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BACKGROUND: Transgender and gender-diverse individ-
uals are particularly vulnerable to healthcare discrimina-
tion and related health sequelae.
OBJECTIVE: To demonstrate diversity in demographics
and explore variance in needs at the time of intake among
patients seeking care at a large, urban gender health
program.
DESIGN:We present summary statistics of patient demo-
graphics, medical histories, and gender-affirming care
needs stratified by gender identity and sexual orientation.
PARTICIPANTS: We reviewed all intake interviews with
individuals seeking care in our gender health program
from 2017 to 2020.
MAINMEASURES:Clients reported all the types of care in
which they were interested at the time of intake as their
“reason for call” (i.e., establish primary care, hormone
management, surgical services, fertility services, behav-
ioral health, or other health concerns).
KEY RESULTS: Of 836 patients analyzed, 350 identified
as trans women, 263 as trans men, and 223 as non-
binary. The most prevalent sexual identity was straight
among trans women (34%) and transmen (38%), whereas
most (69%) non-binary individuals identified as pansexu-
al or queer; only 3% of non-binary individuals identified
as straight. Over half of patients reported primary care,
hormone management, or surgical services as the prima-
ry reason for contacting our program. Straight, transgen-
der women were more likely to report surgical services as
their primary reason for contacting our program, whereas
gay transgender men were more likely to report primary
care as their reason.
CONCLUSIONS: Individuals contacting our genderhealth
program to establish care were diverse in sexual orienta-
tion and gender-affirming care needs. Care needs varied
with both gender identity and sexual orientation, but pri-
mary care, hormone management, and surgical services
were high priorities across groups. Providers of gender-
affirming care should inquire about sexual orientation
and detailed treatment priorities, as trans and gender-
diverse populations are not uniform in their treatment
needs or goals.
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INTRODUCTION

Transgender and gender-diverse individuals, or those who do
not (or do not fully) identify with the gender assigned to them at
birth, are particularly vulnerable to healthcare discrimination
and related health sequelae. Although data suggest that about
0.5% of the United States (US) population identifies as trans-
gender or otherwise gender-diverse (actual numbers are likely
higher), research in this population is in its infancy and offers
limited insight into how best to care for trans and gender-diverse
individuals who present for care. What the current US health
system does offer is evidence of poor healthcare engagement
and outcomes, high risk of victimization, and lack of cultural
competency and training among medical professionals.1–3

Specialized gender health programs around the world and
US have recently grown amid increased demand and support
for gender-affirming care, but quality and access vary wide-
ly.4–6 Gender-affirming care is complex, often requiring a
multidisciplinary approach for behavioral, hormonal, and sur-
gical treatments.4 Additionally, many gender health clinics
serve as a safe place for primary care, given high rates of
discrimination and victimization experienced in health care
settings.7 Despite these challenges, gender-affirming care has
been associated with improved quality of life and psychosocial
outcomes.8–10

In addition to variation in gender identity, trans and gender-
diverse populations frequently report intersecting diversity in
sexual orientation identity,11, 12 and evidence suggests that
sexual orientation may influence risk for certain disease states.
For example, gay transgender men who engage in penile-
vaginal intercourse may be at increased risk for high-risk
cervical HPV infections.13 Medical comorbidities, such as
HIV or depression, may differ among transgender women
who identify as straight, lesbian, or bisexual.14 Measurement
of sexual orientation in this population is complicated for
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many reasons, however, not the least of which is the contin-
gency of common labels for sexual orientation on the subject’s
own gender. Identities may change over time — the relation-
ship between development of gender and sexual orientation
identities are complex, interrelated, and not fully understood
— but evidence suggests that gender-affirming care may alter
individuals’ perceptions of their own sexuality.15 Given the
impact of anatomy on the ways in which individuals can
interact sexually, sexual orientation may even influence the
type of gender-affirming care desired; however, there is a lack
of research in this area.
With the goal of (1) describing the diversity of identities and

care needs seen in this population and (2) exploring factors
that vary with type of gender-affirming care sought, including
sexual orientation, we describe data from initial intake inter-
views completed as part of enrollment into a gender health
program in Los Angeles established in 2017. The program
provides medical, behavioral, surgical, and case management
services to patients across the gender spectrum. Our results
may provide healthcare professionals useful data for shared
decision-making regarding gender-affirming care and help
inform public health strategies and health resource utilization
for other gender health programs.

