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and Nonbinary People in Chile:

A Nationwide Survey
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Abstract

Purpose: This article reports the results of the first national survey carried out in Chile on health care for trans-
gender and nonbinary people. Knowledge of their main demands for interventions, and of the barriers to care
that they face, is currently lacking. We seek to address this gap and provide data useful to policymakers in im-
proving care for this population.

Methods: The survey was conducted between January 2021 and June 2022. The sample, consisting of 1116 par-
ticipants, was recruited through social networks and transgender-rights organizations. Using chi-squared tests,
statistically significant differences between items of interest and relevant sociodemographic information were
identified. Data collected are reported based on frequencies (f) and percentages (%), and in contingency tables
for the analysis of inter and intragroup variations.

Results: Individual psychological attention (54.5%) and endocrinological follow-up (41%) were the interventions
most received by the full sample. Of all treatments desired but not yet received, speech therapy headed the list
(50.8%). Costs (74.2%), long waiting lists (34.6%), and insufficiently trained professionals (30.8%) were significant
barriers to access. These percentages varied according to both participants’ gender identity and area of
residence.

Conclusion: Provision for the care needs of the population surveyed was sparse. Differences in demands and
access barriers were found between those declaring a female or male gender identity, and those whose identity
was nonbinary or gender fluid, as well as between those enrolled in a public versus a private health system. These
variations should be carefully weighed in developing effective trans and nonbinary health policies.
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Introduction

Multiple data point to the difficulties faced by the trans
and nonbinary population in accessing appropriate
medical care,'"® both for general health problems and
in providing for their specific care needs.”'° Difficulties
include the denial of care, professionals with little or no
knowledge about trans health needs, and discriminatory
treatment. Examples of the latter are inappropriate ver-

bal engagement, disbelief of their experiences and
knowledge, questioning of their identity, exclusion of
their identities in official forms, and mockery." ™'
The Chilean health system is mixed, mainly consist-
ing of a public insurance scheme known as the
National Health Fund (FONASA), and a private one
that consists of so-called Institutions of Health Insur-
ance (ISAPRESs). Seventy-eight percent of the country’s
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population is enrolled in FONASA, a fund that
includes two care modalities: institutional (public es-
tablishments) and free choice (private centers with
copayment).”” In this context, the existing gender-
specific health services are dissimilar in their character-
istics, costs, and coverage, which adds to a significant
territorial inequality. In the public network, although
some gender identity units currently operate free of
cost, they are self-managed services, with variable sup-
port and institutionalization, insufficient budget alloca-
tions, long waiting lists, and a heterogeneous portfolio
of services. For its part, the private system charges high
rates for required procedures, making them unafford-
able for a large part of the population.

Relevant and quality health care for the demands of
the trans and nonbinary population is an urgent need.
The specialized literature consistently reports the neg-
ative mental health consequences for this population
of the lack of timely psychological'®™'” and medical
support.’®>> It also describes general health
vulnerabilities that include the negative effects of
self-administered medications, bodily interventions
performed outside health spaces such as industrial sil-
icone injections, unattended reproductive health prob-
lems, a high prevalence of HIV, and an elevated
suicidal risk.*” ">’

To build socio-sanitary spaces able to attend to the
care needs of trans and nonbinary people, a pertinent
and representative diagnostic picture of this population
at a national and local level is essential. In this article,
we present the results of the first and only National
Trans Health Survey conducted in Chile. The survey’s
objective was to explore the experiences of trans and
nonbinary people in public and private health services.

24-26

Materials and Methods

The National Trans Health Survey (Chile)

An ad hoc questionnaire was prepared by the research
team after collecting national and international evi-
dence. The instrument was submitted for the judgment
of experts, including researchers close to the topic and
people from the trans and nonbinary community, to
evaluate the relevance and appropriateness of the
items, indicators, and response choices.

