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BACKGROUND: Transgender people and racial/ethnic
minorities separately report poor healthcare experiences.
However, little is known about the healthcare experiences
of transgender people of color (TPOC), who are both trans-
gender and racial/ethnic minorities.
OBJECTIVE: To investigate how TPOC healthcare experi-
ences are shaped by both race/ethnicity and gender
identity.
DESIGN AND PARTICIPANTS: Semi-structured, in-
depth individual interviews (n = 22) and focus groups (2;
n = 17 total); all taken from a sample of TPOC from the
Chicago area. All participants completed a quantitative
survey (n = 39).
APPROACH: Interviews and focus groups covered
healthcare experiences, and how these were shaped by
gender identity and/or race/ethnicity. The interviews and
focus groups were audio recorded, transcribed verbatim,
and imported into HyperRESEARCH software. At least
two reviewers independently coded each transcript using
a codebook of themes created following grounded theory
methodology. The quantitative survey data captured par-
ticipants’ demographics and past healthcare experiences,
and were analyzed with descriptive statistics.
KEY RESULTS: All participants described healthcare ex-
periences where providers responded negatively to their
race/ethnicity and/or gender identity. A majority of par-
ticipants believed they would be treated better if theywere
cisgender or white. Participants commonly cited pro-
viders’ assumptions about TPOC as a pivotal factor in
negative experiences. A majority of participants sought
out healthcare locations designated as lesbian, gay, bisex-
ual, and transgender (LGBT)-friendly in an effort to avoid
discrimination, but feared experiencing racism there. A
minority of participants expressed a preference for pro-
viders of color; but a few reported reluctance to reveal
their gender identity to providers of their own race due to
fear of transphobia. When describing positive healthcare
experiences, participants were most likely to highlight
providers’ respect for their gender identity.
CONCLUSIONS: TPOC have different experiences com-
pared with white transgender or cisgender racial/ethnic
minorities. Providers must improve understanding of in-
tersectional experiences of TPOC to improve quality of
care.
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INTRODUCTION

Discrimination and prejudice in healthcare settings against

transgender people and racial/ethnic minorities, as separate

social groups, are well-documented.1–7 While both racial/

ethnic minority and transgender patients disproportionately

report negative healthcare experiences compared with their

white and cisgender counterparts, respectively, little is known

about the healthcare experiences of transgender people of

color (TPOC).

The limited literature suggests that individuals who are both

transgender and racial/ethnic minorities suffer from poorer

health outcomes, compared with their single minority coun-

terparts.8–10 For instance, the US Transgender Survey (USTS),

a 2015 nationwide survey with 27,715 transgender respon-

dents, illuminates important health inequities. For example,

black transgender women reported higher HIV prevalence

rates compared with the overall transgender sample, and

TPOC reported higher rates of attempted suicide and lack of

health insurance.2While the USTS offers write-in responses, it

mostly comprises closed-ended questions that limit explora-

tion of how healthcare experiences of TPOC impact their

health outcomes.

For instance, an African-American transgender man may

experience discrimination based on his race, and be

misgendered in an appointment with a white cisgender pro-

vider. Uncomfortable in a healthcare location serving a pre-

dominately white transgender population, and marginalized in

a clinic serving mostly cisgender African-American patients,

he might then avoid treatment altogether, thereby resulting in

poorer health outcomes. In recognition of these complexities,

we take an intersectional approach to the healthcare experi-

ences of TPOC. TPOC do not face systems of oppression in

isolation. Rather, they confront the intertwined dynamics of

transphobia and racism together. An intersectional approach

means examining how their experiences are impacted collec-

tively by their multiple social identities, i.e. race/ethnicity,

gender identity, and sexuality.11–15

We conducted in-depth individual interviews, focus

groups, and a quantitative survey to explore the healthcare
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experiences of TPOC, and how race/ethnicity and gender

identity converge to shape their healthcare experiences.

We provided space for TPOC to speak for themselves.

Our goal is to enhance providers’ awareness and under-

standing of the unique challenges that study participants

face in order to improve the quality of care delivered to

this underserved population.

METHODS

Participants and Setting

Participants were recruited online (Twitter, Facebook), during

community events, and at community-based organizations in

Chicago, IL, between 2016 and 2017. Participants were

English-speaking individuals, 18 years old or older, racial or

ethnic minorities, and self-identified their gender as something

other than a binary male or female assigned at birth. Partici-

pants received a $40 cash stipend, which was stated in recruit-

ment materials. This study was approved by the University of

Chicago Biological Sciences Division Institutional Review

Board.

