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Transgender women are inequitably burdened with HIV worldwide. Pre-exposure prophylaxis (PrEP) is 

safe and effective at preventing HIV acquisition, but uptake is low. Integrating HIV care and gender-

affirming care may increase PrEP uptake. We conducted a cross-sectional study using the Seattle 2023-

2024 National HIV Behavioral Surveillance (NHBS-Trans) survey (N = 149). A composite score for 

gender-affirming care (low, intermediate, high) was used to estimate prevalence and examine 

associations with PrEP use. Only 30% of participants used PrEP in the prior 12 months; among them, 

60% reported high adherence. Fifty-eight percent had high access to gender-affirming care, 29% 

intermediate, and 13% low. Chi-square and Fisher’s exact tests showed those with high access had a 

proportion of PrEP use over three times that of those with low access (PR: 3.31, 95% CI: 0.87-12.7); 

intermediate access nearly three times that of those with low access (PR: 2.87, 95% CI: 0.72-11.5). 

Multivariate log binomial regression showed similar patterns for high (PRadj: 3.37, 95% CI: 0.5-25) and 

intermediate access (PRadj: 3.65, 95% CI: 0.5, 25). Though not statistically significant, these results 

support integration of PrEP with gender-affirming care as a holistic strategy to improve uptake among 

transgender women. 



Background & Significance  

Globally, transgender women are inequitably burdened with HIV. Across fifteen countries assessed in 

a meta-analysis, transgender women were 48.8 times more likely to have HIV than other adults1. Pre-

exposure prophylaxis (PrEP) is an antiretroviral taken routinely to reduce chances of acquiring HIV; 

among men who have sex with men (MSM), regular PrEP use resulted in a 92% reduction in risk of 

acquiring HIV compared with placebo3. In most studies examining PrEP effectiveness, transgender 

women are frequently aggregated with MSM, which makes it difficult to analyze and report the 

effectiveness among this specific population4,5. However, PrEP has been shown to be safe and effective 

among transgender women6–8. PrEP uptake is low among transgender women; medical mistrust and fear 

of “outing” oneself as transgender may deter individuals from using PrEP, or they may have concerns 

over the possibility of interactions with gender-affirming hormones9–11. Additionally, healthcare providers 

might not have informed patients about PrEP12. Structural factors are significant barriers to PrEP use in 

marginalized groups, particularly among Black MSM and transgender women, and may increase the risk 

of HIV infection13,14. Addressing systemic and structural health disparities is an essential aspect of 

successful intervention to improve PrEP uptake and adherence among groups who have a high likelihood 

of acquiring HIV12,15. 

Gender affirmation is an important confirmation of sense of self in any individual, transgender or 

otherwise. It can be defined as having social, legal, and medical aspects. Social gender affirmation is the 

interpersonal recognition and support of an individual’s gender identity. Legal gender affirmation is the 

reflection of a preferred name and/or gender marker on legal documents, e.g. driver’s licenses. Medical 

gender affirmation may include the use of gender-affirming hormone therapy (GAHT) or surgery. Gender-

affirming care may include all three types; clinicians providing medical care like GAHT are ideally also 

equipped to provide patients with resources or referrals to begin the process of a name or gender marker 

change, and socially affirm a patient’s identity16. None of this is unique to transgender people. Every 

individual experiences gender, and affirmation and acknowledgement of this aspect of personal identity is 

a universal need. However, due to minority status, gender affirmation may be more difficult to access and 

experience. For transgender women of color, this is particularly evident as a frequently unmet need17. 



Despite evidence that integration of HIV care with gender-affirming care is associated with greater 

viral suppression among communities, PrEP has not been widely integrated into gender-affirming care for 

transgender women9. Viral suppression is more likely in transgender patients who have gender-affirming 

healthcare providers, whether their services include medical gender care or other healthcare18. Greater 

access to gender-affirming care may also serve as an effective intervention to increase PrEP use among 

transgender women. 

In this study, we aimed to evaluate whether access to comprehensive gender-affirming care is 

associated with a higher proportion of PrEP uptake among transgender women. Past studies have found 

that access to gender-affirming care is associated with greater PrEP use2,19, while others found the 

opposite20. One concern among transgender women is the possibility of PrEP interfering with GAHT, or 

vice-versa. While this has been shown to be unlikely7,8,21, this concern is a source of hesitancy, as is 

limited access to gender-affirming care practitioners9,16,22. While similar studies have been conducted on 

the east coast of the U.S., the evaluation of this association among populations of transgender women in 

Seattle is novel. There is limited research evaluating the possibility of gender-affirming care as a method 

to improve population-level PrEP use and adherence; this study addresses this knowledge gap. 

Methods  

Study setting  

We used data from the 2023-2024 National HIV Behavioral Surveillance (NHBS) survey among 

transgender women (NHBS-Trans). This surveillance system enrolled participants in multiple urban areas 

in the United States. Among the 19 sites that currently conduct NHBS among the core populations—

MSM, persons who inject drugs, and heterosexually active persons at increased risk for HIV infection—10 

sites participated in the NHBS-Trans survey23. In this study, we used data from the Seattle site. 

Study subjects, design, and recruitment 

NHBS-Trans was a cross-sectional survey, used to monitor behavioral risk factors, prevention, and 

prevalence of HIV among transgender women. This was conducted using respondent-driven sampling. 

Initial participants, known as seeds, were identified by individuals and community-based organizations 

who were a part of or shared space with the local populations of transgender women. Those who 

completed the interview invited additional participants using coupon incentives in peer-to-peer recruitment 



within their communities. To be eligible, individuals needed to be 18 or older; assigned male or intersex at 

birth and reporting gender identity of woman, transgender woman, or unlisted gender; residents of the 

participating city; able to interview in English or Spanish; and able to provide informed consent. In this 

study, participants are limited to Seattle. The target sample size for each site was 300 participants. 

Participants completed an interviewer-administered, standardized, in-person anonymous questionnaire 

using computer tablets. This included questions about demographics, sexual behaviors, injection and 

non-injection drug use, HIV testing experiences, access to healthcare and prevention, and gender-

affirming care. Additionally, all participants were offered rapid HIV testing as well as incentive payments 

for the interview ($50), with additional payments for recruiting other participants ($20/each)2,24,25.  

