightly aware Somewhat aware Very aware Fully aware 

 

16. *How aware are you of the Standards of Care for the Health of Transsexual, Transgender, 

and Gender-Nonconforming Peopleò from the World Professional Association for 

Transgender Health (WPATH)?      1  2  3  4  5  

1 2 3 4 5 

Not at all aware Slightly aware Somewhat aware Very aware Fully aware 

 

17. *How aware are you of the Trans Primary Care Guide from Rainbow Health Ontario? 

1 2  3  4  5  

1 2 3 4 5 

Not at all aware Slightly aware Somewhat aware Very aware Fully aware 

 

Note: Adapted from Rehbein, (2012). An * indicates that the item has been added.  Item 11 

refers to the DSM-V, (American Psychiatric Association, 2013); items 12 and 14 refer to 

ñGuidelines and Protocols for Hormone Therapy and Primary Health Care for Transgender 

Clientsò (Bournes, 2015); item 13 refers to MOHLTC (2016, March); item 15 refers to WPATH 

(2012); item 16 refers to the online guide by Rainbow Health Ontario, ñTrans Primary Care 

Guideò (Speck, 2016). 
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Appendix B 

Self-Reflection and Insight Scale 

Please respond to the following statements using this scale: 

Strongly 

Disagree 

Disagree Slightly 

Disagree 

Slightly 

Agree 

Agree Strongly 

Agree 

1 2 3 4 5 6 

 

  
Strongly  

Disagree 

Strongly  

Agree 

Factor: Engagement in self-reflection 

1 I donôt often think about my 

thoughts (R) 
1 2 3 4 5 6 

2 I rarely spend time in self-

reflection (R) 
1 2 3 4 5 6 

3 I frequently examine my feelings 1 2 3 4 5 6 

4 I donôt really think about why I 

behave in the way that I do (R) 
1 2 3 4 5 6 

5 I frequently take time to reflect 

on my thoughts 
1 2 3 4 5 6 

6 I often think about the way I feel 

about things 
1 2 3 4 5 6 

Factor: Need for self-reflection 

7 I am not really interested in 

analyzing my behavior (R) 
1 2 3 4 5 6 

8 It is important for me to evaluate 

the things that I do 
1 2 3 4 5 6 

9 I am very interested in examining 

what I think about 
1 2 3 4 5 6 

10 It is important to me to try to 

understand what my feelings 

mean 

1 2 3 4 5 6 

11 I have a definite need to 

understand the way my mind 

works 

1 2 3 4 5 6 

12 It is important to me to be able to 

understand how my thoughts 

arise 

1 2 3 4 5 6 

Factor: Insight 

13 I am usually aware of my 

thoughts 
1 2 3 4 5 6 
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Strongly  

Disagree 

Strongly  

Agree 

14 I am often confused about the 

way that I really feel about things 

(R) 

1 2 3 4 5 6 

15 I usually have a very clear idea 

about why I have behaved in a 

certain way 

1 2 3 4 5 6 

16 I am often aware that Iôm having 

a feeling, but I often donôt know 

quite what it is (R) 

1 2 3 4 5 6 

17 My behavior often puzzles me 

(R) 
1 2 3 4 5 6 

18 Thinking about my thoughts 

makes me more confused (R) 
1 2 3 4 5 6 

19 Often, I find it difficult to make 

sense of the way I feel about 

things (R) 

1 2 3 4 5 6 

20 I usually know why I feel the way 

I do 
1 2 3 4 5 6 

 

Note: The Self-Reflection and Insight Scale is from Grant, Franklin, and Langford (2002).  Items 

with a (R) are reverse scored. Reprinted with permission.  
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Appendix C 

Counselor Attitudes Towards Transgender Scale 

Please respond to these statements using this scale: 

Strongl

y 

Disagr

ee 

Disagr

ee 

Moderate

ly 

Disagree 

Mildly 

Disagr

ee 

Slightl

y 

Disagr

ee 

Slightl

y 

Agree 

Mildl

y 

Agre

e 

Moderate

ly Agree 

Agre

e 

Strong

ly 

Agree 

1 2 3 4 5 6 7 8 9 10 

 

