
Vol.:(0123456789)1 3

Journal of Racial and Ethnic Health Disparities 
https://doi.org/10.1007/s40615-023-01592-8

Discrimination, Health, and Resistance for Thai Transgender Women

Reya Farber1 

Received: 2 December 2022 / Revised: 11 March 2023 / Accepted: 31 March 2023 
© W. Montague Cobb-NMA Health Institute 2023

Abstract
There are clear linkages between discrimination and health for people across intersections of race, ethnicity, socioeconomic 
status, citizenship, sexual orientation, gender identity and expression, and other social identities. Yet, less research has exam-
ined discrimination and health for transgender people outside of the USA, who can face different cultural ideals, access to 
resources, and social structures. How might research on discrimination and health account for the interplay of diverse social 
identities, micro-level experiences, meso-level settings, and macro-level structural/cultural contexts? Based on 14 months 
of fieldwork in Thailand and interviews with 62 participants, this article bridges the minority stress model with an ecosocial 
framework to analyze how Thai transgender women navigate and resist structural and everyday discrimination across a variety 
of settings and encounters. Incorporating minority stress theory’s attention to discrimination, stigma, and stereotypes, the 
article demonstrates how Thai transgender women face indignity, disrespect, and dehumanization based on gender. Incorpo-
rating the ecosocial framework, the article analyzes how discriminatory structural laws, policies, and rules—as well cultural 
hierarchies of femininity, interpersonal relations, internalized beliefs, and commodified health/medical technologies—are 
pathways to Thai transgender women’s health and health decision-making. By merging these theoretical frameworks, the 
article goes beyond an “event-focused” approach to minority stress and discriminatory encounters, instead illuminating the 
interconnected micro, meso, and macro levels impacting Thai transgender women’s health outcomes, decision-making, and 
everyday life.
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Introduction

Bee, a 22-year-old Thai transgender woman, found it “dif-
ficult to say” whether she had recently experienced dis-
crimination during a medical checkup when she was treated 
as a male patient rather than female. Several years before, 
nurses had refused to wash her, unsure if the role should be 
assigned to a male or female nurse, and instead designated 
the task to Bee’s parents. While Bee lives and identifies as a 
woman, her prior experience with medical care—or in this 
case, a lack of care—might have made it challenging for her 
to determine if her recent encounter being treated like a man 
was problematic. How do different forms of discrimination 
across multiple societal levels impact transgender people 

throughout the world? How do transgender people catego-
rize and resist such discrimination?

Multidisciplinary research has focused on the vast “bur-
dens and needs” of transgender people globally, as health 
care and social supports are typically inaccessible, under-
resourced, and unfunded [1]. While often categorized by 
institutions as “vulnerable” populations, transgender people 
worldwide are not innately vulnerable but are instead made 
vulnerable to various forms of systemic violence, exclusion, 
and erasure [1]. Importantly, amid various forms of cultural 
hierarchies, discrimination, and systemic barriers, transgen-
der people mobilize through social networks and activism, 
exerting resistance and agency worldwide [2, 3]. Studied in 
the US context, transgender people can also experience joy 
in their identities by forming meaningful connections with 
others and embracing their identities [4].

Other scholarship has examined minority stress as a dis-
tinct cause of health disparities [5], analyzing how sexual, 
gender, and racial/ethnic minorities experience specific stig-
mas and ongoing stressors that impact health behaviors and 
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outcomes [6–9]. Minority stress theory—initially researched 
in gay men in the USA—categorizes distal minority stress-
ors, such as interpersonal violence and discrimination, 
which negatively impact mental health outcomes [10]. 
Proximal minority stressors are the psychological processes 
that ensue from societal stigmatization [8], and can involve 
internalized homophobia/transphobia, expectations of rejec-
tion, and concealment of one’s identity [11, 12]. The theory 
has underscored that “[i]ncreased exposure to chronic and 
unique sources of stress due to membership in a stigmatized 
minority group is a key driver of health disparities among 
LGBT populations worldwide” [13]:665).

While the minority stress model proves valuable in 
assessing the linkages between stress, stigma, and preju-
dicial events, the ecosocial framework has problematized 
the separation of distal and proximal categories, as well as 
broadened the focus to include physiological outcomes. The 
ecosocial theory proposes a multi-level attention to power, 
empirically analyzing the embodied effects of one’s “expo-
sure to ‘unjust ism’s” ([14]:37), including racism and/or 
gender binarism. Previous research has integrated ecoso-
cial theory with minority stress theory to offer a more ful-
some analysis of embodied and psychosocial health amid 
discrimination [9, 15]. For instance, scholarship on older 
Latinx adults’ experiences with type 2 diabetes showed how 
racial/ethnic discrimination impacts both their physiological 
and psychological health outcomes [9]. Yet, scant research 
has merged ecosocial and minority stress frameworks to bet-
ter understand how discrimination manifests across societal 
levels and impacts transgender people’s health, particularly 
in non-US settings. By shifting the focus to Thai transgender 
women, this article offers a deeper understanding of how 
gender-based discrimination impacts health outcomes and 
daily life, as well as how it is resisted.

Although Thailand is branded by the national tourism 
agency as a place where LGBT+ tourists are freely wel-
comed [16], Thai transgender people face various forms of 
stigma and discrimination across multiple settings, including 
workplaces, schools, and health care [13, 17]. While direct 
violence against transgender people is comparatively low 
in Thailand, Thai transgender people currently lack legal 
rights, as the 2015 Gender Equality Act—which makes ille-
gal discrimination based on sexual orientation and gender 
identity—allows for exceptions and is not always enforced. 
Thai transgender people lack legal recognition as their self-
identified gender, a form of structural discrimination that 
impacts their everyday life in many ways. Additionally, 
Thai transgender people experience a variety of health care 
challenges including medical uncertainty, while sometimes 
accessing lower-quality gender-affirming surgeries amid 
the growth of Thailand’s medical tourism industry [18, 19]. 
Thailand’s universal health coverage program does not cur-
rently cover gender-affirming services (such as hormones or 

surgeries), even though such services are essential for those 
who want them [20].

Based on 14 months of fieldwork in Thailand and inter-
views with 62 participants, this article analyzes how stigma, 
stereotypes, and stressors are baked into institutional struc-
tures, cultural norms, and everyday interactions, serving as 
pathways through which mental and embodied health dis-
parities emerge for Thai transgender women. Incorporating 
minority stress theory’s attention to discrimination, stigma, 
and stereotypes, the article demonstrates how Thai transgen-
der women face and resist different exposures to discrimina-
tion across a variety of settings. Integrating the ecosocial 
framework, the article analyzes how discriminatory struc-
tural laws/policies/rules—as well interpersonal relations, 
internalized beliefs, and health/medical technologies—are 
pathways to Thai transgender women’s health outcomes 
and decision-making. Integrating ecosocial theory, the arti-
cle goes beyond an “event-focused” approach to minority 
stress and discriminatory encounters [21]:9), illuminat-
ing the simultaneous and interconnected micro, meso, and 
macro levels impacting Thai transgender women’s health 
outcomes, behaviors, and resistances.

