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Abstract

Background: Intimate partner violence (IPV) is approximately twice as prevalent among transgender and gender diverse
individuals (those whose current gender identity does not match their sex assigned at birth) than among cisgender individuals
(those whose gender aligns with their sex assigned at birth). However, most existing scales measuring IPV are not validated
among transgender and gender diverse populations and do not consider the unique forms of IPV experienced by transgender and
gender diverse individuals.

Objective: This paper describes the protocol for Project Empower, a study that seeks to develop and validate a new scale to
measure IPV as experienced by transgender and gender diverse adults. A new scale is necessary to improve the accuracy of IPV
measurement among transgender and gender diverse populations and may inform the current tools used to screen and link to
services for transgender and gender diverse people who experience or perpetrate IPV.

Methods: The proposed new scale will be developed by a linear three-phase process. In Phase I, we will recruit a maximum of
110 transgender and gender diverse participants to participate in in-depth interviews and focus groups. Phase I will collect
qualitative data on the experiences of IPV among transgender and gender individuals. After generating scale items from the
qualitative data in Phase I, Phase II will conduct up to 10 cognitive interviews to examine understanding of scale items and refine
wording. Phase III will then conduct a survey with an online recruited sample of 700 transgender and gender diverse individuals
to validate the scale using factor analysis and examine the prevalence, antecedents, and linked health outcomes of IPV. This study
will generate the first comprehensive IPV scale including trans-specific IPV tactics that has undergone robust mixed-methods
validation for use in transgender and gender diverse populations, regardless of sex assigned at birth.

Results: Project Empower launched in August 2019, with Phases I and II expected to be complete by late 2020. Phase III (survey
of 700 transgender individuals) is expected to be launched in January 2021.
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Conclusions: A scale that more accurately captures the forms of IPV experienced by transgender and gender diverse people
not only has the potential to lead to more accurate measurements of prevalence but also can identify unique forms of violence
that may form the basis of IPV prevention interventions. Additionally, identifying the forms of IPV experienced by transgender
and gender diverse people has the potential to lead to the refinement of clinical screening tools used to identify and refer those
who experience and perpetrate violence in clinical settings.

International Registered Report Identifier (IRRID): DERR1-10.2196/23819

(JMIR Res Protoc 2020;9(11):e23819) doi: 10.2196/23819
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Introduction

Background
Transgender and gender diverse individuals (individuals who
identify as a gender different than the sex assigned to them at
birth) are at 2.2 times the risk of physical intimate partner
violence (IPV) and 2.5 times the risk of sexual IPV as compared
with cisgender individuals [1]. Of the 27,715 transgender adults
sampled in the 2016 US Transgender Survey (USTS) [2], 54%
reported some form of lifetime IPV (35% reported physical
IPV, 24% reported severe physical IPV, and 16% reported
sexual IPV in their lifetime), and all rates were comparable to
or greater than those documented in the general US population
[2,3]. The few existing studies of IPV in transgender and gender
diverse populations have shown links between IPV and a range
of negative health outcomes, including posttraumatic stress
disorder (PTSD) [4], avoidant coping behaviors, depressive
symptoms [5,6], and HIV/sexually transmitted infection
transmission risk behaviors, including transactional sex [7].

The experience or perpetration of IPV is commonly measured
through scales that include lists of actions considered to
constitute violence (ie, physical acts such as kicking or
punching, sexual acts such as forced sex, and emotional acts
such as verbal insults). However, many of the scales commonly
used to measure IPV, for example, the Revised Conflicts Tactics
Scale (CTS), were developed and validated with heterosexual
cisgender populations and sometimes even only cisgender
women [8]. Recent evidence demonstrates that there are acts of
violence that are specific to the IPV experiences of transgender
and gender diverse individuals, yet these acts are absent from
commonly used IPV scales developed in cisgender populations.
Omission of these transgender-specific acts from scales is
problematic when measuring IPV in transgender and gender
diverse populations, as these acts are common hallmarks of
abuse for transgender and gender diverse individuals. In the
2016 USTS, 27% of participants reported experiencing some
form of transgender-specific IPV in their lifetime, including
their partner preventing them from accessing hormones (3%),
telling them that they were not a “real” woman or man (25%),
and threatening to “out” them as a transgender as a form of
blackmail (11%) [2]. Perpetrators may undermine their partner’s
gender identity and expression by intentionally misgendering
them or hiding/damaging items (eg, chest binders, wigs, makeup,
clothing, and prosthetics) [9]. These acts can lower self-esteem
and confidence, rendering transgender and gender diverse
individuals more vulnerable to abuse and less confident to go

