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ABSTRACT 

Background 

Multiple studies show that transgender patients face disparities in healthcare and delay 

seeking treatment due to fear of discrimination, stigma, and lack transgender competency among 

healthcare providers. Transgender patients can be considered invisible and therefore increased 

provider competency may not appear warranted, but current research suggests otherwise 

Purpose 

The purpose of this project is twofold: 1) to review the currently employed methods of 

how CRNAs obtain gender identity information, and 2) determine how CRNAs perceive the 

need to deliver competent and compassionate anesthesia care to the transgender patient.  

Setting 

The setting for administering the survey was determined by the respondents. 

Participants 

The participants of the study consisted of CRNAs. Participants were recruited through a 

purchased listserv from the American Association of Nurse Anesthetist.  

Methods  

A non-experimental, quantitative descriptive methodology was employed to explore the 

potential need to increase transgender awareness in the preoperative setting 

Results 

The number of surveys distributed via the American Association of Nurse Anesthetists 

was 1,000 with 45 surveys completed. Findings conclude that gender identity information is 

discovered through the medical record over 60% of the time and that most CRNAs are not 
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comfortable asking patients about their gender identity. The open-text question asking CRNAs to 

provide a few words discussing the importance of the issue yielded four commonalities: (1) it 

matters; (2) just let me do my job; (3) not important; and (4) potentially stigmatizing, 

Conclusions 

Although anesthesia providers learn about gender identity through the medical record, 

this disconnect and level of discomfort in asking tough questions further removes the CRNA 

from developing a more trusting and respectful relationship during the perioperative period. 

Evidence from the survey establishes the need to increase cultural competency and training 

among anesthesia providers regarding the transgender community. However, the open-ended 

responses provided by the participants exposed potentially stigmatizing content and does not 

exemplify the standardized educational framework which are discussed in The Essentials for 

each degree in nursing (AACN, 2008; AACN, 2011). 
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INTRODUCTION 

As healthcare providers, we infer a great deal about our patient based on how we perceive 

them even before our first interpersonal interaction. Various data points such as age, medical 

history, and gender inform the image we create. How do you allay the fear of prejudice, 

discrimination, and stigma your patient may already be experiencing based on your reaction to 

their transgender identity? As providers, how do we initiate a safe dialogue about gender identity 

in the transgender population? It is estimated that 1:10,000 males and 1:30,000 females are 

transgender, but are we as anesthesia care providers in need of increased competence in regards 

to caring for our transgender patients (Van Kesteren, Asscheman, Megens, & Gooren, 1997)? 

Anecdotal experiences and research has revealed a need for increased anesthesia provider 

competency regarding the care of the transgender patient at the bedside on the day of surgery 

(Bockting, Robinson, Benner, & Scheltema, 2004). The importance of understanding the 

patient’s biological sex at birth cannot be ignored as it allows the anesthesia provider to: (1) 

better identify potential pharmacodynamic and pharmacokinetic properties of medications 

associated with biological sex; (2) estimate predicted hemodynamic and physiologic parameters 

of each biological sex; and (3) most importantly build trust through competence, respect, and 

dignity (Callahan et al., 2015; Schopper & Irnich, 2013).  

Anesthetic management requires the exploration of biological hormones and hormone 

replacement therapy (Schopper & Irnich, 2013). Certified Registered Nurse Anesthetists 

(CRNAs) are expected to determine pregnancy status in biological females of childbearing age 

with a functioning reproductive system. Patients who identify as transmale, but have not had a 

hysterectomy can complicate this. Also, referring to a transgender patient by a pronoun or name 
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they do not prefer decreases trust and negatively impacts patient satisfaction (Deutsch et al., 

2013). These are a few implications the CRNA must address when caring for a transgender 

patient. Care must start with the utmost sensitivity to build a respectful relationship and provide a 

safe experience for the physical and mental health of the patient during the perioperative setting.  

Lastly, the transgender population faces health disparities including: increased suicidal 

ideation and suicidal attempts at 26-45% compared to 2-9% of the general population; and high 

rates of chronic illnesses, substance abuse, and HIV (Callahan et al., 2015; Reisner, White, 

Bradford, & Mimiaga, 2014; Tebbe & Moradi, 2016). All healthcare providers should strive for 

cultural competence and sensitivity in order to encourage the transgender patient to actively seek 

healthcare for all of their routine and preventative health needs. 

Background Knowledge 

The term transgender is an umbrella term to describe individuals who express or identify 

their gender in a way that does not conform to societal standards (Torres et al., 2015). People 

who identify as transgender express discordance between their sex at birth and their socially 

prescribed gender identity (Torres et al., 2015). The term sex refers to physical characteristics 

such genitalia, breasts, body hair, and chromosomes; the term gender is a philosophical idea and 

represents a person’s sense of being (Deutsch et al., 2013). A transgender person may want to 

physically transition through gender-affirming therapies that may include cross-sex hormone 

therapy and surgery. Gender identity is dependent on the individual, so it is considered 

inappropriate to focus strictly on physiological and biological sex; gender is a broader concept 

than what is perceived and can only be expressed by the patient (Chodorow, 2002).  



 

 

14 

Literature suggests that transgender people may postpone seeking healthcare resulting in 

the health disparities discussed previously. Studies state the postponement of seeking care is due 

to fears of discrimination related to provider inexperience, perceived stigma, and the deliberate 

or accidental public disclosure of their transgender identity (Bockting et al., 2004; Callahan et 

al., 2015; Torres et al., 2015). These fears lead to under reporting of such incidents, which is why 

the current estimation of 700,000 people in the United States identifying as transgender may be 

greatly underestimated (Rubin, 2015) 

Problem 

CRNAs meet their patients briefly on the day of surgery and have a small window of 

opportunity to establish a respectful relationship. Research indicates that providers need further 

competency and training pertaining to the care of transgender patients as it has been reported that 

patients feel they need to educate providers on what it means to be transgender (Torres et al., 

2015). However, this issue is not only the responsibility of the provider as limitations within the 

electronic health record do not routinely allow proper identification or input of the patient’s 

chosen name or gender, leading to provider confusion when caring for this population (Callahan 

et al., 2015; Deutsch et al., 2013). Patient satisfaction and quality of care ratings are impacted 

when patients are not addressed by their preferred name and pronoun and this can negatively 

affect the relationship the CRNA desires to build during the preoperative setting (Deutsch et al., 

2013). Furthermore, the patient’s sex at birth allows the anesthesia provider to determine sex-

associated anesthesia risks, physiologic parameters and sex-linked pathologies between the 

sexes.  
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The United States Department of Health and Human services has implemented a rule for 

hospitals that receive federal funding under Section 1557 of the Affordable Care Act (The United 

States Department of Health and Human Services [DHHS], n.d.). This rule prohibits 

discrimination based on gender identify, ensuring this population receives equal care. Section 

1557 allows patients to file a complaint with the DHHS Office of Civil rights against hospitals 

that have discriminated or have not provided equal healthcare and coverage based on the 

patient’s gender identity (DHHS, n.d.).  

Purpose 

The purpose of this project is twofold: 1) to review the currently employed methods of 

how CRNAs obtain gender identity information, and 2) determine how CRNAs perceive the 

need to deliver competent and compassionate anesthesia care to the transgender patient. This 

project aims to discover how anesthesia providers approach gender identity with their patients. 

The data acquisition plan for this project was to conduct a survey to determine if there is a need 

to increase knowledge when caring for the transgender patient. The stakeholders of this project 

include transgender patients, their friends and family, anesthesia providers, administrators, and 

other leaders in health care settings. 