Much like there exist distinct “epidemiological worlds” 
in which people experience differential risks of disease 
exposure [22]:1), there also emerge “differential risks of 
psychosocial exposures” [23]:5) and disparate physiologi-
cal health outcomes based on discriminatory laws, social 
structures, hierarchical cultural ideals, and available health 
and medical technologies worldwide. Given the diverse 
experiences of people across gender identities/presenta-
tions and settings, the article answers the call of medi-
cal sociologists to “decenter the West” in health research 
[24]:456), attending to a wider range of experiences in dif-
ferent social/structural and country contexts [25]. In what 
follows, I first provide an overview of discrimination, minor-
ity stress, and ecosocial theory, focusing on the experiences 
of and stressors for transgender people worldwide. I then 
provide a brief background about transgender health and 
gender norms in Thailand, followed by the methods used. 
After analyzing discrimination for Thai transgender women 
across macro, meso, and micro levels, the article concludes 
with implications.

Discrimination, Minority Stress, 
and Ecosocial Theory

There are clear linkages between stress, public policy, and 
mental/physical health for people based on intersections 
of race, ethnicity, socioeconomic status, citizenship status, 
sexual orientation, gender identity and expression, and other 
social identities [5, 13, 26–30]. Stigma—which involves 
labeling, stereotyping, status loss, and discrimination—is a 
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fundamental cause of health disparities, as it impacts social 
and material resources for people across a range of iden-
tities [28, 31]. While stigma is often studied interaction-
ally between individuals, research has broadened the lens 
to focus on structural stigma, which involves the “societal-
level conditions, cultural norms, and institutional policies 
that constrain the opportunities, resources, and well-being 
of the stigmatized” [32]:742).

Everyday discrimination—including aggression, har-
assment, and mistreatment—impacts physical and psy-
chological health outcomes [33]. Experiences of everyday 
discrimination can include someone being treated with less 
courtesy, receiving less respect, receiving poorer services, 
being treated like they are not smart, perceiving others are 
afraid of them, being perceived as dishonest, perceiving oth-
ers act like they are better, being called names or insulted, 
and being threatened or harassed [33]. These forms of unfair 
daily treatment have negative consequences on the physical 
and mental health of people across a range of identities and 
social/geopolitical locations.

Minority stress theory has shown how distal external 
prejudice events and proximal internal/subjective responses 
impact lesbian, gay, bisexual, and transgender people in vari-
ous parts of the world [34–37] While research has problema-
tized the word “minority” as outdated and victimizing [38], 
the minority stress theory usefully centers on how marginal-
ized groups experience disparate psychosocial health out-
comes due to discriminatory events. Gender-diverse people 
can experience greater levels of social stress due to structural 
discrimination, stigma (both outward and internalized), and 
less supportive societal resources [12, 39]. In addition to 
state-sanctioned criminalization towards transgender people 
currently occurring from Tennessee to Indonesia, transgen-
der people can face issues being misgendered and mistreated 
in everyday life, both in public and at home [40]. Under-
scoring the importance of “passing,” people may experience 
discrimination and mistreatment for behaviors or gender 
expressions that differ from dominant gender norms [39, 
41]. Binary gender norms, albeit largely studied in a US con-
text, are steeped in cultural hierarchies and ideals that then 
shape mental and physical health outcomes for cisgender and 
transgender people. Such binary gender norms manifest as 
structural discrimination, internalized ideals, and in every-
day social interactions.

Research on how stigma processes impact health for 
people across the gender spectrum has raised questions 
about the international application and methodological 
challenges of such research [40]. Since different con-
texts of public stigma can cause a range of health out-
comes [42], research has sought to measure levels of 
internalized stigma by creating and adapting scales to fit 
diverse cultural contexts [43]. For instance, research on 
transgender people in the Philippines [44] has adapted and 

applied scales to measure internalized transphobia, self-
stigma, and self-concept [45, 46]. Research on internalized 
transphobia in South Korea has also recommended that 
scales be created in local contexts, rather than only trans-
lated [47]. International research incorporating minority 
stress theory has shown how diverse cultural considera-
tions manifest in health outcomes for sexual minority men 
in China [21] and Nigeria [48], as well as transgender peo-
ple in Sweden [49] and China [50]. This scholarship dem-
onstrates that cultural values are dynamic, both within and 
outside of the USA, and can differentially impact experi-
ences with stigma and health for transgender people glob-
ally. For sexually- and gender-diverse people worldwide, 
this research has underscored the importance of crafting 
culturally specific measures versus taking a one-size-fits-
all, universalized approach to stigma and discrimination.

While minority stress theory highlights the specific 
stressors associated with intersecting marginalized or minor-
ity social identities, such as gender identity and presenta-
tion, ecosocial theory explicitly centers on the concurrent 
interactions between social contexts and embodiment. Dem-
onstrating the interplay (and indeed collapse) of distal and 
proximal factors, ecosocial theory illuminates how macro-
level cultural beliefs and structural arrangements influence 
micro-level social interactions, which then shape power rela-
tions and the distribution of resources across societal institu-
tions [51–53], see also [54]:2. Ecosocial theory focuses on 
pathways of embodiment (how societal arrangements are 
incorporated biologically), highlighting individual, neigh-
borhood, regional, national, inter- or supranational levels, as 
well as the role of accountability and agency [55]. In turn, 
the ecosocial framework has “delet[ed]” the categories of 
distal and proximal to enable a “multifactorial account” of 
health and disease outcomes [51]:227, 223).