out in public and increasing their sense of isolation and
dependency [1,10]. Existing IPV measures do not screen for
these trans-specific abuse tactics; thus, they are likely
insufficiently sensitive as IPV screening tools in transgender
and gender diverse populations. Accurate measurements of IPV
are essential for effective intervention development and
evaluation of the impacts of interventions on behavioral change.

Several recent attempts have been made to create measurement
tools that more accurately reflect IPV as experienced by
transgender individuals. While not a transgender-specific scale,
Woulfe and Goodman developed a seven-item scale of “identity
abuse” with lesbian, gay, bisexual, transgender, and queer
(LGBTQ)-specific items, such as “The person told me I deserve
what I get because of my sexual orientation or gender identity”
(8.2%) and “The person questioned whether my sexual
orientation or gender identity was real” (28.3%) [11].
Transgender participants were more likely (49.3%) than sexual
minority cisgender women (42.8%) or men (28.4%) to
experience identity abuse in adulthood. Peitzmeier et al created
the first transgender-specific IPV (T-IPV) scale and piloted it
in a sample of 150 transmasculine individuals (ie, individuals
assigned a female sex at birth who identify their gender on a
spectrum of masculinity) [12]. The scale was then expanded to
10 potential items and tested again in two independent samples
of transfeminine adults (ie, assigned a male sex at birth and
identify with femininity), with factor analyses yielding an
eight-item unidimensional scale with moderate to good fit [13].
Scale content represented a variety of domains of trans-specific
abuse, including partner sabotaging gender transition (10%
lifetime report), policing gender expression (21%), and
emphasizing the undesirability of transpartners (22%).
Additionally, Dyar et al [14] used data from a sample of 352
sexual and gender minority individuals assigned female at birth
(SGM-AFAB) to adapt versions of the Conflict Tactics
Scale–Revised, a measure of coercive control, and to test the
newly developed SGM-Specific IPV Tactics Measure, with
results providing initial evidence of the reliability and validity
of each measure. This five-item method was designed for use
with LGBTQ populations broadly and focused on outing and
social isolation as domains. While these recent studies have
attempted to create transgender- or LGBTQ-specific
measurements of IPV, they are not without limitations. Items
from these scales were developed through expert and community
consultation and review of existing qualitative literature, but
none were grounded in an in-depth qualitative study whose
specific purpose was to elicit acts of IPV specific to transgender

JMIR Res Protoc 2020 | vol. 9 | iss. 11 | e23819 | p. 2http://www.researchprotocols.org/2020/11/e23819/
(page number not for citation purposes)

Stephenson et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

http://dx.doi.org/10.2196/23819
http://www.w3.org/Style/XSL
http://www.renderx.com/


and gender diverse individuals by transgender and gender
diverse survivors themselves, which may have restricted the
content validity of the scale or impacted how the items were
worded. These studies also relied solely on psychometric
validation, usually in a restricted sample of either transfeminine
or transmasculine individuals but not both, and did not include
cognitive interviewing of the proposed scale items and other
validation methods to ensure that they accurately captured the
experiences of transgender individuals.

