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Abstract

Purpose: Prior research has found that transgender people are less likely to have access to health care and
health insurance than their cisgender peers and are more likely to delay seeking care due to systemic discrim-
ination and stigma. To this end, this study seeks to measure transgender and gender-nonconforming (TGNC)
clients’ primary care utilization and compare them to their cisgender peers.

Methods: Demographic data and self-reported primary care utilization from 14,372 clients attending a commu-
nity health center in Los Angeles, CA, from 2018 to 2020 were examined. Descriptive statistics and multivariable
regression analyses were used to examine correlates of gender identity on primary care utilization metrics—
Hepatitis A, Hepatitis B, and Human Papillomavirus (HPV) vaccinations and recent primary care visits.

Results: Of TGNC clients, 38.0% reported being vaccinated for Hepatitis A compared to 49.2% of cisgender
clients (p<0.01) and 42.6% reported being vaccinated for Hepatitis B compared to 51.6% of cisgender clients
(p<0.01). TGNC clients had higher odds of engaging with the HPV vaccination series than their cisgender
peers (adjusted odds ratio [@OR]=1.28, 95% confidence interval [CI] 1.03-1.59). TGNC clients had higher odds
of seeing their primary care provider within the preceding 2 years (@OR=1.72, 95% Cl 1.01-2.93) compared to
non-TGNC clients.

Conclusions: This study’s results found that TGNC clients were more likely to access certain primary care services
more often than their cisgender counterparts. Our results support the efficacy of such interventions, such as a
health care setting designed to support the health of gender minority people, and see similar, if not greater,
primary care engagement in transgender persons compared to their cisgender peers.
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Introduction

Recent estimates indicate that over 1,300,000 individu-
als in the United States identify as transgender.' Trans-
gender people face health disparities limiting their
access to and engagement in primary care.” Statisti-
cally, they are less likely to have access to culturally sen-
sitive comprehensive care and health insurance than
their cisgender peers.’ In addition, 33% of transgender
individuals are estimated to delay seeking care due to
systemic discrimination and stigma, regardless of in-
surance status or accessibility of care.* Therefore, as a

major factor in health equity, transgender people’s ac-
cess to and engagement in care must be addressed to
end the perpetuation of these health disparities.”
Typical primary care quality metrics include age-
and anatomy-appropriate cancer screening and immu-
nization status. These metrics can be considered
representative markers of engagement in primary dis-
ease prevention in adult patients.”® Nevertheless, met-
rics on sexual orientation and gender identity minority
people’s engagement in primary care is broadly con-
strained by limitations in collecting demographic data
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on sexual orientation and gender identity.” Few studies
have sought to specifically explore this, with most pub-
lished work related to transgender populations focused
predominantly on transition-related care, including
gender-affirming hormone care, health care disparities
and discrimination, sexual health, including human
immunodeficiency virus (HIV), and gender-affirmative
surgical options and technique.g"12 Furthermore, exist-
ing data do not adequately address variability within
transgender and gender-nonconforming (TGNC) sub-
populations (transmasculine vs. transfeminine vs.
genderqueer/nonbinary)."?

Existing data, however, do appear to reinforce the
negative impact that health disparities generally faced
by transgender people have upon their engagement
with primary care. Kiran et al. report lower rates of
breast (33% vs. 65%), cervical (56% vs. 72%), and colo-
rectal (55% vs. 70%) cancer screenings in eligible trans-
gender patients compared to cisgender persons.'’ A
survey by Bednarczyk et al. also suggests disparities re-
lated to vaccine receipt among transgender populations
for human papillomavirus (HPV) vaccination. They
found that ~41.9% of trans men and 5.3% of trans
women were vaccinated in a study population of eli-
gible trans-identifying patients."” This finding is par-
ticularly salient given that transgender women have
high rates of HPV infection, with one study reporting
a prevalence of 84.1% among transgender women
compared to 54.6% of cisgender men who have sex
with men.'*

In addition, analyses have found that Hepatitis A
and B vaccination rates among transgender patients
vary from 10% to 30%; however, this variation limits
comparisons to cisgender patients as these studies
have been descriptive and used moderate sample
sizes.">'® Moreover, there is no known literature solely
focusing on gender-nonconforming and nonbinary
people’s primary care engagement. Overall, while exist-
ing data seem to substantiate lack of access to primary
and preventative health care, further information is
needed to fully address the degree of these disparities
among and within TGNC populations in an effort to
design optimal engagement strategies.