Study Questions 

“How do CRNAs learn about their patient’s gender identity?” And, “what is the 

perceived need to deliver competent and compassionate anesthesia care to the transgender 

patient?” 
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THEORETICAL FRAMEWORK AND SYNTEHSIS OF EVIDENCE 

Theoretical Framework  

Theories focusing on understanding how CRNAs make decisions, identify knowledge, 

identify self-perception, and utilize their own values to inform their everyday choices fit with 

this project (Grol, Bosch, Hulscher, Eccles, & Wensing, 2007). The Process of Cultural 

Competence in the Delivery of Health Services is a theoretical framework developed by 

Campinha-Bacote (2002). This framework aligns with this project as it describes cultural 

competence as a continuous process of becoming. The Campinha-Bacote (2002) framework 

entails five assumptions: 

1. Cultural competence is not an event, but a process. 

2. Constructs within cultural competence include: 

a. Awareness, the self-exploration of cultural and personal background of oneself; 

without awareness, one may impose their values and beliefs on another. 

b. Knowledge, the drive to discover ongoing education in cultural diversity. 

c. Skill, the ability to acquire culturally relevant data as it pertains to patient care, 

e.g., how a physical examination is to be conducted, or if eye contact should be 

maintained. 

d. Encounters, the direct engagement with culturally diverse clients. 

e. Desires, the internal motivation to want rather than to need to be culturally aware.  

3. Intra-ethnic variations assume the differences within ethic groups are more diverse 

than the differences between ethnic groups.  
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4. The relationship between the health care provider (HCP) and the patient is a direct 

reflection on the HCP’s state of cultural competence. 

5. Cultural competence is required to deliver culturally effective and ethically 

appropriate care. 

In addition, the CRNA who harbors negative opinions about transgender individuals may, upon 

being confronted with a transgender patient, begin to feel cognitive dissonance. This expression 

describes when the CRNA may have conflicting preconceived thoughts about transgender people 

that contrast with CRNA’s intrinsic desire to treat all people with respect and kindness 

(Festinger, 1957). 

Concepts 

Assumptions for this project is that CRNAs may: (1) lack knowing their patient is 

transgender; (2) not be well equipped to approach, acknowledge, and affirm a transgender patient 

due to a lack of formal training, education, or the pressure of cultural stigma (Torres et al., 2015). 

These assumptions coincide with the concepts of affirmation and gender. 

Affirmation of gender identity from the CRNA is important for the patient as it allows the 

patient to express themselves not only in their personal life, but also within their own healthcare; 

the HCPs gender affirming language may increase trust and improve patient satisfaction 

(Bockting et al., 2004; Deci, 1971). With this project, recognizing how stigma has impacted the 

anesthesia provider allows a tailored approach in providing formal education into change 

processes, furthering affirmations of transgender patients in the preoperative setting. 

Gender is an individualized human interpretation, ever changing based on the 

experiences of the person (Chodorow, 2002). If the CRNA is unable to immediately identify the 
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patient’s gender, the CRNA may rely on their training in biology, which asserts the gender is 

binary. This is evidenced by the misuse of pronouns based off inaccurate documentation of sex 

within in the patient’s chart or determined by socially constructed ideas of gender (Deutsch et al., 

2013). However, to the transgender patient, gender has a cultural and psychological value that 

goes beyond these biological principles (Chodorow, 2002).  

Transgender patients and their families are often required to educate their HCPs in what it 

means to be transgender, both medically and socially. Recognizing that gender is not what the 

patient is, but understanding that gender is a part of who they are is foundational in providing 

quality care.  

Definitions 

Affirmation: The ability of the CRNA to deliver emotional support and encouragement by 

acknowledging the transgender patient’s gender identity, name, and preferred pronoun.  

Anesthesia provider: The context of the anesthesia provider is focused on the Certified 

Registered Nurse Anesthetist (CRNA).  

Binary: The presumption of opposites. Binary gender assignments draw solely or 

primarily on biological characteristics of sexual differences, e.g., male/female, testes/ovaries 

(Richardson & Richardson, 2015).  

Cisgender: Describing someone who identifies with the gender identity they were 

ascribed at birth because of their sex.  

Gender: Philosophical, sociocultural; a sense of one’s social role, especially in 

relationship to others and their roles (Deutsch et al., 2013). 
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Gender identity: Self-conceptualized identity not inherently tied to one’s biological sex 

(Moleiro & Pinto, 2015). 

Transgender: An umbrella term used to describe people who experience discordance 

between their gender ascribed at birth and their personal gender identity (Torres et al., 2015). 

The term transgender is an empowering word used to resist impositions and definitions used by 

mental health professionals such as psychiatrists and psychologists (Currah, 2006). Transgender 

is also a political term for self-identity; the term is now broad and inclusive, but still represents a 

community that faces modern oppression (Currah, 2006). 

Sex: Biological differentiation based on primary and secondary sex characteristics (Torres 

et al., 2015). 

Synthesis of Evidence 

A literature review was conducted to gain further insight into the importance of 

recognizing and validating gender identity. Attempts to use MeSH provided limited results, 

therefore multiple searches were conducted through PubMed with keywords: transgender, 

disparities, health care provider, anesthesia, qualitative, and quantitative. The keywords 

anesthesia and quantitative research provided minimal results that could be related to the topic of 

this DNP project. Restrictions were not placed on publications dates, as the search yield was 

already limited.  

To determine this project’s possible impact on other marginalized groups, an additional 

search using MeSH with the key terms: minority groups, discrimination, and anesthesia did not 

yield results. Additional searches utilizing a combination of various minority groups did not 
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improve the search. The search for literature was modified and the keywords “health status 

disparities” and “anesthesia” returned two results.  

Findings 

Electronic Medical Records  

Electronic medical records (EMR) are mandated in the United States healthcare system 

(Murphy, Wilson, & Newhouse, 2013). However, EMRs lack appropriate demographic options 

that pertain to the transgender community. The current non-standardized documentation within 

the EMR can negatively impact care by disregarding the patient’s preferred name and gender 

identity. The EMR may restrict the ability for CRNAs to order tests and procedures that are sex 

specific, and decrease the provider’s ability to address health issues specific to the transgender 

population, such as a prostatectomy on a male-to-female patient (Deutsch, Keatley, Sevelius, & 

Shade, 2014; Snelgrove, Jasudavisius, Rowe, Head, & Bauer, 2012). However, the University of 

California, Davis Health System has championed becoming the first US health system to 

incorporate gender identity and sexual orientation in their EMR as part of the patient 

demographic profile (Callahan et al., 2015). Standardizing gender identity in the EMR reduces 

transgender healthcare disparities by informing providers of which patients identify as 

transgender (Callahan et al., 2015).  

Patient Perspective 

According to Snelgrove et al. (2012), transgender patients perceive their healthcare as 

unsatisfactory and ineffective (Snelgrove et al., 2012). The concerns reported by transgender 

patients while accessing care are fear of rejection and discrimination. Patients further report they 

feel responsible for educating the provider even while they continue to feel stigmatized and 
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discriminated against (Bockting et al., 2004; Callahan et al., 2015; Snelgrove et al., 2012; Torres 

et al., 2015). Patients advise that HCPs should be aware of their own biases, be knowledgeable to 

transgender issues, not rely on patients to provide medical advice for their own care, to remain 

professional, and to use the pronoun preferred by the patient (Rounds, McGrath, & Walsh, 

2013).  

Gender  

The inclusion of women in healthcare research has only seen an increase in the last 25 

years. The FDA advised against including women in medical research, but the need to include 

women became clear when differences were observed as women who were treated for HIV 

started experiencing greater medication side effects than male patients (Schopper & Irnich, 

2013). Berkley (1992) discovered the gender of research participants were not disclosed in 42% 

of published research articles in 1992 and this nondisclosure left the medical community blind to 

gender specific findings. In an article pertaining to gender differences and cardiothoracic 

anesthesia, Schopper and Irnich (2013) discuss the topic of gender and sex as it relates to XX and 

XY chromosomes while distinguishing that gender is defined as the socially constructed roles 

and norms considered appropriate for the sexes based on society. 

Gender plays a large role in healthcare. Wealthy Caucasian men hold the majority of high 

ranking positions in healthcare and present an socially constructed image of professionalism 

(Eliason, 2017). This image was very heavily desired in the 1980s and 1990s that many 

educational institutions and clinical facilities began removing lesbian women from leadership 

roles during that time (Eliason, 2017). Gender is typically reflected in a binary male or female 

context when discussed in healthcare literature. Social norms are further implicated in gender 
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roles when discussing healthcare professions. Nurses are assumed to be female and nurses who 

are men are “male-nurses” (Eliason, 2017). Similarly nurses who are men are routinely assumed 

to be gay until their heterosexuality is verbalized or proven (Eliason, 2017).  