The final version of the National Trans Health Survey
was a 53-item questionnaire focusing on three dimen-
sions: health care and services demanded, access barriers
to health care, and experiences of violence and discrim-
ination in health centers. The questionnaire—in online
format and self-applied through a web platform—was
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shared through the project’s social networks and dissem-
inated by Lesbian, Gay, Bisexual, Trans, Intersex, and
Queer (LGBTIQ + )* organizations and activists on var-
ious digital platforms.

To determine the respondents’ gender, four possible
gender identities were provided as answer choices: fe-
male, male, nonbinary, and gender fluid. Two other
gender categories were included: gender not declared,
and “other”—which included the option of writing a
specific or more accurate answer.’ The present analysis
focuses on the four gender identities mentioned above,
due to their greater presence in the sample.

The sample

The sample analyzed consisted of 1116 people who re-
plied to the National Trans Health Survey between Jan-
uary 2021 and June 2022. To participate in the study,
they satisfied three inclusion criteria: self-identification
as a trans or nonbinary person, at least 18 years of age,
and residence in Chile.

Statistical analysis
After coding, a univariate descriptive analysis was ap-
plied to the identification variables and the previously
described topics of interest, using SPSS 28.0 software.
Frequencies (f) and percentages (%) are used in the re-
port. With the aim of exploring inter and intragroup
variations, a bivariate analysis was carried out by
cross-tabulating the information collected on experi-
ences of access and care in the health system against
the variables of gender identity, territory, and health
service. A chi-squared test was used to detect statisti-
cally significant differences (p<0.01 or p<0.05), and
the Pearson’s correlation coefficient (r) was calculated
to measure the strength of the associations. In this ar-
ticle, only statistically significant relationships with the
highest coefficient of intensity values (r) are reported.
For the purposes of the bivariate analysis some var-
iables had to be recoded. For example, in the case of the
variable gender identity and/or gender expression, the
six possible response choices were grouped into two:
(1) binary gender identities (male and female) and
(2) nonbinary gender identities. In the case of the var-
iable health provision the multiple response choices
were grouped into (1) private health insurance and
(2) public health insurance.

*The plus (+) sign is used to represent diverse non-normative gender identities
and sexual orientations that are not fully described by the letters and words
contained in the acronym.

fAmong the other categories given by the participants were non-gender, queer,
trans, and non-conforming gender.
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The items included as response choices the catego-
ries “Not Applicable,” “Does not Correspond,” or
“No Answer,” which allowed participants a self-chosen
passage through the questionnaire. This explains vari-
ations in the sample size (n) when certain distributions
are presented. Moreover, most of the items allowed for
multiple response options, so the percentages (%) pre-
sented are calculated based on the total number of re-
spondents for each question, and not on the total
responses to the item.

Ethics

The study was conducted in accordance with the Dec-
laration of Helsinki of 1964 and approved by the Ethics
Committee of Universidad de Las Américas (Protocol
Code CEC_FE_2021011). After being informed about
the objectives and methodology of the study, respon-
dents signed a statement of informed consent, agreeing
to their participation on a voluntary, anonymous, and
confidential basis.

Results

Demographic data

Respondents’ ages ranged between 18 and 74 years
(Mode = 18 years; X=25.9 years); more than two-thirds
(68.2%) were between 18 and 32 years of age. 40.3%
of the participants described their gender as male
(n=450), 34.2% as nonbinary (n=382), 16.8% as fe-
male (n=187), and 6.1% as fluid (n=68). Around
1.4% did not declare a gender identity (n=16), and
1.2% declared another identity (n=13).

Participants without specialized health care
Of the total sample (N=1116), 25.8% (n=288)
reported never having received medical and/or psycho-
logical attention for reasons related to their gender
identity or gender expression (Fig. 1). The main rea-
sons given were economic (37.5%) and having known
about situations of discrimination in the place of care
(33.8%), an answer that correlates significantly
(p<0.01; r=—0.12) with nonbinary or fluid gender
self-identification. A third (33.1%) of these respondents
said that they did not consider medical attention re-
lated to their gender identity necessary, an answer
given almost six times more frequently by the nonbi-
nary or gender-fluid respondents (15.4%) than by
those identifying with a binary gender.