This study seeks to add to the existing literature by
comparing indicators of primary care utilization
among TGNC patients and their cisgender counter-
parts. First, this study aims to estimate the proportion
of TGNC people who self-report having HPV vaccina-
tions, Hepatitis A/B vaccinations, and breast/chest and
cervical cancer screenings among clients receiving care
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at a community clinic in Los Angeles, California. Sec-
ond, this study will look at differences in these primary
care metrics between TGNC and cisgender clients.
Third, this study will identify significant correlates of
primary care utilization and engagement among
TGNC people.

Methods

Study population and design

The Los Angeles LGBT Center (“the Center”) is a fed-
erally qualified health center headquartered in the Hol-
lywood neighborhood of Los Angeles. The Center’s
Sexual Health and Education Program offers the clients
free and low-cost sexual health services, including
HIV/sexually transmitted infection testing at the
main location as well as a satellite location in West Hol-
lywood, CA. Each client completes a self-administered
electronic sexual health risk assessment to collect de-
mographics, sexual behavior, and general health infor-
mation at their visit or up to 4 days before their visit via
an online health portal.

Our study population included all clients receiving
sexual health services from November 2018 to Febru-
ary 2020. Clients were included in this study if they
were (1) 18 years of age or older and (2) had completed
a sexual health risk assessment. Clients only complete a
full risk assessment every 6 months; for interim visits,
clients receive an abbreviated assessment with ques-
tions regarding their last sexual encounter only. Clients
were not included if they visited the Center for routine
care or follow-up visits where they did not complete a
full sexual health risk assessment.

Overall, 14,395 clients visited the Center from Novem-
ber 2018 to February 2020, but two were excluded because
they were younger than 18 at the time of care. For clients
who completed more than one sexual health risk assess-
ment during the study period, the most recent assessment
was used for this analysis, resulting in a final sample size of
14,372. The Los Angeles County Department of Public
Health Institutional Review Board (2020-07-882) pro-
vided expedited review and a waiver of informed consent
since this study is cross sectional looking at existing, de-
identified medical records and presented no more than
minimal risk. Demographic data were extracted from elec-
tronic medical records. Primary care indicators, including
self-reported vaccination status (Hepatitis A, Hepatitis B,
HPV), cancer screenings (cervical Pap smear, mammo-
gram), and primary care provider (PCP) engagement,
were extracted from sexual health risk assessments.
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Variable classification

Gender identity was dichotomized as TGNC (trans
men, trans women, genderqueer, gender nonconform-
ing, gender nonbinary) or non-TGNC (cis men and
cis women). Self-reported cancer screening (cervical
Pap smear and Mammogram/breast examination) re-
sponses (for clients who met the screening criteria)
were recoded to dichotomous variables (ever screened
vs. not screened). Clients were designated as needing
a cervical Pap smear if they were assigned female at
birth, were between 21 and 65 years of age, did not re-
port having a hysterectomy or ovariohysterectomy, and
did not reporting having a cervical Pap smear within 3
years per the American College of Obstetricians and
Gynecologists (ACOG) recommendations.'”

Clients were designated as needing a breast cancer
screening if they identified as a trans woman/trans
man or indicated they were assigned female at birth,
were at least 50 years of age, and did not report having
a breast cancer screening within 3 years per the ACOG
recommendations.'® Any client’s responses who se-
lected “decline to answer” for the aforementioned var-
iables were considered missing for the following study.
“Ever screened” included clients who responded, “I
have had an exam more than three years ago” or “I
have had an exam in the past three years.” “Not
screened” included clients who responded, “I believe I
need an exam but have never been screened,” and “I do
not believe I need an exam and have never been screened.”
Vaccination status (Hepatitis A/B, HPV) responses were
recoded to dichotomous variables (vaccinated/engaged
vs. not vaccinated). “Vaccinated/Engaged” included cli-
ents who responded “Vaccinated” and “In Progress.”
“Not vaccinated” included clients who responded, “Not
Vaccinated.” Primary care engagement was defined as
having a primary care doctor and having seen a primary
care doctor for at least one routine visit within the last
2 years.