METHODS

After approval of the institutional review board, we conducted
a descriptive analysis utilizing intake interviews for patients
enrolling in our health center’s gender health program. Intake
interviews were conducted telephonically by administrative
specialists or case managers as part of our case management
program, in which clients may participate regardless of wheth-
er they receive care at our health system. Patient intake inter-
views cover client demographics, transition history, and med-
ical history and needs, all self-reported. As of July 2020, 1124
assessments were recorded in our Gender Health Program
database. Repeat assessments were removed (n=124). Only
patients 18 years or older were included in this analysis
(n=101 interviews removed). Potential patients who called
the program but did not complete an intake assessment were
not recorded.

Gender Identity

Given the fluidity of identities and at patient request, clients
could report multiple pronouns, gender identities, and sexual
orientations. Clients were grouped into larger categories as
follows: (1) clients reporting identities such as “genderqueer,”
“gender fluid,” or “gender non-binary” were grouped into the
“non-binary” group regardless of assigned sex at birth; (2)
clients reporting identities such as “male” or “transgender
male”whose reported sex assigned at birth was “female”were
grouped under “transgender men”; (3) clients reporting iden-
tities such as “female” or “transgender female”whose reported
sex assigned at birth was “male” were grouped under

“transgender women.” As such, 39 cases missing gender
identity or natal sex were excluded. All individuals reporting
gender identities congruent with sex assigned at birth were
removed from the current analysis (n=24).

Sexual Orientation

Transgender women were stratified into the following groups:
straight, lesbian, or bisexual/pansexual/queer. Transgender
men were stratified into the following groups: straight, gay,
or bisexual/pansexual/queer. The majority of non-binary par-
ticipants (69%) identified as pansexual or queer; only 3% of
non-binary individuals identified as straight. Therefore, we
excluded the gender non-binary participants from this analy-
sis, as stratifying other groups beyond this point resulted in
groups too small for useful analysis.

Gender-Affirming Care Needs

Types of gender-affirming care needed were reported in two
ways. Clients reported all the types of care in which they were
interested at the time of intake as their “reason for call” (i.e.,
establish primary care, hormone management, surgical serv-
ices, fertility services, behavioral health, or other health con-
cerns). As part of the transition history section of the interview,
clients also reported surgical services for which they were
seeking an immediate referral or consultation. This latter item
indicated more proximal needs, while the former item cap-
tured all potential treatment modalities in which the client was
interested, regardless of timeline. For both items, the client
could select as many care types as applied. For those interested
in gender-affirming surgery, we assessed the type of surgery
desired. We compared the proportion of each response by
sexual orientation categories listed above and reported mental
and physical health histories.

Statistical Analysis

All statistical analysis was performed in Stata v. 13 (College
Station, TX). All descriptive numbers with respondent groups
less than or equal to 3 were reported as “< 4” to protect patient
confidentiality. The Kruskal-Wallis rank sum test and Pear-
son’s chi-squared test were used for continuous and categor-
ical variables, respectively. All statistical tests were two-sided.
All missing or incomplete data were excluded from the anal-
ysis. The false discovery rate was calculated to examine sta-
tistical significance for multiple comparison tests.16 After
adjustments, p-values less than 0.015 were considered statis-
tically significant.

RESULTS

Patient Characteristics

In all, 836 interviews were included in the final analyses: 350
trans women, 263 trans men, and 223 non-binary individuals.

111Gaither et al.: Gender Health Intake NeedsJGIM



The median age (interquartile range, IQR) was 29 (24–41) for
trans women, 25 (20–31) for trans men, and 27 (23–31) for
non-binary individuals, p<0.01. The majority of trans women
and trans men identified as straight (34 and 38%, respective-
ly), whereas the majority (69%) of non-binary individuals
identified as pansexual or queer, and 3% identified as straight,
p<0.01. In total, 67% of the sample identified as white and
23% of the sample identified as Latino/Hispanic. Trans men
and non-binary patients were more likely to have a private
insurance than trans women (88% and 91% versus 72%,
p<0.01). The majority of patients had insurance card sex
incongruent with their current gender (Table 1).
Table 2 shows the type of care desired, surgical, and psy-