Turning to those participants who had received no
attention in any of the national gender-identity pro-
grams (n=>552, Fig. 2), most stated a preference for
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the private system (29.6%), and that such programs
were not available in their region or municipality
(25.1%). Economic reasons were least frequently
given for nonattendance in these specialized services
(1.5%)—they are provided without charge for those
who have public health insurance (68.5% of the total
population surveyed). Instead, a contributory factor
may be the experience of discrimination in public
health spaces: we found a significant correlation
(p<0.05; r=—0.09) between such experiences and
nonattendance at these specialized public centers.
Finally, it is important to highlight that 6.6% of the
total population surveyed did not seek attention for
any health reason.

Health interventions received

Table 1 shows the interventions or medical services re-
ceived in connection with gender identity and/or ex-
pression, broken down by gender identity. Over half
(54.5%) of the respondents had received individual
psychological attention, and 41% hormonization or en-
docrinological follow-up (the first and second most
commonly received interventions, respectively). These
interventions were the most frequent for both males
and females (59.9% and 58.9% for males, 54.8% and
61.1% for females, respectively). For nonbinary and
gender-fluid participants, individual psychological at-
tention was the only health service received by over
40% of them. Third in the frequency of health care re-
ceived was psychiatric attention (34% of the sample),
ranking first for male and female participants, and sec-
ond for nonbinary and gender-fluid people. Percen-
tages were far lower for genital surgeries. Only 1% of
males had received metoidioplasty, 0.3% phalloplasty,
and 0.3% testicular prosthesis implants. Of the female
population, 9.6% had received vaginoplasty.

Health interventions desired but not yet received
Of all treatments desired but not yet received by the re-
spondents, speech therapy headed the list, at 50.8% of
the full sample. Dividing the participants by gender
identity, 67.5% of those identifying as female, 51.1%
of male, 46.2% of nonbinary, and 32.2% of gender
fluid desired it. This intervention was most wanted
by the female and nonbinary gender populations.
Analyzing the data by gender identity, the second in-
tervention most wanted by females was vaginoplasty
(63.7% wanted it), followed by facial intervention
(61.1%), breast implants (59.9%), and chondrolaryngo-
plasty (49.7%). This demand for facial interventions
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Other reasons

No health attention available for non-binary persons
Lacks knowledge about spaces and processes of attention
Has not resolved legal status in Chile

No answer

Does not satisfy requirements for admittance into health programs in region or
municipality

Attention suspended due to social outbreak® and/or pandemic

No attention available at times respondent can attend

The attention needed is not available in region or municipality

Has experienced situations of discrimination in the space of attention
Long waiting times to receive attention

Does not consider attention related to their gender identity necessary
Has known of situations of discrimination in the place of attention

Economic reasons

FIG. 1.

between October 2019 and March 2020.

0,0%

Reasons why medical or psychological consultations were never carried out for issues related to
gender identity and/or expression (n=288). *Social outbreak is the name given to a series of massive
demonstrations and riots, originating in Santiago and spreading to all regions of Chile that occurred mainly

&
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100%  150%  200%  250%  300%  350%

was very high in comparison with the full sample, only
22.6% of which wanted it. It is noteworthy that 1 in 7
(14.6%) of females wanted surgery to mitigate the con-
sequences of using industrial silicone, and that 4.5%
wanted interventions to extract silicone, oil, or other
liquids from their bodies.

Mastectomy was the intervention most sought after
by the male population (73.6%), followed by hysterec-
tomy (67.8%), oophorectomy (61.5%), and salpingec-
tomy (59.4%). Only male gender identity participants
wanted any of these interventions in a percentage
greater than 40%. The only exception was mastectomy,
desired by 55.9% of the nonbinary and 47.5% of the
gender-fluid population.

