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Overview

Introduction
The advent of healthcare reform via the Patient Protection and Affordable Care Act,
coupled with the release of the National HIV/AIDS Strategy in 2010 have begun to
dramatically change the healthcare industry and the HIV prevention and care landscape, locally and beyond. Emerging policies and evolving social consciousness call
for increased attention to the health and wellness of transgender individuals. This
new context demands innovative models of health and social service delivery and the
creation of new partnerships to ensure successful implementation and longevity.
This document outlines the status of transgender health and wellness in Los
Angeles County (LAC), particularly with respect to HIV disease and its antecedent
and co-occurring social determinants and drivers. It also provides an overview of
some of the services available to transgender people in LAC, identifying those that
are tailored specifically for transgender individuals as well as those not tailored
specifically for transgender individuals but that are overtly inclusive of these community members. Subsequently we describe what we see as gaps in services and
opportunities to both strengthen and transform LAC’s response to the health and
wellness needs of transgender people.

terminology

Terminology used to refer
to transgender people is
imperfect. As such, there is a
wide divergence of opinion with
respect to the most appropriate
and affirming terms to use
when describing an individual
whose sex assigned at birth
is in conflict with their gender
identification. For the purposes
of this report, select key
definitions and concepts are
outlined below. While there is no
universally accepted definition
of the word “transgender” we
rely on the National Center
for Transgender Equality’s
definition, “an umbrella term for
people whose gender identity,
expression or behavior is
different from those typically
associated with their assigned
sex at birth.”1
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It is our vision that the ideas put forth will result in innovative models
of health and social service integration and delivery for transgender
communities, representing an attempt to provide access for a population of people that experience a multitude of health disparities,
including their disproportionate representation in the HIV epidemic,
and their under-representation in HIV prevention and care services
systems.

Background: White Paper Development and
Process
In early 2013, the University of California, Los Angeles (UCLA) Center
for HIV Identification, Prevention and Treatment Services (CHIPTS)
convened an independent time-limited consortium of fourteen
individuals to meet for the purpose of identifying best practices and
potential models to address the health and wellness needs of transgender people in LAC. Consortium members were selected based on
their response to an earlier pilot call or were voted in by a nominating
group. These individuals were asked to participate as members of the
Consortium given their professional and/or personal knowledge of
local transgender communities. The majority of the members were
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The term transgender includes
people whose sex was assigned
as male at birth but identify
themselves as “female” or as “a
woman;” people whose sex was
assigned as female at birth but
identify themselves as “male”
or as “a man” as well as others
who may not identify as either
male or female because they do
not subscribe to society’s binary
gender paradigm. Instead they
may identify as “genderqueer,”
“gender non-conforming,” or any
other number of identities that
represent the lived experiences
of gender-diverse people. Many
people who technically fit this
definition of transgender may
not identify as such for a variety
of reasons, because of their
cultural or religious beliefs,
or because the term does not
adequately describe their current
reality. Some transgender
individuals have had, plan to
have or hope to have medical
interventions to feminize or
masculinize their bodies (e.g.
hormone therapy and/or gender
reconstructive surgery), while
others have no interest in such
medical interventions.

Although often categorized
together under another umbrella
term LGBT (Lesbian, Gay,
Bisexual and Transgender),
sexual identification and gender
identity are two distinct domains.
Transgender people, just like
non-transgender people, may
be sexually attracted to men,
women, other transgender people,
or any combination thereof.
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transgender identified and collectively represented a cross-section of
the community with respect to gender identity, age range and racial/
ethnic background. The Consortium met weekly over the course of
two months, building upon foundational work that had previously
been conducted by others in the transgender and service provision
communities. Specifically, over the past few years, a number of Los
Angeles–based events and processes had taken place that resulted
in recommendations regarding the provision of HIV prevention and
care and related health and social services for transgender people.
These included:

··

··

··

Beyond the Basics: A Comprehensive Approach to Advancing
Transgender HIV Prevention and Care (2008): A one-day forum
organized via a County-Community partnership, that brought
together representatives of the transgender community and
their allies to strategize new ways to advance HIV prevention
and care services for transgender persons seeking HIV services
in LAC. The goals were 1) to identify and clarify key issues that
impact the quality of HIV-related prevention and care services
consumed by transgender persons, and 2) to develop recommendations to improve the quality of services. The event
focused specifically on the following areas: data; professional/
leadership development; immigration; program practices and
transgender men.
The LAC HIV Prevention Planning Committee’s Transgender
Task Force Recommendations (2009): The Task Force developed specific recommendations and strategies regarding HIV
prevention for transgender persons in LAC. Fueled in part by
the findings from Beyond the Basics, a total of thirty recommendations were developed with respect to data; program practices;
human resources/leadership; and legal issues.
The Transgender Service Provider Network (TSPN) Transgender
Wellness Center Recommendations (2012): These recommendations were created in response to a meeting convened
in 2011 by the Director of LAC Public Health Department’s
Division of HIV and STD Programs (DHSP) to discuss DHSP’s
vision of a transgender wellness center in LAC, and to call
for best practices towards its development. Generated by
conducting a limited community assessment and convening
a series of meetings to discuss findings and key issues, these
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health and welness

The World Health Organization defines health
as “a state of complete physical, mental and
social well-being and not merely the absence
of disease or infirmity.”2 For the purposes of
this report, we define “wellness” similarly, as
a state of being that encompasses optimal
health in its many dimensions, resulting in
enhanced quality of life.

recommendations addressed core operating principles
and values, and general program ideas. Although these
initial recommendations were well received by DHSP,
they were limited in their scope and specificity. As a result,
DHSP asked the group to reconvene, conduct additional
research and provide further details in the form of a written
strategic plan. To that end, and so as not to duplicate
efforts, five TSPN representatives were selected to participate on the Consortium.

Status of Transgender Health and Wellness
Context for Understanding Transgender Health
To understand the health of transgender people in LAC, it is important to first
understand the social and environmental factors that impact their everyday lives.
These factors are social determinants of health, or the conditions and circumstances
into which people are born, grow, live, work, socialize, and form relationships and
the systems that are in place to deal with health and wellness.3 These complex and
overlapping community, social, economic, and environmental factors influence
an individual’s and a collective community’s risk for health inequities and include
the effects of stigma, discrimination, and violence.4 Social determinants play an
important role in facilitating or impeding one’s optimal health and well-being.
Populations that are disproportionately impacted by detrimental social determinants
experience greater health disparities. This is true of the transgender population.
Findings from various reports illustrate the unique health disparities that transgender individuals experience. The modest body of knowledge on transgender health
that has been developed emphasizes the increasing appreciation of the ways in which social and structural factors
demographics
influence health. Two publications highlighted below
provide particular insight.
Although the term “transgender” is typically
thought of as an umbrella term, there are
distinct populations of transgender people
with respect to race/ethnicity, socioeconomic
status, educational level, gender identity,
sexual orientation, age, geographic location,
and other demographic characteristics,
each with its own health concerns. Although
they may share many common experiences,
sometimes, the only thing that transgender
people have in common is the fact that they
are transgender.