By highlighting “who and what drives current and chang-
ing patterns of social inequalities in health” [55]:672), 
ecosocial theory simultaneously analyzes structural laws, 
interpersonal dynamics, and internalized beliefs. For 
example, scholarship has underscored how macro-level 
cultural hierarchies and systemic inequalities (e.g., fatpho-
bia) influence individual-level eating behaviors, especially 
for transgender people who may face additional stressors 
to comply with dominant gender norms [36]. Passing and 
conforming to societal standards of femininity can also 
provide safety and survival for some transgender women 
in the USA [56]. In these ways, cultural ideals about sex, 
gender, and sexuality—which differ across time, place, and 
culture—can impact mental health, stress, eating behav-
iors, and health outcomes. While the ecosocial theory has 
examined binary gender ideals and health in the USA [14, 
36], how do gender norms and hierarchies impact health 
outcomes and behaviors for people in different cultural and 
country contexts?
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Previous research has merged ecosocial and minority 
stress theories to demonstrate the exacerbated stressors for 
people across marginalized identities, and how such stressors 
intersect with structural/cultural contexts to create disparate 
mental and physical health outcomes [9, 15]. This article 
also bridges these theories to analyze how Thai transgender 
women experience multiple types of discrimination across 
different societal levels, settings, and interactions; such dis-
crimination serves as a pathway to health, embodiment, and 
psychological outcomes. By simultaneously attending to the 
structural “rules of the game,” such as laws and policies 
[53]:98), meso-level institutional contexts, cultural norms, 
the commodification of health/medical technologies, and 
the broader social environment, this article underscores the 
social elements of stress [29] as well as the embodied health 
outcomes for Thai transgender women. It analyzes the deep 
connections between societal hierarchies, physical/mental 
health outcomes, and the lived, everyday experiences of peo-
ple made marginalized. By attending to the contexts, experi-
ences, and decision-making strategies of Thai transgender 
women, the article underscores the manifestations, effects 
of, and strategies to resist various forms of discrimination.

Background: Gender in Thailand

Third-gender feminine people in Thailand were written 
about in Buddhist texts thousands of years ago, referred to as 
“kathoey” [57]. While some now consider that label deroga-
tory, Thai transgender women are an increasingly visible 
group, performing in internationally renowned cabarets and 
nationally broadcast beauty pageants, with images of hyper-
feminine appearances circulating across national borders 
[58]. Amid the abundant cultural representations of Thai 
transgender women, research has shown that “[d]espite the 
global perception that Thailand is tolerant towards LGBT 
individuals,” it is common for them to experience various 
forms of discrimination [13]:665). For instance, using the 
minority stress theory to measure Thai transgender women’s 
suicidality, research has shown how discrimination across 
more social situations corresponded with a greater likeli-
hood for participants to report a history of lifetime suicidal 
ideation [13]:662). Suicidality was also exacerbated by pov-
erty, demonstrating the intersections of mental health and 
one’s class status and social/locational access to resources.

As this article will discuss, legal identification cards that 
cannot be changed to reflect transgender people’s gender 
is a form of structural discrimination that creates barriers 
for transgender people across different settings (including 
health care), and in a variety of interpersonal dynamics. In 
addition, there are no standardized trainings for medical 
personnel related to clinical and cultural transgender health 
competence, including hormone monitoring and neovaginal 

care [59]. However, Thai transgender women are agential 
in community-based health care settings [3] and exert resil-
ience and resistance in everyday life. Recent scholarship has 
underscored the importance of social connections in protect-
ing people across gender and sexual identifications from the 
health effects of stigma [60], and Thai transgender women 
have developed strong networks through which they share 
material resources, advice, and medical insights, helping 
to alleviate the social effects of stigma [3]. Their sharing 
of health and medical insights—both virtually and in per-
son—is a form of “collective work,” rewriting the paradigm 
that medical treatment is solely between a provider and the 
person seeking care [61]:91).

More broadly, ideals of gendered embodiment for cis-
gender and transgender people in Thailand are linked to 
governmental regimes that have asserted norms, codes, and 
regulations amidst broader global relations. Although Thai-
land was never colonized, appeals to Western tourists and 
desires to be read as “siwilai,” or civilized, impacted gen-
dered norms of embodiment [58]. Long hair was mandated 
for women by King Rama VI (1910–1925) to differentiate 
men and women in accordance with western norms of civi-
lization ([62]:98). Dress codes emerged in a royal decree 
in 1941, emphasizing that Thais should dress “in accord-
ance with civilization” [63]:73), adopting gendered styles to 
appease Western tastes. For example, [58]:424 found:

The Thai state proffered and enforced sexual differ-
entiation as a means to show its civilizational status 
and to resist colonial encroachment. In particular, the 
androgyny of Thai women in Western eyes compelled 
the state to require their feminization in dress, hair, 
and behavior. 

In addition, state media control and censorship have 
shaped representations of gender minorities [58, 64]. Thai 
transgender women have previously appeared in the media 
as “comic, criminal, or tragic,” but with a governmental shift 
in 2006, “there has been an explosion of more balanced and 
humane representations” [58]:425, [65]:480).

The urban capital of Bangkok also provides access “to the 
consumer products that allow for greater gender differentia-
tion” [58]:422), as Thai cisgender and transgender people 
incorporate a variety of tools—including clothing, hor-
mones, Botox fillers, or surgeries—to embody their ideals of 
sex, gender, and beauty. According to the Bangkok Post [66], 
over half of Thai cisgender women access services in local 
beauty clinics, while “six pack” surgeries on men became 
popular to etch the appearance of abdominal muscles [67]. 
Health behaviors and embodied health outcomes are thus 
steeped in specific markets for “technologies of embodi-
ment”—or tools that modify the body, including makeup 
or a scalpel [68]. In turn, ecosocial theory’s focus on con-
sumer products lends insight into how commodified health 
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and medical technologies can also be used strategically amid 
discrimination [55]:673).

By illuminating Thai transgender women’s experiences 
with discrimination in multiple settings and across societal 
levels, this article pinpoints interlocking issues related to 
stigma, discrimination, and stereotypes across the gender 
spectrum and institutional/cultural contexts. By bridging 
minority stress and ecosocial theory, it spotlights how cul-
tural ideals of gendered embodiment impact health decision-
making, and how structural and everyday discrimination 
intersect to create unique stressors and embodied health 
outcomes for Thai transgender women.

Methods and Epistemological Orientation

Global ethnographic methods attend to political, economic, 
and macro social structures and everyday lived experiences 
[69]:20). Ethnographic research unveils details of social life 
and “subterranean processes” that are not initially obvious 
[70]:60). This aligns with feminist standpoint theory, which 
draws on ethnographic methods to create an “alternate to 
objectified subject of knowledge of established social sci-
entific discourse” [71]:328). The aim is to privilege the 
voices of people often excluded from mainstream research 
and discourses through interviews [72]:259). Furthermore, 
the ecosocial theory asserts that “methods must address 
the lived realities of discrimination as an exploitative and 
oppressive societal phenomenon operating at multiple 
levels and involving myriad pathways across both the life 
course and historical generations” [73]:936). While quantita-
tive surveys or scales, such as those on discrimination and 
transphobia, can elucidate transgender people’s experiences 
with self-stigma and rights, qualitative interviews allow par-
ticipants to expand on their experiences in ways that quan-
titative measures might not allow, nuancing our empirical 
understandings of discrimination for marginalized people.