Nurses continue to report being uncomfortable with the idea of transgender and gender 

nonconforming identities, yet the binary system used in healthcare continues to passively 

endanger those that do not fit within the binary and forces non-binary people to continue to live 

invisibly (Eliason, 2017; Hein & Cox, 2017). 

Nursing Education 

Nursing education lacks the appropriate coursework to provide basic transgender 

education to students (Eliason, 2017). Nursing curricula should include content teaching 

terminology, sexual orientation, gender, and methods in asking open-ended and non-judgmental 

gender identity questions (Kellett & Fitton, 2017). A significant barrier to increasing nursing 

education regarding transgender health is the already saturated curricula imposed on students and 

nursing education (Lim, Johnson, & Eliason, 2015). A theory to see improved transgender 

curriculum is to encourage national accreditation standards and licensure examinations to test on 

this topic in order to motivate educational changes (Lim et al., 2015).  

Terminology 

Transgender is a term used to describe a spectrum of gender nonconforming, gender 

identities, and all other gender performances (Kellett & Fitton, 2017; Torres et al., 2015). HCPs 

have expressed discomfort in recognizing and understanding non-binary identities and confusion 

regarding the terminology. Two important concepts recurring in literature are: (1) the coining of 

“gender identity disorder” and the term’s revision to “gender dysphoria” by the American 
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Psychiatric Association in 2000 have increased marginalization and the pathologizing of the 

transgender community; and (2) gender and non-gender identifying terms are fluid and can only 

be defined by the expressing person. For the HCP who may not be familiar or comfortable with 

these terms, Callahan et al. (2015) recommends asking the patient three questions: (1) what is 

your gender identity?; (2) what gender were you assigned at birth?; and (3) what is your sexual 

orientation? 

Minority Stress Theory 

Significant publications discussed the high prevalence of suicidal ideation and suicide 

attempts within the transgender community. Articles focused on the minority stress theory, the 

theory that prejudices and discrimination against social groups can lead to mental health 

developments, are highlighted in the Relationship to Framework and Other Evidence section of 

this manuscript (Tebbe & Moradi, 2016).  

Strengths, Weaknesses, and Gaps in Literature 

Multiple articles have been published detailing the needs of the transgender patient in 

healthcare, as well as the need to further incorporate gender identity within the EMR. High levels 

of evidence, such as systematic reviews of randomized controlled trials and evidence obtained 

from well-designed controlled trials, were not available for this topic. Quantitative studies were 

limited; thus, the literature review consists primarily of qualitative studies in grounded theory 

utilizing focus groups and surveys of both HCP and transgender patients. The multiple attempts 

to find research pertaining to the transgender identity, various ethnic groups, anesthesia, health 

disparities, and provider and patient perspectives discussing gender were significantly limited. 
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TABLE 1. Appraisal of Evidence 

Reference Qualitative 

or 

Quantitative 

Theoretical 

Framework 

Design Sample Data Collection Findings 

Testa et al. 

(2017) 

Quantitative Interpersonal-

psychological theory 

of suicide 

Two model design: Model 

1 investigated patterns 

between suicidal ideations 

external stressors through 

internal stressors; and 

Model 2 evaluated the 

relationship between 

internal minority stressors 

and SI though variables 

such as “perceived 

burdensomeness and 

thwarted belongingness. 

Stressors include: External 

- rejection, no affirmation, 

victimization, and 

discrimination; internal – 

internalized transphobia, 

negative expectations, and 

nondisclosure.  

Convenience 

sample 

816 transgender and 

non-gender 

conforming adults 

Found high rates of 

suicidal idea and 

attempts with the 

transgender and gender 

nonconforming 

population. Suicidal 

ideation is associated 

with external stressors 

through internalized 

transphobia and 

negative expectations 

and also with 

internalized stressors 

through interpersonal-

psychological theory of 

suicide.  
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TABLE 1. – Continued  

Reference Qualitative 

or 

Quantitative 

Theoretical 

Framework 

Design Sample Data 

Collection 

Findings 

Meyer 

(2003) 

Qualitative Stress theory Research evidence review n/a Research evidence 

review 

Minority stress is 

additive – marginalized 

people are required to 

have a higher level of 

coping than people from 

non-marginalized 

populations. 

Minority stress is related 

to social and cultural 

structures.  

Three processes of 

minority stress: 

“external, objective 

stressful events and 

conditions, expectations 

of such events and the 

vigilance this 

expectation requires, and 

the internalization of 

negative societal 

attitudes.  

Interventions: subjective 

view – individual 

interventions to change 

self-evaluation methods 

and means of coping 

with stress; objective – 

methods to reduce 

“stress-inducing” 

environments as a means 

to decrease exposure to 

stress.  
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TABLE 1. – Continued  

Reference Qualitative or 

Quantitative 

Theoretical 

Framework 

Design Sample Data Collection Findings 

Tebbe and 

Moradi 

(2016) 

Quantitative Stress theory Online based survey 335 trans-

identified 

individuals.  

Online survey of 

335 trans-identified 

individuals. 

Structural equation 

modeling 

High rates of 

depression and suicide 

risk exist in the 

transgender population.  

Minority stressors of 

prejudice and 

discrimination, 

internalized anti-trans 

attitudes, and fear of 

anti-trans stigmae were 

associated with 

depression and suicide 

risk.  

Cruz (2014) Quantitative 

analysis of 

postponing 

primary care  

What diversity means 

and how diversity 

impacts 

postponement of 

primary care. 

Literature review, 

regression analysis 

Convenience 

sampling.  

Survey; 6456 

responses collected, 

only 4049 used 

after exclusions.  

Transgender patients 

postpone care due to 

concerns of 

discrimination and 

rejection rather than 

affordability. The 

finding demonstrates 

that preventable 

disparities exist and 

need to be addressed 

within the current 

health care system.  

Deutsch et 

al. (2014) 

Quantitative study 

to determine 

current end-user 

practices in 

documenting 

gender identity in 

the electronic 

health record.  

Grounded Theory Survey 67 U.S. based 

health care 

providers who 

work with 

transgender 

patients and 

electronic health 

records. 

- Survey 

- Redcap 

- Microsoft Excel 

Quantifying provider 

practices in obtaining 

and documenting 

gender-identify 

demographics showed 

lacking standardization 

within the electronic 

health record. 
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TABLE 1. – Continued  

Reference Qualitative 

or 

Quantitative 

Theoretical 

Framework 

Design Sample Data Collection Findings 

Kosenko, 

Rintamaki, 

Raney, and 

Maness 

(2013) 

Qualitative: 

What are 

transgender 

patient 

perceptions of 

stigma in health 

care? 

Grounded theory Qualitative survey - 152 transgender 

adults 

- Online 

questionnaire s 

- Positive and 

negative 

experiences were 

investigated.  

- Data collected in 

2010 

- Six themes emerged: 

insensitivity to gender 

identification, observed 

discomfort, denial of 

health services, 

insufficient care, verbal 

abuse, and forced care.  

- Findings may be used 

to increase providers’ 

knowledge of the 

transgender patient 

perspective 

Obedin-

Maliver et 

al. (2011) 

Qualitative: How 

does stigma and 

discrimination 

impact the 

management of 

transgender 

healthcare. 

Grounded theory Qualitative one time in-

depth interviews 

- 55 transgender 

patients 

- 12 healthcare 

providers 

- n = 67 

- One time in-depth 

interviews.  

- Medical professionals’ 

lack of formal 

education in 

transgender needs 

create ambivalence and 

uncertainty during 

encounters with this 

patient population 

- Transgender patients 

anticipate that 

healthcare providers 

will not know how to 

meet their needs.  
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TABLE 1. – Continued  

Reference Qualitative 

or 

Quantitative 

Theoretical 

Framework 

Design Sample Data Collection Findings 

Ribeiro and 

Mourao 

(2015) 

Quantitatively 

study to assess 

the patients’ 

knowledge about 

the anesthesia 

providers’ duties.  