chiatric histories of patients. Over half of patients reported the
reason for visit to be for primary care, hormone management,
and/or surgical services. Overall, 552/836 (66%) of respond-
ents selected multiple reasons for presenting to care—56% of
trans women, 74% of trans men, and 73% of non-binary
individuals selected multiple reasons. Among respondents
who selected one primary reason, surgical care (203/284 or
71%) was the most common (data not shown).
Approximately 1 in 4 patients had already had some type of

gender affirming surgery; 503 (60%) reported a previous psy-
chiatric diagnosis; and 142 (17%) had been hospitalized for a
psychiatric condition. The prevalence of self-reported HIV
seropositivity was 2%. Some notable differences were ob-
served by gender identity. First, the percentage of patients
desiring primary care differed by gender identity (64% of
non-binary and 61% of trans men compared with 47% of trans
women, p<0.01). Twice the percentage of trans women and
trans men had a gender affirming surgery in the past as did
non-binary individuals (25% and 31% vs 14%, p<0.01). HIV
was most common in trans women compared with trans men
and non-binary individuals (4% vs 0% and 1%, p<0.01). There
were no statistical differences between mental illness histories,
hospitalizations, and specific diagnoses. In this sample, only
22% of patients self-reported a diagnosis of gender dysphoria.

Sexual Orientation

Sexual orientation was available in 501/613 (82%) of trans
women and trans men. Trans women were split into three
groups: straight (n=107), lesbian (n=45), or pansexual/
bisexual (n=50). Trans men reported three groups: straight
(n=79), gay (n=23), or pansexual/bisexual (n=97). Figure 1
shows the type of gender-affirming care desired stratified by
gender and sexual orientation. Again, the majority of all
genders and sexual orientation were presenting for primary
care, hormone management, and surgical services. However, a
significantly greater proportion of straight trans women were
seeking surgical services compared to lesbian and pansexual/
bisexual trans women (79% versus 67% and 63%, p<0.01).
There were no significant differences between sexual orienta-
tion among those seeking primary care, fertility services,
behavioral health, or other health issues in trans women. There

was a significantly greater proportion of gay trans men seeking
primary care compared with straight and pansexual/bisexual
trans men (65% vs 44% and 57%, p<0.01). Pansexual/
bisexual patients were more likely to be seeking services for
hormone therapy compared to straight and lesbian/gay trans
women and trans men (64% vs 52% and 56% in trans women,
p<0.01; 64% vs 53% and 51% in trans men, p<0.01). Lastly, a
greater proportion of straight and gay trans men were seeking
surgical services compared to pansexual/bisexual trans men
(76% and 78% vs 63%, p<0.01). There were no significant
differences among trans men seeking fertility services, behav-
ioral health, or other health issues by sexual orientation.
Table 3 shows the surgical needs of trans women and trans

men, stratified by sexual orientation, as the proportion who
either had or were interested in each specific type of operation.
We collapsed categories to show surgical needs in preopera-
tive or postoperative management. Straight trans women were
more likely to need surgical services for facial feminization
and breast augmentation. Otherwise, there were no significant
differences between the types of surgeries and sexual
orientation.

DISCUSSION

We report a secondary analysis of intake interviews within our
gender health program serving a large, urban population of
transgender and non-binary individuals. Overall, this program
serves a young population (average age 30.5) and most
patients are insured. Sexual orientation varies widely within
transgender and non-binary participants. Patients mostly are
seeking primary care, hormone management, and surgical
services. However, the type of desired gender-affirming care
varied by both gender identity and sexual orientation.
The US transgender population is racially diverse and more

likely than non-transgender individuals to live below the pov-
erty line.17 Approximately 34% of our patient sample was
non-white and 23% identified as Latino/Hispanic. The litera-
ture reports a wide variation in the insurance status of trans-
gender individuals, ranging from 28 to 90%.18 Insurance
status has been associated with delays in gender-affirming
care, and public insurance has been associated with denied
coverage claims.19 The majority of our patient intake popula-
tion is insured, which may represent a group with higher
socioeconomic status than the general US transgender popu-
lation. Trans women were more likely to be on public insur-
ance or have no insurance (28%) compared with trans men
(11%) and non-binary individuals (9%). This could be
explained by the age differences within our sample, as trans
women were the oldest group. As such, trans women in our
sample were eligible for Medicare. On the other hand, trans
men or non-binary individuals may be more likely be on their
parent’s private insurance. Of note, the majority of individuals
had incongruent insurance ID card gender (58% for trans
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women, 64% for trans men, and 99% for non-binary individ-
uals). Documentation of gender can impact insurance approval
and access. In the US transgender survey, 71% of respondents
did not have an updated gender on their driver’s license.12 Our
data highlight the continued need for a non-binary or other
option on official documentation, as only one non-binary
individual reported an insurance card documentation that read
non-binary. Non-binary individuals often have conflicting
identification, which poses many challenges regarding access
to housing, education, and health services.20 A more inclusive
documentation strategy for gender diversity is needed among
healthcare providers, legal scholars, and researchers.21 Efforts
to standardize sexual orientation and gender identity have
begun and are overall well received with disclosure rates more
than 70%.22