Data Collection

We conducted in-person semi-structured individual interviews

(n = 22) and focus groups (2; n = 17 total) among racial/ethnic

minority transgender and gender non-conforming individuals

about their healthcare experiences. Participation in the indi-

vidual interviews and focus groups was mutually exclusive.

Individual interviews ranged between 45 and 60 minutes.

Focus groups were approximately 90 minutes each. Trained

community members obtained informed consent, and con-

ducted the interviews and focus groups. This study is part of

a larger project, Your Voice! Your Health! (http://

chicagodiabetesresearch.org/research/lgbtq-sdm/), focused on

improving shared decision making with LGBT racial/ethnic

minority patients.13, 15–17

Participants completed a paper survey prior to each inter-

view, which included questions about participants’ demo-

graphics, healthcare experiences, and how they chose a

healthcare provider. All of the individual interview and focus

group participants completed the survey.

The interview guide used for the qualitative interviews

consisted of open-ended questions with follow-up probes.

The first section of the interview guide asked participants

to describe a positive and negative healthcare experience.

The second section focused on the impact of gender iden-

tity and race on participants’ healthcare experience. An

example question is: “How does being both transgender

and a person of color affect how your providers interact

with you?.” The third section focused on gathering advice

for health providers and how to develop tools to improve

healthcare experiences of TPOC. Questions were field-

tested and modified for optimal use.

Due to time constraints, five questions from the individual

interview guide were not included in the focus group interview

guide, including four related to the impact of gender identity

and race on participants’ healthcare experience, and one relat-

ed to advice for providers. The individual interviews and focus

groups allowed for cross-validation of emergent themes.18, 19

While one-on-one interviews allowed participants to share a

rich narrative of their own individual experience, focus groups

provided a context in which participants could compare their

experiences with others, often eliciting consensus of opin-

ion.20 To avoid overrepresentation of themes from the focus

group setting, the n—or number of participants corroborating a

certain theme or concept in our results—only includes the

number of individual interview participants.

Data Analysis

All interviews were audio recorded and transcribed verbatim.

Four coders (M.C., S.C., S.H., A.N.) independently reviewed

and coded the first five individual interview transcripts, and

then met as a group to discuss the coding in order to create one

uniform codebook of themes following grounded theory

methodology.21, 22 The remaining 18 individual interviews

and two focus groups were each randomly assigned to two

reviewers (M.C., S.C., S.H., K.L., A.N., H.W.) to code the

transcripts individually and then resolve the discrepancies to

consensus. The coded individual interviews and focus groups

were then imported into HyperRESEARCH 3.7.3 software for

further analysis. The frequency of codes used was tabulated

across all transcripts. Codes that appeared at higher frequen-

cies were then partitioned into subthemes to avoid oversim-

plification from quantizing qualitative data.19 Exceptions or

outliers to recurrent themes were also examined in detail, and

presented in results to illustrate counterpoints. After prelimi-

nary data analysis, results were presented at two separate

community forums of LGBT people of color to solicit feed-

back and validate our interpretation of the data.

The paper survey responses were entered into REDCap

electronic data capture tools hosted at the University of

Chicago, then subsequently exported into Microsoft Excel

14.4.0 software for calculation of frequencies and percent-

ages. Percentages were determined based on the total

number of responses for each particular survey item. For

relevant survey items asking for agreement with proposed

statements, certain responses (e.g., strongly agree and

agree; strongly disagree and disagree) were grouped to-

gether in reporting the result.

Basic Terminology

Gender identity refers to a person’s sense of their own

gender and is unrelated to sexual orientation. Transgender

describes those whose gender identity is different than that

typically associated with their assigned sex at birth.