Overview

Injustice at Every Turn: A Report of the National Transgender
Discrimination Survey documents in detail the impact
of anti-transgender bias.6 This national survey of 6,456
transgender and gender non-conforming people highlights
the ways in which social and economic marginalization
due to gender identity discrimination creates barriers to
good health. The published report illustrates the disproportionate impact of social determinants on the transgender
population, including the following key findings:
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social determinants of health

Social determinants of
health are the conditions and
circumstances into which people
are born, grow, live, work,
socialize, and form relationships
and the systems that are in place
to deal with health and wellness.3

lack of data

Although transgender people
represent a distinct population
with its own health concerns, the
health needs of the community
are often grouped together with
the needs of lesbian, gay and
bisexual men and women under
the LGBT umbrella. Furthermore,
among transgender people, there
are subpopulations based on race,
ethnicity, socioeconomic status,
geographic location, age and other
factors. Although a sizable body
of knowledge on gay men’s health
and HIV risk has been developed,
the transgender population, as a
stigmatized gender minority, has
been the subject of relatively little
health research.5
The health data that do exist
have been largely limited to HIV,
an important health issue but
not the only health concern for
transgender individuals in LAC. In
some municipalities, HIV-related
data incorrectly record transgender
women as men who have sex with
men (MSM). In other municipalities,
including LAC, the data on
transgender men are lacking.
Transgender men and women may
experience similar issues, however,
circumstances and outcomes may
differ. More data are needed.
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··
··

··

··
··

Survey respondents experienced unemployment at twice the
rate of the general population, with rates for people of color
up to four times the national unemployment rate.
Respondents who were currently unemployed experienced
debilitating negative outcomes, including nearly double
the rate of working in the street economy (e.g. sex work,
selling drugs), twice the homelessness, 85% more incarceration, double the HIV infection rate, and double the rate of
current drinking or drug misuse to cope with mistreatment,
compared to those who were employed.
Almost one-fifth (19%) of respondents reported experiencing
homelessness at some point in their lives because they were
transgender or gender non- conforming; 55% of respondents
who tried to access a homeless shelter were harassed by
shelter staff or residents, 29% were turned away altogether,
and 22% were sexually assaulted by residents or staff.
Respondents reported over four times the national average of
HIV infection, with rates higher among transgender people
of color.
Nineteen percent of survey respondents reported being
refused medical care due to their transgender or gender
non-conforming status, with even higher numbers among
respondents of color in the survey.

The State of Transgender California: Results from the 2008 California
Transgender Economic Health Survey presents key findings from
the first California-wide survey documenting the economic status of
transgender Californians.7 Similar to the National Transgender
Discrimination Survey results, the data gleaned from this report
demonstrate that despite legal protections in place in California
prohibiting discrimination on the basis of gender identity, the
transgender population remains marginalized and continues to
experience discrimination and denial of basic services such as
health and housing. This survey included 646 respondents, with
17% coming from LAC. The following are key examples of the
report findings:

··

Twenty percent of respondents indicated that they have
been homeless at some point since they first identified as
transgender. Thirty-one percent of homeless transgender
respondents who tried to stay at shelters reported having
been denied access.
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··

transphobia

Transphobia refers to
societal discrimination and
stigma of individuals who do
not conform to traditional
norms of sex and gender.13

Thirty percent of transgender Californians reported postponing care
for illness or preventive care due to disrespect or discrimination
from doctors or other health care providers.

In addition to these two reports, the available research literature also
indicates that structural factors, such as poverty, homelessness or lack
of stable housing, and unemployment/underemployment, contribute to
health disparities and increase HIV risk.

··

Exposure to transphobia may
manifest itself through
experiences with discri
mination when applying for
employment and housing,
violence, harassment and
barriers to health care.14, 15, 16

··

Poverty can limit access to health care, HIV testing and medications that can lower levels of HIV and help prevent transmission.
Poverty can also lead to inadequate housing, which in turn causes
or contributes to many preventable diseases. Research consistently
demonstrates housing status as one of the strongest predictors of
health outcomes for people living with HIV/AIDS. Lack of housing
is a barrier to care, while increased housing stability facilitates
adherence to care and life-saving antiretroviral therapy.8, 9 In
particular, homeless and marginally housed transgender women
have been found to display a high-risk profile for HIV infection
and transmission.10

Job loss and chronic underemployment are hazardous to health.
Unemployment is a major social stressor that may disrupt social connections
and communities. Those who cannot afford basic necessities may end up in
circumstances that increase their HIV risk. Qualitative research has explored
and revealed that socioeconomic and psychological adversity can contribute
to a high prevalence of HIV-related risk factors among male-to-female transgender persons.11 Many transgender women lack employment, live below the
poverty threshold, and engage in high-risk sex work because of discrimination
and stigma.12 Economic hardship due to transphobia is one reason why some
transgender women rely on sex work to earn income.24

Anti-transgender bias and stigma are critical issues for transgender individuals.
Sixty-three percent of respondents in the National Transgender Discrimination Survey
reported experiencing a serious act of discrimination that had a major impact on
their life and ability to sustain themselves financially or emotionally.6 Research
examining the impact of exposure to transphobia on HIV risk behavior suggests
a developmental context where exposure to transphobia yields a powerful effect
among younger adults.13 This effect is evident among transgender female youth; in
recent findings youth with a history of sex work were more likely to report having
experienced discrimination in school settings than youth without a history of sex
work.17 There is also evidence to suggest a syndemic relationship between sex work,
substance use, homelessness and HIV infection, in particular for young transgender
women. A syndemic describes more than the interaction of diseases, but rather the
mutually reinforcing interaction of disease and social conditions.18, 19 There are data
providing preliminary evidence suggesting that multiple health-related psychosocial
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Substance Abuse

Homelessness

Syndemic: Mutually reinforcing
interaction of disease and social
conditions

Sex Work

HIV Infection

factors, including low self-esteem, lifetime poly-substance use and victimization
may be additive in their association with sexual risk behavior and self-reported HIV
infection among young transgender women.20
Another critical issue prevalent for many transgender persons, and part of the
ecological context of HIV vulnerability, is involvement with the criminal justice
system. The data reveal a history of negative interactions with law enforcement by
transgender persons as well as negative interactions with inmates and correctional
facility staff in jail and prison experiences.21, 22 Nearly one in six transgender people
(16%) have been incarcerated at some point in their lives—far higher than the rate
for the general population.6 Among Black transgender people, nearly half (47%)
have been incarcerated at some point.6 These high rates of incarceration are driven
by disproportionate poverty, homelessness, discrimination, participation in street
economies, and in some cases, law enforcement bias. Transgender people are also
at high risk of abuse in prisons, jails and juvenile detention.23, 24 Similarly, prisoners’
return to the community from prison can also be stressful as former inmates try
to obtain housing, reintegrate into their families and communities, find employment and gain access to health care. Although not specific to transgender persons,
retrospective studies suggest that the reentry process contributes to excess mortality
among former inmates.25
This connection between social determinants, including transphobia and stigma,
combined with specific comorbidities, outlined below, fuel LAC’s complex HIV
epidemic.26

HIV and Comorbidities in LAC
Population Size: Given that the U.S. Census does not include transgender as a
gender category, it has been difficult to determine the actual population size of the
transgender community in Los Angeles.