Exposure 

The exposure of interest was gender-affirming care. NHBS-Trans asked questions about gender 

affirmation, focusing on the medical, legal, and social aspects described above. Aligned with this 

definition, we defined the exposure using a composite measure based on three sets of questions from the 

survey, and assigned participants a score of 0, 1, 2, or 3 based on their responses. First, medical gender 

affirmation was assessed using two questions: “Have you ever taken hormones for gender transition or 

affirmation?” and “Have you ever had any type of surgery for gender transition or affirmation?” with 

responses either “Yes” (1) or “No” (0). Those who answered “Yes” to either or both of these questions 

scored a 1 for medical gender affirmation. Additionally, NHBS-Trans asked individuals who responded 

“No” to these questions whether or not they wanted either type of medical gender affirmation. If 

respondents did not have and did not want medical gender affirmation, they still scored a 1, as they 

expressed no need for access.  

 Second, legal gender affirmation was assessed using two questions, adjusted to fit a dichotomous 

variable: “Thinking about how your name is listed on all of your legal documents… which of these 

statements is most true?” and “Thinking about how your gender is listed on all of your legal documents… 

which of these statements is most true?” The response options were “all”, “some”, or “none of my IDs and 

records list my chosen name/the gender I would like listed.”  We defined those who responded “all” or 

“some” to either or both questions as a score of 1 for legal gender affirmation. If the participants chose 

“none” for both questions, we defined them as a “No” (0). Similar to the gender-affirming medical care 



questions, individuals were also asked whether it was important to them to have legal documents 

changed in this way. If respondents did not have either name or gender changed on legal documents and 

did not express importance, they also scored a 1 for legal gender affirmation. 

Third, to assess social gender affirmation, we used the question “Have you ever had a health care 

provider with whom you felt comfortable discussing gender-related health issues?” with responses either 

“Yes” (1) or “No” (0). Our composite measure for gender-affirming care was intended to add these scores 

together, from 0-3, with 0 being no access, 1-2 being intermediate access, and 3 being high access to 

care. With the small sample size (N=149) and high reported levels of access to gender-affirming care in 

Seattle, we instead defined 0-1 as low access, 2 as intermediate access, and 3 as high access.  

Outcome 

The outcomes of interest were PrEP use and adherence among people who self-reported a negative 

or unknown HIV status. PrEP use was measured via a “Yes” or “No” response to the question “In the past 

12 months, have you taken PrEP to reduce the risk of getting HIV?”. If PrEP use was reported, 

participants were asked whether they took pill or injectable forms. In our sample, of those who reported 

PrEP use, all had used a pill form. PrEP adherence was measured via the question “When you took PrEP 

in the past 12 months, did you take it every day, almost every day, or less often?” In our analysis, we 

combined the responses “every day” and “almost every day” to dichotomize PrEP adherence, with these 

responses indicating high adherence. Studies have shown that even if doses are missed and it is only 

taken on-demand, i.e. before and after an exposure event, PrEP is highly effective26,27. A response of 

“less often” indicated low adherence. 

Covariates 

Key covariates included: the number of sexual partners (0, 1, 2+) in the last year; STI diagnosis in the 

last year (yes/no); methamphetamine use in the last year (yes/no); injection drug use in the last year 

(yes/no); having any condomless sex in the last year (yes/no); having exchanged money or drugs for sex 

in the last year (yes/no): HIV status of last sexual partner (positive, negative, or unknown); income (above 

or below the 2024 poverty line28); health insurance coverage (yes/no); education (some/no college 

education); race/ethnicity (Hispanic or Latino/a, American Indian or Alaska Native, Asian, Black or African 

American, Native Hawaiian or other Pacific Islander, white); and age (18-34, 35+).  



Data analysis  

We restricted our analysis to participants who self-reported a negative or unknown HIV status. We 

calculated the prevalence of gender-affirming care in the population. This quantified the prevalence of 

GAHT, gender-affirming surgery, correct names and gender markers on legal documents, and comfort 

discussing gender-related health issues with care providers. The prevalence of each was calculated 

separately, as well as via the composite measure (scored 0-3) used to assess the prevalence of high 

access to gender-affirming care in the population. 

We evaluated the association between gender-affirming care and PrEP use and adherence.  First, we 

evaluated unadjusted associations between PrEP use and the gender-affirming care score using Chi-

square and Fisher’s exact tests. Then we evaluated unadjusted associations between PrEP adherence 

and the gender-affirming care score using Chi-square and Fisher’s exact tests. To obtain unadjusted 

prevalence ratios and 95% confidence intervals, we used the epi2by2() function in the epiR package. 

Next, we created a multivariate model for PrEP use using log binomial regression. All of the following 

covariates were potentially associated with both gender-affirming care and PrEP use/adherence: STI 

diagnosis, methamphetamine use, injection drug use, income, health coverage, education, race/ethnicity, 

and age2,19,29. While we originally intended to include all of these covariates in the model, STI diagnoses 

were rare in the study population, and the model failed to converge. Additionally, contingency tables for 

race/ethnicity proved to have small cell sizes. For this study population, we considered income, health 

insurance coverage, and education to be alternative estimates of socioeconomic status and instead 

included them as covariates in the multivariate model.  

While we had planned to create a multivariate model for PrEP adherence using log binomial 

regression, the number of respondents using PrEP who answered this question was too small for 

adjusted analyses (n = 31).  

Additionally, we performed a sensitivity analysis including only participants for whom PrEP is most 

recommended by the CDC (persons who inject drugs, having multiple sexual partners, having partners at 

higher risk of HIV, sharing syringes, having sex with individuals assigned male at birth, and having 

condomless sex)30. However, NHBS-Trans did not include questions regarding sex assigned at birth or 

HIV risk of participants’ partners. In order to approximate the CDC recommendation, this sensitivity 



analysis included participants who met one or more of the following: injection drug use, having multiple 

sexual partners, sharing syringes, or having condomless sex. Analysis was conducted using R 4.4.  

This analysis was reviewed and approved by the University of Washington’s Human Subjects Division 

(STUDY00022706). 

Results 

Participant Characteristics 

A total of 164 individuals participated in the Seattle NHBS-Trans survey, with 91% self-reporting a 

negative or unknown HIV status. The analytical sample consisted of 149 participants, of whom one had 

missing data for PrEP use. Of those with complete data for PrEP use, 30% reported taking PrEP in the 

past 12 months. Characteristics of the study population are shown in Table 1. Native Hawaiian/Pacific 

Islander transgender women comprised 36% of the sample, and 44% was white transgender women. 