Cisgender describes those whose gender identity is typically

associated with their assigned sex at birth. Genderqueer is a
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term used by individuals who identity as neither entirely

male nor female.1 To be clocked refers to being perceived by

others as transgender or gender non-conforming. To

misgender refers to a situation when the pronouns or other

gender-specific words used to refer to a person do not align

with their gender identity. Transphobia refers to a range of

negative attitudes and behaviors towards or discrimination

against members of the transgender community. Sexual

orientation is unrelated to gender identity and is the conflu-

ence of three factors that may or may not align; how a person

identifies or describes their sexuality, the genders of the

people to whom they are romantically and sexually

attracted, and the genders of the people with whom they

have sex. Lesbian, gay, and bisexual describe a person’s

sexual orientation, and include people who are either exclu-

sively or non-exclusively attracted to individuals of the

same sex.11 Homophobia refers to a range of negative atti-

tudes and behaviors towards or discrimination against mem-

bers of the lesbian, gay, bisexual, and queer community. It is

based on perceived or actual sexual orientation and thus can

be directed at transgender individuals.

RESULTS

Participant Characteristics

Table 1 shows the demographics of both the individual inter-

view (n = 22) and focus group (n = 17) participants that were

collected as part of the quantitative survey. A majority of

participants (71%) were 18 to 34 years old with an average

age of 32 years. Sixty-seven percent participants identified as

transgender women, followed by 15% as transgender men,

15% as genderqueer, and 3% as other gender identities. Black

or African-American participants (54%)were the most heavily

represented racial/ethnic group. Sexual orientation of partici-

pants varied with 33% identifying as bisexual, pansexual, or

queer, 31% as straight/heterosexual, 23% as gay/same-gender

loving man, 10% as other, and 3% as lesbian/same-gender

loving woman. Forty-two percent of participants reported

completing some college or receiving a 2-year college degree.

Fifty percent of participants were employed either full or part

time, and 39% reported being unemployed or unable to work.

Forty-one percent of participants reported an annual gross

income of less than $29,000.

Table 1 Demographics of Individual Interview (n = 22) and Focus Group Participants (n = 17)

Individual interviews n (%) Focus groups n (%) Total n (%)

Age* (mean, years) 31 32 32
18–34 11 (73) 11 (69) 22 (71)
35–44 2 (13) 3 (19) 5 (16)
45–54 2 (13) 0 2 (6)
55–64 0 2 (12) 2 (6)

Gender
Male-to-female/transgender female 10 (45) 16 (94) 26 (67)
Female-to-male/transgender male 6 (27) 0 6 (15)
Genderqueer (neither exclusively male or female) 5 (23) 1 (6) 6 (15)
Other 1 (5) 0 1 (3)

Race/ethnicity
Black or African-American 8 (36) 13 (76) 21 (54)
Latinx/Hispanic 6 (27) 1 (6) 7 (18)
Asian/Asian American/Pacific Islander 5 (23) 1 (6) 6 (15)
Multi-race 3 (14) 2 (12) 5 (13)

Sexual orientation
Straight/heterosexual 9 (41) 3 (18) 12 (31)
Gay or same-gender loving man 3 (14) 6 (35) 9 (23)
Lesbian or same-gender loving woman 1 (5) 0 1 (3)
Bisexual, pansexual, or queer 8 (36) 5 (29) 13 (33)
Other 1 (5) 3 (18) 4 (10)

Education level†

Less than high school 1 (5) 6 (35) 7 (18)
High school graduate or general equivalency diploma 3 (14) 3 (18) 6 (16)
Some college or 2-year degree 10 (48) 6 (35) 16 (42)
Bachelor’s degree or more 7 (33) 2 (12) 9 (24)

Employment status‡

Retired 0 1 (6) 1 (3)
Unable to work or not employed 7 (33) 8 (47) 15 (39)
Employed (part and full time) 13 (62) 6 (35) 19 (50)
Student 1 (5) 2 (12) 3 (8)

Annual individual income
Less than $10,000 6 (27) 10 (59) 16 (41)
$10,000 to $29,000 8 (36) 4 (24) 12 (31)
$30,000 to $49,000 6 (27) 3 (18) 9 (23)
Greater than $50,000 2 (10) 0 2 (5)

*8 participants preferred not to provide their age
†One individual interview participant preferred not to provide their education level
‡One individual interview participant preferred not to provide their employment status
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Healthcare Experiences

The focus groups repeated and reinforced themes present

in the individual interviews; thus, the healthcare experi-

ences from both will be presented together. Community

forums generally validated these themes. Emergent themes

and example quotes are presented in Table 2.