To evaluate the 

anesthesia related 

concerns and assess 

the patients knowledge 

regarding the duties of 

the anesthesia provider  

Prospective study 

conducted over three 

months.  

204 patients over 

the age of 18: 

122 were men 

and 82 were 

women.  

 

- 11 questions 

survey: 

demographics, 

education, previous 

anesthesia, and 

anesthesiologist 

training level. 

Scored from 1 (no 

responsibility) to 5 

(great 

responsibility) 

regarding care.  

- Kruskal-Wallis 

test and Mann-

Whitney U tests 

compared both 

genders 

- p-value <0.05 = 

statistically 

significant  

- 66% recognized that 

anesthesiologist was a 

specialized physician; 

other various answer 

include: technician, 

surgeon, or unsure.  

- Patients’ need further 

clarification of the 

anesthesia providers’ 

role. Unfamiliarity of 

the role can lead to 

increased anxiety in the 

preoperative setting.  

Roller, 

Sedlak, and 

Draucker 

(2015) 

Qualitative: Do 

transgender 

individuals 

engage in health 

care?  

 - What causes 

delays in care? 

Grounded Theory Qualitative survey - 25 transgender 

participants 

- Survey 

- Data was analyzed 

using open coding, 

category formation, 

theoretical coding 

- Constant 

comparative 

analysis was 

utilized to develop 

theory. 

- Processes: the need to 

move forward, doing 

due diligence, the 

finding of loopholes, 

and creating success.  

- Concluded that 

knowing how the 

transgender population 

participates in health 

care enables HCPs meet 

the needs of the 

population. 
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TABLE 1. – Continued  

Reference Qualitative 

or 

Quantitative 

Theoretical 

Framework 

Design Sample Data 

Collection 

Findings 

Rounds et 

al. (2013) 

- What behaviors 

enhance or 

inhibit the 

quality of care 

experienced by 

transgender 

patients? 

Grounded theory Qualitative focus group 

to discuss transgender 

interactions with health 

care providers 

 - Focus group 

consisting of 11 

transgender 

patients.  

- HCP qualities to 

effective care comprise: 

knowledge and 

interpersonal 

communication skills. 

- Participants advise: 

“know your own bias, be 

aware of ramifications of 

identities and behaviors 

and how they impacts 

care, and consider the 

assumptions behind 

question, e.g., are you 

married or do you have 

children?” (Rounds et al., 

2013, p. 107) 

Snelgrove et 

al. (2012) 

Qualitative: 

What barriers do 

physicians face 

when caring for 

transgender 

patients? 

Grounded theory: To gain 

comprehension of the 

concept being studied. 

Developing solutions in 

order to decrease barriers 

when caring for the 

transgender community. 

“Erasure” is a theoretical 

framework discussed 

within text, describes a 

health care organization 

that fails to recognize and 

validate the trans patient. 

Qualitative semi 

structured interviews to 

investigate physician 

barriers. 

Purposive 

sampling and 

“snowball 

sampling” – 

additional 

participants are 

recommended to 

the projects by 

other 

participants. n = 

19 physicians.  

Semi structured 

interviews.  

Barriers to care for 

transgender patient exist 

due to multiple variables. 

Barriers can be decreased 

through formal education. 

Five themes revealed: 

“medical knowledge 

deficits; ethics of 

transition-related medical 

care; diagnosing vs. 

pathologizing trans 

patient; and health system 

determinants” (Snelgrove 

et al., 2012, p. 1).  



 

 

30 

TABLE 1. – Continued  

Reference Qualitative 

or 

Quantitative 

Theoretical 

Framework 

Design Sample Data Collection Findings 

Torres et al. 

(2015) 

Qualitative study 

exploring 

barriers to 

improving health 

of transgender 

youth.  

Grounded theory Qualitative study designed 

to determine providers’ 

barriers in improving 

transgender health.  

n = 11 providers. 

Convenience and 

purposive 

sampling 

14 open-ended 

question interview.  

- Resilience theory 

witnessed in 

transgender youth. 

- Five themes emerged: 

“resilience of 

transgender youth; lack 

of access to services; 

the critical role of social 

support; challenges in 

navigating the health 

care system; and the 

needs for trans 

affirming competency 

training for providers” 

(Torres et al., 2015, p. 

1) 

White 

Hughto, 

Reisner, and 

Pachankis 

(2015) 

What are current 

stigma 

determinants, 

mechanisms, and 

interventions? 

Grounded theory Critical Review Number of 

articles reviewed 

is not provided.  

 - Lack of provider 

training and education  

- Healthcare access  

 barriers 

- Medicalization of 

gender nonconformity 
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METHODS 

Design 

A non-experimental, quantitative descriptive methodology was employed to explore the 

potential need to increase transgender awareness in the preoperative setting among CRNAs. A 

quantitative study has five phases: (1) conceptualization; (2) planning; (3) empirical; (4) analytic; 

and (5) dissemination (Polit & Beck, 2012). The methods portion of this project focused on the 

planning, empirical, and analytic phases of quantitative research: planning describes the research 

design, identification of the population, development of the sample, methods to measure 

variables, and plans to maintain respondent safety; the empirical phase of this project consisted 

of data collection and analysis preparation; the analytic phase analyzed statistics and formulated 

the interpretation of results; the dissemination phase will be the manuscript of the project (Polit 

& Beck, 2012).  

The method of data collection was obtained through a survey utilizing primarily closed 

ended questions with ‘yes’ or ‘no’ answers (Appendix A). The survey gathered information from 

CRNAs exploring experiences of providing care to transgender patients. The quantitative survey 

method was appropriate for this research as it profiled the targeted audience on their approach 

and perspective regarding the importance of this topic in anesthetic practice. The survey was 

designed and administered with Qualtrics© and disseminated electronically to a listserv 

purchased from the American Association of Nurse Anesthetists (AANA). The benefit of using 

Qualtrics© was the company provides computed data analysis and exportability. Additionally, 

the use of a self-administered online survey allowed for convenience and anonymity of 

respondents.  
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Ethical Considerations 

Since this project involved human subjects the ethical implications were considered. 

Recognizing that ethics can pose many challenges to research, the ethical considerations of this 

study will be modeled from the three ethical principles outlined in the Belmont Report. These 

include respect for human dignity, beneficence, and justice (Polit & Beck, 2012). Full disclosure 

involved an introductory email to the participants, explaining that the data obtained will only be 

used within the research project; the information will be confidential; and the respondent had the 

option to stop the survey at any time without negative repercussions.  

The transgender patient population will benefit from this project as the research 

discovered knowledge deficits within the CRNA community. The right to privacy encouraged 

this research project to limit intrusion into personal lives of the respondents, ensuring only 

necessary data to assist in answering the research. To protect identity: (1) participation in the 

survey was voluntary; (2) questions pertaining to age, ethnicity, and location were not asked; and 

(3) all data collected were stored on a password-protected drive. Furthermore, Qualtrics© 

provided additional privacy protections for respondents by: (1) anonymizing responses; (2) de-

identifying respondents’ IP addresses; (3) hosting the survey on a secure and encrypted website; 

and (4) by allowing the survey link to be anonymized (Qualtrics, personal communication, 

October 8, 2016). 

Setting 

The survey was a self-administered online survey. The link to the survey was sent to 

potential respondents via email through the AANA. The setting for completing the survey was 

determined by the respondents.  
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Participants 

The participants of the study consisted of CRNAs. Participants were recruited by a 

purchased listserv from the AANA and survey was sent to 1,000 CRNAs.  