This study seeks to fill this gap through the development and
validation of a scale that comprehensively accounts for both
forms of IPV that may be experienced by individuals of all
gender identities (ie, forced sex) and forms of IPV that are
unique to transgender and gender diverse individuals. This paper
describes the protocol for Project Empower, a project to develop
and validate a new scale to measure IPV as experienced by
transgender and gender diverse populations aged 15 years and
above in the United States. A new scale is necessary to improve
the accuracy of IPV measurement among transgender and gender
diverse populations, and may inform the current tools used to
screen and link to services for transgender and gender diverse
adults who experience or perpetrate IPV. This scale will be
grounded in de novo qualitative data collection specifically
designed to elicit the types of abuse experienced by transgender
and gender diverse survivors of IPV, and be comprehensively
validated through qualitative focus groups, cognitive interviews,
and finally quantitative psychometric validation.

Theoretical Framework for Scale Development
The conceptual model of IPV among transindividuals is
presented in Figure 1. Our conceptual framework is guided by
adaptions of the gender minority stress model and gender

affirmation framework. According to the gender minority stress
model, individuals who do not conform to societal norms
regarding gender roles, expression, and identities are vulnerable
to discrimination and stigma, which can affect emotions,
cognitions, and health behaviors [15]. In accordance with the
gender affirmation framework, gender minority stressors may
increase the need for gender affirmation (eg, feeling safe,
recognized, and supported in gender identity and expression
[16,17]), particularly in intimate relationships. Gamarel et al
developed and validated a measure of relationship stigma with
transgender women, which measures enacted stigma and
anticipated stigma experienced by transgender women in their
intimate relationships [18]. Transgender-specific discrimination
and relationship stigma have been associated with reduced
relationship quality, as well as increased substance use behaviors
and psychological distress for transgender women and their
cisgender male partners [18,19]. Thus, IPV may be a result of
societal oppression, transgender-specific discrimination, and
relationship stigma, whereby partners of transgender individuals
may withhold gender affirmation as a power and control tactic.
The conceptual framework for our study draws upon these
frameworks and hypothesizes IPV to be a function of multiple
interlocking forms of stigma and discrimination (ie,
antitransgender stigma), gender affirmation, and dyadic and
individual factors. We hypothesize that the presence of any of
these factors may influence IPV in one of the following two
ways: (1) the creation of stress leading to an increased
propensity for violence and (2) lowered access to and greater
need for gender affirmation from a partner leading to greater
vulnerability to or acceptance of violence. The model will be
used to guide the collection of qualitative and quantitative data
to understand the unique forms and antecedents of IPV among
transgender and gender diverse individuals.

Figure 1. Conceptual model of intimate partner violence among transindividuals.

Methods

Trial Registration, Ethics, Consent, and Institutional
Board Approval
This study has been reviewed and approved by the University
of Michigan Institutional Review Board (IRB# HUM00171509).
A certificate of confidentiality has been obtained from the

National Institute of Child Health and Human Development,
and a waiver of parental consent/assent will be obtained for
participants who are 15 to 17 years old.
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Study Design

Overview of Study Design
The proposed new scale will be developed by a linear
three-phase process. Phase I consists of collecting qualitative
data (ie, in-depth interviews and focus group discussions) with
up to 110 transgender and gender diverse individuals aged over
18 years (for the in-depth interviews) and aged 15 and above
(for the focus group discussions) to better understand the
experiences of IPV, and it will provide content items for the
proposed new scale. After extracting scale items from the
qualitative data in Phase I, Phase II will consist of a maximum
of 10 cognitive interviews to examine construct and content
validity of scale items. Phase III will be a survey with an
anonymous online sample of 700 transgender and gender diverse
individuals aged 15 years and above to examine the prevalence,
antecedents, and linked health outcomes of IPV and
psychometrically validate a comprehensive IPV scale validated
for use in transgender and gender diverse populations.
Participation in the in-depth interviews is restricted to
participants over the age of 18 years, as the interviews
potentially involve disclosures of personal experiences of
violence, and restricting participation to adults prevents the
disclosure of child/minor abuse. Phase I and II data collection
began in March 2020 and has continued throughout the
COVID-19 pandemic that began in the United States in March
2020. The study has not experienced problems in recruiting
participants for either Phase I or II. To recognize the potential
for the additional stress of the pandemic to create contexts or
triggers for IPV, we will add the measure of COVID-related
stressors (ie, employment loss) to the Phase III survey.