Trans women in our study represent a slightly older popu-
lation as the 75th to 100th percentile of age within this group
was 41–70. A large portion of trans women (25%) had already
undergone some form of gender-affirming surgery before
presenting to our clinic, and 67% percent are interested in
further surgical care. Breast augmentation is often the first
type of gender-affirming surgery in trans women.23 On aver-
age, the median time from initiation of hormone therapy to
breast augmentation has been reported to be 2 years (IQR 2–4
years).24 Breast augmentation has been associated with im-
proved confidence in social situations, and overall complica-
tions are minor.25 The prevalence of HIV was highest among
trans women (4% of our sample). Trans women represent one

of the highest risk groups for HIV acquisition, especially
among straight trans women and sex workers.14, 26 Gender-
affirming care may present an opportunity for tailored
approaches to HIV prevention and treatment.27

Trans men in our study were overall a younger group and
thus over two-thirds presented for hormone management.
About one-third had already had some form of gender-
affirming surgery at presentation. Chest reconstruction was
the most commonly cited previous surgery and was the type
of surgery patients were most interested in. Chest reconstruc-
tion has been associated with improved body image and
mental well-being.28 A relatively minor percentage of patients
have had or desired phalloplasty/metoidioplasty (<10% of our
sample). Motivations for phalloplasty/metoidioplasty include
affirming one’s identity, enabling sexual intercourse, and
voiding while standing.29 However, urethral complications
are high (approximately 30–32%) and risk of neophallus loss
is substantial (3–7%).30 Continued research is needed regard-
ing shared decision-making for surgical options in trans men.
A large proportion of patients presenting to our gender health
clinic identify as non-binary. Within this group, sexual orien-
tation also appears to be expansive with approximately 70%
identifying as queer/pansexual. Overall, the majority of these
individuals (64%) seek a place for primary care. A growing
body of literature indicates that gender-diverse individuals
experience discrimination in health settings and are often
misunderstood by clinicians.31 In our experience, these
patients need a healthcare setting that fosters acceptance and

Table 1 Demographic Characteristics of Patients Presenting for Intake in Our Gender Health Clinic, Los Angeles (2017–2020)

Transgender women
(n=350)

Transgender men
(n=263)

Gender fluid/non-binary
(n=223)

p-
value

Significant**

Demographics
Age (median, IQR) 29 (24-41) 25 (20-31) 27 (23-31) <0.01 y

Sexual orientation, n (%)* <0.01 y
Gay 4 (1) 23 (12) 18 (10)
Lesbian 45 (15) 4 (2) 12 (6)
Bisexual/pansexual 60 (20) 26 (13) 21 (11)
Straight 103 (34) 75 (38) 6 (3)
Queer/pansexual 90 (30) 71 (36) 129 (69)

Race, n (%)*
American Indian/Alaska

Native
5 (2) 0 0 0.01

Asian/Asian American 24 (9) 27 (15) 13 (8)
Black/African American 19 (7) 15 (8) 21 (13)
Native Hawaiian/Pacific

Islander
6 (2) 6 (3) < 4

White 188 (70) 107 (58) 117 (70)
Other 26 (10) 28 (15) 15 (9)

Ethnicity, n (%)* 0.37
Hispanic/Latino 71 (25) 42 (22) 34 (20)

Insurance type, n (%)* <0.01 y
PPO 210 (62) 188 (76) 161 (76)
HMO 35 (10) 30 (12) 32 (15)
Medi-Cal 66 (20) 28 (11) 13 (6)
Medicare 21 (6) < 4 5 (2)
No insurance 6 (2) < 4 < 4