Methods of Evaluation 

Data Collection Tool 

A non-experimental, quantitative descriptive methodology was employed to explore the 

potential need to increase transgender awareness in the preoperative setting. The empirical 

phase, or data collection, was the third step in this quantitative study. A literature search was 

conducted to discover how survey questions would pertain to the research project. However, the 

search did not yield viable results, but the instrument was developed based on anecdotal 

experiences and existing trends in transgender disparities and awareness among healthcare 

professionals. The survey (Appendix A) aimed to determine how anesthesia providers learn 

about their patient’s gender identity and to learn the CRNA’s thoughts regarding the importance 

of this topic. The questions were developed and reviewed by an expert panel consisting of a 

CRNA and doctoral nursing scholars. The recommendations from the expert panel were 

incorporated into the questions, further increasing content and face validity of the data collection 

tool. There were a total of 14 ‘yes,’ ‘no,’ or ‘unsure’ questions, and one open-ended question. 

The survey was built into Qualtrics© and was distributed via email from the purchased 

listserv from the AANA. The automated data input from the respondents into Qualtrics© 

decreased errors that may have been seen with written surveys and the manual transcription of 

that written data. Data collection did not include demographics such as date of birth, name, or 

year of graduation, but did include sexual orientation, gender identify, and biological birth sex. 
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Inclusion criteria for participants were: current employment and licensure as a CRNA and more 

than one year of work experience. Exclusion criteria were: anesthesiologists, anesthesia 

assistants, student registered nurse anesthetists, and work experience less than one year. 

Data Collection Process  

The University of Arizona Institutional Review Board approved the research project and 

survey questions. A listserv of CRNAs was purchased through the AANA after the association 

conducted a review of the questions and provided their approval of the project. The survey was 

entered and formatted using Qualtrics© survey software and distributed via email to 1,000 

CRNAs from the AANA. The survey introductory email informed respondents that participation 

was voluntary and that anonymity was provided. Participants were informed that consent was 

given when the survey’s link was opened. Participants were allowed to discontinue the survey at 

anytime and were encouraged to contact the lead investigator if any questions were to arise. The 

initial email (Appendix C) sent out by the AANA explained the purpose of the study, stating the 

survey would take no longer than ten minutes and reinforced that participation was voluntary. A 

reminder email (Appendix D) was distributed one week after the initial introductory email. The 

survey was open for a total of two weeks.  

Plans for Data Analysis 

The analytic phase is known as data analysis and was the fourth major step in this 

quantitative study. Data were analyzed through statistical analysis using both inferential and 

descriptive statistics. Descriptive statistics allows for the summation of the data from the sample 

of CRNAs who participated and can be further used to represent the CRNA population as a 

whole (Polit & Beck, 2012). Interpretations were developed after the data had been analyzed. 
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Interpretation consisted of deriving meaning from the results and applying the findings to current 

research-based evidence, theories, and anecdotal experiences (Polit & Beck, 2012). Further 

interpretation included determining how this new data can be implemented in current clinical 

practice, or used for further research (Polit & Beck, 2012). 

To avoid missing information, as well as the need to determine the mean substitution for 

missing data imputation, the surveys were not accepted until all questions were answered. Upon 

receiving all completed survey, a data set was created and the results were coded into 

quantifiable data. Data was assessed on frequency and percent.  

Projected Budget 

The projected budget for this project included the cost to purchase SPSS software at $100 

and the purchase of the AANA listserv at $950.  

Projected Timeline  

The timeline for the project was no greater than six months. The survey was developed 

and approved by the project committee, IRB, and the AANA. Participants were allotted two 

weeks to complete the survey. Data from the survey was completed and analyzed using SPSS 

and the results were available within one week after the survey closed.  

RESULTS 

Outcomes 

The survey was distributed via a listerv to 1,000 active members of the American 

Association of Nurse Anesthetists. The survey was open for two weeks and a reminder email was 

sent out a week before the survey closed. A total of 45 responses were received and represented 

0.045% response rate.  
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Participant Demographics 

Table 2 lists demographics of the sample.  

TABLE 2. Participant Demographics 

Characteristic Frequency Percent Valid Percent Cumulative Percent 

CRNA 45 100.00 100.00 100.00 

Experience >1yr 45 100.00 100.00 100.000 

Identify as LGBT 

 
Yes 2 4.4 4.4 4.4 

No 43 95.6 94.6 100.0 

Transgender 

 No 2 4.4 100.0 100.0 

 Missing 43 95.6   

Lesbian 

 No 2 4.4 100.0 100.0 

 Missing 43 95.6   

Gay 

 Yes 1 2.2 50.0 50. 

 No 1 2.2 50.0 100.0 

 Missing 43 95.6   

Bisexual 

 No 1 2.2 100.0 100.0 

 Missing 44 97.8   

Male-Biological 18 40.0 40.0 40.0 

Female-Biological 27 60.0 60.0 100.0 
Note: Abbreviations – Certified Registered Nurse Anesthetists (CRNA); Lesbian, Gay, Bisexual, and Transgender 

(LGBT). 

All respondents were CRNAs with greater than one year of clinical experience. Those 

who identified as biological female were 60%. Only two respondents (4.4%) identified as LGBT, 

one identifying as gay while the other participants did not disclose.  

Previously Provided Care for a Transgender Patient 

Table 3 reveals if respondents have cared for the transgender patient in the past and how 

the provider learned about the patient’s gender identity  
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TABLE 3. Provider Experience and Discovery of the Patient’s Gender Identity 

Characteristic Frequency Percent 
Valid 

Percent 

Cumulative 

Percent 

CRNA cared for a transgender patient 

 Yes 28 62.2 62.2 62.2 

No 9 20.0 20.0 82.2 

Unsure 8 17.8 17.8 100.0 

Learned of gender identity through medical record 

 Yes 19/28 - 67.9 67.9 

No 9/28 - - - 

Patient informed CRNA of gender identity 

 Yes 3/28 - 10.7% 78.6 

No 6/28 - - - 

CRNA asked patient about gender identity 

 Yes 0/28 - 0.0 0.0 

 No 6/28 - - - 

Patient’s support system informed CRNA of patient’s gender identity 

 Yes 0/28 - 0.0 0.0 

 No 6/28 - - - 

Health care organization member informed CRNA of patient’s gender identity 

 Yes 2/28 - 7.1 85.7 

No 4/28 - 14.3 100.0 
Note: Abbreviation – Certified registered nurse anesthetist (CRNA) 

Worth mentioning is that eight respondents (17.8%) reported they were unsure whether 

they have cared for this population. CRNA participants were asked if they had personally asked 

about the patient about their gender identity, however developer error in the live survey did not 

accurately collect this data.  

Comfort in Asking About Gender Identity 

Table 4 shows how comfortable CRNAs are at asking patients about their gender identity. 
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TABLE 4. CRNA’s Comfort in Asking About Gender Identity 

Characteristic Frequency Percent 
Valid 

Percent 

Cumulative 

Percent 

Are you comfortable asking a patient about their gender identity? 

 Yes 16 35.6 35.6 35.6 

No 29 64.4 64.4 100.0 

Twenty-nine (64.4%) of respondents stated they were not comfortable asking patients 

about their gender identity. 

Organizational Proactivity 

Table 5 reports, to the best of the CRNA’s knowledge, does their organization have staff 

that asks about gender identity, preferred pronouns, nicknames, and sexual orientation questions. 

TABLE 5. Organizational Proactivity 

Characteristic Frequency Percent 
Valid 

Percent 

Cumulative 

Percent 

Does CRNA’s organization ask patients about gender identity? 

 Yes 5 11.1 11.1 11.1 

 No 25 55.6 55.6 66.7 

 Unsure 15 33.3 33.3 100.0 

Does the CRNA’s organization ask patients about their preferred pronouns? 

 Yes 6 13.3 13.3 13.3 

 No 23 51.1 51.1 64.4 

 Unsure 16 35.6 35.6 100.0 

Does the CRNA’s organization ask patients about their nicknames? 

 Yes 26 57.8 57.8 57.8 

 No 14 31.1 31.1 88.9 

 Unsure 5 11.1 11.1 100.0 

Does the CRNA’s organization ask about sexual orientation? 