The interventions most wanted by nonbinary partic-
ipants after mastectomy and speech therapy treatments
were for mental health care. The attention preferred was

psychological (44.7% individual, 43.8% in group), fol-
lowed by psychiatric (33.9%). Similarly, in the case of
gender-fluid participants, psychological attention came
first (54.2% in group, 50.8% individual); mastectomy,
third (47.5%); and psychiatric care, fourth (42.4%).

Whatever treatment options respondents preferred,
their chances of obtaining it had been small, and in
some cases minimal. For example, for those identifying
as male, for every 147 people who wished for a testicular
prosthesis only one had received it (Table 1). The odds
against receiving other treatments were also high: phal-
loplasty (136:1); metoidioplasty (44.7:1), and facial inter-
ventions (44:1). For those identifying with the female
gender, the largest gaps were for the insertion of buttock
implants or prostheses (30.5:1); chondrolaryngoplasty
(19.5:1); facial surgery (12:1); implant surgery or breast
prostheses (10.4:1); and vaginoplasty (9:1).
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( ~\
Other reasons
Economic reasons
Lack of knowledge about access or health services that are available

there
No answer
Does not consider attention related to their gender identity necessary
Does not meet expectations
Length of the waiting list
Reasons related to the social outbreak and/or pandemic
Situations of discrimination in public health care spaces
Does not know of their existence
There are no gender-identity programs in region or municipality
Prefers to get attention in the private system
0,0% 5,0% 10,0% 15,0% 20,0% 25,0% 30,0% 35,0%
FIG. 2. Reasons why attention is not received in a gender identity program (n=552).
. J

Access barriers

Difficulties indicated by the participants in accessing
the specific services they wanted are displayed in
Figure 3, according to gender identity. The reader
should note that the data here, unlike in Figure 1, is
about specific and specialized care, including several
treatments of great complexity and for which there is
little provision in Chile, as in the case of phalloplasty.
Costs, long waiting lists, and a lack of professional
training were the main reasons given across all gender
identities.

Among those of nonbinary and fluid gender, the per-
ception of professionals as lacking training was greater
(at 36% and 39.3%, respectively) than among those de-
claring a binary gender identity. This perception may
have a common source with two other access barriers
more frequently identified by nonbinary and fluid gen-
der participants: fear of suffering discrimination in
health centers (36.3% and 41.1%, respectively) and

pressure from third parties not to access specific health
care services (29.7% and 44.6%, respectively).

A bivariate analysis points in the same direction. It
shows a statistically significant relationship between
nonbinary or fluid gender identification and the men-
tion of pressure from third parties as a barrier to access-
ing the interventions desired (p<0.01; r=—0.23), as
well as fear of discrimination in the health service
(p<0.01; r=—0.23), and health professionals” lack of
training (p<0.01; r=—0.12).

Now, when we focused the analysis not on the inter-
ventions desired but on the place of residence of partic-
ipants, various access barriers were identified (Table 2).
At the national level, long waiting times (54.4%), lack of
specialists in health centers (52.4%), lack of knowledge
of the procedures performed in the region (40.3%), and
high costs of health services (40.1%) predominated.

By crossing the information on barriers to access
by place of residence with the participants’ health



-9|qedidde jou “yN ‘A1uapi Jopuab ‘|9
‘sisA|eue Y1 Wouy Pa1IWOo 31am syuspuodsal A1uspl Japusb sjewsy ‘Uoisnjuod PIoAe O]

sisAjeue a1 wouy panIwo s1am syuspuodsal Auap! 19puab djew ‘uolsnjuod ploe o],
‘(sandai 97) A&1nuspi sapusb vy 1noge uonsanb ayy 01 A|das ul ,8uou, 10 JaY10, pasepep oym siuedidinied sepnjpul (Wil ASAINS SIYL 10} 7/6 = U) d|dwes ay],