Statistical analyses

Descriptive statistics were generated for demographic
variables, including age, sexual orientation, race/eth-
nicity, smoking status, and housing status. Pearson’s
chi-square, Student’s t tests, and Fisher’s exact tests
were used to examine differences between TGNC and
non-TGNC clients on demographic variables. Crude
logistic regressions were used to determine if TGNC
and non-TGNC status was associated with vaccination
and PCP engagement. Using a priori methods to select
aforementioned demographic and confounding vari-
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ables, multivariable logistic regression models were
built for each of the following four primary care indica-
tors: a primary care visit in the preceding 2 years, Hep-
atitis A vaccination, Hepatitis B vaccination, and HPV
vaccination.'””** Race/ethnicity was specifically in-
cluded to adjust for systemic racism and sociopolitical
factors as well as focus on health disparities for TGNC
women of color."” Cancer screenings were not included
in multivariable analyses due to insufficient sample
sizes. Missing data were deemed missing at random
in our sample and may be dependent on our exposure
(gender-identity) and demographic variables. How-
ever, control for these variables in the multivariable
analyses adjusts (or controls) for missing data.** All
statistical analyses used an alpha level of 0.05. All
data analyses were conducted using SAS software Ver-
sion 9.4 of the SAS System for Windows (SAS Institute,
Inc., Cary, NC).

Results

Study population

Overall, 14,372 clients were included in the study
(Table 1). The majority (57.5%) were cisgender
gay/homosexual men, 8.9% straight/heterosexual
men, 5.2% straight/heterosexual women, 3.5% bisex-
ual women, and 3.2% TGNC people. Of the 458
TGNC clients in the study population, 50.7% identi-
fied as genderqueer/nonbinary, 38.2% identified as
transgender women/trans feminine, and 11.1% iden-
tified as transgender men/trans masculine. Overall, more
than half the study population was over the age of 30, but
64.4% of TGNC clients were under the age of 30. The
study population was ethnically and racially diverse:
39.5% white, 30.7% Hispanic/Latinx, 8.0% Asian/Pacific
Islander, and 7.9% black/African-American. Approxi-
mately 3.0% reported being homeless, and 14.3%
reported being a current smoker (data not shown).

Hepatitis A vaccinations, hepatitis B vaccinations,

and cancer screenings

Overall, 48.8% of clients reported being vaccinated for
Hepatitis A. Of the 458 TGNC clients, 38.0% reported
being vaccinated for Hepatitis A compared to 49.2% of
cisgender clients ( p <0.01). Half of the overall popula-
tion (51.3%) reported being vaccinated for Hepatitis B.
Of TGNC clients, 42.6% reported being vaccinated for
Hepatitis B compared to 51.6% of cisgender clients
(p<0.01). Looking at clients who needed a cervical
Pap smear, 56.8% reported having had one within
3 years, but 15.2% declined to answer (Table 1). Of all



Table 1. Demographics of Unique Center Clients, November 2018-February 2020 (N=14,372)