 Yes 7 15.6 15.6 15.6 

 No 29 64.4 64.4 80.0 

 Unsure 9 20.0 20.0 100.0 
Note: Abbreviations – Certified registered nurse anesthetist (CRNA) 

Respondents show that most organizations do not seek patient information regarding: 

gender identity (55.6%), preferred pronouns (51.1%), or sexual orientation (64.4%).  
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However, it cannot be ruled out that organizations do not seek this information as this 

data only shows the CRNAs knowledge of if and how identity information is obtained.  

CRNA Perspective of Pronouns 

Table 6 provides CRNA opinions regarding the importance knowing and utilizing the 

preferred pronoun of the patient.  

TABLE 6. Importance of Preferred Pronoun 

Characteristic Frequency Percent 
Valid 

Percent 

Cumulative 

Percent 

Is it important to know the preferred pronoun of your patient? 

 Yes 23 51.1 51.1 51.1 

 No 22 48.9 48.9 100.0 

Is it important to refer to the patient by their preferred pronoun? 

 Yes 30 66.7 66.7 66.7 

 No 15 33.3 33.3 100.0 

Regarding the importance of knowing the preferred pronoun of the patient, 51.1% of 

CRNAs stated it was important to know the preferred pronoun of the patient. When asked if it is 

important to refer to the patient by their preferred name, 66.7% of respondents agreed that 

reference with preferred pronoun was important. 

CRNAs Opinion Regarding Patient Concerns Under Anesthesia 

Table 7 provides data pertaining to the CRNAs opinion of the transgender patient’s state 

of being before undergoing anesthesia in relation to their body.  

TABLE 7. CRNA Opinion – Transgender Patients Under Anesthesia 

Characteristic Frequency Percent 
Valid 

Percent 

Transgender patients are more concerned about their body before undergoing anesthesia 

than patients who are not transgender 

 Yes 22 48.9 48.9 

 No 23 51.1 51.1 
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Respondents were split, but 51.1% believing transgender patients are not concerned any 

more than non-transgender patients about their body before undergoing anesthesia.  

Qualitative Feedback and Analysis 

Qualitative descriptive analysis was conducted after respondents provided open-ended 

answers to discuss the importance of gender identity for the CRNA. Multiple commonalities 

emerged: (1) it matters; (2) just let me do my job; (3) Not important; and (4) transphobic and 

aggressive, 

Commonality 1: It Matters 

Respondents provided multiple rationales on why it is important for the anesthesia 

provider to know the gender identity of their patient. The most common rationale was that 

CRNAs wanted to treat the patient with respect and foster an environment of comfort and patient 

dignity. Commonalities among respondents who expressed importance of the topic further 

discussed the significance of validating the patient by using proper pronouns. One respondent 

discussed how hetero-normative assumptions and roles are commonplace in the health care 

setting. This respondent elaborated about how the transgender patient might feel when placed in 

this hetero-normative environment while traversing between their own gender identity and they 

current health need. It was mentioned by an additional respondent that this topic is a “hidden 

issue”, but is crucial in providing care with respect. Other comments include, “I want to know 

what makes my patient comfortable.”  
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Commonality 2: Just Let Me Do My Job 

Participants expressed the patient’s gender identity is irrelevant to the quality of 

anesthesia given. These respondents stated their job is to provide safe anesthesia regardless of 

the patient identity, “I want to provide safe care.”  

Commonality 3: Not Important  

A minor commonality to emerge was one where CRNAs felt the topic was not of any 

importance and did not state any reference to their anesthetic practice. The responses provided 

by the participants demonstrating a lack of importance were clearly stated: (1) “it’s not 

[important]”; (2) “I could care less”; (3) “not very important”; and ,(4) “non issue.” 

Commonality 4: Potentially Stigmatizing 

One respondent stated that it is “no more functional to cater to the rapidly multiplying 

individual designation than it is to expect the provider to understand and speak every language a 

patient presents with.” An additional respondent provided their description between the 

differences of “elective transgenderism” and “intersex.” They stated that “elective 

transgenderism” is a “psycho-social” disability while an “intersex” individual has a biological 

and anatomical birth defect that requires medical care and correction.  

DISCUSSION 

Summary 

The sample population consisted of 45 CRNAs who have more than one year of 

experience. Twenty-eight CRNAs (62.2%) stated having cared for a transgender patient. 

Nineteen of the 28 CRNAs (67.9%) learned of the patient’s gender identity through the medical 

record, three CRNAS (10.7%) were informed of gender identity by the patient, two CRNAs 
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(7.1%) were notified of that patient’s gender identity through another health care member, and 

four CRNAs (14.3%) discovered the patient’s gender identity through other means. When the 

CRNAs were asked if they felt comfortable asking patients about their gender identity, 29 

CRNAs (64.4%) stated they were not comfortable.  

These findings conclude that gender identity information is obtained through the medical 

record over 60% of the time and that most CRNAs are not comfortable asking patients about 

their gender identity.  

Regarding the open-ended answers: The response, “you are still a male or female 

regardless of how you feel” ignores the notion that gender identity can only be expressed by the 

individual (Deutsch et al., 2014). Statements establishing that media and celebrity posturing have 

“massively overblown” transgender awareness and that society has gone “overboard in creating 

new pronouns” does not recognize the process of how change occurs. The “overblown” coverage 

is building support from leaders to members of society in an effort develop a team to 

successfully create change and this exemplifies Lewin’s Change Theory (Kotter, 2007). 

Additionally, the safety of women and children was discussed and the participant stated that the 

idea of allowing men into women’s restrooms was “idiotic.” Restroom privilege’s do not pertain 

to anesthesia and the transgender patient, but the response highlights underlying bias that may or 

may not impact the quality of care delivery in the perioperative setting  

The responses in Commonality “Just Let Me Do My Job,” does not acknowledge the 

patient, but rather focus on the provider’s own state of existence and occupation. The CRNA 

assumes they can provide the best care for the patient, regardless of the patient. Health care 

theory focuses on treating the patient as a whole and to recognize the individual parts of the 
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patient in order to provide high quality patient-centered care. Without knowing the true being of 

each part of the entire patient is to only provide care to just a few parts of the patient’s 

personhood (Parker, 2001). 

The Commonality “Potentially Stigmatizing” may feed into the reasons the transgender 

population feels marginalized and continues to delay seeking healthcare. A participant’s response 

asks “why should the provider have to learn about the patient when the patient should be 

responsible to teach the provider?” This question could not resonant any more closely to what 

transgender patients have described in current research as to why they delay seeking healthcare 

(Callahan et al., 2015; Torres et al., 2015). The statement regarding the psychosocial disability is 

similar rhetoric that was used against homosexuality in the Diagnostic and Statistical Manual of 

Mental Disorders until it was completed eliminated from the manual in 1973 (Mayes, Bagwell, 

& Erkulwater, 2009). The participant’s report discussing “elective transgenderism” is dismissive 

language stating that being transgender is a choice while pathologizing it as a sickness and 

further alluding to the concept that transgender people are choosing to be sick. The terms the 

respondent used such as “defect’ and “correction” assumes that something is inherently wrong. 

Further, the intersex Society of North America is an organization that was created with the aims 

to end the harmful shame and secrecy of people born without anatomy that has otherwise been 

socially deemed as standard for either a male or female (Intersex Society of North America, 

2008). 

Multiple respondents interchangeably discussed gender and the binary context of male 

and female. It is unclear whether the respondents are aware of the differences between the terms 

sex and gender. The response, “gender confusion is the least of my concerns” dismisses 
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Essentials I, VI, VIII, IX from The Essentials of Baccalaureate Education for Professional 

Nursing Practice and Essential IX from The Essentials of Master’s Education in Nursing 

(AACN, 2008; AACN, 2011). It is important for the provider to understand that gender can only 

be defined by the individual and it is inappropriate to focus on gender as a biological sex 

(Chodorow, 2002).  

Many questions arise when discussing how anesthesia providers learn about the gender 

identity of their patient: (1) How does the department of the admissions department discuss 

gender identity?; (2) Does the gender identity coincide with the gender listed under the patient’s 

health insurance, on their identification card, etc.?; (3) Do other health care providers perceive 

the importance of this topic similarly or different than anesthesia providers?; (4) Does personal 

bias impact care?; and, (5) How does the transgender patient feel about how their gender identity 

is discussed between providers?  