Most individuals had attended college (57%) and were aged 18 to 35 (54%). Nearly half (46%) lived 

above the 2024 federal poverty line, although 20% were missing data for income. The vast majority of 

individuals had health insurance coverage (85%). In terms of behavioral characteristics in the past year, a 

majority reported two or more sex partners (59%) and any condomless sex in the past year (64%). Most 

individuals had a most-recent sex partner who was HIV-negative (44%, 17% no recent partner), although 

37% did not know their last partner’s HIV status. A minority reported methamphetamine use (18%), an 

STI diagnosis (11%), and having exchanged money or drugs for sex (32%). Most reported no history of 

injection drug use (83%). 

Access to Gender-Affirming Care 

Overall, 87% of participants reported access to medical gender affirmation, 80% legal affirmation, and 

73% social affirmation. As shown in Table 2, a majority of transgender women in this survey reported 

having ever taken hormones for gender transition/affirmation (80%), ever having surgery for gender 

transition/affirmation (55%), having some or all IDs listing a chosen name (70%), having some or all IDs 

listing a preferred gender (74%), and being comfortable discussing gender-related issues with a 

healthcare provider (73%). Twenty-nine percent of participants did not have and did want access to 

hormones for gender transition/affirmation at the time, and 36% of participants did not have and did want 

surgery for gender transition/affirmation. The majority had high access to gender-affirming care (58%), 



with 29% having intermediate access, and 13% having low access. Of note, Black transgender women 

reported the highest prevalence of low access to gender-affirming care (46%); the difference between 

Black and non-Black transgender women was significant (p = 0.006) (Table 1). Subgroups reporting a 

greater prevalence of high access to gender-affirming care included: participants who attended college 

(68% vs. 44%, p = 0.001), participants with health coverage (62% vs. 35%, p = 0.007), participants living 

above the federal poverty line (68% vs. 44%, p = 0.01), and participants who did not report 

methamphetamine use (63% vs. 37%, p = 0.02).  

PrEP Use 

A minority of transgender women in this survey reported having used PrEP in the last year (30%). Of 

those individuals, a majority reported high adherence (60%). However, only 31 individuals on PrEP 

responded to the PrEP adherence question, which resulted in a high degree of missingness (30%). 

Hispanic transgender women reported the highest prevalence of PrEP use (55%), and white transgender 

women the lowest (25%) (Table 3). While the difference in the prevalence of PrEP use between Hispanic 

transgender women and non-Hispanic transgender women was significant (p = 0.02), the difference 

between white transgender women and non-white transgender women was not significant (p = 0.66). 

Those reporting a significantly higher prevalence of PrEP use included: participants with more than one 

sex partner (42% vs. 8%, p = 0.0001), participants who had condomless sex in the last year (39% vs. 

15%, p = 0.005), and participants who exchanged money or drugs for sex in the last year (46% vs. 23%, 

p = 0.008). 

Gender-Affirming Care and PrEP Use 

In crude analysis, we found that the proportion of PrEP use among those with intermediate access 

was nearly three times that of those with low access (PR: 2.87, 95% CI: 0.72-11.5) (Table 4). Among 

those with high access, the proportion of PrEP use was over three times that of those with low access 

(PR: 3.31, 95% CI: 0.87-12.7). In our log binomial multivariate analysis, we found similar results. Among 

those with intermediate access, the proportion of PrEP use was nearly four times that of those with low 

access (PRadj: 3.65, 95% CI: 0.5-27). Among those with high access, the proportion of PrEP use was 

over three times that of those with low access (PRadj: 3.37, 95% CI: 0.5-25).  



In our sensitivity analysis among those for whom PrEP use is recommended by the CDC, we found 

similar results. In crude analysis, the proportion of PrEP use among those with intermediate access was 

three times that of those with low access (PR: 3.06, 95% CI: 0.78-12.0). Among those with high access, 

the proportion of PrEP use was more than three times that of those with low access (PR: 3.34, 95% CI: 

0.89-12.6, Table 5).  

Discussion  

The prevalence of PrEP use was low in this survey of Seattle area transgender women. This is of 

particular concern in groups considered at higher risk of exposure to HIV, such as those with multiple sex 

partners, those having condomless sex, and those who exchanged money or drugs for sex in the last 

year. On the other hand, higher access to gender-affirming care was more prevalent among those with a 

privileged socio-economic position, e.g. having attended college, having health insurance, and living 

above the federal poverty line. Taken together, the prevalence of PrEP use was greater with higher 

access to gender-affirming care, indicating a possible avenue for increasing PrEP uptake among 

transgender women. While the association between PrEP use and levels of gender-affirming care was not 

statistically significant in this study, higher access to gender-affirming care was associated with a greater 

prevalence of PrEP use, and may have achieved statistical significance in a larger sample. Prior studies 

have shown that transgender women not currently taking hormones were less likely to have used PrEP, 

and have shown that transgender women who have ever had transgender-specific health care were more 

likely to report PrEP use18,19. 

Among the Seattle area respondents to the 2023-2024 NHBS-Trans survey, there was a high 

prevalence of high access to gender-affirming care. Most respondents had, at some point, access to 

medical gender affirmation, legal gender affirmation, and social affirmation. Some had access for two out 

of the three, and a minority had access to one or none. This is expected in a major metropolitan area, and 

certainly in a city with a thriving LGBTQ+ community. In particular, there was a significant difference 

across levels of gender-affirming care access when comparing those with or without health insurance. As 

health insurance is inexorably tied with medical gender-affirming care in the United States, this is 

unsurprising. Similarly, there was a significant difference across levels of gender-affirming care among 

those with some vs. no college education. Those with some college education are more likely to live 



above the federal poverty status and have health insurance. These three indicators of socioeconomic 

status are fundamentally intertwined. Our results are in line with prior studies of these factors and their 

link with gender-affirming care; lower income, lack of health insurance, and lower education levels prevent 

greater access to gender-affirming care31,32. Notably, Black transgender women had significantly low 

access to gender-affirming care. As shown in prior studies, structural barriers limit access to care, 

whether for PrEP or for gender-affirming care, and Black transgender women consistently have 

disproportionately low access to care13,14,31. In future analyses, it would be meaningful to examine these 

associations within each racial and ethnic subgroup to better evaluate the impact of structural racism on 

access to gender-affirming care and PrEP uptake. 

In King County, the reported PrEP use among MSM who met the priority PrEP criteria was 67% in 

2023, not far from the 2025 target of 70%33. PrEP use was comparatively low in this study population, at 

less than half of the 2025 target. While PrEP use among those considered at higher risk of contracting 

HIV was marginally greater than the overall study population, there are indications of gaps in uptake. For 

example, those with multiple sex partners in the last year had a greater prevalence of PrEP use than 

those with one or none, but still only a minority were on PrEP. Individuals who had more than one sex 

partner, reported injection drug and/or methamphetamine use, had condomless sex, and exchanged 

money or drugs for sex all had a low prevalence of PrEP use. As these are major risk factors for 

contracting HIV, the low level of PrEP uptake in this study is concerning and an important area for 

reducing barriers to access30. 