Overview
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lac men’s central jail

LAC Men’s Central Jail houses transgender women
(male-to-female transgender persons) in a protective
custody unit, called “keep-away designation 6G” or
K6G. Transgender women who enter the K6G unit are
provided hormones during their incarceration, but lack
any sustainable, long-term post-incarceration transition
support, such as job training or assistance procuring legal
documents consistent with their gender identity, and often
cycle (back) to criminalized activities for survival upon
release. Transgender inmates also lose access to hormone
therapy upon release and may rely on non-medically
prescribed and unmonitored street sources for hormones.
K6G inmates are assigned transitional case managers.
Case managers provide placement for substance abuse
treatment, counseling programs, and housing upon release.
Inmates are also offered a variety of education programs
through the Education-Based Incarceration Initiative.
These programs range from financial courses and anger
management programs to GED certifications. HIV health
education and empowerment programs are also provided
by local agency staff working in the jail.

Using a deliberate community-feedback
process and existing public health data,
LAC DHSP estimates that as of 2013 there
are 14,428 transgender individuals living in
LAC, with a range of 7,214 to 21, 642 and
a one-to-one ratio of transgender women
(7,214) to transgender men (7,214).27
HIV: Overall, HIV prevalence for transgender
women was estimated to be 15.2% and 0.6%
for transgender men. DHSP calculated HIV
prevalence estimates for transgender women
stratified by race and ethnicity and observed
the highest HIV prevalence for African
American/Black transgender women (48.3%),
followed by Native Americans (26.9%),
Latinas (17.1%), Whites (4.6%) and Asian/
Pacific Islanders (3.7%).18

Although research about transgender people
and HIV is limited compared to other
populations, the estimated prevalence of
HIV is significant, especially among certain
sub-populations (e.g. African American/
Some transgender women may access treatment, care and
Black transgender women). Local behavioral
case management support for the first time when they
risk studies and needs assessments provide
enter the LAC Men’s Central Jail.
insight into contextual factors associated
with HIV acquisition and transmission. The
Los Angeles Transgender Health Study, the first epidemiological study of transgender
women in LAC, found that among the 244 enrolled transgender women, 50% or
more reported that they had a history of incarceration; relied on sex work as their
main source of income; did not have health insurance; had injected hormones, silicone or oil; had gotten hormones off the street; and had been high on either alcohol
or other drugs while having sex in the last six months.28 Nearly half of respondents
(48%) also reported receptive anal sex with an exchange partner; of those, 29%
reported not consistently using a condom.24
Findings from qualitative data of a subsample of adolescent and young adult transgender females from the Transgender Research Youth Project (TRYP) suggest
that HIV-related risk behaviors are closely linked to parental support.29 Many transgender youth in the TRYP reported having no parental support and that their parents
were discriminatory and had even been violent because of their gender identity.
Discrimination and violence from parents has been linked to a host of challenges
for transgender youth, including homelessness, isolation and increased sexual
risk behaviors.30
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Table 1: Estimated HIV Prevalance for Transgender Women by Race/Ethnicity (LAC)
Race/Ethnicity

Estimated # of
HIV Cases

Estimated
Population Size

Estimated
HIV Prevalence

Black

324

671

48.3%

Latina

595

3,470

17.1%

White

88

1,912

4.6%

Asian/Pacific Islander

39

1,053

3.7%

Native American

29

108

26.9%

1,088

7,214

15.1%

Total

Additional studies of transgender populations in cities across the country have
consistently shown high levels of substance abuse and mental health problems,
often highlighting their interconnectedness and correlation with HIV/AIDS.
Substance Abuse: The connections between substance use and HIV risks include
lowered inhibitions resulting in unprotected sex, the sharing of needles to inject
substances and poor treatment adherence rates. Locally, transgender women report
high rates of substance use, especially alcohol and methamphetamine.25 A study
comparing the HIV seroprevalence and risk behaviors of transgender women who
exchanged sex with those who did not in LAC found that while exchange sex was
not associated with increased HIV seroprevalence, substance use during sex was
associated with increased seroprevalence.31 Transgender individuals represent 1.7%
of clients accessing Ryan White–funded services for HIV-positive people in LAC, and
4.1% of clients accessing residential substance abuse treatment.32
Hormone Misuse: An additional HIV risk related to transgender people is the
practice of sharing injection paraphernalia to self-administer hormones and/or
silicone. Insurance exclusion and the lack of access to affordable, competent care
contribute to high rates of medically unsupervised hormone use.33 Twenty-seven
percent of transgender Californians reported being denied hormones, a basic health
care service, by providers or insurance companies.7 In attempts to feminize their
bodies, transgender women may also inject silicone as an alternative or a supplement to taking estrogen. The majority of respondents (74%) in a California survey of
health and social services for transgender women of color reported being prescribed
hormones from a doctor, 32% reported acquiring hormones from friends, 21%
reported acquiring hormones from Mexico (where hormones are sold without a
prescription) and 9% reported receiving hormones from another non-prescription,
unregulated source (usually street vendors).34 Whether on the street or at “pumping
parties,” where non-medically prescribed and unmonitored substances are injected
without medical supervision, syringes for administering these substances may
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be shared by transgender people, with results ranging from disfigurement to HIV
disease and sometimes death.
Mental Health: Transgender people face systemic and pervasive challenges and
experience significant mental health concerns including anxiety, depression and
suicidality. Reported suicidal ideation rates, attributed mostly to gender identity
issues, have been as high as 65%, with suicide-attempt rates ranging from 16% to
32%. The prevalence of depression is also startlingly high, typically ranging from
one-half to two-thirds of study samples of transgender women and men.16, 35, 36, 37,
38
Like substance abuse, mental health problems ranging from low self-esteem to
severe psychiatric disorders can often interfere with medication adherence and/
or increase the likelihood of engaging in high-risk behaviors. Recent findings from
a transgender-specific HIV Prevention Case Management (PCM) intervention
implemented in a community HIV prevention setting in LAC suggest that adding
a culturally appropriate PCM intervention in a community setting is beneficial in
addressing co-factors for HIV infection as well as psychological and emotional
distress symptoms, including depression.39