Participants
For all phases, participants must be (1) transgender or gender
diverse (ie, defined as a difference in the sex assigned at birth
and current gender identity), (2) aged 15 years and above, (3)
currently residing in the United States, (4) having access to a
computer, tablet, or smartphone, (5) having at least one intimate
partner in the past 5 years, and (6) able to participate in the study
in English. For the in-depth interviews, additional eligibility
criteria are having experienced IPV in the previous 5 years,
using the IPV screener from the USTS, and being over 18 years
of age [2].

Recruitment
The same recruitment process will be used for Phases I to III.
We will recruit participants using racially and ethnically diverse
banner advertising on mobile dating apps (eg, Fet-Life) and
social networking websites (eg, Facebook and Instagram).
Online advertising will be supplemented with placing
advertisements on the webpages of leading transgender health
and rights websites, tweeting links to study information with
transgender-specific hashtags, and working with transgender
activists and organizations to tweet and promote the study on
their social media profiles. Recruitment will be limited to those
residing in the United States. Individuals who click on the
banner advertisements will be taken to the study website for
more information. Interested individuals will complete an online
consent form and eligibility screener. Eligible participants will

then enroll by providing their name and email. Participants who
do not consent, do not meet the eligibility criteria, or do not
provide valid contact information will be excluded from the
study.

Protection of Human Subjects
Throughout the phases of the study, we will take several
important steps to ensure the safety and privacy of the
participants. The synchronous focus group discussions, in-depth
interviews, and cognitive interviews will be conducted using
Health Insurance Portability and Accountability Act
(HIPAA)-compliant video-based teleconferencing software
(Zoom). Focus group discussions carry the risk of disclosure
of personal information by other study participants. Participants
will be informed that no personal information should be shared
and will be asked to respect the confidentiality of other
participants and not repeat discussions outside of the online
chat room. They will also be instructed to sit in a private place
when participating in the focus group discussion so that other
people are not able to see images, hear audio, or view text
contributed by the other participants in the focus group
discussion. All study staff will follow a robust set of safety
procedures to make sure that participants receive a high level
of monitoring. Because there is potential for psychological
discomfort due to the research topic, participants will be
informed that they may refuse to answer any question and that
they may end their participation at any point, without penalty.
Participants experiencing distress during the interviews will be
offered brief breaks and survey participants will be reminded
that they can take breaks during the self-administered online
survey. In the unlikely event that a participant experiences
considerable distress (ie, discloses suicidal ideation or self-harm
attempts), research staff are trained to assess risk for self-harm
and suicidality, with guidance from an on-call licensed clinician
and the study Principal Investigators.

Given the remote nature of participation, participants who are
at acute risk or are interested in connecting to support services
will be connected with a national crisis line which can facilitate
local referral as needed. If any person is judged by project
investigators to be at acute risk of danger to self or others, or
judged to be in grave danger due to medical or other conditions,
the decision will be made to break confidentiality in order to
inform authorities to intervene in preventing an adverse event.
During the Phase III survey, participants will self-administer
surveys. Those participants who report that they are experiencing
indicators of poor mental health (ie, emotional distress or
depressive symptomology) will be shown a page of resources
at the end of the survey and will be asked to acknowledge that
they have received and read the resources.