The article draws on in-depth interviews with 62 par-
ticipants conducted from 2016 to 2021, and 14 months of 
fieldwork in Thailand, conducted in 2016 and 2017–2018. 
The fieldwork took place in the Bangkok metropolitan area, 
Nonthaburi, Phuket, and Pattaya, which are places where 
many Thai transgender women live and work. As part of 
a larger project about medical tourism in Thailand, the 
interviews included 36 Thai transgender women, six health 
care professionals, six officials from the Ministry of Public 
Health, four civil society members, three owners involved in 
the transgender entertainment industry, two medical tourism 
stakeholders, two private hospital CEOs, one official from 
Tourism Authority of Thailand, one medical tourist, and one 
representative from a United Nations–related agency.

All participants provided informed consent, and the 
research was approved by Institutional Review Boards 

in both the USA and Thailand. Participants agreed to be 
recorded as part of the consent process. Table 1 describes 
Thai transgender women’s demographics.

I gained basic proficiency in Thai and was assisted 
by Thai translators in 33 interviews with Thai-speaking 
transgender women. Translators were extensively familiar 
with the specificities of sex, gender, and sexuality in Thai-
land, and they transcribed the interviews conducted in Thai. 
They also translated written materials from websites, social 
media, and news stories. Interviews typically lasted between 
1 and 2 h. I recruited Thai transgender women through a 
health clinic that specialized in transgender health care, and 
snowball sampling, with participants referring me to other 
potential interviewees to diversify the sample. All Thai 
transgender women interviewed were provided monetary 
compensation (1000 baht, or US $33) for each interview, 
based on the guidelines of the transgender health clinic from 
which participants were recruited. Interviews were recorded 
for accuracy and edited slightly for grammar and coherence.

I developed the interview guide for transgender women 
in consultation with Thai transgender women and a Thai 
health practitioner who had years of experience working 
with and advocating for transgender people. Interview topic 
areas with Thai transgender women included the follow-
ing: experiences in childhood, family background, gender 
identity formation, thoughts on identity categories, daily 
routines, experiences with health care, use of hormones, 
experience with and desires for gender-affirming surgeries, 
meanings and ideals of women and femininity, experiences 
with employment, ideal jobs, experiences with discrimina-
tion, their solutions to discrimination, legal identification 
cards, and broader life goals. I incorporated multiple probes 
to ask participants to expand on gendered cultural norms 

Table 1  Thirty-six Thai transgender participant demographics

Age Between 19 and 44 years old, 
average age of 27

Education
Master’s degrees 3
Bachelor’s degrees 10
University students 7
High school graduate 10
Middle school graduate 2
Did not report 4
Employment
Worked full-time 24
Worked part-time/freelancer 4
Full-time students 7
Unemployed 1
Average income for full-time 

workers
17,430 baht/month ($550 USD)



 Journal of Racial and Ethnic Health Disparities

1 3

and their own experiences with discrimination across soci-
etal settings. The interview guide also included questions 
about demographic characteristics, including age, income, 
educational background, religion, and place of birth. The 
interviews addressed through open-ended questions how 
discrimination and treatment occur in everyday settings, 
allowing participants to describe how they made meaning 
of such experiences. Several participants expressed gratitude 
after interviews for the opportunity to reflect on and share 
their life experiences.

I used NVivo to code Thai transgender women’s interview 
transcripts based on preliminary themes related to discrimi-
nation, gender and beauty ideals, general health care settings 
and encounters, medical services (e.g., hormones and sur-
geries), legal rights, family acceptance, and the media. Using 
minority stress and ecosocial frameworks, I then parsed out 
the different levels of discrimination occurring structurally 
(i.e., legally), institutionally (i.e., in different meso-level 
sites), interpersonally (in close relationships and in public/
everyday settings), and internally. Figure 1 summarizes the 
levels of discrimination and aspects of resistance analyzed 
in this article.

During fieldwork, I visited public hospitals serving 
mostly Thais, a clinic specializing in transgender health care, 
and private clinics geared more towards medical tourists. I 
attended several LGBT+ activism events in Bangkok and 
participated in three regional meetings related to transgen-
der health and social rights, which were sponsored by local, 
regional, and international organizations. I spent time with 
Thai transgender women at their workplaces. I triangulate 
the observations and interview data with analyses of state 
policies and tourism discourses, publications about Thai 
economic growth, and media reports.

My own experiences interfacing with norms of sex, gen-
der, beauty, and embodiment in Thailand also shed light on 
the institutional and cultural pressures that Thai transgender 
women spoke about in interviews. During my fieldwork, for 
example, I was often handed flyers for lip fillers and other 
aesthetic services as I walked by multiple beauty clinics on 
the way to buy groceries. My everyday entanglement with 
gendered cultural norms, institutional settings (e.g., beauty 
clinics), and technologies of embodiment intersected with 
themes about gender and embodiment expressed by Thai 
transgender women.

Fig. 1  Discriminatory path-
ways and resistances for Thai 
transgender women

Macro Structural Discrimination
Lack of legal identification
Employment access

Meso Institutional Sites
Airports
Health care settings (e.g. binary wards)
Clubs (denied access)

Gendered Norms and Technologies
Norms and ideals of femininity and beauty 
Stigma towards fatness and larger bodies
Commodification of gendered health/medical technologies (e.g. Botox, surgeries)

Micro/Interpersonal
Embarrassment, confusion, indignity with legal authorities (e.g. immigration officials,
police)
Treated as men or refused treatment by health care providers
Name-calling
Mockery
Dehumanization
Stereotypes of dishonesty

Micro/Internalized and Psychological Pressures
Internalization of gender norms
Pressures to pass as beautiful women
“Tough” experiences complying with norms of femininity

Resistance/Agency
Social networks (in-person and virtual)
Decisions to access health/medical technologies 
Community health centers specializing in transgender health care
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I assigned participants pseudonymous nicknames to stay 
consistent with Thai cultural norms and ensure anonymity. 
Participants had a range of identifications: some preferred 
“sao praphet song,” which translates to “second kind of 
woman.” Others said this word denoted they were second-
class citizens. Some said they were “women from the heart,” 
while others said no matter which label they chose, they 
would still be stereotyped. Since some participants found 
some terminology offensive, I refer to participants as Thai 
transgender women as a whole, despite the imperfections of 
this categorization [74]. When quoting individual partici-
pants who self-identified, I refer to them using the terminol-
ogy they used for themselves.