Overview of Available Services for Transgender
People in LAC
Spanning 4,083 square miles, LAC encompasses eighty-eight distinct cities and
is home to over ten million residents, making it the most populous county in the
United States, more populous, in fact than forty-two individual U.S. states.
LAC is also home to a complex system of health and social services, charged
with meeting the multiple needs of its ethnically and culturally diverse residents.
Although it’s difficult to determine exactly how many social services are available to
Angelinos, local resource guides consistently contain listings in the tens of thousands, ranging from literacy to housing programs. Health care services are also
voluminous, and include services provided by LAC’s public clinics and hospitals;
private health maintenance organizations (HMOs), clinics and physicians; the
Department of Veterans Affairs; Federally Qualified Health Center (FQHC) or FQHC
look-alike stationary and mobile sites; Ryan White–funded sites; and LAC’s Indian
Health Service-funded clinics.
Indicative of the disproportionate disease burden shouldered by this community,
most of the services offered specifically for transgender people in LAC are HIVrelated. Established in 2005, the Transgender Service Provider Network (TSPN)
of LAC is a formal network consisting of service providers from across the county
representing various disciplines that wish to better serve transgender clients and
communities. The TSPN is largely comprised of agencies involved in HIV care
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and prevention activities and actively works to address increasing the capacity of
non-transgender specific services to service transgender people.
Given the sheer volume of services in LAC, it is impractical to assess them all with
respect to their adequacy, capacity and quality in meeting transgender-related needs.
Instead, the Consortium focused on the services across the county that were either
targeted for or frequently utilized by transgender people. The Consortium then listed
the organizations that they knew provided services for transgender clients by service
category. These categories included primary care; substance use/abuse; mental
health; housing; legal; employment; and HIV-specific services.
Consortium members then identified the services listed as either transgender-
specific (i.e., designed specifically for transgender people) or transgender-inclusive
(i.e., not designed specifically for transgender people, but open to their participation). Members identified one mental health organization, one legal organization,
and one community-based organization that were designed specifically and primarily
to meet the needs of transgender clients. To their knowledge, the only other services
or programs that were designed specifically for transgender people in LA County
were HIV-related services.
The Consortium then developed and utilized a brief survey to query the identified agencies regarding their services for transgender people including: 1) type of
service(s) provided (e.g. primary care, hormone provision, substance use/abuse,
mental health, housing, etc.); 2) whether their services were transgender-specific
or transgender-inclusive; 3) where they referred transgender clients if they didn’t
provide the service(s) themselves; and 4) what they believed were the greatest
barriers transgender clients faced in accessing their services.

Service Inventory Results
The survey was conducted with twenty-nine different agencies, including ten agencies represented on the Consortium. Table 2 provides a snapshot of the types of
services that address some of the needs of transgender people in LAC.
For every service type queried, a minimum of two agencies reported providing transgender inclusive services. Of the twenty-nine agencies surveyed, sixteen reported
providing transgender-inclusive substance use services. Fifteen agencies reported
providing transgender-inclusive mental health services and four agencies reported
transgender- specific mental health services. These data highlight significant gaps in
service provision for two key categories: housing and primary care.
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Table 2: Service Inventory Results
Yes
Service Category

No

Transgender
Specific

Transgender
Inclusive

Primary Care

2

10

17

Substance Use

0

16

13

Mental Health

4

15

10

HIV Testing

0

16

13

HIV Case Management/Navigation

3

13

13

Health Education/Risk Reduction

6

11

12

Housing

0

9

20

Legal

3

6

20

Employment

2

2

25

Housing
As noted previously, transgender women report high levels of housing discri
mination.13, 16, 40 Numerous socio-cultural circumstances place transgender women
at an increased risk for homelessness.41 Despite evidence indicating a great need,
only nine agencies reported providing transgender-inclusive housing services. Given
the association between housing status and HIV risk behaviors, HIV prevention
interventions for transgender women should include information on, or possibly
support for rent subsidy programs and other means of obtaining stable housing.10
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Primary Care
Map 1 below depicts the 277 FQHCs and FQHC look-alike clinics spread
throughout LAC.*
Map 1: FQHC clinics and FQHC look-alike clinics in
Los Angeles County
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* Federally Qualified Health Centers (FQHCs) include all organizations receiving grants under Section 330 of the Public Health Service Act (PHS). FQHC Look-Alikes
are organizations that meet PHS Section 330 eligibility requirements, but do not receive grant funding. FQHCs and Look-Alikes share many benefits, including
enhanced reimbursement rates from Medicare and Medicaid; eligibility to purchase prescription and non-prescription medications for outpatients at reduced cost;
and access to National Health Service Corps.
FQHCs and Look-Alikes are well-suited to provide care to transgender individuals because they:
• Are required to provide—on site or by arrangement with another provider—comprehensive services including preventive health services; dental services, mental
health and substance abuse services; hospital and specialty care and transportation services necessary for adequate patient care.
• Emphasize the ability to manage patients with multiple health care needs via coordinated primary and preventive services or a “medical home” that promotes
reductions in health disparities for low-income individuals, racial and ethnic minorities, rural communities and other underserved populations.
• Address geographic, cultural, linguistic and other barriers through a team-based approach to care that include physicians, nurse practitioners, physician assistants, nurses, dental providers, midwives, behavioral health care providers, social workers, health educators, and many others.
• Will receive 11 billion dollars over 5 years via the ACA.
Source: www.hrsa.gov/healthit/toolbox/RuralHealthITtoolbox/
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Map 2 below illustrates the findings from the service inventory. Of the twenty-nine
agencies inventoried, ten reported providing transgender-inclusive primary care—
two clinics reported providing primary care without hormone therapy; the seven
other clinics reported providing primary care with hormone therapy.* Only two
clinics reported providing transgender-specific primary care including hormone
treatment. These data are layered on top of Map 1 depicting all 277 FQHCs and
look-alike FQHCs in LAC. The dearth of primary care providers/clinics serving the
transgender community is not attributable to clinic scarcity.

Map 2: Primary Care sites serving transgender individuals in Los Angeles County
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* The term primary care was not defined for survey respondents. Therefore, we cannot conclude with any certainty which clinics provide limited primary care and
which clinics provide comprehensive primary care.

Overview

16

Map 3 below illustrates the distribution of transgender Ryan White clients by residence in 2011.32 These data are layered with the service inventory data specifying the
geographic location of clinics that serve the transgender community in Los Angeles.
Although the transgender population in LAC is certainly larger than the sum of its
HIV-positive community members, it is especially important to engage and maintain
these community members in care in order to impact the HIV treatment cascade
(described in more detail in the implementation plan).

Map 3: Map 2 + Distribution of transgender Ryan White clients by residence, 2011

Number of Transgender
Ryan White clients by
residence in each area
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National Transgender Discrimination Survey respondents faced serious hurdles to
accessing health care, including refusal of care and lack of provider knowledge.6
Nineteen percent of participants reported being refused care due to their transgender or gender non-conforming status; 50% of the sample reported having to
teach their medical providers about transgender care. Similarly, results from the
2008 Transgender Economic Health Survey indicate a clear need for more training
and awareness in the medical community of the rights and needs of the transgender
community.7 Thirty-five percent of California transgender respondents recounted
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having to teach their doctor or care provider about transgender people in order to
get appropriate care. The data gathered in these two surveys indicate that discrimination in the health care system presents major barriers to care for transgender
people. Although the Consortium service inventory was not as robust an instrument,
the data collected seem to suggest a similar pattern of structural barriers to access.