We did find that individuals who were diagnosed with an STI in the last year had a higher proportion 

of PrEP use. We interpret this in two ways: First, receiving an STI diagnosis requires visiting a healthcare 

professional, and STI-related visits are likely to include discussion about PrEP due to the higher risk of 

HIV following an STI diagnosis. Second, individuals on PrEP may be more likely to have condomless sex, 

and are thus more likely to contract an STI. Both are probable and have been described in prior 

studies33,34. 

Our point estimates show that higher access to gender affirming care is associated with a three-fold 

higher prevalence of PrEP use compared to those with lower access to gender affirming care. Thirteen 

percent of those who reported never being comfortable discussing gender-related issues with a 



healthcare provider were on PrEP, versus 38% of those who reported ever being comfortable. 

Additionally, only 10% of individuals who had never taken hormones for gender transition or affirmation 

were on PrEP vs. 35% who had ever taken hormones for these reasons. It should be acknowledged that 

access to hormones for gender transition does not imply being comfortable discussing gender-related 

issues with a healthcare provider. There were individuals who had either taken hormones or had surgery 

for gender-affirming care who were not comfortable speaking to a healthcare provider. Out of those who 

scored a 1 in the medical gender affirmation category (had ever had access to hormones or surgery for 

gender transition/affirmation), 16% had never been comfortable speaking to a healthcare provider (0 in 

social category). Among those who scored a 1 for our medical category and a 1 in our social category, 

38% were on PrEP. Among those who scored a 1 for medical and a 0 for social, 16% were on PrEP. 

Within the same level of access to medical gender-affirming care, there was more than twice the amount 

of PrEP use among those comfortable speaking to providers than those who had never had that 

experience. While we cannot infer any causality from this proportional difference, prior studies have 

shown that medical mistrust and fear of “outing” oneself as transgender may deter individuals from using 

PrEP9–11.   

As this was a cross-sectional study, a temporal relationship between exposures, covariates, and PrEP 

use cannot be inferred. We were limited by the questions asked in the survey—it would be beneficial to 

have had a question regarding the use of appropriate pronouns by healthcare providers, for example, but 

this may be implicitly reflected in the included question of comfort with discussing gender-related health. 

Additionally, there was no information on the participant’s sexual partner’s assigned sex at birth or a 

partner’s behavioral HIV risk status, which makes assessing this aspect of HIV risk an unknown. Due to 

sample size, we had wide confidence intervals for the association between gender-affirming care and 

PrEP use. Regardless, examining this association is an important evaluation of ways in which health 

professionals may increase PrEP uptake within communities. Future analyses may include additional 

NHBS-Trans sites for a more robust study population, also allowing for the analysis of this association 

within population subgroups to highlight structural barriers to care. 

Navigating healthcare as a transgender person is often very difficult. Having intersectional levels of 

support from care providers is essential for patients. Providers often lack knowledge of medical protocols 



specific to transgender patients and cannot provide appropriate referrals, which can result in gender-

related discrimination by the provider35,36. A 2017 study found that a median of 22 hours of content in 

required medical school curricula was LGBT-specific. Trainees were on average more comfortable caring 

for lesbian, gay, and bisexual patients than transgender patients37. It is possible that this has noticeably 

changed in the last eight years, as the content time changed from 5 hours in 2010 to 22 in 2017, but there 

is also no indication of how much of this curricula is trans-specific38. If providers cannot holistically care 

for transgender patients and navigate gender-affirming care, it stands to reason that HIV prevention for 

transgender women may fall through the cracks. Improving transgender-specific content in medical 

training may naturally lead to the integration of HIV prevention with gender-affirming care, resulting in an 

intersectional avenue for PrEP normalization and an increase in PrEP uptake among transgender women. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  



Table 1: Demographic and behavioral characteristics of transgender women and people of transfeminine 
experience who did not report being HIV-positive, participated in 2023-2024 NHBS-TRANS survey in Seattle, WA.  
  Gender-affirming care score  

Variable 
 
N = 149  
N (col %) 

Low (0-1) 
N = 19 
n (row %) 

Intermediate (2) 
N = 43 
n (row %)  

High (3) 
N = 87 
n (row %) 

p-valued 

Race/Ethnicitye      

American Indian or Alaskan Native 19 (12.7) 5 (26.3) 6 (31.6) 8 (42.1) 0.18 
Asian 16 (10.7) 0  7 (43.8) 9 (56.2) 0.15 
Black 13 (8.7) 6 (46.2) 2 (15.4) 5 (38.5) 0.006 
Hispanic/Latin 22 (14.8) 1 (4.5) 10 (45.5) 11 (50.0) 0.17 
Native Hawaiian/Pacific Islander 53 (35.5) 8 (15.1) 15 (28.3) 30 (56.6) 0.91 
White 65 (43.6) 8 (12.3) 19 (29.2) 38 (58.5) 0.93 

Age      

18-34 80 (53.7) 14 (17.5) 24 (30.0) 42 (52.5)  
35+ 69 (46.3) 5 (7.2) 19 (27.5) 45 (65.2) 0.13 

Education      

No college 63 (42.3) 15 (23.8) 20 (31.7) 28 (44.4)  
Some college 85 (57.0) 4 (4.7) 23 (27.1) 58 (68.2) 0.001 

Health Insurance Coverage      

No health insurance coverage 20 (13.4) 7 (35.0) 6 (30.0) 7 (35.0)  
Has health insurance coverage 127 (85.2) 12 (9.4) 36 (28.3) 79 (62.2) 0.007 

Federal Poverty Status      

Above 69 (46.3) 4 (5.80) 18 (26.1) 47 (68.1)  
At or below 50 (33.6) 10 (20.0) 18 (36.0) 22 (44.0)  
N/A (refused/don’t know) 30 (20.1) 5 (16.7)) 7 (23.3) 18 (60.0) 0.01 

No. of Sex Partnersa, past year      

0 25 (16.8) 2 (8.0) 8 (32.0) 15 (60.0)  
1 25 (16.8) 2 (8.0) 3 (12.0) 20 (80.0)  
2+ 88 (59.1) 13 (14.8) 29 (33.0) 46 (52.3) 0.15 