Findings

In the findings below, I first analyze how structural discrimi-
nation manifests for Thai transgender women through their 
lack of legal recognition, presenting issues across a range of 
meso-level sites and in a variety of interpersonal settings. 
Next, I focus on Thai transgender women’s specific experi-
ences in meso-level health care settings, raising questions 
about self-reported discrimination and unfair treatment. The 
article then analyzes how Thai transgender women encoun-
ter and resist discrimination associated with cultural norms 
of gender and femininity, as some decisions to use various 
technologies of embodiment are structured within this con-
text. Using minority stress theory, the article underscores the 
unique stressors, pressures, stereotypes, and stigmas for Thai 
transgender women—while ecosocial theory helps illumi-
nate the simultaneous micro, meso, and macro dimensions of 
Thai transgender women’s experiences with, and resistances 
to, discrimination.

Structural Discrimination and Legal Identification 
Cards

This section pinpoints Thai transgender women’s lack of 
legal identification as one of the “explicit laws and rules” 
([14]:48) that directly impacts experiences with discrimina-
tion and minority stress across a range of meso-level sites 
and micro-level interactions. In addition to encounters with 
legal authorities (e.g., immigration officials and police), 
aspects of daily life for Thai transgender women—even for 
those who do pass as beautiful women—can be stressful, 
hurtful, and marginalizing as a result of their legal identifica-
tion cards displaying a male gender marker.

Due to her legal identification card not matching her 
gender identity and presentation, Sim, a sao praphet song 
who is a cabaret performer, reflected on the confusion 
and additional time she spent with immigration authori-
ties while traveling across borders. Sim said, “When I go 

to some countries by myself or with my boyfriend, like in 
Japan, I’ve got to talk with immigration officers. It takes 
me more time to explain to them. My passport is the prob-
lem… Here in Thailand, they still [indicate the name title 
on the passport] so the immigration officer will be con-
fused when I go to their country, [asking] like, ‘Which sex 
are you really?’” Sim spoke about her experiences with the 
extra considerations and emotional labor that may arise for 
transgender people when traveling [75].

Structural discrimination also manifested in Sim’s 
encounters with police authorities, as she said she was 
treated “disgracefully” when she was pulled over. Sim 
recalled, “Police officers did not provide me any room or 
partition for protecting me to urinate on a test stick. I fully 
agreed to their request – but the way I was disgracefully 
treated is very disgusting. They did not even care about my 
human dignity. They just cared about the test result.” She 
continued, “We [transgender women] were not allowed to 
use a toilet. Perhaps, they might have thought that I had 
not yet had [genital surgery]. I felt so embarrassed. We are 
supposed to be treated as a woman, but they didn’t.” Sim 
felt undignified without basic considerations of privacy 
due to her gender. Sim implied that her surgical status 
(what she referred to as “sexual reassignment”) should 
have afforded her treatment as a woman, but instead she 
was made to feel embarrassed.

While it is beyond the scope of this article to analyze 
Thai transgender women’s experiences with employ-
ment discrimination, Chip, who identifies as transgender, 
believed her legal identification card specifically hindered 
her from occupational opportunities. She said, “When I 
applied for a part-time job during my university years, 
my applications were sent to a lot of places, but my facial 
and body appearance did not match with my name title 
shown on my identity card as ‘Mister.’ My applications 
were denied without any supporting reasons several times. 
Perhaps, [they thought] sao praphet song deserved not to 
be [hired for] any conventional jobs. Sometimes, we are 
limited in access to job opportunities …” Chip pinpointed 
how the legal identification card might have impacted her 
employment options, while speculating whether employ-
ers deny work to transgender people, who she says are 
“limited” in access to work.

Legal identification cards can not only structure dis-
criminatory encounters with authorities such as police, 
immigration officers, and employers, but also impact Thai 
transgender women’s access to meso-level spaces, as ste-
reotypes persist about transgender women. For instance, 
Jin, a beauty pageant winner, reflected that she was not 
allowed into bars because her legal identification shows 
she is transgender. She recalled a time when she visited 
Bangkok from her hometown Northeastern province of 
Sakon Nakhon, stating:
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When I go out or go to the bars, they check my ID 
and as soon as they realize that I am sao praphet 
song, they don’t let me in… There are many places 
[that do this] around Bangkok. You can absolutely 
check it out. I wish I could stand up for the sao 
praphet song to obtain equal rights. We also want 
to go out and be able to have fun just like other peo-
ple. There are many places [that discriminate] like 
Sukhumvit and Khao San Road. I was just in Khao 
San the other day. I was just an ordinary tourist who 
wanted to go out, but because I’m sao praphet song 
I was not allowed in the club… I was told that sao 
praphet song cause problems, quarrels, and fighting. 
That’s what they said.

This facet of discrimination involves stereotyping and 
stigma, while Jin emphasized the structural elements of this 
discrimination: her legal ID card. Even though Jin herself 
was a tourist visiting Bangkok from an outside province, her 
experience demonstrates how transgender acceptance is not 
always afforded to Thais. With societal stereotypes baked 
into her denial to access a club, Jin said, “They shouldn’t 
judge me right away just because my ID shows that I am 
a man but my body is like this… I should be able to go to 
the club…. Obviously this is discrimination. It’s not okay.” 
Using ecosocial theory, we see clearly how the macro-level 
element of legal identification impacted Jin’s access to meso-
level settings and manifested in these micro-level discrimi-
natory encounters. With minority stress theory, we see how 
such experiences and encounters impact Jin’s psychological 
experiences—as she is not allowed to “go out and be able to 
have fun” like cisgender people or foreign tourists. In this 
example, Jin is clear about what is “obviously” discrimina-
tion, pinpointing her desire to “stand up for… equal rights.” 
This example serves as a contrast to how others described 
their treatment in health care settings, analyzed in the next 
section.

Integrating ecosocial theory with minority stress theory 
elucidates how multiple societal levels (micro interactions, 
meso settings, and macro laws) converge in the discrimi-
natory experiences faced by Thai transgender women. As 
they attempt to move through different spaces and settings 
with legal identification cards they are unable to change, 
Thai transgender women can experience indignity, embar-
rassment, and confusion. Participants recalled how negative 
stereotypes impacted their access to spaces such as clubs, as 
well as employment opportunities, as their legal identifica-
tion cards were mechanisms through which such decisions 
were made. Legal identification cards are thus a structural 
pathway through which discrimination and differential treat-
ment manifest in a variety of settings and encounters.

I now discuss the meso-level setting of health care and 
how participants perceived their treatment.