  Strongly  

Disagree 

Strongly 

Agree 

1 Transgender individuals must choose to live as 

male or female in order to lead heathy and 

productive lives (R) 

1 2 3 4 5 6 7 8 9 10 

2 A personôs gender status should not be cause 

for job discrimination in any situation  
1 2 3 4 5 6 7 8 9 10 

3 Not all individuals who identify as transgender 

need mental health services 
1 2 3 4 5 6 7 8 9 10 

4 The growing number of transgender individuals 

indicates a decline in the countryôs morals (R) 
1 2 3 4 5 6 7 8 9 10 

5 All [primary care] offices should display both 

heterosexual and LGBTQ books and pamphlets  
1 2 3 4 5 6 7 8 9 10 

6 Transgender individuals just canôt fit into our 

society (R) 
1 2 3 4 5 6 7 8 9 10 

7 Transgender individuals should be treated with 

purely medical means (hormones, surgery etc.) 

(R) 

1 2 3 4 5 6 7 8 9 10 

8 Choosing to identify as transgender has 

negative consequences that should be 

considered by the transgender individual (R) 

1 2 3 4 5 6 7 8 9 10 

9 A diagnosis of [gender dysphoria] should not be 

a requirement for [gender affirming] surgery 
1 2 3 4 5 6 7 8 9 10 

10 Transgender behavior, such as receiving 

[gender affirming] surgery or dressing as the 

preferred gender, is detrimental to society 

because it breaks down the natural divisions 

between the sexes. (R) 

1 2 3 4 5 6 7 8 9 10 

11 Not all transgender individuals have a desire to 

transition to the opposite gender (via hormone 

treatment and [gender affirming] surgery) 

1 2 3 4 5 6 7 8 9 10 
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  Strongly  

Disagree 

Strongly 

Agree 

12 There should be more laws in place protecting 

transgender individuals from discrimination and 

hate crimes 

1 2 3 4 5 6 7 8 9 10 

13 Transgender clientsô presenting issues center 

around or are linked to their sexuality and/or 

gender expression (R) 

1 2 3 4 5 6 7 8 9 10 

14 Transgender individuals are easy to identify 

because of their appearance (R) 
1 2 3 4 5 6 7 8 9 10 

15 Transgender clients present with the same 

issues as lesbian, gay, and bisexual clients (R) 
1 2 3 4 5 6 7 8 9 10 

16 Transgender identification in itself is not a 

problem, but what a society makes of it can be a 

problem 

1 2 3 4 5 6 7 8 9 10 

17 All transgender clients should be diagnosed 

with [gender dysphoria] (R) 
1 2 3 4 5 6 7 8 9 10 

Note: The Counselor Attitude Towards Transgender Scale (CATTS) is from Rehbein (2011). 

Items in square brackets modified from original to change the context to the primary care setting 

or to bring terminology up to date (e.g.: changing ñgender identity disorderò to ñgender 

dysphoriaò). Items 1, 3, 7, 9, 11, 15, and 17 pertain to clinical knowledge specifically (Rehbein, 

2011). Reprinted with permission. 
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Appendix D 

Transgender Attitudes and Beliefs Scale 

Please respond to these statements using this scale: 

Strongly 

Disagree 

Disagree Slightly 

Disagree 

Neither 

Agree or 

Disagree 

Slightly 

Agree 

Agree Strongly 

Agree 

1 2 3 4 5 6 7 

 

  
Strongly 

 Disagree 

Strongly  

Agree 

Factor: interpersonal comfort 

1 I would feel comfortable having a 

transgender person into my home for 

a meal 

1 2 3 4 5 6 7 

2 I would be comfortable being in a 

group of transgender individuals 
1 2 3 4 5 6 7 

3 I would be uncomfortable if my boss 

was transgender (R) 
1 2 3 4 5 6 7 

4 I would feel uncomfortable working 

closely with a transgender person in 

my workplace (R) 

1 2 3 4 5 6 7 

5 If I knew someone was transgender, 

I would still be open to forming a 

friendship with that person 

1 2 3 4 5 6 7 

6 I would feel comfortable if my next-

door neighbor was transgender 
1 2 3 4 5 6 7 

7 If my child brought home a 

transgender friend, I would be 

comfortable having that person into 

my home 

1 2 3 4 5 6 7 

8 I would be upset if someone Iôd 

known for a long time revealed that 

they used to be another gender (R) 