Injection Drug Use, ever      

No 123 (82.5) 14 (11.4) 36 (29.3) 73 (59.3)  
Yes 25 (16.8) 5 (20.0) 7 (28.0) 13 (52.0) 0.49 

Methamphetamine Use, past year    

No 122 (81.9) 12 (9.8) 33 (27.0) 77 (63.1)  
Yes 27 (18.1) 7 (25.9) 10 (37.0) 10 (37.0) 0.02 

HIV Status of Last Sexual Partner      

Positive 3 (2.0) 1 (33.3) 2 (66.7) 0   
Negative 66 (44.3) 10 (15.2) 18 (27.3) 38 (57.6)  
Unknown 55 (36.9) 6 (10.9) 15 (27.3) 34 (61.8) 0.22 

Any Condomless Sexb, past year      

No 54 (36.2) 6 (11.1) 14 (25.9) 34 (63.0)  
Yes 95 (63.8) 13 (13.7) 29 (30.5) 53 (55.8) 0.69 

Exchanged Money/Drugs for Sexc, past year 

No 101 (67.8) 13 (12.9) 27 (26.7) 61 (60.4)  
Yes 48 (32.2) 6 (12.5) 16 (33.3) 26 (54.2) 0.70 

STI Diagnosis (gonorrhea, chlamydia, or syphilis), past year 

No 67 (45) 5 (7.5) 21 (31.3) 41 (61.2)  
Yes 17 (11.4) 3 (17.6) 4 (23.5) 10 (58.8) 0.50 

Note: a - "Sex" defined as having had oral, anal, or vaginal sex. b – “Sex” defined as insertive/receptive vaginal or anal sex. 
c – “Sex” defined as any type of sex. d – Calculated via Chi square, or Fisher’s exact if cell sizes were under 5. Column 
percentages for some variables do not sum to 100% due to missing data. e – Participants chose 1+ option.   



Table 2: Reported access to or desire for medical gender-affirming care, legal gender-affirming care, and social 
gender affirmation in healthcare contexts among transgender women and people of transfeminine experience who 
did not report being HIV-positive and participated in the 2023-2024 NHBS-TRANS survey in Seattle, WA.  

Note: a– Questions included in the gender-affirming care access composite score. b – The composite score for 
gender-affirming care. c – Calculated via Chi square, or Fisher’s exact if cell sizes were under 5. 

 

 

  

  PrEP Use, past year  

 
 
N = 149 
N (col %) 

No 
N = 103 
n(row%) 

Yes 
N = 45 
n(row%) 

p-valuec 

 1 130 (87.2) 86 (66.2) 43 (33.1)  
Medical score 0 19 (12.8) 17 (89.5) 2 (10.5) 0.08 

Ever taken hormones for gender transition/affirmationa  

No 30 (20.1) 27 (90.0) 3 (10.0)  
Yes 119 (79.9) 76 (63.9) 42 (35.3) 0.01 

Currently taking hormones for gender transition/affirmation, if ever taken  

No 28 (18.8) 18 (64.3) 10 (35.7)  
Yes 91 (61.1) 58 (63.7) 32 (35.2)  
N/A (never taken) 30 (20.1) 27 (90.0) 3 (10.0) 1.0 

Want hormones for gender transition/affirmation, if not currently on   

No 14 (9.4) 11 (78.6) 3 (21.4)  
Yes 43 (28.9) 33 (76.7) 10 (23.3)  
N/A (currently on + 1 “don’t know”) 92 (61.7) 59 (64.1) 32 (34.8) 0.55 

Ever underwent surgery for gender transition/affirmationT  

No 67 (45.0) 49 (73.1) 17 (25.4)  
Yes 82 (55.0) 54 (65.9) 28 (34.1) 0.36 

Wants surgery for gender transition/affirmation, if have not had   

No 10 (6.7) 7 (70.0) 3 (30.0)  
Yes 53 (35.6) 40 (75.5) 12 (22.6)  
N/A (Had surgery + 4 “don’t know”) 86 (57.7} 56 (65.1) 30 (34.9) 1.0 
 1 120 (80.5) 85 (70.8) 34 (28.3)  
Legal score 0 29 (19.5) 18 (62.9) 11 (37.9) 0.45 

IDs list chosen namea     

None 45 (30.2) 28 (62.2) 16 (35.6)  
Some/all 104 (69.8) 75 (72.1) 29 (27.9) 0.41 

IDs list gender preferreda     

None 39 (26.2) 27 (69.2) 12 (30.8)  
Some/all 110 (73.8) 76 (69.1) 33 (30.0) 1.0 

Social score      

Ever comfortable discussing gender-related issues with healthcare providera  

No 40 (26.8) 35 (87.5) 5 (12.5)  
Yes 109 (73.2) 68 (62.4) 40 (36.7) 0.007 

Gender-affirming care accessb     

High (3) 87 (58.4) 56 (64.4) 30 (34.5)  
Intermediate (2) 43 (28.9) 30 (69.8) 13 (30.2)  
Low (0-1) 19 (12.8) 17 (89.5) 2 (10.5) 0.11 



Table 3: Demographic and behavioral characteristics of transgender women and people of transfeminine 
experience who did not report being HIV-positive, participated in the 2023-2024 NHBS-TRANS survey, Seattle, WA.  
   PrEP Use, past year  

Variable 
 
N = 149 
N (col %) 

 
No  
N = 103 
n (row %)  

Yes 
N = 45 
n (row %)   

p-valued  

Race/Ethnicitye      

American Indian or Alaskan Native 19 (12.7)  12 (63.2) 7 (36.8) 0.46 
Asian 16 (10.7)  9 (56.2) 7 (43.8) 0.14 
Black  13 (8.7)  9 (69.2) 4 (30.8) 0.75 
Hispanic/Latine 22 (14.8)  10 (45.5) 12 (54.5) 0.02 
Native Hawaiian/Pacific Islander 53 (35.5)  38 (71.7) 14 (26.4) 1.0 
White 65 (43.6)  49 (75.4) 16 (24.6) 0.66 

Age      

18-34 80 (53.7)  56 (70.0) 23 (28.8)  
35+ 69 (46.3)  47 (68.1) 22 (31.9) 0.85 

Education      

No college 63 (42.3)  47 (74.6) 15 (23.8)  
Some college 85 (57)  56 (65.9) 29 (34.1) 0.26 

Health Insurance Coverage      

No health coverage 20 (13.4)  15 (75.0) 5 (25.0)  
Has health coverage 127 (85.2)  86 (67.7) 40 (31.5) 0.73 