Health Care Settings and Encounters: Contradicting 
Categorizations

Health care interactions are a “microcosm of the inter-
group dynamics,” manifested through the behaviors and 
attitudes of providers, and dynamics between people 
seeking care [76]:519). Here, too, the structural element 
of legal identification cards undergirds Thai transgender 
women’s experiences and encounters, illuminating how 
macro-level policies manifest in meso-level situations 
and micro-level encounters. Although some participants 
encountered structural barriers and stereotypes in health 
care settings, they did not always view such occurrences 
as problematic or discriminatory. The contradictions in 
the categorization of discrimination demonstrate the mul-
tiplicity of experiences within heterogenous and dynamic 
social groups [77], as well as “concerns about self-report 
measures” [14]:51) regarding discrimination.

Sunny, who was hospitalized for a severe car accident, 
said that she was “not that satisfied” with the medical 
checkup procedure, as doctors were “treating [her] as a 
male patient rather than female.” Sunny recalled:

When I had to be washed up, for instance, they were 
slightly reluctant whether a male or female nurse 
needed to handle the task to look after me. Then they 
decided to ask my parents to be responsible for this 
task instead of themselves. Another example occurred 
when I got my upper abdomen x-rayed, the male 
nurse told me that I had to be strong and masculine, 
as my physical body still looked like a straight guy.

While Sunny encountered nurses who refused to bathe 
her, the task was left to her parents instead. She also inter-
acted with health care providers who did not validate her 
gender identity, as she said she was also treated as a male 
when receiving an x-ray, with a male nurse stating her body 
still looked male.

While Sunny was clear about not being that satisfied with 
health care services, other Thai transgender women did not 
classify their health care experiences as problematic or dis-
criminatory. Sometimes, they made light of the situation or 
accepted their treatment as a fact of the system. Bee, whose 
parents had to bathe her after a car accident when nurses 
refused, did not distinctly classify her experiences as prob-
lematic. Instead, she said it was “difficult to say whether 
I was treated equally or not.” Her difficulty categorizing 
this refusal of care as equal or not might be an instance 
of internalized stigma or self-stigma, wherein marginalized 
people have absorbed negative societal beliefs about their 
rights [78]. How would a quantitative survey capture such 
an experience if respondents themselves are conflicted about 
whether to count it as discriminatory?
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Gan, who identifies as a woman from the heart, laughed 
gently when she stated she stayed in a male patient room, 
saying it was “fine” and “not a problem.” She added that she 
did not want to stay in the female ward: “The [wards] are 
separated like this. Even kathoey who already transitioned 
will be put in the male room.” Gan accepted the binary divi-
sions in hospitals as the structural order, not believing it is 
necessary to be treated with other women. Similar to Sim’s 
explication of surgical status warranting different treat-
ment, mentioned in the previous section, Gan explicated 
how those who have had surgery are not afforded a female 
room, emphasizing how the binary order does not change 
“even” for them.

Other participants acknowledged that awkwardness in 
health care interactions is normal when their legal identi-
fication cards do not match their gender presentation. Kitti 
said that when she was admitted to the hospital, “staff just 
felt awkward that my face didn't match with my male name 
and my short-haired identification card [photo]. But there’s 
nothing bad about it. But when the doctor had to come, he 
couldn't find me, because of my male name.” Kitti accepted 
confusion and awkwardness about her gender in health care 
settings, as ecosocial theory illuminates how the struc-
tural discrimination of legal identification cards filters into 
meso-level health care settings and micro-level interactions 
between providers and people seeking care.

As Kitti did not express any negative psychological out-
comes of such binary rules, Mon said she appreciated the 
ways that hospital staff have accommodated transgender 
women, even in binary spaces, stating, “If we don't have 
money to pay for a special hospital room, we need to be sent 
to a male ward because our title is ‘mister.’ But [in this case] 
the hospital tries to help us, for example, [they] move male 
patients a bit further, or let us sleep outside the room in front 
of the elevator. But we can never stay in women’s ward.” 
While Mon speculated that policy changes could allow 
transgender women to stay in women’s wards, she viewed 
sleeping in front of the elevator as helpful.

Yet in an interview with Patcharin, a founding member of 
the Thai LGBT+ activist movement, her eyes welled up with 
tears when she described occurrences of transgender people 
being denied a proper hospital room. Patcharin said, “There 
are stories of transgender women [in hospitals] who were 
refused to join female wards and refused to join in men’s, 
and put in the corridor because there is no ward to go to.” 
Patcharin looked out the window at the motorcycles buzz-
ing past on the street outside, and then looked back at me, 
stating, “When these things happen, they are out of sight by 
their communities and [happen] when you’re most vulner-
able – so people can’t defend themselves or get services.” 
According to Patcharin, the binary setup of hospital wards, 
and interpersonal relations that take place between health 
care providers and transgender people, are key forms of 

inequality. Although some participants accepted, or viewed 
it as helpful, that hospital staff allow transgender people to 
sleep outside of the wards in front of an elevator, this was 
a structural inequality that made activists such as Patcharin 
visibly upset.

The differences in the categorization of treatment and 
discrimination in health care settings raise questions about 
how group members, activists, practitioners, and research-
ers describe or categorize the experiences of marginalized 
people with health and heath care worldwide. There can be 
“controversies abound over which behaviors, enacted by 
whom, against whom, should count [as discrimination], 
and how best to counter fears and internalized blame that 
contribute to underreporting” ([14]:5). What strikes one 
person as discriminatory might be seen as a helpful strategy 
or a fact of life for another. The variances in categorization 
demonstrate that there is no clear or universal narrative of 
“rights,” and that even within groups, there are major differ-
ences in how people experience, and report, their realities 
and social worlds. Cultural norms about sex and gendered 
embodiment directly impacted health care interactions for 
Thai transgender women, as legal identification cards struc-
ture their encounters. In addition to creating health clinics 
that specialize in transgender care, Thai transgender health 
practitioners and activists have more recently mobilized to 
train health care providers in cultural and clinical compe-
tency, creating The Thai Handbook of Transgender Health-
care Services [59] to fill gaps in medical education.

I now discuss how everyday discrimination manifests 
based on hierarchical norms of gender and beauty, impacting 
Thai transgender women’s decisions to use various health 
and medical technologies amid pressures to pass as beauti-
ful women.

Gender Norms as Discriminatory Pathways, 
and Embodied Resistances

Many Thai transgender women expressed how societal 
acceptance and humane treatment are dependent on one’s 
adherence to cultural norms of gender and beauty. If and 
when they do not conform to embodied ideals of gender and 
beauty, they encounter stigma, which “punish[es] those who 
step outside normative boundaries” [79]:661), and can harm 
health [80]. In this case, stigma towards those who do not 
comply with gendered ideals of beauty results in everyday 
discrimination, such as receiving less courtesy or encounter-
ing name-calling. Some Thai transgender women’s decisions 
to access surgeries or control their food intake occurred amid 
everyday discrimination and cultural pressures to pass as 
beautiful women, illuminating how gender-based discrimi-
nation is a pathway to health in this context.