Phase I Study Procedures
The first phase of the project will include 20 to 30
semistructured in-depth interviews and eight focus group
discussions. All qualitative data collection will involve a diverse
sample of transfeminine, transmasculine, and nonbinary
individuals. We will use purposive sampling to increase the
racial and sexual orientation diversity of the participants [20].
Upon initial saturation, theoretical sampling and additional
interviews (up to 30) may be conducted to expand upon or
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confirm findings from initial interviews if necessary [21]. In
order to account for different types of data, we will use a
two-pronged approach for conducting the focus group
discussions. There will be asynchronous and synchronous focus
group designs, with the aim of conducting four of each type of
focus group discussion. The in-depth interview and four
synchronous focus group discussions will be conducted using
HIPAA-compliant video-based teleconferencing software. The
four asynchronous focus group discussions will be conducted
via FocusGroupIt for text-based focus group discussions, a
format that works well for maximal anonymity on sensitive
topics, and to allow participation from geographically dispersed
participants across multiple time zones. Each focus group
discussion will contain between 5 and 10 participants.
Synchronous focus group discussions and in-depth interviews
will be conducted virtually, using the HIPAA-compliant secure
Zoom platform. After screening and enrolling, study staff will
call participants to schedule the focus group discussion or
in-depth interview.

The in-depth interview and focus group discussion will serve
unique purposes. The in-depth interview will focus on collecting
IPV narratives from survivors of IPV and understanding the
specific abusive behaviors that took place, the perceived triggers
of violent events, and how violence behaviors evolved over the
course of the relationship and over the course of the individual’s
gender transition. After the in-depth interviews are transcribed,
we will extract behaviors considered abusive by survivor
participants and craft potential screening items to screen for
these behaviors, using in vivo language as provided by survivors
to the extent possible. The focus group discussion will enroll
both individuals who have and who have not experienced IPV,
and explore group norms and perceptions of IPV. The moderator
will ask the participants if each of the potential screening items
identified in the in-depth interview is considered violent, and
will ask participants to name other actions that may be
considered violent in a relationship, probing around actions
specific to the transgender experience. We will also ask
participants about items from commonly used scales, such as
the CTS, and from other trans-specific IPV scales that have
been developed in the past [2,13,14]. We will then ask focus
group discussion participants to talk about what other behaviors
they would consider abuse that we have not yet asked about.
This process will ensure that the full range of IPV as experienced
by transgender and gender diverse individuals will be captured
by the scale based on qualitative data collection capturing the
lived experiences of transgender and gender diverse participants.
The qualitative data collection will be conducted by a
transgender moderator. Participants will receive US $50
compensation sent via a Mastercard gift card for participation
in the in-depth interview and US $30 for participation in the
focus group. Participants who participate in the in-depth
interview will not be eligible for the focus group discussion.

Phase II Study Procedures
The first task in Phase II will be to finalize the items for the
new scale to measure IPV among transgender individuals. Focus
group discussion and in-depth interview transcripts will be
reviewed by three researchers in order to ensure that all unique
forms of IPV mentioned by the participants were extracted to

inform survey instrument development. The number of unique
IPV items generated is expected to be several dozen. After
generating the survey items, a maximum of 10 cognitive
interviews will be conducted to explore item comprehension of
the potential scale items. The aim of the cognitive interviews
is to refine the language used in each of the scale items and
ensure that participants understand the items in the manner
intended. Participants for the cognitive interviews will be
recruited in the same manner as participants in Phase I.
Cognitive interviews will be conducted virtually, using the
HIPAA-compliant Zoom platform. Participants will be asked
to read the scale items and then repeat the meaning back in their
own words. If there is a discrepancy in meaning, the interviewer
will explain the intended meaning to the participant and ask the
participant to rephrase the scale item to achieve the desired
meaning [22]. We will also ask participants to “talk aloud” their
thought process in how they respond to the questions and test
assumptions inherent to the scale, such as understanding of an
“intimate partner.” Cognitive interview participants will receive
US $30. Participants in the in-depth interview and focus group
discussion will not be eligible to participate in the cognitive
interviews.

Phase III

Phase III Study Procedures

After completing this process of generating potential IPV scale
items and other variables of interest grounded in the Phase I
qualitative data, we will conduct an online survey of 700
transgender and gender diverse individuals. Eligibility criteria,
recruitment, and enrollment strategies are the same as those in
Phases I and II, and the survey will sample those aged 15 years
and above. Once eligible and enrolled, participants will be
emailed a link to a secure survey. The survey can only be taken
once to prevent duplicates. Participants will receive US $40.