0 89 00 oLl 8 €0 g6liL L6y ST VN VN VN 9911 SLL 60 €45 qf1sejdobuhiejoipuoyd

LY [443 89 181 [4°14 LS LEL S'/9 8L S L'Ls 89 9l 805 4] L6 wswiean Adessyy yoeads

0 WA 00 €0L'L 6'SS ¥'S VN VN VN 6CL 9€L cee LY (3] €€l €15 JAwoiaisepy

[4 4} €Le L'l L'8lL:l LTe 8l VN VN VN €6°1 S'L9 S9 90L:L (WA 4 194 €18 sAwoidaioydoo

€CL 0'6€ L'l g6l (33 8l VN VN VN L8 7’65 89 €0l 0Ly vy €18 JAwosbuidjes

Lzt 9'GE L'l Yyl 9'9¢ Sl VN VN VN 96'L 8,9 L'z €Ll S'LS 144 €18 JAw01231915AH

0 142 00 Gl (0X3 90 6l L'€9 96 VN VN VN 8l L6l €C €/LS Jfisejdouiben

0 6L 00 LT '8 €0 VN VN VN LYyl 'St oL L0€:L 474 L0 €18 sKisejdopiolay
Jsisayisoud

0 L's 00 6'l LT €0 VN VN VN JA4H} 0L€ €0 9'€SL 861 [40) €18 1ennsa) jo juedw

0 S8 00 vl [4% €0 VN VN VN 9€LiL €ve €0 €L €61 0 €18 ,fisedojjeyd
g\cwm\_sm sisayisoud

0 L's 00 L1 L's €0 oLl 6'6S LS VN VN VN [4X} ¥'0C Ll €4S 10 syueidwr Arewwey
sisayysoud 1o

0 ve 00 ozl 09 €0 S0gL 6'8¢ €l 0 40 00 el 8'8 €0 7£6 siuejdwi3>01INq JO UONIBSU|
uolssalbbe
JO WNDIA e Bulaq Jaye

0 00 00 [4K} 9t €0 €elL ¥'9 6'l 0 8L 00 8¢l o€ ¥'0 T/6 "uoldNIISUOda [e1de) 4o Apog

0 €0¢ 00 L'6°1 6l L'z [4K} 1’19 [ il L'LL €0 8Tl 9Ce 9l 7£6 K19buns 1o uonuanidul [edey
suodl|is pinbi| Jo asn Jsye

0 L'l 00 [44} 9¢ €0 LG oL ST 48 o€ €0 L 0's 90 TL6 uodNNSUOdA [e1dey o Apog
spinbi| Jayio

0 L'l 00 0 Le 00 Gl St €l 0 8's 00 €ell L'ty 40 TL6 10 s|l0 'sau0d]|is JO uoidenxy

Ll vy 9'se Ll 6'€e 00€ Ll v'ie 8'€e L:g7L v've 8'L€ Ll S'6¢ €ve 449 uonuane duelydAsd
uonuane

9Ll 44 143 g8l R4 L's 6'G'L iy 0L €L 8'8¢ €s 9/ 9Ly ¥'s L6 [es16ojoydAsd dnoin
uonualne

Ll 8'0S (74 Ll VA 44 867 L:G7L 1443 8'YS gL 0ce 665 Lyl 8'L¢E SYS L6 [e2160j0y24sd [enpiaipu]
dn-mojjoy
|es16ojourdOpUd 1o

o'l [443 L's 9Ll 8'8C LLL gL g4 L'L9 L:g7L €L€ 6'8S Lzt €ee 0Ly 7/6  uondudsaid/uoneziuowioy

oney 9, ‘pajuem % oney o, ‘pajuem % oney o, ‘pajyuem % oney o, ‘pajuem % oney 9 ‘pajuep\ % N ERITNE

lms ‘pPaAId3Y s ‘panIaday s ‘panIaday s ‘pan1aday s ‘panIdday |edipawl Jo uoljusAIau|