Relationship to Framework and Other Evidence 

It is imperative that healthcare providers routinely practice self-reflection and 

introspection to become culturally competent. The Process of Cultural Competence in the 

Delivery of Health Services by Campinha-Bacote (2002) describes cultural competence as a 

continuous process of becoming in five assumptions: (1) cultural competence is not an event, but 

a process; (2) constructs within cultural competence include awareness, knowledge, skill, 

encounters, and desires; (3) intra-ethnic variations assumes the differences within groups of 

people are more diverse than differences between groups of people; (4) the relationship between 

the healthcare providers and the patient is a direct reflection of the healthcare provider’s state of 
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cultural competence; and, (5) cultural competence is required to deliver culturally effective and 

ethically appropriate care (Campinha-Bacote, 2002). 

Respondents who aligned with Commonality 1 - It matters met multiples assumptions 

theorized by Campinha-Bacote (2002). These CRNA responses literally expressed awareness, 

knowledge, skills, encounters, and desires. Their statements are a direct reflection on the 

provider’s state of transgender cultural competence. Finally, the CRNAs who recognized the 

topic as important understand that cultural competence is required to deliver effective and 

respectful care (AACN, 2008; AACN, 2011) 

The participants who can be categorized within Commonality 4 – Potentially stigmatizing 

lack the understanding that cultural competence is not an event, but a process (Campinha-Bacote, 

2002). If society did not “massively overblow” transgender issues through media or celebrity 

posturing, then the process of implementing awareness and equal rights would remain stagnant 

(Campinha-Bacote, 2002; Schein, 1996). Those respondents lack of awareness by imposing their 

values and beliefs on others; lack skill by stating transgender specific data does not pertain to the 

care which the CRNA provides; lack desire by expressing the need to be culturally aware instead 

of the internal motivation to want to be culturally aware (Campinha-Bacote, 2002). Herek (1997) 

discusses that individuals who demonstrate aggressive behaviors towards others are extremely 

sanctimonious and strongly believe in “traditional” societal values. It is of utmost importance to 

recognize that research demonstrates the existence of a direct correlation between prejudice 

attitudes and discriminatory actions (Herek, 1997).  

Testa et al. (2017) discussed the Minority Stress Theory and investigated the association 

between internal and external stressors among transgender and gender non-conforming people 
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and concluded that external stressors such as perceived burdensome, rejection, non-affirmation, 

victimization, and nondisclosure are associated with suicidal ideation among this patient 

population. Other minority stressors that increase rates of depression and suicide risk are 

prejudice, discrimination and fear of anti-trans stigma (Tebbe & Moradi, 2016) 

Study Strengths 

This study is the first to examine, explore, and describe how anesthesia providers learn 

about the gender identity of the transgender patient. To date, there is no publication addressing 

this in the nursing or health sciences literature. Currently published research demonstrates that 

the transgender community experiences healthcare disparities due to the healthcare provider’s 

lack of transgender competence (Callahan et al., 2015; Torres et al., 2015). Transgender patients 

feel the need to further educate their providers regarding their own health care needs while 

simultaneously fearing discrimination and substandard care (Torres et al., 2015). The dismissive 

and biased findings from this project demonstrate and validate why this topic is of great 

importance. 

Study Limitations 

Limitations of this study include: (1) the survey question asking biological birth sex does 

not ask if patient is cisgender or transgender - however, zero participants identified as 

transgender; (2) the term “cisgender” instead of “biological” male, should have been used; (3) 

investigator error in developing the flow of logic pertaining to the LGBT status of participants 

made the results challenging to understand; and (4) the logic questions regarding how the CRNA 

learned of the patient’s gender identity should have been strengthened.  
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Personal bias from the primary investigator regarding the open-ended answers cannot be 

ruled out. It is possible that the intentional meaning, which the participants were communicating, 

may have been lost in written word. A qualitative in-person interview would strengthen this 

research topic.  

Interpretation 

The study was able to answer the proposed research question; how do anesthesia 

providers learn about the gender identity of a transgender patient. The anesthesia provider learns 

about transgender identity from the medical records 67.9% of the time while the patient informed 

10.7% of the CRNAs explicitly. None of the CRNAs who have cared for a transgender patient 

personally asked about the patient’s gender identity while 64% of the total respondents stated 

they were not comfortable asking for this information.  

Conclusions 

Although anesthesia providers learn about gender identity through the medical record, 

this disconnect and level of discomfort in asking tough questions further removes the CRNA 

from developing a more trusting and respectful relationship during the perioperative period. 

Evidence from the survey establishes the need to increase cultural competency and training 

among anesthesia providers regarding the transgender community. The Essentials of 

Baccalaureate Education for Professional Nursing Practice utilizes the word “cultural” with 

various contextual properties exactly 26 times; while The Essentials of Master’s Education in 

Nursing also references “cultural” 26 times. However, the open-ended responses provided by the 

participants exposed potentially stigmatizing content and does not exemplify the standardized 

educational framework which all nursing degrees are accredited to (AACN, 2008; AACN, 2011).  
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1. Are you a Certified Registered Nurse Anesthetist? 

a. Yes 

b. No 

2. Have you worked for more than one year as a CRNA? 

a. Yes 

b. No 

3. Do you identify as part of the lesbian, gay, bisexual, and transgender community? 

a. Yes 

i. If yes, do you identify as transgender 

b. No 

i. If no, do you identify as lesbian? 

1. Yes 

2. No 

ii. If no, do you identify as gay? 

1. Yes 

2. No 

iii. If no, do you identify as bisexual? 

4. Is your biological birth sex male? 

a. Yes 

b. No 

5. Have you cared for a transgender patient as a CRNA? 

a. Yes 

b. No 

c. Unsure 

i. If yes, did you learn about their transgender identity through the medical record? 

1. Yes  

2. No 

ii. If no, did the patient inform you of their gender identity? 

1. Yes 

2. No 

iii. If no, did you ask the patient about their gender identity? 

1. Yes 

a. If yes, how did you ask about their gender identity? 

2. No 

a. If no: 

i. Did someone from the patient’s support system inform you of the patient’s 

gender identity? 

1. Yes 

2. No 

6. Does your health care organization have a policy protecting transgender patients and/or 

employees from discrimination? 

a. Yes 

b. No 

c. Unsure 
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7. Does your organization ask patients about sexual orientation? 

a. Yes 

b. No 

c. Unsure 

8. Does your organization ask about gender identity? 

a. Yes 

b. No 

c. Unsure 

9. Are you comfortable asking a patient about their gender identity? 

a. Yes 

b. No 

c. Unsure 

10. Does your organization ask patients about their preferred pronouns? 

a. Yes 

b. No 

11. Does your organization ask patients about their nicknames? 

a. Yes 

b. No 

c. Unsure 

12. Is it important to know the preferred pronoun of your patient? 

a. Yes 

b. No 

13. Is it important to refer to the patient by their preferred pronoun? 

a. Yes 

b. No 

14. Opinion: Transgender patients are more concerned about their body before undergoing 

anesthesia than patients who are not transgender? 

a. Yes 

b. No 

15. Please provide a few words discussing the importance of this issue to you. 
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APPENDIX B: 

OPEN-ENDED RESPONSES 
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• “Asking these questions to placate a very small percentage of patients will be perceived 

very negatively by the vast majority of patients in this area.” 

• “do not see relevance to providing quality anesthesia care.” 

• “Doesn't matter what gender orientation a patient may be. Everyone should be treated the 

same and given respect for what ever lifestyle they choose to follow.” 

• “Everyone should be treated with respect but it is no more functional for the rapidly 

multiplying [sic] individual designations to be catered to than it is to expect a provider to 

understand and speak every lanhuage [sic] a patient presents with.” 

• “Gender, sexual identity, and further societal norms are perpetually expected in a health 

care setting. Professionals are typically straight, married, have families, and project those 

traits on to peers, patients, and others. Not only is it mentally fatiguing to remind such 

peers that you yourself do not fit that mold, but one can only imagine how a non-

traditional patient (who already has added stress of a health care interaction) feels while 

in our care.” 