Insurance card gender, n (%)*
Female 136 (41) 162 (64) 136 (65)
Male 193 (58) 92 (36) 71 (34)
Gender non-binary < 4 < 4 < 4

*Missing data excluded
**Significant after adjusting for multiple comparisons (yes)

113Gaither et al.: Gender Health Intake NeedsJGIM



a safe, judgment-free space. As in other reports, the majority of
our patients identifying as non-binary were assigned female at
birth (n=157/223 or 70%).32 In our program, non-binary indi-
viduals were less likely to have already undergone gender-
affirming surgery, but over half of patients were interested in
hormone management (63%) and surgical services (57%).
Young non-binary patients are less likely to report being on
hormones but do experience barriers to accessing hormone
therapy when needed.32 Ideal patient-centered outcomes for
gender-affirming care need to be defined within this popula-
tion, an area of active exploration.

Sexual orientation is highly variable within gender-diverse
individuals. While the absolute differences between groups
may not be clinically significant, some notable findings are
worthy of discussion. First, straight trans women are signifi-
cantly more likely to present for surgical services. In particu-
lar, straight trans women are especially interested in facial
feminization and breast augmentation. The relationship be-
tween sexual attraction and type of surgery desired requires
further research. Second, gay trans men are seeking a safe
place for primary care. Gay trans men may have a variety of
primary care needs, which may be unfamiliar to most

Table 2 Type of Care, Surgical and Psychiatric Histories of Patients Presenting for Intake in our Gender Health Clinic, Los Angeles (2017–
2020)

Transgender women
(n=350)

Transgender men
(n=263)

Gender fluid/non-binary
(n=223)

p-
value

Significant**

Reason for visit, n (%)
Establish primary care 165 (47) 160 (61) 142 (64) <0.01 y
Hormone management 194 (55) 181 (69) 141 (63) <0.01 y
Surgical services 236 (67) 181 (69) 128 (57) 0.02
Fertility services 16 (5) 13 (5) 12 (5) 0.91
Behavioral health 51 (15) 38 (14) 39 (17) 0.57
Other health concerns 17 (5) 26 (10) 16 (7) 0.06
Surgical history, n (%)
Any gender affirming
surgery

89 (25) 81 (31) 32 (14) <0.01 y

Vaginoplasty 37 (11) 0 0
Facial feminization 23 (7) 0 0
Breast augmentation 52 (15) 0 0
Tracheal shave 18 (5) 0 0
Vocal cord surgery 0 0 0
Orchiectomy 9 (3) 0 < 4
Chest reconstruction 0 73 (28) 24 (11)
Hysterectomy < 4 12 (5) 4 (2)
Phalloplasty 0 6 (2) < 4
Metoidioplasty 0 0 0
Scrotoplasty 0 < 4 0
Surgical interests, n (%)
Vaginoplasty 98 (28) 0 6 (3)
Facial feminization 74 (21) 0 10 (4)
Breast augmentation 42 (12) 0 6 (3)
Tracheal shave 16 (5) 0 < 4
Vocal cord surgery 27 (8) < 4 < 4
Orchiectomy 6 (2) 0 4 (2)
Chest reconstruction < 4 98 (37) 66 (30)
Hysterectomy 0 33 (13) 8 (4)
Phalloplasty 0 18 (7) < 4
Metoidioplasty 0 12 (5) < 4
Scrotoplasty 0 4 (2) 0
Mental health
Prior psychiatric diagnosis, n (%)
Yes 206 (59) 151 (57) 146 (65) 0.16
Prior psychiatric hospitalization, n (%)
Yes 62 (18) 49 (19) 31 (14) 0.34
Prior mental health treatment, n (%)
Yes 261 (75) 183 (70) 152 (68) 0.19
Diagnosis, n (%)*
ADHD/ADD 30 (9) 24 (9) 35 (16) 0.02
Anxiety 83 (24) 77 (29) 77 (35) 0.02
Asperger’s 5 (1) < 4 < 4 0.73
Autism 6 (2) < 4 6 (3) 0.26
Bipolar disorder 18 (5) 15 (6) 13 (6) 0.93
Borderline personality 6 (2) 5 (2) < 4 0.89
Depression 106 (30) 86 (33) 83 (37) 0.23
Eating disorder < 4 < 4 6 (3) 0.09
Gender dysphoria 89 (25) 58 (22) 37 (17) 0.05
PTSD 24 (7) 14 (5) 17 (8) 0.57
Schizophrenia < 4 0 < 4 0.08
Substance abuse < 4 < 4 6 (3) 0.02
HIV, n (%)* 13 (4) 0 < 4 <0.01 y