TGNC® Non-TGNC
Genderqueer/ Trans Trans
Total sample nonbinary man woman Female Male
n (column %) n (column %) n (column %) n (column %) n (column %) n (column %) p
Age <0.0001
18-24 2,477 (17.2) 75 (32.3) 19 (37.3) 36 (20.6) 505 (28.1) 1,833 (15.6)
25-29 4,164 (29.0) 85 (36.6) 22 (43.1) 58 (33.1) 584 (32.5) 3,404 (28.2)
30-39 4,663 (32.4) 57 (24.6) 7 (13.7) 45 (25.7) 493 (27.4) 4,043 (33.5)
40-49 1,549 (10.8) 10 (4.3) 2 (3.9) 25 (14.3) 127 (7.1) 1,382 (11.4)
50+ 1,117 (7.8) 3(1.3) 1(2.0) 5(2.9) 48 (2.7) 1,056 (8.7)
Unknown/unreported 402 (2.8) 2 (0.9 0 (0.0 6 (3.4) 39 (2.2) 355 (2.9)
Sexual orientation <0.0001
Gay/homosexual 8,360 (58.2) 47 (20.3) 2 (3.9) 22 (12.6) 11 (0.6) 8,267 (68.5)
Lesbian 106 (0.7) 3(1.3) 0 (0.0) 1 (0.6) 100 (5.6) 1 (0.0)
Bisexual 1,922 (13.4) 22 (9.5) 10 (19.6) 14 (8.0) 507 (3.5) 1,364 (11.3)
Heterosexual 2,113 (14.7) 2 (0.9) 11 (21.6) 77 (44.0) 749 (41.7) 1,273 (10.5)
Other 203 (1.4) 29 (12.5) 11 (21.6) 24 (13.7) 28 (1.6) 107 (0.9)
Pansexual 177 (1.2) 30 (12.9) 4 (7.8) 8 (4.6) 63 (3.5) 71 (0.6)
Queer 223 (1.6) 69 (29.7) 6 (11.8) 8 (4.6) 61 (3.4) 78 (0.6)
Questioning 158 (1.1) 4(1.7) 1(2.0) 6 (3.4) 44 (2.4) 103 (0.9)
Unknown/unreported/declined 1,110 (7.7) 26 (11.2) 61 (11.8) 15 (8.6) 233 (13.0) 809 (6.7)
Race/ethnicity <0.0001
American Indian or Alaska Native 38 (0.3) 2 (0.9) 0 (0.0) 0 (0.0) 7 (0.4) 29 (0.2)
Asian/PI 1,154 (8.0) 22 (9.5) 1(20) 24 (13.7) 156 (8.7) 944 (7.8)
Black or African American 1,139 (7.9) 14 (6.0) 4 (7.8) 21 (12.0) 176 (9.8) 920 (7.6)
Hispanic 4,414 (30.7) 82 (35.3) 18 (35.3) 82 (46.9) 381 (21.2) 3,839 (31.8)
White 5,679 (39.5) 77 (33.2) 22 (43.1) 32 (18.3) 753 (41.9) 4,789 (39.7)
Other 1,039 (7.2) 17 (7.3) 3 (5.9) 7 (4.0) 164 (9.1) 843 (7.0)
Unknown/unreported 909 (6.3) 18 (7.8) 3(5.9) 9 (5.1) 159 (8.9) 709 (5.9)
Homeless status <0.0001
Homeless 437 (3.0) 20 (8.6) 5 (9.8) 33 (18.9) 41 (2.3) 334 (2.8)
Not homeless 12,930 (90.0) 190 (81.9) 44 (86.3) 125 (71.4) 1,619 (90.1) 10,921 (90.5)
Unknown/unreported 1,005 (7.0) 22 (9.5) 2 (3.9) 17 (9.7) 136 (7.6) 818 (6.8)
Total 14,372 232 51 175 1,796 12,073
Pap smear <3 years (of clients who <0.0001
need one)?
Yes 1,071 (56.8) 38 (42.7) 21 (45.7) — 1,009 (57.7) —
No 527 (28.0) 33 (37.1) 19 (42.2) — 416 (25.4) —
Unknown/declined 286 (15.2) 18 (20.2) 5(10.9) — 229 (14.0) —
Breast cancer screening <3 years (of clients who need one)® <0.0001
Yes 54 (50.5) 0 (0.0) 0 (0.0) 1 (5.6) 53 (60.2) —
No 29 (27.1) 0 (0.0) 1 (100.0) 7 (38.9) 21 (23.9) —
Unknown/declined 24 (22.4) 0 (0.0 0 (0.0 10 (55.6) 14 (15.9) —
Hepatitis A
Vaccinated/engaged 7,016 (48.8) 85 (36.6) 18 (35.3) 71 (40.6) 735 (40.9) 6,094 (50.5)
Not vaccinated 6,924 (48.2) 140 (60.3) 31 (60.8) 89 (50.9) 986 (54.9) 5,652 (46.8) <0.0001
Unknown/declined 432 (3.0) 7 (3.0) 2 (3.9) 15 (8.6) 75 (4.2) 327 (2.7)
Hepatitis B
Vaccinated/engaged 7,367 (51.3) 98 (42.2) 22 (43.1) 75 (42.9) 789 (43.9) 6,369 (52.8) <0.001
Not vaccinated 6,606 (46.0) 129 (55.6) 27 (52.9) 90 (51.4) 944 (52.6) 5,391 (44.7)
Unknown/declined 399 (2.8) 5(2.2) 2 (3.9) 10 (5.7) 63 (3.5) 313 (2.6)
HPV vaccine
Vaccinated/engaged 3,941 (27.4) 90 (38.8) 30 (58.8) 39 (22.3) 698 (38.9) 3,075 (25.5) <0.001
Not vaccinated 9,948 (69.2) 138 (59.5) 19 (37.3) 119 (68.0) 1,023 (57.0) 8,619 (71.4)
Unknown/declined 483 (3.4) 4(1.7) 2 (3.9) 17 (9.7) 75 (4.2) 379 (3.1)
pCP
Yes 4,983 (34.7) 76 (32.8) 35 (68.6) 78 (44.6) 528 (29.4) 4,252 (35.2) <0.01
No 7,995 (55.6) 133 (57.3) 12 (23.5) 82 (46.9) 1,087 (60.5) 6,654 (55.1)
Unknown/declined 1,394 (9.7) 23 (9.9) 4 (7.8) 15 (8.6) 181 (10.1) 1,167 (9.7)
PCP visit <2 years (of clients who have a PCP)
Yes 4,360 (87.5) 65 (85.5) 33 (94.3) 72 (92.3) 441 (83.5) 3,738 (87.9) 043
No 589 (11.8) 11 (14.5) 2 (5.7) 6 (7.7) 85 (16.1) 482 (11.3)
Unknown/declined 34 (0.7) 0 (0.0) 0 (0.0) 0 (0.0) 2 (04) 32 (0.8)
Total 14,372 232 51 175 1,796 12,073