• “Genetically we are born male and female and no matter how you may "feel" about your 

identity you are still genetically a man or woman.” 

• “I am involved in female to male bilateral mastectomies weekly. I feel it is extremely 

important to refer to the patient using the the [sic] pronouns and by the gender idenity 

[sic}they identify with.” 

• “I feel like it is none of my business. My job is to assist the pt and the surgeon as best I 

can and as safe as possible.” 

• “I just want to know how to make my patients feel respected and comfortable.” 
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• “I provide anesthesia at a VA Medical Center the n [sic] New Mexico. We encounter 

transgender and transsexual patients on a frequent basis. Some providers are more 

accepting and willing to care for these patients than others.” 

• “I think all patients should be treeated [sic] with consideration about their body.” 

• “I think it is of utmost importance to treat every patient with kindness and respect, 

however "we" have gone way overboard in creating "new pronouns" and the idiocy of 

letting men into woman's restrooms and changing rooms is more likely to put women and 

children at risk.” 

• I treat all patients with respect. I ask what name they would like me to call them on first 

meetin [sic] them. I am patient advacate [sic] until they are passed out of my care. This 

covers all areas.” 

• “I want to make my patients as comfortable as possible, judgement [sic] left outside!” 

• “I want to provide safe care.” 

• I work in pediatric anesthesia, and this issue doesn't come up much at all- I believe it 

would be mostly relating to the parents of our children. It is important to me to provide a 

safe and nonjudgmental environment for our families. My opinion wouldn't be well 

received here though.  

• “i would prefer the patient would make me aware of their preference if it is something 

they feel would affect the anesthetic care they are receiving” 

• “I'd like to see more research being done on how to handle these issues in the operative 

setting” 

• “It not [sic]” 
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• “It's a non issue. My job is to provide safe and effective anesthesia. Gender bias is the 

least of my concern.” 

• “It's not really important to me. I don't ever think about this issue.” 

• “It's not. I could care less”  

• “None issue” 

• “Not very as I treat all patients equally and through my initial conversation I learn a lot 

about them personally.” 

• “Not very important. There are two genders. Male and female.” 

• “Reallyou [sic] my anesthetic is not based on there [sic] gender identityI [sic] say there 

[sic] first and last name and do my job” 

• “This is a hot topic lately. I realize it is not as important to me as someone who is 

transgender that I may care for.” 

• “This is extremely important as everyone should be treated with the utmost respect. I 

always ask my patient what they prefer to be called, and if they have any questions or 

concerns they want to discuss with me. I don't want to offend my patient, but at the same 

time, I do want to be sensitive to their needs. Broaching this topic may be too personal, 

but I try to provide space for the patient to volunteer any information they might want 

to.” 

• “This is new and largely uncharted territory. We need to be sensitive to these issues of 

gender.” 
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APPENDIX C: 

INITIAL DISCLOSURE AND CONSENT EMAIL 
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[Email Disclosure/Cover letter] 

Anesthesia Providers’ Approach to Discussing Gender Identity In the Preoperative Setting 

Matthew Hatfield 

Dear CRNAs: 

You are invited to participate in a research survey – Anesthesia Providers’ Approach to 

Discussing Gender Identity in the Preoperative Setting 

The purpose of this study is twofold: 1) to review the currently employed methods of obtaining 

gender identity information, and 2) determine if this practice can be improved.  

It will take approximately 10 minutes to complete this online survey and there will be no costs 

to participate. There are no foreseeable risks associated with participating in this research and 

you will receive no immediate benefit from your participation. However, your participation in 

this survey can benefit society as this research may discover differences in how anesthesia 

providers learn about their patient’s gender identity and potentially lead to additional research 

focusing on how providers discuss gender identity in the healthcare setting. Survey responses are 

100% anonymous, and de-identified research files may be reviewed by the research team and the 

University of Arizona Institutional Review Board 

Participation in this study is voluntary. If you choose to participate in the study, you may 

discontinue participation at any time without penalty. In participating, you do not give up any 

personal legal rights you may have as a participant in this study. An Institutional Review Board 

responsible for human subjects’ research at The University of Arizona reviewed this research 

project and found it to be acceptable, according to applicable state and federal regulations and 

University policies designed to protect the rights and welfare of participants in research. For 

questions about your rights as a participant in this study or to discuss other study-related 

concerns or complaints with someone who is not part of the research team, you may contact the 

Human Subjects Protection Program at 520-626-6721 or online at 

http://rgw.arizona.edu/compliance/human-subjects-protection-program. 

For questions, concerns, or complaints about the study, you may contact Matthew Hatfield, RN, 

BSN, CCRN, SRNA at mhatfield@email.arizona.edu.  

By taking this survey you agree to have your responses used for research purposes. Please do not 

take this survey while driving or operating heavy machinery if taking the survey from your 

mobile device. By clicking the link, you are consenting to participate in this survey  

 

CLICK TO TAKE SURVEY 

To provide consent and to participate in the survey, please click on the survey link below. 

This invitation does not imply any endorsement of the survey research and/or its findings 

by the AANA. The survey contents and findings are the sole responsibility of the individual 

conducting the survey. 

 

By taking part in this survey, you are allowing your responses to be used for research 

purposes.  

https://uarizona.co1.qualtrics.com/SE/?SID=SV_8uGJ7NS0mjnObT7 
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APPENDIX D: 

REMINDER DISCLOSURE AND CONSENT EMAIL 
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[Reminder email] 

Anesthesia Providers’ Approach to Discussing Gender Identity In the Preoperative Setting 

Matthew Hatfield 

Dear CRNAs: 

This is a reminder email looking for volunteers to participate in a research survey investigating 

how CRNAs discover and approach the conversation of gender identity in the preoperative 

setting. This survey will be open for one more week.  

The purpose of this study is twofold: 1) to review the currently employed methods of obtaining 

gender identity information, and 2) determine if this practice can be improved.  

It will take approximately 10 minutes to complete this survey and there will be no costs to 

participate. There are no foreseeable risks associated with participating in this research and you 

will receive no immediate benefit from your participation However, your participation in this 

survey can benefit society as this research may discover differences in how anesthesia providers 

learn about their patient’s gender identity and potentially lead to additional research focusing on 

how providers discuss gender identity in the healthcare setting. Survey responses are 100% 

anonymous, and de-identified research files may be reviewed by the research team and the 

University of Arizona Institutional Review Board 

Participation in this study is voluntary. If you choose to participate in the study, you may 

discontinue participation at any time without penalty. In participating, you do not give up any 

personal legal rights you may have as a participant in this study. An Institutional Review Board 

responsible for human subjects’ research at The University of Arizona reviewed this research 

project and found it to be acceptable, according to applicable state and federal regulations and 

University policies designed to protect the rights and welfare of participants in research. For 

questions about your rights as a participant in this study or to discuss other study-related 

concerns or complaints with someone who is not part of the research team, you may contact the 

Human Subjects Protection Program at 520-626-6721 or online at 

http://rgw.arizona.edu/compliance/human-subjects-protection-program. 

For questions, concerns, or complaints about the study, you may contact Matthew Hatfield, RN, 

BSN, CCRN, SRNA at mhatfield@email.arizona.edu  

By taking this survey you agree to have your responses used for research purposes. Please do not 

take this survey while driving or operating heavy machinery if taking the survey from your 

mobile device. By clicking the link, you are consenting to participate in this survey  

 

CLICK TO TAKE SURVEY 

To provide consent and to participate in the survey, please click on the survey link below  

This invitation does not imply any endorsement of the survey research and/or its findings 

by the AANA. The survey contents and findings are the sole responsibility of the individual 

conducting the survey. 

 

By taking part in this survey, you are allowing your responses to be used for research 

purposes.  

https://uarizona.co1.qualtrics.com/SE/?SID=SV_8uGJ7NS0mjnObT7 
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APPENDIX E: 

INSTITUTIONAL REVIEW BOARD APPROVAL LETTER 
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