Reports of Inferior Healthcare Experiences

All participants (100%) described healthcare experiences that

were negatively impacted because of provider responses to

their race and/or gender identity. A majority of individual

interview participants (n = 13) believed they would be treated

better if they were cisgender people of color, rather than

TPOC. When asked if they would be treated better if they

were white and transgender, a majority of individual partici-

pants (n = 12) responded affirmatively. Participants in the

focus groups echoed these sentiments (Table 2).

Perceptions of Inferior Care in Response to the
Participants’ Race/Ethnicity, Sexual
Orientation, and Gender Identity

According to the quantitative survey responses, 38% of partic-

ipants reported that healthcare professionals provided worse

(inferior) care to them than other patients. Among the

participants that reported receiving worse care, 33% attributed

worse care to transphobia, 20% to racism, 20% to homophobia,

13% to a combination of all three of these prejudices, 7% to

both homophobia and racism, and 7% to other reasons not

listed.

Individual interview of participants most commonly identi-

fied gender identity alone as the reason for inferior healthcare

experiences (n = 15). A major element of these negative

healthcare experiences was providers’ refusal to respect their

gender identity (n = 10), most often in the form of using

incorrect names and pronouns (see Table 2). Participants also

reported instances of providers specifically stating that they

were uncomfortable treating transgender patients.

Eleven participants described inferior healthcare experi-

ences affected by both race and gender identity together. One

participant reported:

“As somebody with … a Mexican last name and as a

Mexican person, I think folks… will raise their eyebrow about

that, the fact that I’m bringing in a passport. Like, is this a cover

up? Is this somebody who’s like kind of using a false docu-

ment? … Which is funny because...my motivation to use it is

actually about my gender identity!” (Latinx transgender man)

Seven participants described negative experiences predom-

inately affected by their race alone. A transgender woman

explained:

Table 2 Themes from Healthcare Experiences of Transgender People of Color Participants

Major theme Individual interview participants Focus group participants

Different treatment
based on race

“I think it would be just the authority with which you would
have over your whole world but also certainly your own body
and your own self, is something that is really only given to
white people.” (Latinx transgender man)
“Whiteness in general carries a certain amount of benefit of
the doubt. So I think there would be less doubt about the
validity of my identity in general.” (Latinx masculine gender
nonconforming person)

“You have more of a positive image tied to you as a white
trans person than a black trans person.., because of how
black trans people are portrayed so often. We’re always
seen as like the worst possible versions of ourselves.”
(Black transgender woman)
“At the end of the day, they are going to still judge me.
They’re going to look at my skin tone, and they going to
see that I’m black.” (transgender woman)

Different treatment
based on gender
identity

When asked if gender identity or race has a bigger impact on
treatment: “Being trans is the biggest factor. Sometimes I’m
in this battle with myself like, am I a Latina transsexual? Or
do I consider myself a transsexual Latina? What is the biggest
part of me? And I think the part that is most affected by
everything is the fact that I’m a transsexual.” (Latinx
transgender woman)

“If I opened my legs and said, “Can you look at this?” and
I had a vagina, they would not care. It would be like
nothing … That’s the only thing that’s stopping pretty
much a lot of us, because of what’s between our legs.”
(transgender woman)

Providers’ stereotypes
about TPOC

“A lot of them go right into assuming that all of us have HIV
[laugh]. That is the first, either it’s that, or you have a
transmitted disease.” (Black transgender woman)

“Once they find out that you are trans too, after being
black, that’s when it’s like, well shit hits the fan after that.”
(transgender woman)

Respect for gender
identity in healthcare
settings

“She told me she was uncomfortable with me as a human
being.” (Latinx transgender woman)
“They always direct you as who you are. They always use the
pronoun, names without any questions asked.” (Black
transgender woman)

“Even if you have the documentation, they still choose to
call you a man, regardless.” (transgender woman)
“It was never any disrespect, and they always ask you …
your pronouns.” (transgender woman)

Healthcare agency
preference

“Now since I have insurance, and I go to LGBTQ clinics,
then the treatment is very different. It is more for me. It feels
safer.” (Latinx transgender woman)

“I like force myself to endure more pain or more
discomfort, because … I want to wait until I can get
somewhere where a doctor is going to call me by my name
and gender me properly.” (Black transgender woman)