LGBT+ activist Patcharin expressed that complying 
with a rigid gender binary affords more opportunities for 
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cisgender and transgender people. Patcharin said, “Society 
is pushing people one way or the other – you have to be 
either a man or woman – and be a man this way, woman 
that way. There are a few types of man and woman, but still 
you have to fit those things… [F]eminine women have been 
encouraged to be so, and have managed and have succeeded 
social expectations, so they have much more space in society 
and confidence.” Patcharin describes the “limited” binary 
options for gendered embodiment, and how “more space” 
exists for women who appear feminine. Such binary gender 
norms impact Thai transgender women’s health behaviors, 
decision-making, and daily life.

According to Fai, a transgender woman, being a woman 
is a “tough experience” in daily life. She said, “It's not [just] 
about having to transform your body to fit with the femi-
nine standard. You also need to shape your manner to fit 
the standard as well: the way you dress, the way you sit, 
the way you talk, the way you eat right, the way you speak, 
the way you release your voice – everything.” Fai speaks to 
the gendered bodily pressures of maintaining social status 
in Thailand as a woman. The unique “tough[ness]” of eve-
ryday activities—from dressing, sitting, eating, and speak-
ing—indicates the stressors and pressures Thai transgender 
women can face in everyday life.

Thai transgender women spoke to what they perceived 
were explicit differences in societal treatment for those who 
passed as beautiful women versus those who do not. For 
instance, Mon said, “If you want to be accepted by soci-
ety, you have to look great. And trans women [are] always 
pressured, so they need to come up farther than others... If 
you are an ugly transgender, you are a clown. People can 
[treat you badly], they can dehumanize us as they want. But 
if you are beautiful, people will talk to you very softly... 
I experienced [this] myself, because I'm not beautiful…” 
Pinpointing the pressure and stakes of looking beautiful, 
Mon spoke to differential treatment and “dehumaniz[ation]” 
for those who are not beautiful, who she said are considered 
a “clown.” Mon’s emphasis on the unique pressures faced 
by transgender women demonstrates levels of stress they 
face to “come up farther than,” or prove themselves, to oth-
ers. While in the previous section, Mon did not classify her 
health care experiences as discriminatory, here she expli-
cates how dehumanization, name-calling, and poor treatment 
manifest in everyday life based on looks.

Other participants also shared how they receive differen-
tial treatment and acceptance based on their beauty. Pim, a 
sao praphet song, said, “Based on the fact that people tend 
to [judge] others according to their appearance… I [could] 
be widely accepted if I could be a beautiful and attractive 
woman.” With social acceptance linked to beauty, Goldie 
echoed, “If I am considered beautiful, people will talk to 
me very nicely. If I am ugly, I will get another style of talk-
ing.” As Goldie emphasized courtesy being hinged on one’s 

appearance, Kitti agreed that beauty is a social “value,” men-
tioning the pejorative labeling of people who are not beauti-
ful, stating, “In my hometown, which is a rural community, 
men always praise beautiful girls… If I am beautiful, boys 
will treat me like a princess, but if I am ugly, they will see 
me as a clown or terrifying person.” Kitti echoed the labe-
ling of “clown,” while noting the difference of treatment in 
her rural hometown location, as different community envi-
ronments impact discriminatory treatment.

Pinpointing the role of consumption as a pathway to 
embodiment [51], Jaya delineated what she interpreted as 
ubiquitous Thai gender norms, including white skin and 
being small, while underscoring how surgical technologies 
can help achieve these norms. Jaya said, “For me, I think 
beauty in Thailand has a rigid pattern. It is up to marketing 
in advertising, such as having a small face, long hair, small 
body, white skin. I think every transitioned transgender per-
son wants to become like those patterns… So, surgery is 
popular among us to help us achieve social norms about 
beauty.” The emphasis on whiteness is not about appear-
ing white or Western, but instead reveals the embodiment 
of cosmopolitan norms [68]. While one other participant 
explicitly mentioned light skin, accessing tools such as sur-
gery allowed many participants to embody this “pattern” of 
femininity.

Alongside tools such as makeup, clothing, hair styles, and 
hormones, Thai transgender women’s decisions to undergo 
surgeries took place amid cultural pressures to pass and be 
read as beautiful, and the consequential everyday discrimi-
nation for those who did not. For instance, Bee said, “When 
I decided to transform myself into a woman, I wish[ed] I 
could be a beautiful, appealing, and attractive lady. That is 
simply why being as close to a woman is my highest goal.” 
Similarly, Kitti mentioned how surgeries can allow transgen-
der women pass, or be read as women, stating, “Surgery can 
help transgender people look like a woman. For example, if 
your nose is not smooth, you can fix it by surgery. Or even 
your cheeks and your eyes.” Thai transgender participants 
spoke about how they accessed health and medical technolo-
gies to pass as beautiful women, which may in turn allow 
some to avoid name-calling and discrimination.

Thai transgender women also spoke about negative 
associations with being larger, reflecting cultural norms of 
embodiment regarding body size. For instance, Mon said, 
“If you are big, you will be called “kathoey-kwai” (buffalo 
transgender). Like, ‘You are this big, why do you still dress 
like a woman?’” Echoing societal stigma and identifying 
the names given for larger bodies, Oom, a sao praphet 
song, shared these beliefs, stating, “Somebody who took 
hormones but is still not soft like a woman can choose outfits 
to help their looks. Sometimes their bodies are very big, but 
they still buy small clothes. When they wear that, it doesn't 
seem okay for me.” Emphasizing and internalizing the 
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norms that women should not appear big, Oom underscores 
that being soft and small are key traits for gendered embodi-
ment and social acceptance.

Gendered ideals that women should be smaller impacted 
not just clothing choices, but also access to surgeries and 
Botox. Bee remarked, “For the body parts that still look like 
a man, we can do surgery to make them smaller. Like for the 
face, I can do Botox to make my face smaller, to look more 
like a woman.” In the context of name-calling and mistreat-
ment, Bee spoke about how societal norms of beauty posi-
tioning women as smaller altered her health behaviors, as the 
technology of Botox enabled her to look more like a woman.