(6S=N) 1D pIni4

(g€€=N) 1D K1euiquon

(LSL=N) 1D 3ewsa4

(£6€=N) 1D 2len

o(2£6=N) 3|dwes ajoym

Anuapi 1apuab Aq (pan1adal 194 J0u Ing PaISIP SUOIIUSAIDIUL YI[eIY) PAJUDM [[I}S 10 PAAISII SDIIAISS [@IIPAaW JO SUOUIAIDIU] °L d|qeL

89



20 ROSELLO-PENALOZA ET AL.
( A
90,0%
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R NE R N
Fear of Becatise they Another
Economic  Length of the FideEiG e : suf fe? mg. Third-party 4N0t o are not For health reason ‘(Ifor.
i 5 who lack discrimination in the place of p . example "I did
reasons waiting list .. . pressures . available in reasons
training in the health residence Chile not meet
service requirements")
M Female 75,0% 39,6% 22,2% 16,7% 11,1% 18,1% 6,3% 4,2% 36,9%
u Male 74,3% 46,6% 25,5% 13,9% 10,7% 21,4% 7,2% 5,9% 4,2%
il Non-binary 77,9% 27,2% 36,0% 36,3% 29,7% 13,9% 5,4% 5,7% 7,6%
= Fluid gender 69,6% 25,0% 39,3% 41,1% 44,6% 12,5% 5,4% 12,5% 7,2%
w Total 74,2% 34,6% 30,8% 27,0% 24,0% 16,5% 6,1% 7,1% 14,0%
FIG. 3. Difficulties of access to interventions and services demanded by gender identity.
. J

insurance provision, it was apparent that those enrolled
in public health insurance were significantly more
likely to consider the main barriers to access to be
long waiting times ( p <0.01; r=—0.33), the lack of spe-
cialists in local health centers (p<0.01; r=—0.16), and

Table 2. Barriers affecting access to health care by the trans
and/or nonbinary population

Access barriers

National level

(N=1113)
Access barriers f %
Long waiting times 606 54.4
Lack of health specialists in health centers 583 524
Lack of knowledge about the procedures 449 40.3

performed in my region

High costs of health services 446 40.1
Lack of availability of health services 387 348
Long distance between my home and health centers 257 23.1
| do not think that there are any barriers 86 7.7
Access barriers related to trans-specific attention 61 55
Experiences of ill-treatment (own or of close others) 29 2.6
Difficulty in the distribution of medicines 4 0.4
Other access barriers 14 13

Considering each participant’s place of residence.

the absence of care centers (p<0.01; r=0.19). In con-
trast, those attached to the private health system tended
to consider the main access barrier to be the high cost
of services (p<0.01; r=0.19).

Finally, enrollment in the private system correlates
significantly with receipt of hormonization/prescription
services or endocrinological follow-up (p<0.01; r=12);
individual psychological care ( p <0.01; r=0.20); group
therapy (p<0.01; r=0.14); psychiatric care (p<0.01;
r=24); phalloplasty (p<0.01; r=0.24); testicular pros-
thesis implant (p<0.01; r=0.22); mastectomy
(p<0.05; r=0.10); and speech therapy treatments
(p<0.01; r=0.09). By contrast, those enrolled in the
public system were very likely to be waiting to receive
these services.

Discussion

The survey data clearly reveal the sparsity of existing
provision for the health services desired by the popula-
tion studied. At the outset, it is important to note that
6.6% of the population interviewed stated that they pre-
ferred not to seek attention when faced by any health
problem. Fears of suffering discrimination in health
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services, and the lack of medical staff sufficiently
trained in gender and sexual issues were among the
main reasons given. The causes of this reluctance to at-
tend need to be urgently addressed since they not only
affect trans-specific health needs, but also the general
health of the transgender and nonbinary population.

Demands for attention vary significantly depending
on the gender identity analyzed. For instance, while
mastectomy ranks first for male and nonbinary gender
participants, female gender respondents give speech
therapy treatments top priority, while for gender-
fluid participants the demand for mental health care
is paramount—interventions that, together with the
demand for medical services, require special consider-
ation in health programs aimed at this population. To
distribute resources more equitably and avoid over-
looking groups less represented in the population, the
different needs of the trans and nonbinary population
must be duly recognized.