Service Inventory Limitations
Survey limitations include the fact that some survey items may have been unclear
to respondents. The Consortium timeline did not allow for pre-testing the survey
instrument; however, Consortium members familiar with the agencies identified and
queried provided substantial feedback. Nevertheless, concern emerged that some
survey respondents reported information more relevant to their ideal service provision rather than the true agency standard of practice. Socially desirable responding
is a special concern, as most agencies surveyed are part of a small network of
providers serving the transgender community. These responses were not eliminated,
but the Consortium did discuss the survey data at length, in an attempt to understand and control for wildly distorted information.
The survey results indicate some service areas of great depth, particularly those
related to HIV prevention and treatment, including HIV testing, HIV case management/navigation and Health Education/Risk Reduction. The results also indicate
clear opportunities for further development in service provision of housing and
primary care. Despite its limitations, the survey provides important information
and highlights the need for both increased quantity of services as well as improved
quality of existing services.
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Implementation Plan

Transgender Wellness Center (TWC) in Context
The overall health census and service inventory described previously in this report
highlight the need for transgender-inclusive primary care and transgender-specific
comprehensive support services in LAC. The Consortium recognizes the impact the
Patient Protection and Affordable Care Act (ACA)42 will have on the lives of transgender individuals and strongly recommends that the TWC implement a service
delivery model that harnesses the full potential of the ACA to meet these needs.
The National HIV AIDS Strategy (NHAS)43 released in July 2010 coupled with the
passage of the ACA have shifted the landscape of HIV prevention and healthcare for
transgender communities. One of the goals of the NHAS is to increase access to
care and improve health outcomes for people living with HIV by:

··
··
··

Establishing a seamless system to immediately link people to continuous and
coordinated quality care when they learn they are infected with HIV.
Taking deliberate steps to increase the number and diversity of available
providers of clinical care and related services for people living with HIV.
Supporting people living with HIV and co-occurring health conditions and
those who have challenges meeting their basic needs, such as housing.

The HIV treatment cascade, also known as the HIV spectrum of engagement in
care, in recent years has become a popular tool to measure progress towards the
goals of the NHAS. The treatment cascade depicts the estimated number of people
living with HIV, of those, the number that are aware of their diagnosis, linked to
care, retained in care, and having achieved a suppressed viral load (see next page for
the LAC treatment cascade). Local data demonstrate that one of the characteristics
associated with people who are not linked to care in LAC is being transgender.44
Transgender people are challenged to access and remain engaged in care as there is
a lack of supportive services necessary to address their comprehensive needs.
The ACA in particular marks a crucial turning point for our HIV service delivery
system and the basic health care rights of transgender people and will help make
affordable, high-quality care accessible to millions of Americans. Specifically:

··
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The ACA increases access to health insurance coverage and health services
for all Americans, including transgender people living with HIV/AIDS
(PLWH), through a number of private market reforms, an expansion of
Medicaid eligibility and the establishment of Health Insurance Marketplaces.
PLWH who obtain insurance through Health Insurance Marketplaces or
through Medicaid will be ensured coverage of a core package of items and
services known as “essential health benefits” (EHB). EHB will include items
and services within at least the following categories: ambulatory patient
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Los Angeles County Treatment Cascade, 2010*

60,000

82%

40,000

65%
46%

20,000

43%

0
Known Positive

HIV Positive

HIV Positive
Includes PLHW diagnosed by 12/31/09 and living as of
12/31/10 plus 18.1% estimated to be unaware of their
status per CDC methodology.
Linked to Care
≤ 3 months of diagnosis among 2,192 persons
diagnosed in 2010.

Linked to Care

Retained in Care

Suppressed
Viral Load

Retained in Care
≥2 Viral Loads reported in 2010 at least 3
months apart.
Suppressed Viral Load
Defined as Viral Load <200.

* Adapted from Surveillance and Epidemiology of HIV and AIDS in Los Angeles County Presentation to the Los Angeles County
Commission on HIV March 7, 2013 Douglas Frye Division of HIV and STD Programs.

services, emergency services, hospitalization, mental health and substance
use disorder services (including behavioral health treatment), prescription
drugs and chronic disease management.

··
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The ACA brings Title VII federal nondiscrimination protections to the health
care field by prohibiting gender-based discrimination by federally-funded
health care providers. Gender-based discrimination includes discrimination
based on gender identity and gender stereotypes, which provides critical
protections for transgender individuals. It is no longer legal for medical
providers to refuse to treat patients simply because they are transgender or
to discriminate against transgender people in other ways because of their
identity. The law also prohibits insurers from denying or canceling insurance because an individual is transgender or HIV-positive. Additionally,
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the California Department of Managed Health Care (DMHC) has ordered
California’s health plans to remove blanket exclusions of coverage based on
gender identity or gender expression. The DMHC letter directs health plans to
remove benefit and coverage exclusions related to gender transition as well as
limitations based on gender identity or gender expression. This development
will ensure parity in coverage, and significantly increase medically necessary
services available to transgender people.45

··

The ACA will also provide funding for LGBT cultural competency trainings.
The law provides financial assistance directly to LGBT-friendly community
health centers and, to better assess the needs of transgender patients,
mandates that HHS includes sexual orientation and gender identity in its
national data collection efforts starting in 2013.

For transgender persons who may have faced serious hurdles in accessing health
care, including harassment in the medical setting and lack of provider knowledge, the ACA, if implemented as planned, will create access to basic health care
and introduces tangible protections. Because gaps in access to safe, appropriate
primary care that currently exist are detrimental to the transgender population,
harnessing the potential of the ACA will be important to the long-term sustainability
and impact of a TWC in LAC.
The ACA, however, will not be equally beneficial to everyone. For example, one
outstanding concern is that of health care access and adequate coverage for undocumented individuals and those living legally in California for less than five years.
Although local bureaucracies are currently working to address this issue, a final
solution has yet to be determined.

Vision and Values
The Consortium’s ultimate vision for the TWC is to ensure the health and wellness of
the transgender community in LAC by responding to the immediate needs of individuals
while creating an environment where transgender people can flourish. In
this respect the term “wellness center” refers not only to a physical
vision
space but to a set of programs or a comprehensive social and health
services system. To realize this vision, the Transgender Wellness
To ensure the health and wellness
Center must operationalize the following values and perspectives:
of the transgender community in
LAC by responding to the imme
diate needs of individuals while
creating an environment where
transgender people can flourish.