Sample Size for Phase III

We will enroll 700 transgender individuals aged 15 years and
above. Previous studies of IPV among transgender individuals
have shown the prevalence of physical IPV to be in the range
of 18% to 47%. Each of these studies has relied upon measures
of IPV that are not transgender-specific, and we expect our
prevalence estimates to be higher. A sample size of 700 is
sufficient to detect a roughly 20% difference in IPV prevalence
(ie, odds ratio 1.5-1.9) between two subgroups in our sample
(eg, transfeminine, transmasculine, and nonbinary) with >80%
power.

Survey Instruments

IPV

With regard to experience and perpetration of IPV and scale
development, participants will view a list of acts that may
constitute IPV and respond to the question, “Which of the
following items would you consider to be violent or abusive if
a sexual/romantic partner perpetrated them against you without
your consent?” For each behavior, they will report if they have
experienced or perpetrated it in the past 12 months and lifetime,
and will report the number of times they have experienced each
item in the past 12 months. With regard to partnership-level
experience of IPV, for each intimate partner reported in the past
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3 years (up to three partners), we will assess IPV victimization
and perpetration. For partnerships in which victimization or
perpetration is reported, respondents will complete the
Controlling Behaviors Scale to assess IPV typology (eg, intimate
terrorism versus common couples’violence [23]) and the injury
scale of the CTS2 to measure the severity of physical violence
[8]. With regard to help seeking, participants who experienced
IPV will be asked in which ways they sought help or assistance
from a variety of sources, including friends, family,
physicians/medical workers, counselors/psychiatrists, social
workers, and law enforcement.

Stigma and Discrimination

Gender minority specific stigma will be assessed using validated
subscales from the Gender Minority Stress and Resilience Scale
(GMSRS) [24]. Sexual minority stigma will be assessed with
the Intersectional Discrimination Index [25] and the Everyday
Experiences of Discrimination (Sexual Orientation) Scale
[26-28]. Racial/ethnic stigma will be captured with the Brief
Perceived Ethnic Discrimination Questionnaire (Community
Version) [29], the Everyday Experiences of Discrimination
(Race/Ethnicity) Scale [26-28], and the Group Membership
Questionnaire [30]. Experiences of sexism will be assessed with
the Daily Sexist Events Scale [31] and the Internalized
Misogyny Scale [32,33].

Gender Affirmation

Participants will also complete a gender affirmation scale that
assesses domains, including need for, access to, and satisfaction
with legal affirmation (eg, name changes), medical affirmation
(eg, hormones and surgery), social affirmation (ie, correct
pronouns), and psychological affirmation (eg, level of
femininity/masculinity) [34]. We will also assess satisfaction
with gender transition and gender comfort [17,35].

Dyadic Context

Participants will be asked to list their most recent intimate
partners (defined as someone the participant felt emotionally,
romantically, or sexually close to) in the past 3 years (up to
three partners). Participants will be asked to provide nicknames
or initials for their partners, as opposed to identifying
information. For each partner, we will ask the gender, age, race,
sexual orientation, education, and outness. Participants will
complete measures of relationship functioning, which include
the Dyadic Adjustment scale [18,36] Commitment scale [37],
and Power and Attitudes in Relationships scale [38]. We will
assess stigma experienced at the dyadic level with a validated
measure of relationship stigma [18].

Demographics

Age, education, race, ethnicity, sexual orientation, employment,
health insurance, health care access, and state of residence will
be measured. Both sex assigned at birth and current gender
identity will be collected. Current gender identity will include
options for male, female, transmasculine, and transfeminine, as
well as categories for genderqueer/gender nonconforming,
nonbinary, agender/gender fluid, and participant-driven
response.