#Comparison of TGNC and Cisgender clients who met the recommendations for needing a Pap Smear.

PComparison of TGNC and Cisgender clients who met the recommendations for needing a Breast Cancer screening.

45 out of 14,372 clients did not report gender identity, so row totals might not add up to the corresponding total sample.
HPV, human papillomavirus; PCP, primary care provider; TGNC, transgender and gender-nonconforming.
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Table 2. Correlates of Human Papillomavirus Vaccinations and Primary Care Visitations November 2018-February 2020

HPV vaccination (n=11,927)? PCP visit (n1=4,372)?

cOR 95% ClI aOR 95% ClI cOR 95% ClI aOR 95% ClI

Gender identity (ref =Non-TGNC)

TGNC 147 1.21-1.80 1.28 1.03-1.59 1.21 0.75-1.97 1.72 1.01-2.93
Race/ethnicity (ref=White)

American Indian or Alaska native 0.97 0.47-2.02 1.07 0.49-2.36 0.40 0.09-1.91 037 0.08-1.75

Asian/PI 1.09 0.95-1.26 0.96 0.83-1.12 0.67 0.49-0.92 0.69 0.50-0.96

Black or African American 1.23 1.07-1.42 1.03 0.89-1.20 0.59 0.43-0.82 0.66 0.46-0.94

Hispanic 1.02 0.93-1.11 0.88 0.80-0.97 0.55 0.45-0.67 0.61 0.49-0.76

Other 117 1.01-1.36 0.99 0.85-1.16 0.75 0.51-1.09 0.90 0.60-1.36
Age (ref=18-24)

25-29 0.70 0.63-0.78 0.71 0.64-0.80 1.19 0.93-1.52 1.16 0.90-1.50

30-39 0.34 0.31-0.38 0.35 0.31-0.39 1.62 1.27-2.07 1.68 1.30-2.18

40-49 0.24 0.21-0.28 0.25 0.21-0.29 2.56 1.81-3.62 2.29 1.60-3.28

50+ 0.18 0.15-0.22 0.18 0.15-0.23 4,04 2.67-6.10 3.40 2.21-5.22
Homeless status (ref =not homeless)

Homeless 0.90 0.72-1.12 0.83 0.66-1.06 0.86 0.51-1.45 1.01 0.57-1.78

2Sample sizes differ across outcome since some clients did not self-report all outcomes.
aOR, adjusted odds ratio; Cl, confidence interval; cOR, crude odds ratio.

clients who needed a breast cancer screening, 50.5%
reported having had one within 3 years, but 22.4% de-
clined to answer.

HPV vaccination

Overall, 27.4% of clients reported engaging with the HPV
vaccination series. About one-third of TGNC clients
(34.7%) reported engaging with the HPV vaccination se-
ries compared to 27.2% of cisgender clients. In both the
bivariate and multivariable models, TGNC people had
higher odds of engaging with the HPV vaccination series
than their cisgender peers (crude odds ratio [cOR] =1.47,
95% confidence interval [CI] =1.21-1.80) (adjusted odds
ratio [aOR] =1.28, 95% CI 1.03-1.59). In addition, in the

multivariable model, HPV vaccination was also associ-
ated with age. Compared to 18-24-year-old clients, cli-
ents aged 25 and older had lower odds of engaging
with the HPV vaccination series (Table 2). In addition,
this study separately analyzed clients based on assigned
sex at birth."”” In both the bivariate and multivariable
models, TGNC clients assigned female at birth had
higher odds of engaging with the HPV vaccination series
than the cisgender counterparts (cOR=1.62, 95%
CI=1.15-2.27) (aOR=1.54, 95% CI=1.04-2.28). On
the other hand, TGNC clients assigned male at birth
did not have different odds of engaging with the HPV
vaccination series compared to their cisgender counter-
parts (Table 3).