Preferences about
providers

“I do not care if you are black, white, or whatever. As long as
you understand the trials and tribulations of the trans woman
of color, I’m cool with you” (Latinx transgender woman).
“Do I want a male or female? Do I want them to be Hispanic,
white or African-American? And I guess it all depends on
how I am feeling that I will choose or I will prefer a certain
race. If I am having a bad experience with my community,
then I will say let me go with a white provider.” (Latinx
transgender woman)

“I would not say that I necessarily need to have a doctor

2071Howard et al.: Healthcare Experiences of Transgender People of ColorJGIM

that looks like me. But it needs, I need to be able to have a
provider that empathizes with that I’m a person of color
and that I’m transgender and at the same time. That they do
not, one does not cancel out the other.” (transgender
woman)



“They may not be able to clock that I’m transgender until

I’m being examined. But I can’t turn off that I’m black, as I

walk through the door.”

Providers’ Stereotypes and Assumptions About
TPOC

Interview participants cited stereotypes or assumptions about

TPOC made by providers (n = 9) as a common factor in

negative healthcare interactions. These stereotypes included

provider’s presumptions about patients’ HIV status, drug use,

sexual activity, and involvement in sex trafficking.

“My provider would make assumptions about me just be-

cause of my race and my, being transgender. Like, “Oh, so are

you a sex worker? Are you this, are you that?” (Black trans-

gender woman)

Other participants also described encountering stereotypes

of TPOC; however, they believed these assumptions were

more closely associated with their race as opposed to their

gender identity.

“I think there’s a lot of assumptions made about people of

color and then again, just like trans people of color, who, that

they’re somehow like less educated, less resourceful, less

resourced, less supported, than their white counterparts.”

(Latinx transgender man)

A minority of participants (n = 4) believed that stereotypes

related to race did not affect their interactions with healthcare

providers.

“I’ve never had a person disrespect me over the color of my

skin…Any healthcare provider that I went to, I just went. I just

never thought of color or race.” (Black transgender woman)

Searching for Healthcare Locations: Provider
Cultural Competence and Intersectional
Identities

Eighty-two percent of the quantitative survey participants

reported actively seeking out LGBT-friendly healthcare pro-

fessionals (providers known to serve LGBT patients well or

providers working in settings that explicitly aim to care for

LGBT people). Many interview participants were more likely

to describe positive experiences in LGBT-friendly healthcare

settings (n = 7, see Table 2). However, one interview partici-

pant felt that their racial/ethnic identity was not affirmed in

these settings.

“Whenwe’re talking about racial stuff, there’s still a little bit

of divide there… If I walk into a room of black trans women,

and a white trans woman walks into the room … we showed

up differently.” (Black transgender woman)

Provider Identity and Cultural Competence
Serving TPOC

In the quantitative survey, 36% of participants reported active-

ly seeking out healthcare professionals who match their own

race or ethnicity. In the qualitative interviews, participants

(n = 8) expressed their preference for having a provider of

color, citing a more authentic connection and greater empathy

compared with white providers. One participant explained:

“You feel like you can be yourself. You can be whoever you

want to be… You don’t have to hide from nobody. You don’t

have to sit there and act like somebody you’re not.” (Black

transgender woman)

However, one participant voiced apprehension about dis-

closing their gender identity to providers of color due to their

fear of transphobia.

“There’s a lot of internalized feeling about what our brown

communities do or don’t accept. I think oftentimes they’re

based on internalized racism that I recognize, but I think that it

does tend to make me less likely to disclose because I

want...it’s so rare to have a provider that’s a person of color

that I fear alienating that person, so it feels easier to just pass

and maybe connect with that person from that one identity and

wait to see how safe it is before disclosing the other identity.”

(Latinx masculine gender-nonconforming person)

When asked about the importance of having an LGBTQ

physician, one participant identified a preference for a physi-

cian who identified as transgender as opposed to lesbian or gay

physicians:

“Preferably T (transgender). The Ls (lesbians) and the Gs

(gays) can be just as ignorant about the transgender things.”

(multiracial genderqueer person)

Four participants reported that they prioritized a provider’s

knowledge about trans-related healthcare over their other

identities due to limited options.

“My trans care kind of trumps my need to seek a provider

that is Latinx, because … I mean, ideally, right, it would be

like a trans Latinx queer person [laugh] that could be a pro-

vider for something. And that’s not any provider I’ve ever

met.” (Latinx transgender man)

Positive Healthcare Experiences and Respect
for Gender Identity

Individual interview participants most frequently mentioned

gender identity alone when describing positive healthcare

experiences (n = 15) and the most common example they

described was a provider’s respect for their gender identity in

the form of using the participant’s correct name and pronouns

(n = 13, see Table 2).