Implementation Plan

Collaboration and coordination of services: The TWC must strive
to enhance—not replace—the organizations and programs that
have historically served transgender people, often with little or
no resources. This is best done by communicating openly and
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transparently with existing entities to plan service delivery whenever feasible. When
doing so, duplication of services is minimized and a complimentary and comprehensive service system can begin to evolve.
Meaningful community input: The TWC should incorporate feedback from
community members, whenever possible. Engaging content-matter experts in the
development of services and programs is a priority, where expertise is inclusive of
both professional skills and lived experiences.
Whole-person health and wellness: The TWC must approach service delivery from
a whole-person perspective, understanding that true wellness cannot be achieved
without attending to physical, mental, emotional and spiritual health. This does not
mean that the TWC itself should be charged with providing services in each of these
arenas, rather that the TWC should promote the perspective of multi-dimensional
health and wellness whenever possible.
Strengths-based perspective: The nature of health and social services provision
has traditionally revolved around addressing the needs of individuals and communities. As such, communities, like the transgender community, that have multiple
needs as a result of oppression and marginalization, may inadvertently be seen only
through the lens of deficiency. Within the transgender community, in addition to the
many challenges that exist, there are also many strengths and much resilience. To
help empower the community, the TWC must position itself to address community
needs in a way that both summons and enhances community strengths. This can be
accomplished by utilizing the talents and skills that are present in the community
in the design and implementation of programs and services.
Inclusivity and accessibility: The TWC must be a welcoming and accessible environment to all those who identify as transgender, as well as those who make up their
immediate support network. Because LAC’s transgender community is extremely
diverse with respect to race/ethnicity, socioeconomic status, geographic representation, age, gender-identity, immigration status and language, this will be especially
challenging. Because there is such a large number of Spanish-speaking transgender
individuals residing in LAC, the TWC must ensure that services are provided in both
English and Spanish. Similarly, the slate of services provided or promoted must be
as comprehensive as possible to meet the needs of a wide range of individuals and
experiences. For example, while services for HIV-positive transgender individuals
should be a component of County-wide programming for transgender people, so
too should services for those with negative or unknown HIV serostatus. Additionally,
services should address needs across the lifespan, including the needs of transgender youth and transgender seniors.
Address individual and environment needs with equal effort: Many transgender
individuals in LAC have immediate health and social needs that must be addressed
in the pursuit of wellness. To be truly impactful, however, the root causes of these
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problems (e.g., transphobia, stigma, etc.) also must be addressed. To whatever
degree feasible, the TWC should implement or support community efforts that
address individual needs as well as efforts that are designed to change the environment from one that manifests in multiple health and social problems to one that
facilitates overall wellness.
Sustainability: Given our resource-strained environment, the TWC must be designed
to endure financial and other challenges in the years ahead. In order for the TWC to
have long-lasting and far-reaching impact on the transgender community and the
community beyond, sustainability—the ability to pursue one’s mission, in spite of
multiple internal and external pressures—must be a constant organizational goal.

Models of Service Delivery
The Consortium explored a variety of programs and agencies throughout the
planning process, including: People Assisting The Homeless (PATH)46, Magnolia
Place Family Center and Community Initiative47, Homeboy Industries48 and Chicago
House49, among others. After researching multiple organizational models, the
Consortium designed two models to serve as potential blueprints for the first ever
TWC in LAC. In consideration of many different stakeholders and environmental
factors, these models were constructed with the following criteria in mind. The TWC
model(s) that the Consortium recommends should:

··
··
··
··
··
··

Meet the immediate needs of transgender individuals in LAC;
Address structural barriers to health and wellness (e.g. transphobia) and
co-factors to HIV risk behaviors;
Complement and/or enhance existing successful services for transgender
individuals;
Take advantage of funding opportunities (e.g. such as those created by the
Affordable Care Act and those potentially offered by DHSP);
Maximize cost-efficiency; and
Incorporate sustainable practices.

In light of these criteria, the Consortium identified key components or services that
could serve as building blocks for one or more models. These included:
A physical space for transgender people to gather: Early on, the Consortium
discussed the need for a space that the community could “call their own.” A physical
space, even a very small one, could address the community’s need to be recognized as distinct from (although still related to) the larger lesbian, gay and bisexual
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community. Having a physical space or center could also be useful in securing additional funding, knowing that it is challenging for some to invest in a cause or agency
that is not tangible. First and foremost, the Consortium felt that a physical space
would provide some type of safe harbor, a place where transgender people could just
“be” without having to defend or explain themselves. The Consortium recommends
utilizing space within existing agencies that serve the transgender community to
the extent possible. Any new space developed to house the wellness center should
explore under-utilized or vacant County space in-kind. The two most important
criteria when considering appropriate location are accessibility and safety. The
Consortium identified the following areas as viable locations for the wellness center:

··
··
··
··

Downtown, not adjacent to Skid Row or LAC Jail
Mid-Wilshire
Santa Monica and Vermont
Hollywood/East Hollywood

Decentralized services: Many wellness center models that exist in other parts of the
state and country successfully utilize one structure that houses multiple services.
In a county as large and ethnically diverse as Los Angeles, however, having just one
of any type of service is challenging. Since LAC spans 4,083 square miles, encompasses eighty-eight distinct cities, and is home to an estimated 14,000 transgender
individuals, the Consortium recommends a decentralized model that enables
access to quality services throughout the County, and not just in one brick-andmortar space. The idea of decentralization may appear to conflict with the need for a
physical space as described above, however, there are many successful models that
utilize one structure or space as a hub or headquarters, and other satellite spaces for
service delivery.
Organizational structure: To the degree possible, the TWC should be an entity that
is independent from other existing agencies. Independence does not preclude fiscal
sponsorship by an existing agency, nor does it preclude utilizing existing space
within an agency.
Address the gaps in services for transgender people: Although there are certainly
quality programs that exist to serve the needs of transgender people, there still
remain large gaps in those services. Gaps in services are identified when community needs are not matched or adequately addressed by existing services. Gaps can
be related to quantity (there isn’t enough of a given service); quality (the services
exist but they are not necessarily culturally competent or otherwise of high-quality);
or appropriateness (services that are designed in response to problems that are not
fully understood, and that therefore miss the mark). Therefore, appropriate TWC
models should be designed to address those gaps by either increasing the capacity
of a given service; improving the quality of a given service; and/or developing new or
adapting existing services to best meet needs.
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Utilize mobile services: The sheer size of LAC coupled with a weak public transportation system means clients’ ability to access services at specific fixed sites can
be challenging. For this reason, the Consortium was drawn to services that could
“meet clients where they were at.” Additionally, the use of mobile services could
also help alleviate the problem of overburdened providers serving the community.
For example, one of the identified needs of the transgender community is increased
access to hormones. Unfortunately, the two primary care sites that have transgender
specific medical services have surpassed their capacity to provide hormones to all
those who need them given current funding, reimbursement models, and provider
availability. One potential solution to this problem of demand exceeding supply, is to
incorporate a mobile health team into an organizational model. The mobile health
team could visit existing social service agencies and other sites that transgender
people frequent, and prescribe/provide/monitor hormones and basic preventive
care as is deemed appropriate. This model has been successful in extending access
for other vulnerable and underserved communities.
Social Enterprise: Another promising organizational component that the Consortium
members expressed much interest in was the practice of social enterprise, defined
as a “business operated by non-profits with the dual purpose of generating income
by selling a product or service in the marketplace and creating a social, environmental or cultural value.”50
Social enterprises differ from traditional businesses in that, rather than monetary
profit, addressing a social need for the common good is its primary purpose. Social
enterprises differ from traditional non-profits in that they address those social needs
through the selling of products and services and/or through providing employment
opportunities, rather than the provision of services.