Federal Poverty Status      

Above 69 (46.3)  47 (68.1) 22 (31.9)  
At or below 50 (33.6)  38 (76.0) 12 (24.0)  
N/A (refused/don’t know) 30 (20.1)  18 (60.0) 11 (36.7) 0.46 

No. of Sex Partnersb, past year   

0 25 (16.8)  23 (92.0) 2 (8.0)  
1 25 (16.8)  23 (92.0) 2 (8.0)  
2+ 88 (59.1)  51 (58.0) 37 (42.0) 0.0001 

Injection Drug Use, ever      

No 123 (82.5)  87 (70.7) 36 (29.3)  
Yes 25 (16.8)  16 (64.0) 9 (36.0) 0.67 

Methamphetamine Use, past year      

No 122 (81.9)  87 (71.3) 34 (27.9)  
Yes 27 (18.1)  16 (59.3) 11 (40.7) 0.29 

HIV Status of Last Sexual Partner      

Positive 3 (2.0)  2 (66.7) 1 (33.3)  
Negative 66 (44.3)  42 (63.6) 24 (36.4)  
Unknown 55 (36.9)  36 (65.5) 18 (32.7) 0.93 

Any Condomless Sexc, past year      

No 54 (36.2)  45 (83.3) 8 (14.8)  
Yes 95 (63.8)  58 (61.1) 37 (38.9) 0.005 

Exchanged Money/Drugs for Sexd, past year   

No 101 (67.8)  77 (76.2) 23 (22.8)  
Yes 48 (32.2)  26 (54.2) 22 (45.8) 0.008 

STI Diagnosis (gonorrhea, chlamydia, or syphilis), past year  

No 67 (45.0)  38 (56.7) 29 (43.3)  
Yes 17 (11.4)  6 (35.3) 11 (64.7) 0.19 

Note: a - "Sex" is defined as having had oral, anal, or vaginal sex. b – “Sex” defined as insertive/receptive vaginal or anal 
sex. c – “Sex” defined as any type of sex. d – Calculated via Chi square, or Fisher’s exact if cell sizes were under 5. Column 
percentages for some variables do not sum to 100% due to missing data. e – Participants chose 1+ option.  



Table 4: The associations between a composite score for gender-affirming care access and PrEP use among 
transgender women and people of transfeminine experience who did not report being HIV-positive and 
participated in the 2023-2024 NHBS-TRANS survey in Seattle, WA.  

  Unadjusted PrEP use, past year   

Gender-affirming 
care access 

Total 
n(col %) 

No  
N = 103 (69.6) 
n(col %) 

Yes  
N = 45 (30.4) 
n(col %) 

Crude PR  
(95% CI) 

Adjusted PRa  
(95% CI) 

Low (0-1) 19 (12.8) 17 (16.5) 2 (4.4) Ref Ref  

Intermediate (2) 43 (28.9) 30 (29.1)  13 (28.9) 2.87 (0.72, 11.5) 3.65 (0.5, 27)  

High (3) 87 (58.4) 56 (54.4)  30 (66.7) 3.31 (0.87, 12.7) 3.37 (0.5, 25) 

Note: a – Model was adjusted for the following covariates: age, education, health insurance coverage, income, injection 
drug use, methamphetamine use. 

 

Table 5: Sensitivity analysis including those who shared syringes/needles, had multiple sexual partners, used 
injection drugs, and/or had condomless sex. The associations between gender-affirming care access and PrEP use 
and adherence among transgender women and people of transfeminine experience who did not report being HIV-
positive and participated in the 2023-2024 NHBS-TRANS survey in Seattle, WA.   

  Unadjusted PrEP use, past year   

Gender-affirming 
care access Total 

No 
N = 74 (63.2) 
n(col %) 

Yes  
N = 43 (36.8) 
n(col %) 

Crude PR  
(95% CI) 

Adjusted PRa  
(95% CI) 

Low (0-1) 16 (13.7) 14 (18.9) 2 (4.7) Ref Ref  

Intermediate (2) 34 (29.1) 21 (28.4)  13 (30.2) 3.06 (0.78, 12.0) 4.34 (0.61, 30.9)  

High (3) 67 (57.3) 39 (52.7)  28 (65.1) 3.34 (0.89, 12.6) 3.84 (0.52, 28.2) 

Note: a – Model was adjusted for the following covariates: age, education, health insurance coverage, income, injection 
drug use, methamphetamine use. 

  



Supplemental table: Demographic and behavioral characteristics of transgender women and people of 
transfeminine experience who did not report being HIV-positive and participated in the 2023-2024 NHBS-TRANS 
survey in Seattle, WA.  Stratified via initial composite score system. 

   Gender-affirming care score 

Variable N (col %) 

 Low (0) 
N = 7 
n (row %) 

Intermediate (1-2) 
N = 55 
n (row %)  

High (3) 
N = 87 
n (row %) 

Race/Ethnicity      

American Indian or Alaskan Native 19 (12.8)  1 (5.3) 10 (52.6) 8 (42.1) 
Asian 16 (10.7)  0  7 (43.8) 9 (56.2) 
Black 13 (8.7)  1 (7.7) 7 (53.8) 5 (38.5) 
Hispanic/Latine 22 (14.8)  0 11 (50.0) 11 (50.0) 
Native Hawaiian/Pacific Islander 53 (35.6)  3 (5.7) 20 (37.7) 30 (56.6) 
White 65 (43.6)  4 (6.2) 23 (35.4) 38 (58.5) 

Age      

18-34 80 (53.7)  6 (7.5) 32 (40.0) 42 (52.5) 
35+ 69 (46.3)  1 (1.4) 23 (33.3) 45 (65.2) 

Education      

No college 63 (42.3)  4 (6.3) 31 (49.2) 28 (44.4) 
Some college 85 (57.0)  3 (3.5) 24 (28.2) 58 (68.2) 

Health Insurance Coverage      

No health coverage 20 (13.4)  3 (15.0) 10 (50.0) 7 (35.0) 
Has health coverage 127 (85.2)  4 (3.1) 44 (34.6) 79 (62.2) 

Federal Poverty Status      

Above 69 (46.3)  2 (2.9) 20 (29.0) 47 (68.1) 
At or below 50 (33.6)  2 (4.0) 26 (52.0) 22 (44.0) 

No. of Sex Partnersa, past year   

0 25 (16.8)  0  10 (40.0) 15 (60.0) 
1 25 (16.8)  1 (4.0) 4 (16.0) 20 (80.0) 
2+ 88 (59.1)  5 (5.7) 37 (42.0) 46 (52.3) 