Table 3. Correlates of Human Papillomavirus Vaccination by Sex Assigned at Birth November 2018-February 2020

Clients assigned female at birth (n=1,554) Clients assigned male at birth (n=10,368)

cOR 95% Cl aOR 95% Cl) cOR 95% Cl aOR 95% Cl

Gender identity (ref=non-TGNC)

TGNC 1.62 1.15-2.27 1.54 1.04-2.28 1.14 0.88-1.48 0.98 0.74-1.30
Race/Ethnicity (ref=White)

American Indian or Alaska Native 0.30 0.04-2.56 0.43 0.04-4.32 1.20 0.55-2.60 0.31 0.56-3.01

Asian/PI 1.26 0.89-1.76 1.15 0.79-1.67 1.06 0.91-1.24 0.94 0.80-1.11

Black or African American 1.13 0.81-1.58 0.86 0.60-1.23 1.24 1.06-1.45 1.08 0.91-1.28

Hispanic 1.08 0.84-1.38 0.89 0.68-1.17 1.05 0.95-1.16 0.92 0.83-1.02

Other 1.39 0.99-1.94 1.13 0.78-1.64 1.11 0.94-1.31 0.96 0.80-1.14
Age (ref=18-24)

25-29 1.09 0.86-1.38 1.12 0.87-1.44 0.67 0.59-0.75 0.68 0.60-0.77

30-39 0.37 0.28-0.47 0.36 0.27-0.48 0.36 0.32-0.41 0.36 0.32-0.41

40-49 0.07 0.03-0.14 0.07 0.03-0.15 0.28 0.24-0.34 0.29 0.24-0.34

50+ 0.08 0.03-0.24 0.08 0.03-0.23 0.20 0.16-0.25 0.20 0.16-0.25
Homeless status (ref =not homeless)

Homeless 0.93 0.53-1.64 1.07 0.55-2.08 0.91 0.71-1.16 0.81 0.63-1.06
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PCP visit within last 2 years

Of all clients, 30.3% reported seeing their PCP in the
preceding 2 years. Of the 189 TGNC clients who had
a PCP, 89.9% reported having seen their provider in
the preceding 2 years compared to 87.4% of cisgender
clients with a PCP. In the bivariate model, TGNC cli-
ents did not have different odds of seeing their PCP
within the preceding 2 years (cOR=1.21, 95%
CI=0.75-1.97). In the multivariable model, TGNC cli-
ents had higher odds of seeing their PCP within the pre-
ceding two years aOR=1.72, 95% CI 1.01-2.93)
compared to non-TGNC clients.

Discussion
Overall, our findings challenge preceding notions that
gender identity is the main factor driving the health
inequities between TGNC people and their cisgender
counterparts. A large proportion of TGNC clients
reported having received Hepatitis A/B vaccinations
and a PCP visit within the last 2 years. In addition,
TGNC people not currently taking gender-affirming
hormones were just as likely as cis people to have a
PCP visit within the last 2 years (data not shown).
Our study reports higher rates of Hepatitis A and B vac-
cinations (38.0% and 42.6%, respectively) among trans-
gender populations compared to previous reported
ranges of 10% to 30%.">'® Moreover, this study’s results
suggest that TGNC clients might utilize certain primary
care services more often than their cisgender counter-
parts. In fact, after accounting for covariates, race/eth-
nicity was the only variable significantly associated
with primary care engagement even though TGNC
and non-TGNC clients significantly differed in homeless
status. These findings call into question whether or not
TGNC people are truly less likely to engage in primary
care and also suggest that other societal factors are re-
lated to low primary care engagement. Furthermore,
they suggest that gender identity might not even be a
suitable or sufficiently defined exposure variable consid-
ering the effects of other socioeconomic factors.*”
Previous analyses address that the major determi-
nants resulting in TGNC people’s overall lack of health
care engagement include fear of discrimination, lack of
provider knowledge regarding the health care needs of
trans-identified individuals, and stigmatization/social
marginalization of gender minority people.”**” Fur-
thermore, office environments perceived as “unfriend-
ly” to TGNC patients promote barriers to adequate
access to care.”® This is true for TGNC racial and ethnic
minority people, especially trans women who dispro-
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portionately report a history of homelessness, violence,
and incarceration, all of which further contribute to a
fear of discrimination in public accommodations, in-
cluding health care settings.***° To overcome these ob-
stacles, researchers engaged in understanding these
barriers to care for TGNC patients have called for the
institution of interventions that promote and establish
discrimination-free health care environments.>’ Our
results support the efficacy of such interventions as
the Center, a health care setting designed to support
the health of gender minority populations, sees similar
primary care engagement in transgender persons com-
pared to their cisgender peers.