Transgender
Community
Members

Enhances
individual
well-being

Two Categories of
Social Enterprise

Supports
organizational
infrastructure
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Examples of successful social enterprise models are found in a variety of industries
including food service and catering (e.g. Homeboy Industries in Los Angeles, CA48);
retail (e.g. Housing Works in Brooklyn, NY51); and energy (e.g. Rising Sun Energy
Center in Berkeley, CA52).
The idea of incorporating social enterprise models into non-profit organizations
has become increasingly popular in the United States. Largely due to the economic
downturn, governmental and philanthropic funding sources have diminished
substantially over the past few years. In addition to diversifying a non-profit’s
revenue base, the benefits of social enterprise are numerous and can generally
be thought of in two categories: those that enhance individual well-being; and
those that enhance organizational infrastructure (which in turn enhance individual
well-being):
Enhancing Organizational Infrastructure & Capacity

··
··
··

Sustainability
Unrestricted use of funds
Greater publicity and enhanced image/branding

Enhancing Individual Well-Being

··
··
··

New employment and economic opportunities
Job training skills
Enhanced public image of transgender people

Although the potential benefits of social enterprise are many, so too are the risks.
These risks may be of financial nature (e.g. IRS limitations on earnings) or organizational (e.g. “mission creep,” when the social enterprise grows at a different rate
than the rest of the organization and ultimately takes away from the organization’s
original mission).
Especially given the lack of employment opportunities that exist for transgender
people and the myriad social and health problems that consequently arise, the
Consortium sees great promise in incorporating a social enterprise component into
a future wellness center. However, due diligence, including the careful consideration
of potential benefits, challenges and costs, is required of any organization to do so.
The choice to incorporate social enterprise, therefore, should be encouraged, but
not mandated.
Economic Empowerment: As detailed above, transgender people, especially transgender people of color, struggle greatly with issues of poverty and lack of economic
opportunities. The elimination of these problems, of course, would call for multi-
faceted reform, which is clearly beyond the capacity of a local wellness center to
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enact. However, the Consortium does believe that alleviating the burden of poverty
and increasing economic opportunities are noble goals and ones within the power
of a wellness center to realize. Based upon successful economic empowerment
models for transgender people in Chicago49, San Francisco53; and Los Angeles54,
the Consortium recommends the incorporation of activities that address both the
job-training and career-training needs of individuals as well as the training and
sensitivity needs of potential employers. These activities may include:

··
··
··
··

··
··
··

Résumé Workshops: Assistance with creating and/or enhancing individual
résumés.
Job Interviewing Workshops: Coaching clients on how to effectively present
their skills and experience and the basics of interviewing etiquette.
Career Counseling: Helping clients identify and pursue meaningful jobs and
career paths.
Short and Long-Term Employment Readiness Trainings: From 3-hour workshops to 4-week intensive trainings, employment readiness learning content
may cover a range of topic areas including disclosure of transgender identity;
confidentiality issues; transitioning on the job; navigating benefits; dealing
with discrimination; understanding legal rights, etc.
Mentoring: Pairing first-time or returning transgender job-seekers with other
transgender individuals who are or who have been successfully employed.
Job Fairs: Matching potential employers to potential transgender employees.
Employer Leadership Trainings: Working with organizations across all
industries to increase their capacity to hire, train and supervise transgender
employees; and decrease workplace bias and institutionalized transphobia.

The two Consortium-designed models are described below. The Consortium recommends Model 1A, Model 1B or Model 2 for implementation in LAC , with preference
given to Model 1A or Model 1B. Two of the models are described in phases; however,
a cafeteria approach, implementing different components of the proposed models,
could be implemented if the building block services, described earlier in this report,
were incorporated.
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Model 1A: The Accreditation Model: Focus on Primary
Care and Housing
This model includes a small TWC space that would provide a drop-in center, health
insurance enrollment assistance, and a few computers for Internet use. The Center
would rely on existing organizations and programs to commit to providing a variety
of services, including mental health groups and individual therapy, substance abuse
treatment, HIV/STI testing, health education/risk reduction, legal services and
economic empowerment.
In addition to these services, the TWC would be charged with overseeing the
development of standards for the provision of quality primary care and housing,
as well as a certification process for those entities who demonstrate the ability to
meet the standards. Once the standards are developed, one primary care site and
one housing organization would be selected as demonstration projects, where the
standards would be implemented and evaluated. Lessons learned from the demonstration projects will lead to the further enhancement of the standards and will then
be diffused to additional primary care and housing sites.

Figure 1: The Accreditation Model: Focus on Primary Care and Housing
Phase 1

Phase 2

Phase 3

6 months – 1 year

1 year

1 year

Create TWC and Provide
Services

Continuation of Services

Continuation of Services

Implement &
Evaluate Standards
via Demonstration Projects

Diffuse Standards

Develop Standards
for Primary Care and Housing
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These services and components would be implemented in four phases: the creation
of the TWC and the development of primary care and housing standards in Phase 1;
the implementation and evaluation of quality standards in Phase 2; the diffusion of
primary care and housing services in Phase 3 and the development and diffusion of
standards for other key services in Phase 4. These phases are depicted in Figure 1
and described in more detail below.

Phase 1
Phase 1 consists of opening the physical TWC space and providing a drop-in center,
enrollment assistance, computer/Internet access, coordinating in-house service
delivery by visiting providers and completing the accreditation process for primary
care and housing. Phase 1 would last six months to one year.

Phase 1: Transgender Wellness Center (TWC) Programming & Development of Standards for
Primary Care and Housing

Programs & Services
• Drop-in Center
• Enrollment Assistance
• Computers/Internet Use
• Visiting Services

··
··

Implementation Plan

Develop Standards for
Quality Transgender Services
Two accreditation teams develop standards
for the provision of quality primary care and
housing for transgender individuals

Drop-In Space: Minimally, the drop-in space will be a room where people can
sit and talk to one another in a lounge-like setting. Ideally the room will likely
be equipped with books, resources, and a small kitchen area.
Enrollment Assistance: By the time the TWC opens, the Affordable Care
Act (ACA) will be in full-swing, with thousands of Angelinos qualifying for
Medi-Cal for the first time ever, and thousands more needing to access health
care via the health marketplace known as Covered California. In addition, it
is likely that those not covered by the ACA (e.g. undocumented immigrants)
will still be able to access health care through Healthy Way LA, the County’s
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Low-Income Health Program. Transgender individuals will benefit greatly
from enrollment assistance, which will consist of working individually with
providers who understand eligibility issues and enrollment processes and
who can match each individual consumer to the plan that best meets their
needs. Such enrollment assisters will be trained, certified, and registered with
Covered California to enroll consumers in quality health plans (QHPs) or link
them to other appropriate insurance programs. Once certified, these enrollment assisters may be compensated by Covered California for each successful
enrollment, or they may be affiliated with an enrollment entity (e.g. health
department or 501(c)(3)) and, therefore, be compensated by other sources.

··
··

Computer/Internet Access: The TWC will also be equipped with a work station
that will include computers with Internet access. These computers will be
available free of charge to community members who otherwise have minimal
access to computers or the Internet.
Coordinating Visiting Providers: The TWC will request that services currently
being offered to transgender individuals throughout LA County, and certainly
DHSP-funded services, provide their specialized services at the TWC on
a regular basis. Although agencies represented on the Consortium were
enthusiastic about providing their services at the TWC on a visiting basis,
additional resources from either TWC funds or DHSP funds may provide
added incentive to do so. See Table 1, below, for a mock schedule of visiting
programs.