Injection Drug Use, ever      

No 123 (82.6)  6 (4.9) 44 (35.8) 73 (59.3) 
Yes 25 (16.8)  1 (4.0) 11 (44.0) 13 (52.0) 

Methamphetamine Use, past year      

No 122 (81.9)  5 (4.1) 40 (32.8) 77 (63.1) 
Yes 27 (18.1)  2 (7.4) 15 (55.6) 10 (37.0) 

HIV Status of Last Sexual Partner      

Positive 3 (2.0)  0 3 (100) 0  
Negative 66 (44.3)  5 (7.6) 23 (34.8) 38 (57.6) 
Unknown 55 (36.9)  2 (3.6) 19 (34.5) 34 (61.8) 

Any Condomless Sexb, past year      

No 54 (36.2)  1 (1.9) 19 (35.2) 34 (63.0) 
Yes 95 (63.8)  6 (6.3) 36 (37.9) 53 (55.8) 

Exchanged Money/Drugs for Sexc, past year   

No 101 (67.8)  6 (5.9) 34 (33.7) 61 (60.4) 
Yes 48 (32.2)  1 (2.1) 21 (43.8) 26 (54.2) 

STI Diagnosis (gonorrhea, chlamydia, or syphilis), past year   

No 67 (45.0)  2 (3.0) 24 (35.8) 41 (61.2) 
Yes 17 (11.4)  2 (11.8) 5 (29.4) 10 (58.8) 

Note: a - "Sex" is defined as having had oral, anal, or vaginal sex. b – “Sex” defined as insertive/receptive vaginal 
or anal sex. c – “Sex” defined as any type of sex. 



REFERENCES 

1. Baral SD, Poteat T, Strömdahl S, Wirtz AL, Guadamuz TE, Beyrer C. Worldwide burden of HIV in 
transgender women: a systematic review and meta-analysis. Lancet Infect Dis. 2013;13(3):214-222. 
doi:10.1016/S1473-3099(12)70315-8 

2. Pre-Exposure Prophylaxis (PrEP) to Prevent HIV | NIAID: National Institute of Allergy and Infectious 
Diseases. September 13, 2024. Accessed February 19, 2025. https://www.niaid.nih.gov/diseases-
conditions/pre-exposure-prophylaxis-prep 

3. Murchu EO, Marshall L, Teljeur C, et al. Oral pre-exposure prophylaxis (PrEP) to prevent HIV: a 
systematic review and meta-analysis of clinical effectiveness, safety, adherence and risk 
compensation in all populations. BMJ Open. 2022;12(5):e048478. doi:10.1136/bmjopen-2020-048478 

4. Liegeon G, Delaugerre C, Molina JM. HIV Pre-Exposure Prophylaxis. Infect Dis Clin North Am. 
2024;38(3):453-474. doi:10.1016/j.idc.2024.04.003 

5. Deutsch MB, Glidden DV, Sevelius J, et al. HIV pre-exposure prophylaxis in transgender women: A 
subgroup analysis of the iPrEx trial. Lancet HIV. 2015;2(12):e512-e519. doi:10.1016/S2352-
3018(15)00206-4 

6. Yager JL, Anderson PL. Pharmacology and drug interactions with HIV PrEP in transgender persons 
receiving gender affirming hormone therapy. Expert Opin Drug Metab Toxicol. 2020;16(6):463-474. 
doi:10.1080/17425255.2020.1752662 

7. Grant RM, Pellegrini M, Defechereux PA, et al. Sex Hormone Therapy and Tenofovir Diphosphate 
Concentration in Dried Blood Spots: Primary Results of the Interactions Between Antiretrovirals And 
Transgender Hormones Study. Clin Infect Dis. 2021;73(7):e2117-e2123. doi:10.1093/cid/ciaa1160 

8. Watson CWM, Pasipanodya E, Savin MJ, et al. Barriers and facilitators to PrEP initiation and 
adherence among transgender and gender non-binary individuals in Southern California. AIDS Educ 
Prev Off Publ Int Soc AIDS Educ. 2020;32(6):472-485. doi:10.1521/aeap.2020.32.6.472 

9. Sevelius JM, Keatley J, Calma N, Arnold E. ‘I am not a man’: Trans-specific barriers and facilitators to 
PrEP acceptability among transgender women. Glob Public Health. 2016;11(7-8):1060-1075. 
doi:10.1080/17441692.2016.1154085 

10. Cahill SR, Keatley J, Wade Taylor S, et al. “Some of us, we don’t know where we’re going to be 
tomorrow.” Contextual factors affecting PrEP use and adherence among a diverse sample of 
transgender women in San Francisco. AIDS Care. 2020;32(5):585-593. 
doi:10.1080/09540121.2019.1659912 

11. Bass SB, Kelly PJ, Brajuha J, et al. Exploring barriers and facilitators to PrEP use among transgender 
women in two urban areas: implications for messaging and communication. BMC Public Health. 
2022;22(1):17. doi:10.1186/s12889-021-12425-w 

12. Nieto O, Fehrenbacher AE, Cabral A, Landrian A, Brooks RA. Barriers and Motivators to Pre-
Exposure Prophylaxis Uptake among Black and Latina Transgender Women in Los Angeles: 
Perspectives of Current PrEP users. AIDS Care. 2021;33(2):244-252. 
doi:10.1080/09540121.2020.1769835 

13. Levy ME, Wilton L, Phillips G, et al. Understanding Structural Barriers to Accessing HIV Testing and 
Prevention Services Among Black Men Who Have Sex with Men (BMSM) in the United States. AIDS 
Behav. 2014;18(5):972-996. doi:10.1007/s10461-014-0719-x 



14. Reback CJ, Clark KA, Rünger D, Fehrenbacher AE. A Promising PrEP Navigation Intervention for 
Transgender Women and Men Who Have Sex with Men Experiencing Multiple Syndemic Health 
Disparities. J Community Health. 2019;44(6):1193-1203. doi:10.1007/s10900-019-00705-x 

15. Gerwen OTV, Blumenthal JS. Providing Gender-Affirming Care to Transgender and Gender-Diverse 
Individuals With and at Risk for HIV. Top Antivir Med. 2023;31(1):3. 

16. Sevelius JM. Gender Affirmation: A Framework for Conceptualizing Risk Behavior among 
Transgender Women of Color. Sex Roles. 2012;68(11-12):675. doi:10.1007/s11199-012-0216-5 

17. Cecilia Chung, Anand Kalra, Beatrix McBride, Christopher Roebuck, Laurel Sprague. Some kind of 
strength: findings on health care and economic wellbeing from a national needs assessment of 
transgender and gender non-conforming people living with HIV. Transgender Law Center. 