1 2 3 4 5 6 7 

9 If I knew someone was transgender, 

I would tend to avoid that person (R) 
1 2 3 4 5 6 7 

10 If a transgender person asked to be 

my housemate, I would want to 

decline (R) 

1 2 3 4 5 6 7 

11 I would feel uncomfortable ýnding 

out that I was alone with a 

transgender person (R) 

1 2 3 4 5 6 7 



 

123 

 

  
Strongly 

 Disagree 

Strongly  

Agree 

12 I would be comfortable working for 

a company that welcomes 

transgender individuals 

1 2 3 4 5 6 7 

13 If someone I knew revealed to me 

that they were transgender, I would 

probably no longer be as close to 

that person (R) 

1 2 3 4 5 6 7 

14 If I found out my doctor was 

transgender, I would want to seek 

another doctor (R) 

1 2 3 4 5 6 7 

Factor 2: Sex/gender beliefs 

15 A person who is not sure about being 

male or female is mentally ill (R) 
1 2 3 4 5 6 7 

16 Whether a person is male or female 

depends upon whether they feel male 

or female 

1 2 3 4 5 6 7 

17 If you are born male, nothing you do 

will change that (R) 
1 2 3 4 5 6 7 

18 Whether a person is male or female 

depends strictly on their external 

sex-parts (R) 

1 2 3 4 5 6 7 

19 Humanity is only male or female; 

there is nothing in between (R) 
1 2 3 4 5 6 7 

20 If a transgender person identiýes as 

female, she should have the right to 

marry a man 

1 2 3 4 5 6 7 

21 Although most of humanity is male 

or female, there are also identities in 

between 

1 2 3 4 5 6 7 

22 All adults should identify as either 

male or female (R) 
1 2 3 4 5 6 7 

23 A child born with ambiguous sex-

parts should be assigned to be either 

male or female (R) 

1 2 3 4 5 6 7 

24 A person does not have to be clearly 

male or female to be normal and 

healthy 

1 2 3 4 5 6 7 

Factor: human value 

25 Transgender individuals are valuable 

human beings regardless of how I 

feel about transgenderism 

1 2 3 4 5 6 7 
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Strongly 

 Disagree 

Strongly  

Agree 

26 Transgender individuals should be 

treated with the same respect and 

dignity as any other person 

1 2 3 4 5 6 7 

27 I would ýnd it highly objectionable 

to see a transgender person being 

teased or mistreated 

1 2 3 4 5 6 7 

28 Transgender individuals are human 

beings with their own struggles, just 

like the rest of us 

1 2 3 4 5 6 7 

29 Transgender individuals should have 

the same access to housing as any 

other person 

1 2 3 4 5 6 7 

Note: The Transgender Attitudes and Beliefs Scale is from Kanamori, Cornelius-White, Pegors, 

Daniel, & Hulgus (2017). (R) indicates reverse scored. Reprinted with permission. 
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Appendix E 

Pretest Cover Letter and Questions 

Pretest Cover letter: 

Thank-you for pretesting my survey.  This survey will be sent out via a link on the NPAO 

newsletter to Nurse Practitioners (NPs) in Ontario.  The practice setting questions will narrow 

down the responses to the group Iôm interested in: primary care NPs.  Specifically, their attitudes 

and knowledge regarding care for their transgender clients.  

At this stage, the content of the survey cannot be changed.  However, you are welcome to 

provide feedback on content in the comments section. For this pretest, I am looking for your 

insights on the following: 

¶ How long did the survey take you to complete? 

¶ Did you find any components difficult to read, understand, or interpret? 

¶ Were the instructions clear? Did you know what you needed to do? 

¶ Did the FluidSurvey ® system flow through well? 

¶ Did any questions make you feel uncomfortable? 

¶ Were the response options you needed available? 

¶ Any further comments 

 

Pretest questions:  

1. How long did the consent and survey take you to complete (minutes)? 

2. Did you need to save the survey and come back? 

3. Did you have any trouble with the FluidSurvey ® system? 

4. Please comment on the clarity 
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5. Please comment on the instructions. 