On the contrary, research in TGNC resilience of-
fers potential explanations for how TGNC people
thrive despite systemic injustices. Recent research
has argued that the LGBTQ research base in general
should shift away from deficit-focused efforts and to-
ward strengths-based approaches such as a resilience
framework in order inform better health inter-
ventions.”® The Resilience Activation Framework
demonstrates how TGNC people access and use indi-
vidual and community-level resources to seek and re-
ceive health care.’® Given that transgender people
are more likely to experience socioeconomic disad-
vantages, this framework provides another possible
explanation for the parity between TGNC and cisgen-
der clients in our study.’* In this sense, TGNC clients
demonstrate resilience because they are able to access
the Center’s resources (i.e., health care) due to the
Center’s ability to offer low cost, sliding scale services,
community outreach, housing services, and general
social support services.

Finally, current trends in medical education in-
clude cultural sensitivity modules on LGBTQ health
to teach providers how to care for LGBTQ patients
and create welcoming practices. Many providers re-
port not knowing enough about LGBTQ health to
care for their patients, so this is an important gap
to address.>>>” Nevertheless, these current efforts
in medical education/continuing education might
not be enough to increase primary care engagement
because of medical institutions’ historical mistreat-
ment of TGNC people regarding health care, lack of
access to care, and systemic injustices.’®*® To combat
these primary care engagement inequities effectively,
health professionals should consider programmatic
efforts to increase resilience among TGNC popula-
tions in addition to increasing provider cultural
sensitivity.
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Limitations

This study has several limitations. Our results may not
be generalizable to other populations since it was con-
ducted at a single urban sexual health clinic. Specifi-
cally, our study may have selection bias induced by
uncontrolled confounding that would cause our results
to be more conservative than the true value. The Cen-
ter’s TGNC clients might engage in primary care more
often than the general TGNC population, especially
since the Center has the capacity to refer clients to
TGNC-friendly providers outside of the Center. Fur-
thermore, we could not determine when clients re-
ceived Hepatitis A/B vaccinations, so primary care
engagement would not be necessarily related to vacci-
nation if they received them as children. Moreover,
for clients over 30, our classification may underesti-
mate the number of clients who have engaged in pri-
mary care, in terms of cervical Pap screening, since
some clients may be receiving a Pap/HPV test per the
5-year screening schedule.

In addition, a majority of clients did not provide
health insurance information or income, so we were
unable to account for these socioeconomic factors in
the multivariable models. This study was not able to ex-
amine diverse gender identities under the TGNC um-
brella due to small sample sizes, so we could not
examine differences across TGNC subpopulations. In
addition, all outcomes were self-reported and are sub-
ject to recall bias, but likely nondifferential across
TGNC and non-TGNC populations. Moreover, this
analysis could not thoroughly identify clients who
need a breast cancer screening since the Center asks cli-
ents if they had a screening within the past 3 years as
opposed to ACOG’s 2-year recommendation.

Future directions

Future research should move away from using gender
identity as an exposure variable and should focus on
variables such as insurance status to further explore
how multiple systems, including racism, smoking,
homelessness, etc., are related to barriers to primary
care engagement. Future research should also exam-
ine if there are differences in primary care engage-
ment among TGNC subpopulations such as gender
nonconforming and nonbinary people since these in-
dividuals are understudied in health research. Finally,
future research should analyze these health inequities
in primary care by using a resilience framework to ex-
plore increasing resilience as a potential public health
solution.

JANN ET AL.

Conclusion

By using a different framework, future TGNC research
efforts can move past examining gender identity as the
main factor for these health inequities. Health inter-
ventions to increase primary care engagement among
TGNC populations should jointly focus on resilience
and cultural sensitivity. This focus will connect patients
with the resources that enable them to seek the health
care they need.
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