In response to negative associations with larger bodies, 
some Thai transgender women also changed their dieting 
behaviors. Chip, a transgender woman, spoke about her 
experiences taking diet pills after gaining weight from hor-
mones. Gan remarked that her dream of joining a beauty 
pageant would require her to go on a diet, stating, “I want to 
join Miss Tiffany [Pageant] as well, but I have to lose weight 
first. Most contestants are skinny; there is not a single fat 
person.” With the entertainment industry a dominant site 
through which norms of gendered embodiment circulate, 
Gan sought to modify her diet to cohere with such ideals. 

To avoid stigma, mistreatment, and being called names, 
Thai transgender women often sought to adhere to beauty 
standards and cultural norms of gendered embodiment, 
with some participants deeming it a “pressured” and “tough 
experience.” Thai transgender women’s decisions to modify 
their bodies with surgeries, aesthetic services, or diets took 
place amid discrimination towards those who do not con-
form to such cultural norms. This demonstrates how gender 
socialization processes and ideals of femininity are a distinct 
pathway to accessing surgeries/medical technologies, as well 
as eating and weight/shape control, particularly as global, 
regional, and local cultural frames prize thinness [36, 81, 82, 
83]). Stress and embodiment are structured by power, as 
everyday discrimination and pressures to adhere to dominant 
norms of gender and beauty impact Thai transgender wom-
en’s health behaviors. The context of commodified health 
and medical technologies allows them to resist mistreatment 
and gain social acceptance—with drawbacks of this strategy 
discussed next in the “Conclusion and Implications” section.

Conclusion and Implications

This article has integrated minority stress and ecosocial 
theories to analyze how Thai transgender women’s experi-
ences with structural and everyday discrimination impact 
health outcomes, disparities, and health decision-making. 
The inability to change gender markers on legal identifi-
cation cards is a discriminatory structural mechanism that 
impacts mistreatment and indignity for Thai transgender 

women across a variety of meso-level settings and micro-
level interactions. Cultural ideals of feminine beauty—and 
stigma/stereotypes towards those who do not comply with 
such norms—can also create pressure to pass, serving as a 
pathway to health decision-making and gendered embodi-
ment. Thai transgender women’s exposure to discrimination, 
disrespect, and dehumanization can potentiate stress-related 
health problems throughout their lives [60]:1). Policies, cul-
tural norms/hierarchies, and institutional contexts intersect 
with micro-level interactions and individual experiences, as 
proximal and distal stressors are not distinct (temporally or 
spatially), but are interwoven and interacting simultaneously 
[51, 73].

In the meso-level settings of health care, Thai transgender 
women encountered services in which they were misgen-
dered, not treated, or treated as men. Yet, not all participants 
reported their experiences in health care settings as problem-
atic or exclusionary, in contrast to the framing by an LGBT+ 
activist. This illuminates how perceived discrimination var-
ies within groups and across cultural contexts and meso-
level settings. In this case, there are differences in “what 
constitutes dignified treatment versus the denial of dignity” 
[73]:939), as there is no “unified doctrine” of knowledge 
[84]:262), nor a universal approach related to minority stress 
and discrimination. These findings raise questions about 
the hierarchies of knowledge production and universalized 
human rights discourses, issues which require a researcher’s 
continued self-reflexivity and awareness of institutionalized 
power dynamics.

Amid the growth of commodified health and medi-
cal technologies, hierarchies of gender and beauty impact 
micro-level mental and physical health outcomes [36, 82, 
83, 85, 86], while resistance can involve using “technolo-
gies of embodiment” [68]—such as surgeries, clothing, or 
Botox—to gain social acceptance. Although Thailand is 
framed in dominant discourses as an LGBT+ paradise [58, 
87], some Thai transgender women reported name-calling 
and mistreatment if they were not perceived as beautiful 
women. The “tough experience” of embodying gendered 
ideals intersects with the structural and interpersonal dis-
crimination they also face across settings, as using health 
or medical technologies allowed Thai transgender women 
to pass as women and receive greater courtesy. While this 
strategy of resistance allows some Thai transgender women 
to avoid mistreatment, such rigid cultural norms continue to 
punish those who cannot afford, or do not want to, modify 
their bodies. The strategy of attempting to avoid discrimina-
tion by using health/medical technologies places the respon-
sibility on Thai transgender women, versus broader social 
policy and societal shifts. 

Research, policy, and advocacy can continue to illumi-
nate interlocking issues related to stereotypes, stigma, and 
resistance by focusing on transgender people’s experiences 
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with, and perceptions of, discrimination throughout the 
world. Qualitative interviews allow participants to expand 
on their experiences in the health care setting in ways that 
quantitative surveys might obscure, providing narrative 
accounts rather than just a numerical or yes/no answer. 
There are also regional blueprints that consider cultural 
specificities and differences to address transgender peo-
ple’s specific needs [88]. Rather than using a one-size-
fits-all approach to measure discrimination and self-stigma 
across diverse groups, existent models such as the Every-
day Discrimination Scale [33] may be further crafted to 
reflect linguistic nuances and the lived realities of margin-
alized groups across time and place. Using unique scales 
to account for self-stigma might allow research on health 
disparities and gender to better capture the context that 
undergirds how one frames their experiences with rights 
and/or oppression.

In the Thai context, future research can seek to diver-
sify participant samples by including people from more 
regions in which Thai transgender women live, such as 
in Northern areas, as well as seeking greater diversity in 
socioeconomic status. Research on transgender health 
more broadly can diversify the age of participants to 
shed light on interlocking issues over the life course [89]. 
Scholarship has also sought to alleviate the “joy deficit” 
in sociological research about transgender people [4]. 
Aligning with Krieger’s [73] call for a focus on resil-
ience, resistance, and agency, future research can include 
interview and survey questions about how transgender and 
gender-diverse people cultivate joy worldwide. What is the 
meaning of joy for transgender people in different settings, 
and how do people feel joy across cultural and structural 
contexts? Qualitative data can provide rich insights into 
transgender joy across time, place, and culture by using 
interviews, focus groups, arts-based methods, or com-
munity-based participatory research. Quantitative scales 
could also be devised to understand joy across differ-
ent social and cultural contexts.

Global transgender equity involves the removal of dis-
criminatory laws, policies, and practices, as well as access 
to culturally-competent health care [90]. Given the specific 
health issues for transgender people throughout the world—
including access to social rights and gender-affirming health 
care—it is critical that research continue to focus on their 
experiences worldwide. Research can apply both minority 
stress and ecosocial theories to global transgender health, 
analyzing how embodied and mental health disparities 
emerge across multiple levels of society, and attending to 
power, hierarchies, and injustices. By demonstrating the 
interaction between micro, meso, and macro societal levels, 
we gain a deeper understanding of how mental and embod-
ied health disparities are constructed, which can enable more 
tailored interventions to alleviate such disparities.
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