6. Please comment on the content. 

7. Please comment on the responses. 

8. You are welcome to provide any other comments. 
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Appendix F 

Approval from NPAO Board of Directors and Research Chair 

-----Original Message----- 

From: Tymianski, Dawn   

Sent: May 8, 2017 8:47 PM 

To: Jennifer Carroll  

Subject: RE: NPAO study  

 

Jennifer,  

 

We will be moving forward with your study, but we suggest a few changes to your letter of 

recruitment for NPs. 

I am off site for the next few days, but I will send back the comments in the next few days. 

Congrats! 

Let me know if and when you need to chat once you received the suggestions 

 

D 

 

________________________________________ 

From: Jennifer Carroll  

Sent: Monday, May 08, 2017 8:16 PM 

To: Tymianski, Dawn 

Subject: Re: NPAO study 

 

Thanks Dawn, 

 

Much appreciated and looking forward to hearing from you. 

 

Jen 
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Appendix G 

Nurse Practitioner Association of Ontario letter of recruitment 

Dear NPAO members,  

In March 2016, the Ministry of Health and Long-Term Care expanded access for 

transition related surgeries for transgender people by including primary care nurse practitioners 

and physicians in the referral-to-surgery process.  

Nurse Practitioners (NPs) practicing in primary health settings are invited to take part in a 

survey exploring personal critical reflection and personal knowledge and attitudes regarding the 

transgender population from a cultural humility perspective.  Experience with transgender clients 

is not required.  All responses will be assigned a number by FluidSurveys ® once completed and 

so kept strictly confidential. My hope is that research into this area will provide valuable insights 

regarding this new area of care. 

 

The survey can be accessed through this link. All responses will be kept anonymous. 

http://queensu.fluidsurveys.com/s/CulturalHumiltyNPTrans/ 

If you have any questions about the research, please contact me at 15jmc5@queensu.ca 

 

Who should complete this survey? Any nurse practitioner working in a primary care setting 

should complete this survey.  Experience with transgender clients is not required.   

 

The deadline for the survey is July 30, 2017.  
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If you agree to take part, you will complete an on-line survey that is expected to take 15-

25 minutes. While there are no direct benefits to you as a participant, study results will help 

inform how primary health care can be improved for transgender clients.  There are no known 

risks for taking part in this study. There is no obligation for you to say yes to take part in this 

study. You can stop participating at any time without penalty and survey responses are 

anonymous. 

 

If you have questions, please direct them to Jennifer Carroll at 15jmc5@queensu.ca.  

 

Thank you in advance for taking the time to complete this survey. I really appreciate your input 

in this important initiative. 

 

Sincerely,  

Jennifer Carroll, RN, BSc, BScN 

15jmc5@queensu.ca 

mailto:15jmc5@queensu.ca
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Appendix H 

Permissions Emails 

 

 
 

From:  Jennifer Carroll <15jmc5@queensu.ca>  

Sent: Thursday, August 16, 2018 1:47 PM 

To: Foronda, Cynthia L   

Subject: Cultural humility concept analysis model 

 

Dear Dr. Foronda,  

 

I am a masterôs student in nursing at Queenôs University in Kingston, Ontario.  My thesis, 

ñCultural humility and transgender clients: A study examining the relationship between critical 

self-reflection, and attitudes of nurse practitionersò uses cultural humility as the theoretical 

framework.  Iôm writing to request permission please to reproduce the cultural humility concept 

analysis model from your article with Ms. Reinholdt and Mr. Ousman, ñCultural humility: A 

concept analysisò in my thesis. It would be included in the literature review chapter not the 

manuscript chapter. If I revise my manuscript chapter after submission and defense for actual 

publication and wish to include your model at that time I will re-contact you for permission and 

describe the modelôs use at that time.  

 

Also, as an aside, I read your bio on the Miami websiteðwe have similar career interests. I am 

also a pediatric nurse with a big interest in simulation and its application in clinical teaching for 

vulnerable populations. My colleague, Nancy Lada, and I recently presented on using a role-

mailto:15jmc5@queensu.ca