Health Outcomes

The AIDS Risk-Behavior Assessment (ARBA) adapted to be
relevant to transgender bodies and relationships [39] will be
used to collect information on sexual behaviors with the three
most recent partners in the past 3 years to enable
partner-by-partner analyses. Participants will also be asked if
they felt able to negotiate for condom use and/or contraceptive
use with each partner. In addition to partner-level information
on sexual behavior, participants will also be asked about their
sexual behavior in the past 12 months with any partner. History
of HIV testing will include measures of frequency, method of
testing, and linkage to care (if HIV positive). Substance use
measures will assess the use and frequency of use of alcohol
and other drugs in the past 3 months, and are based on prior
work [40-43]. We will measure nonprescribed and prescribed
hormone use, age of starting hormones, types of hormones,
dosage/regimen, and adherence to prescribed hormones. We
will use the Brief Symptom Inventory [44] to measure current
depressive symptomology and anxious symptomology. PTSD
symptoms will be assessed with a scale [45,46] used in studies
with transgender communities [4]. Nonsuicidal self-injury will
be measured with the Inventory Statements about Self-Injury
(ISAS) [47]. General physical health will be measured using
the Patient-Reported Outcomes Measurement Information
System (PROMIS) measure [47].

COVID-19 Stressors

To recognize the potential for the COVID-19 pandemic to create
additional stress, the survey will assess the following
COVID-19-related stressors: loss of employment or income,
loss or changes in housing, changes in access to health care,
increased participation in child or elder care, participation in
social distancing, and feelings of anxiety, loneliness, and
isolation specifically linked to COVID-19.

Phase III Data Analysis
We will reduce scale items by dropping items not considered
to be violent by the majority (>60%) of respondents. To validate
the scale and identify factors/subscales, we will conduct
exploratory factor analysis (EFA) using victimization data for
the past 12 months [48] from a randomly selected sample of
half of the participants. We will not a priori propose a factor
structure for the scale, but we will compare the resultant factor
structure with those of commonly used IPV scales. We will
examine whether the data are suitable for factor analysis with
the Kaiser-Meyer-Olkin test and Bartlett test of sphericity
[49,50]. Factor retention will be decided by examining
eigenvalues, scree plots, and interpretability of factors [49].
Oblique and orthogonal rotations will be examined to determine
the best solution. The reliability of each factor/subscale will be
assessed by calculating Cronbach alpha, with adequate reliability
indicated if Cronbach alpha is >.70 in the overall sample and
among subgroups (ie, transmasculine, transfeminine, and
nonbinary participants) [51]. Items may be reduced based on
statistical (items should increase subscale alpha, have high
item-total correlations, and load highly onto a single factor),
theoretical (maintaining items for content validity), and practical
(scale length) criteria [8,48,52]. As an additional exploratory
analysis, we will conduct EFA separately for different subgroups
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of respondents (eg, transmasculine and transfeminine) to identify
potential variations in scale content. We will compare the factor
structures of the EFA conducted for subgroups of the sample,
although the intent remains to create a single scale that
represents the IPV experiences of all transgender and gender
diverse individuals. We will then conduct a confirmatory factor
analysis of the retained items with the participants not in the
EFA sample. Model fit will be evaluated by looking for a root
mean square error of approximation <0.06, confirmatory factor
index >0.90, and standardized root mean squared error close to
0.08 [53,54]. Convergent validity will be assessed by measuring
the correlation with existing IPV measures, use of domestic
violence services, and relationship functioning. Analyses will
produce a validated IPV scale with subscales corresponding to
different forms (eg, physical, sexual, etc) that comprehensively
measure IPV in transgender populations.