*All diagnoses are self-reported
**Significant after adjusting for multiple comparisons (yes)
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providers. For instance, gay trans men may present for family
planning, cervical cancer screening, or STD/HIV prevention
or treatment, which require a particular sensitivity to address in
this population. Third, similar sexual orientation labels used in
cisgender research may not apply directly toward transgender
individuals.33 For example, we had 4 transgender women who
identified as gay, and 4 transgender men who identified as
lesbian. Others have proposed using terms such as androphilic
or gynephilic to best capture sexual attraction.34 Regardless,
various aspects of gender-affirming care may be motivated by
sexual attraction. Asking about sexual attraction and goals for
sexual function is one essential element of care for providers
providing gender-affirming care and allows for informed med-
ical decisions.
In the National Transgender Discrimination Survey, a

staggering 41% of respondents reported a previous suicide
attempt.19 Sixty percent of our participants reported a psy-
chiatric diagnosis, and 17% reported a previous psychiatric
hospitalization. A minority (15%) stated they were seeking
behavioral health treatment within our gender health pro-
gram, although 71% had previous mental health treatment
in the past elsewhere. According to the guidelines from the
World Professional Association for Transgender Health

(WPATH), before surgery is recommended, all mental
health concerns must be “reasonably controlled.”35 For
patients with complex mental health conditions, collabora-
tion and rapport with mental health specialists help guide
medical and surgical decision-making, especially for irre-
versible operations. We believe that housing a program with
an interdisciplinary team of providers allows for a more
comprehensive treatment plan for all patients.
This study must be considered in light of its limitations. All

data are from patient intakes and do not represent in-person
patients seen in our program. Most responders in this analysis
have insurance and may represent a higher socioeconomic
class. This is a reflection of the insurance accepted at our
academic institution. All diagnoses are self-reported. The
analysis was exploratory and is subject to false positives. To
control for this possibility, we adjusted our p-value thresholds
as indicated in the methods. We did not perform a multivari-
able analysis and thus residual confounding cannot be exclud-
ed. This was a secondary analysis of data not intended directly
for this analysis. Recall bias and social desirability bias could
impact the results. Despite these limitations, we present a
contemporary needs assessment of a large population of urban
transgender and non-binary individuals.
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Figure 1 Type of gender affirming care desired among transgender patients stratified by sexual orientation. *Significant after adjusting for
multiple comparisons (yes).

Table 3 Surgical Needs of Transgender Patients Stratified by Sexual Orientation, Los Angeles (2017–2020)

Straight Lesbian/gay Bisexual/pansexual p-value Significant*

Trans women n=107 n=45 n=50
Surgery had/interested in, n (%)
Vaginoplasty 49 (46) 19 (42) 55 (37) 0.33
Facial feminization 42 (39) 15 (33) 31 (21) <0.01 y
Breast augmentation 50 (47) 7 (16) 30 (20) <0.01 y
Tracheal shave 12 (11) 7 (16) 11 (7) 0.23
Vocal cord surgery 12 (11) < 4 11 (7) 0.48
Orchiectomy 5 (5) < 4 6 (4) 0.76

Transmen
Surgery had/interested in, n (%) n=79 n=23 n=97
Chest reconstruction 61 (77) 18 (78) 66 (68) 0.33
Hysterectomy 18 (23) 7 (30) 15 (15) 0.20
Phalloplasty 14 (18) < 4 5 (5) 0.03
Scrotoplasty < 4 < 4 0 0.14
Metoidioplasty 8 (10) < 4 < 4 0.07

*Significant after adjusting for multiple comparisons (yes)
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CONCLUSION

Individuals contacting our gender health program to establish
care were diverse in sexual orientation and gender-affirming
care needs. Care needs varied with both gender and sexual
orientation identity, but primary care, hormone management,
and surgical services were high priorities across groups. Pro-
viders of gender-affirming care should assess sexual orientation
and detailed treatment priorities, as trans and gender-diverse
populations are not uniform in their treatment needs or goals.

Supplementary Information The online version contains supple-
mentarymaterial available at https://doi.org/10.1007/s11606-021-
06791-9.
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