A minority of participants described positive experiences

that were impacted by both their race and gender identity

together (n = 6).

“She (healthcare provider) knew that top surgery was also

different for white people versus people of color. She actually

went and had examples and photos to show me about how

scars might look different or how healing might look different,

which never in a healthcare experience have I even had a

doctor, a white doctor specifically, who is aware of how that

might be different for me and actually gave me advice about

that.” (Latinx masculine gender-nonconforming person)
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DISCUSSION

Our study shows that TPOC face discrimination based on both

gender identity and race in healthcare settings. Thus, this

population has unique and arguably more challenging

healthcare experiences compared with their white transgender

or cisgender racial/ethnic minority counterparts. Among the

38% of participants that reported receiving inferior care com-

pared with other patients, transphobia and racism were both

listed as causative factors with similar frequency. In addition,

many participants described how both of these causative fac-

tors often present simultaneously and result in negative

healthcare experiences that are different compared with either

type of discrimination experienced in isolation.

Participants were less likely to provide specific examples of

racism in the qualitative interviews and focus groups, espe-

cially compared with the numerous examples in which they

described providers’ overt transphobia. Patients seeking care

for their transgender healthcare needs, such as gender-

affirming hormone therapies, are in a particularly sensitive,

vulnerable situation where disclosure of gender identity to the

provider is necessary. Thus, examples of transphobia in

healthcare experiences may be more salient to participants

than racism, which is commonly seen across most, if not all,

environments.

Participants juggle provider preferences and the disclosure

of their identities in ways that their white transgender or

cisgender racial/ethnic counterparts do not. While a notable

portion of participants reported seeking out providers of color,

participants also voiced reservations about gender identity

disclosure to providers of color due to their fear of transphobia.

Some participants spoke to an internal risk/benefit analysis

they conducted weighing their valuable relationship with a

provider of color against their fear of a negative reaction to

gender identity disclosure. Studies have shown dual minorities

with a more integrated identity have higher levels of overall

well-being and health-promoting behaviors.13, 23 The partici-

pants’ discussion of their relationship with racially concordant

providers highlights how maintaining an integrated identity

can be challenging for TPOC. Research has shown that race

concordance between patients and physicians is associated

with higher patient satisfaction and enhanced communication;

however, the positive impact of race concordance between

TPOC and providers of color may be moderated if TPOC fear

transphobia.24

Many of the major themes from the in-depth interviews and

focus groups of TPOC reiterate results of previous studies of

predominantly white transgender populations.1, 4 Characteris-

tics of positive clinical encounters described by participants

included providers who demonstrated their respect for partic-

ipants’ gender identity by using the correct name and pro-

nouns, and who were knowledgeable about transgender

healthcare. However, the experiences described by our study

participants should inspire healthcare providers and organiza-

tions to go beyond these basic competencies. There is a need

for diversity and inclusion programming and quality improve-

ment activities that specifically address the provision of com-

petent and high-quality care to patients who hold multiple

minority identities. Cook et al. (2017) and DeMeester et al.

(2016) provide numerous strategies, recommendations, and

examples for healthcare organizations striving to improve the

quality of care they provide to people of color who also hold

sexual and gender minority identities.11, 25

Our study has several limitations. All of our study’s partic-

ipants were residents of Chicago, a densely populated urban

area. Research has shown that rural transgender populations

face higher levels of stigma and reduced access to primary

care. Therefore, our findings may not reflect the experience of

TPOC living outside urban locales.26 The young average age

of our sample also limits generalizability given that elderly

transgender people face additional unique challenges.27 In

addition, due to sample size, the experiences of an extremely

diverse sample with regard to gender identities and racial/

ethnic minority groups were often presented as a monolithic

group, which could obscure important differences across these

demographics.

Both race and gender identity affect how TPOC receive

care. Sometimes race or gender identity is the dominant factor

impacting the healthcare experience, but the healthcare expe-

riences of TPOC reflect the intersectional effects of multiple

concurrent identities. We must improve the quality of care

delivered to TPOC to address the health disparities suffered

by this population.
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