18. Rivera AV, Lopez JM, Braunstein SL. Exploring the association between gender affirmation and PrEP 
use among transgender women in New York City. AIDS Behav. 2023;27(5):1523-1530. 
doi:10.1007/s10461-022-03944-7 

19. Morris E. Characteristics Associated with Pre-Exposure Prophylaxis Discussion and Use Among 
Transgender Women Without HIV Infection — National HIV Behavioral Surveillance Among 
Transgender Women, Seven Urban Areas, United States, 2019–2020. MMWR Suppl. 2024;73. 
doi:10.15585/mmwr.su7301a2 

20. Poteat T, Wirtz A, Malik M, et al. A Gap Between Willingness and Uptake: Findings from Mixed 
Methods Research on HIV Prevention among Black and Latina Transgender Women. J Acquir 
Immune Defic Syndr 1999. 2019;82(2):131-140. doi:10.1097/QAI.0000000000002112 

21. Patel N, Morris S, Burke L, et al. No observed bidirectional effect between tenofovir diphosphate 
concentrations and gender-affirming hormone concentrations among transgender persons switching 
from tenofovir disoproxil fumarate/emtricitabine to tenofovir alafenamide/emtricitabine for HIV pre-
exposure prophylaxis. Br J Clin Pharmacol. 2024;90(10):2360-2365. doi:10.1111/bcp.16071 

22. Klein A, Golub S. Increasing Access to Pre-Exposure Prophylaxis Among Transgender Women and 
Transfeminine Nonbinary Individuals. AIDS Patient Care STDs. 2019;33:262-269. 
doi:10.1089/apc.2019.0049 

23. Lee K, Robbins T, Kanny D, Finlayson T, Olansky E, Wejnert C. National HIV Behavioral Surveillance 
among Transgender Women: Model Surveillance Protocol. Centers for Disease Control and 
Prevention. October 2022. https://www.cdc.gov/hiv/statistics/systems/nhbs/methods-
questionnaires.html#trans. 

24. Kanny D. Overview and Methodology of the National HIV Behavioral Surveillance Among 
Transgender Women — Seven Urban Areas, United States, 2019–2020. MMWR Suppl. 2024;73. 
doi:10.15585/mmwr.su7301a1 

25. CDC. National HIV Behavioral Surveillance (NHBS). HIV Data. January 15, 2025. Accessed January 
24, 2025. https://www.cdc.gov/hiv-data/nhbs/index.html 

26. Molina JM, Capitant C, Spire B, et al. On-Demand Preexposure Prophylaxis in Men at High Risk for 
HIV-1 Infection. N Engl J Med. 2015;373(23):2237-2246. doi:10.1056/NEJMoa1506273 

27. Molina JM, Charreau I, Spire B, et al. Efficacy, safety, and effect on sexual behaviour of on-demand 
pre-exposure prophylaxis for HIV in men who have sex with men: an observational cohort study. 
Lancet HIV. 2017;4(9):e402-e410. doi:10.1016/S2352-3018(17)30089-9 



28. Prior HHS Poverty Guidelines and Federal Register References. ASPE. Accessed March 13, 2025. 
http://aspe.hhs.gov/topics/poverty-economic-mobility/poverty-guidelines/prior-hhs-poverty-guidelines-
federal-register-references 

29. Zhang C, Liu Y. Understanding the Association between PrEP Stigma and PrEP Cascade Moderated 
by the Intensity of HIV Testing. Trop Med Infect Dis. 2022;7(5):74. doi:10.3390/tropicalmed7050074 

30. CDC. Preventing HIV with PrEP. HIV. December 4, 2024. Accessed March 20, 2025. 
https://www.cdc.gov/hiv/prevention/prep.html 

31. Goldenberg T, Jadwin-Cakmak L, Popoff E, Reisner SL, Campbell BA, Harper GW. Stigma, Gender 
Affirmation, and Primary Healthcare Use Among Black Transgender Youth. J Adolesc Health Off Publ 
Soc Adolesc Med. 2019;65(4):483-490. doi:10.1016/j.jadohealth.2019.04.029 

32. Baker K, Restar A. Utilization and Costs of Gender-Affirming Care in a Commercially Insured 
Transgender Population. J Law Med Ethics. 50(3):456-470. doi:10.1017/jme.2022.87 

33. 2024-hiv-aids-epidemiology-annual-report.pdf. Accessed June 6, 2025. https://cdn.kingcounty.gov/-
/media/king-county/depts/dph/documents/health-safety/disease-illness/hiv-sti/hiv-epi-annual-
reports/2024-hiv-aids-epidemiology-annual-
report.pdf?rev=30c8bee7837a43d9ab613c0e6e57d63e&hash=A2E3FAE07E2B670EDCB9BD3C76D
46764 

34. Katz DA, Dombrowski JC, Bell TR, Kerani RP, Golden MR. HIV Incidence Among Men Who Have Sex 
With Men After Diagnosis With Sexually Transmitted Infections. Sex Transm Dis. 2016;43(4):249. 
doi:10.1097/OLQ.0000000000000423 

35. Stewart J, Baeten JM. HIV pre-exposure prophylaxis and sexually transmitted infections: intersection 
and opportunity. Nat Rev Urol. 2022;19(1):7-15. doi:10.1038/s41585-021-00527-4 

36. Poteat T, German D, Kerrigan D. Managing uncertainty: A grounded theory of stigma in transgender 
health care encounters. Soc Sci Med. 2013;84:22-29. doi:10.1016/j.socscimed.2013.02.019 

37. Vance SR, Halpern-Felsher BL, Rosenthal SM. Health Care Providers’ Comfort With and Barriers to 
Care of Transgender Youth. J Adolesc Health. 2015;56(2):251-253. 
doi:10.1016/j.jadohealth.2014.11.002 

38. Honigberg MC, Eshel N, Luskin MR, Shaykevich S, Lipsitz SR, Katz JT. Curricular Time, Patient 
Exposure, and Comfort Caring for Lesbian, Gay, Bisexual, and Transgender Patients Among Recent 
Medical Graduates. LGBT Health. 2017;4(3):237-239. doi:10.1089/lgbt.2017.0029 

39. Obedin-Maliver J, Goldsmith ES, Stewart L, et al. Lesbian, Gay, Bisexual, and Transgender–Related 
Content in Undergraduate Medical Education. JAMA. 2011;306(9):971-977. 
doi:10.1001/jama.2011.1255 

 

 

 