Quantifying Individual-Level Factors Associated With IPV
Experience and Perpetration

We will define the following outcomes for the past 12 months
and lifetime referent periods: (1) experiencing any form of IPV,
(2) experiencing each domain of IPV identified during scale
development (eg, physical IPV and sexual IPV), (3) perpetrating
any form of IPV, and (4) perpetrating each domain of IPV. Key
covariates will be stigma and discrimination, gender affirmation,
and demographic variables. Bivariate associations between each
of the outcomes and covariates will be examined. The goal of
this stage of the analysis will be to identify the prevalence of
forms of IPV in different subgroups, including differences in
the IPV by different subgroups (eg, transmasculine,
transfeminine, and/or nonbinary identity), to assess IPV
disparities within transgender and gender diverse communities.
Additionally, multivariate logistic regression models will be fit
to determine the independent risk of IPV associated with each
individual-level characteristic.

Quantifying Partner-Level and Dyadic Factors Associated
With IPV Experience and Perpetration

This analysis will use data reported for each recent partnership
(up to three per participant). The outcomes will be the
experience and perpetration of any IPV and of each form of
IPV during each partnership. Covariates will include
individual-level characteristics as above in the individual-level
models, partner characteristics (eg, partner gender), and dyadic
characteristics (eg, dyadic adjustment and relationship stigma).
Multilevel logistic regression models with random effects will
be fitted with partners clustered under individuals [55].

Quantifying Associations Between Experience and
Perpetration of IPV and Health Outcomes

This analysis will use individual-level models to assess
associations between IPV and health outcome measures
enumerated above, including sexual health, mental health,
substance use, and physical health outcomes. Logistic,
multinomial, or linear models will be employed depending on

the outcome. The key covariates in each model will be the
experience or perpetration of IPV in the past 12 months and
lifetime, adjusting for individual-level covariates. Then,
partner-level multilevel models will be fit to quantify
associations between IPV experience or perpetration within a
given partnership and sexual behaviors for that partnership (eg,
condom use).

Results

Project Empower launched in September 2019, with Phases I
and II expected to be complete by late 2020. Phase III (survey
of 700 transgender individuals) is expected to be launched in
January 2021.

Discussion

Transgender and gender diverse people in the United States face
adverse physical and mental health outcomes compared with
cisgender populations [5,56-67]. There is a wealth of literature
illustrating the epidemic rates of psychological distress [2],
depression [68-74], and suicidal ideation [73,75-78], as well as
poor self-rated physical health [2], high rates of HIV and other
sexually transmitted infections [60,79-82], and elevated risk for
chronic disease [83-85] among transgender and gender diverse
individuals. These disparities may be driven in part by
disproportionate rates of violence, including IPV, making
sensitive and accurate screening, prevention, and response for
IPV in transgender and gender diverse populations critical.

Central to the ability to develop efficacious interventions for
the primary or secondary prevention of IPV is our ability to
correctly define IPV as it is experienced by transgender and
gender diverse individuals. Current commonly used IPV scales
were developed primarily for use in heterosexual cisgender
populations and do not necessarily capture the lived experiences
of transgender and gender diverse individuals and the forms of
IPV that they may uniquely experience. Prior work has
developed and validated scales to measure IPV as experienced
by gay and bisexual men [86] and developed and validated an
IPV scale specifically for sexual and gender communities [14],
and preliminary work has been performed to create an IPV scale
specific to the unique experiences of transgender and gender
diverse individuals [12]. Our current work extends this previous
work by considering the experiences of transgender and gender
diverse individuals as it relates to the experience of IPV. A scale
that more accurately captures the forms of IPV experienced by
transgender and gender diverse people not only has the potential
to lead to more accurate measurements of prevalence, but also
can identify unique forms of violence that may form the basis
of violence prevention interventions. Additionally, identifying
the forms of IPV experienced by transgender and gender diverse
individuals has the potential to lead to the refinement of clinical
screening tools that are used to identity and refer those who
experience and perpetrate violence in clinical settings.
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HIPAA: Health Insurance Portability and Accountability Act
IPV: intimate partner violence
LGBTQ: lesbian, gay, bisexual, transgender, and queer
PTSD: posttraumatic stress disorder
SGM: sexual and gender minority
USTS: US Transgender Survey
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