Thus, while mental health care appeared to be a
common demand of the whole sample, it was particu-
larly strong in the nonbinary and gender-fluid catego-
ries. We should not forget the trans and nonbinary
population’s comparatively poor mental health indices,
as noted in the literature—for example, mood, anxiety
and somatization disorder, increased risk of suicide,
nonsuicidal self-injury, and substance use disorders.
There is much evidence attributing these conditions
in part to a transphobic sociocultural context and
this population’s marginalization from health care
Spaces.16_21’28’30

The inequality of access that appears to exist for
those who do not identify with a binary gender de-
serves emphasis as a key finding of this study. It was
precisely the nonbinary and gender-fluid population
that referred to experiences of violence or discrimina-
tion in public health contexts as one of its main reasons
for not receiving attention in the country’s gender
identity programs. This perception of discrimination,
noted in many other studies, should draw attention
to the importance of professional training on gender
variations, and also to the urgency of designing public
policies aimed at this population.’’*>

Attention should be paid also to the territorial distri-
bution of health services received, considering that
10.7% of those who had never received gender-related
medical or psychological care indicated that the atten-
tion they needed was not available in their region or
municipality.”> This gap in availability is even wider
for those who reside outside the central zone of the
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country. Such territorial inequity is of the utmost im-
portance for Chile, given that the public health network
does not provide health centers to which the country’s
entire population can be referred, but rather each hos-
pital attends exclusively to a limited number of adja-
cent localities. The creation of specialized referral
centers distributed by zone and with nation-wide cov-
erage would allow this notable territorial inequality to
be brought to an end.

Moreover, the fact that 39.1% of the population seek
care from private medical services when they face any
health problem—even though only 26.1% have private
insurance—should be a warning sign for the Chilean
public health system. This preference for the private
sector may be due to poor evaluation of the National
Health Service (SNS), mainly because of its long wait-
ing lists and restricted access to specialists.’® Yet the
country’s gender identity programs are located, pre-
cisely, in hospitals of the public health care network.
The fact that those who have public health insurance
(FONASA) are more likely to have to wait to receive
medical attention; to experience situations of discrimi-
nation in health spaces, and to encounter a lack of spe-
cialists in zonal health centers (which often do not exist
in their place of residence) is another important factor,
especially considering that three-quarters of Chile’s
population, mostly those on lower incomes, is affiliated
with public health insurance.

Limitations

Although this statistical review of the survey results
provides valuable knowledge about the experience
and needs of each of the gender identities considered,
the relatively low participation of trans women in the
survey is an important limitation. To gain a fuller un-
derstanding in future studies, we recommend that
special attention be paid to the participation of this
population.

Because this research was carried out during the
COVID-19 pandemic, we were obliged to apply the
questionnaire online. This made it difficult for people
with little or no digital literacy to participate, especially
the older population. Future studies should seek infor-
mation specifically on older people in the trans and
nonbinary community.

New, territorially specific, analyses aimed mainly at
the health access barriers detected, as well as qualitative
studies that allow a deeper reading of the results, are
important as a follow-up to this study and for the pub-
lic policies that derive from it.
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Conclusion

This study shows that a quarter of the trans and non-
binary gender population surveyed had never received
care related to their gender identity or expression, and
that half were not receiving care in a specialized gender
health program. Endocrinological treatment, together
with mental health interventions, were the forms of
care most received by the population, although more
than a third of the participants wanted them but had
not yet received them. The nonbinary and gender-fluid
population stressed the lack of specialized professional
training, while expressing greater fear of discrimination,
and suffering pressure from third parties to avoid
gender-specific health care. The inter-group differences
in demands for care and the access barriers faced de-
scribed above must be considered in building relevant
and effective public policies.
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