Table 1: Mock Schedule of Visiting Programs at the TWC
Monday

Tuesday

Wednesday

Thursday

CRCS

Substance Abuse
Group

Friday

9 am

Support Group

10 am
11 am

Legal Clinic

HIV/STI Testing &
Health Education

12 pm
1 pm
2 pm
3 pm

Employment
Workshop

Mental Health
Appointments

Employment
Workshop

Mental Health
Appointments

Support Group
Legal Clinic

4pm
5 pm
6 pm

Substance Abuse
Group

HIV/STI Testing

CRCS

7 pm
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··

Development of Standards/Accreditation Process: A major component of the
TWC would be the coordination and oversight of the development of standards and performance measures for both quality primary care and housing
services for transgender individuals. The consortium envisions two accreditation teams (one to develop primary care standards and one to develop
housing standards) to be chosen via a competitive application process; with
the final group composition decided upon by more than one person or entity.
These accreditation teams would meet on a regular basis, over the course of
six months to one year to develop their respective standards. These standards would build upon existing protocols and standards developed by the
University of California San Francisco’s Center of Excellence for Transgender
Health (COE), the World Professional Association for Transgender Health
(WPATH), and existing community health centers and clinics.

Phase 2
Phase 2 of the Accreditation Model 1A includes the continuation of the services
implemented in Phase 1 (i.e. drop-in center; enrollment assistance; computers/
Internet; and the coordination of visiting services), in addition to the implementation of two demonstration projects.

Phase 2: TWC + Demonstration Projects

Accreditation Teams Monitor and Evaluate
Implementation of Standards
Maintain Programs & Services from Phase 1

··

Implementation Plan

One existing primary care site and one existing
housing organization will be funded to implement
the standards developed during Phase 1

Demonstration Projects: One existing primary care site and one existing
housing organization will be funded by DHSP through a Request for
Proposals (RFP) process to implement the standards developed during
Phase 1. During this phase, the teams that developed the standards would
now assume the role of monitoring the implementation of the standards and
evaluating the outcomes.
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··

Certification: To become certified, organizations funded for the demonstration projects would be required to complete a comprehensive evaluation; to
maintain certification, they would have to report on their performance annually and continue to meet the stated standards. For transgender consumers,
the certification would be a strong indicator that an organization has taken
the necessary steps to deliver high quality care and services. Once certified,
primary care sites and housing organizations would be designated as “transgender-qualified” and would become eligible for future transgender-related
County funding.

Phase 2 would last for one year.

Phase 3
Phase 3 includes the continuation of the services implemented at TWC in Phase 1 in
addition to the diffusion of standards and the marketing of the certification process.

··

Diffusion of Standards: Following Phase 2, the accreditation teams will make
any necessary adjustments to the standards based on lessons learned during
the demonstration projects. Funding will then become available for up to two
additional primary care sites and two additional housing organizations that
wish to incorporate the service standards and become certified as a trans
gender-qualified site.

Phase 3: TWC + the Diffusion of Standards to Multiple Sites

Accreditation Teams Adjust Standards
As Necessary
Maintain Programs & Services from Phase 1

Implementation Plan

Funding will then become available for up to
two additional primary care sites and two
additional housing organizations
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Phase 4:
Phase 4 occurs in year four and beyond. The expectation is that the process by which
quality standards for primary care were developed and diffused during Phases 1–3
could be duplicated in order to create standards for a variety of other service areas
that impact transgender health and well-being. Those areas include mental health
and economic development.

Model 1B: The Accreditation Model: Focus on
Primary Care
This model is similar to Model 1A in that it also includes a small TWC space that
would provide a drop-in center, health insurance enrollment assistance, and a few
computers for Internet use. As in Model 1A, the Center would rely on existing organizations and programs to commit to providing a variety of services, including mental
health groups and individual therapy, substance abuse treatment, HIV/STI testing,
health education/risk reduction, legal services and economic empowerment.

Figure 2: The Accreditation Model: Focus on Primary Care
Phase 1

Phase 2

Phase 3

6 months – 1 year

1 year

1 year

Create TWC and
Provide Services

Continuation of Services

Continuation of Services

Develop Standards
for Primary Care and Housing
Diffuse Standards
Implementation of
Demonstration Projects
Focus on Fundraising
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In addition, this model also incorporates the development of standards for quality
primary care for transgender individuals and a certification process for those organizations that meet the standards. These standards would include best practices in the
provision of mobile health teams (described in more detail below).
This model differs from Model 1A in that it would focus on intensive fund-raising
with a goal of raising $250,000/year in order to secure an additional $250,000/year
from DHSP (see matching funds description in the Financial Projections section).
After additional funds are secured, two to four primary care sites would be funded
as demonstration projects to implement the standards. Based upon lessons learned
from the demonstration projects, the standards would be adjusted as necessary
and then diffused to other primary care sites across the county. Beyond the first
three years of initial DHSP funding, this model calls for additional standards to be
developed and implemented for a variety of other services, including housing and
mental health.
These services and components would be implemented in four phases: the creation
of the TWC and the development of primary care standards in Phase 1; the implementation and evaluation of quality standards in Phase 2; the diffusion of primary
care services in Phase 3 and the development and diffusion of standards for other
key services in Phase 4. These phases are depicted in Figure 2 and described in
more detail below.

Phase 1
Phase 1 consists of opening the physical TWC space and providing a drop-in center,
enrollment assistance, computer/Internet access, coordinating in-house service
delivery by visiting providers, the development of quality standards for primary care
and intensive fund-raising efforts. Phase 1 would last for six months to one year.

··
··
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Drop-In Space: Minimally, the drop-in space would be a room where people
can sit and talk to one another in a lounge-like setting. Ideally, the room will
likely be equipped with books, resources, and a small kitchen area.
Enrollment Assistance: By the time the TWC opens, the Affordable Care
Act (ACA) will be in full-swing, with thousands of Angelinos qualifying for
Medi-Cal for the first time ever, and thousands more needing to access
health care via the health marketplace known as Covered California. In
addition, it is likely that those not covered by the ACA (e.g. undocumented
immigrants) will still be able to access health care through Healthy Way
LA, the County’s Low-Income Health Program. Transgender individuals will
benefit greatly from enrollment assistance, which will consist of working
individually with providers who understand issues relative to eligibility and
the enrollment processes, who can match each individual consumer to the
plan that best meets their needs. Such enrollment assisters will be trained,

35

Phase 1: Transgender Wellness Center (TWC) Programming & Development of Standards for
Primary Care

Programs & Services

Develop Standards for Quality
Transgender Care

• Drop-in Center
• Enrollment Assistance
• Computers/Internet Use
• Visiting Services

Accreditation team develops
standards for the provision of quality
primary care and mobile health teams
for transgender individuals

Focus on Fundraising
TWC staff focus on meeting
DHSP offer of matching funds
TWC staff seek to raise
$250,000 per year

certified, and registered with Covered California to enroll consumers in quality
health plans (QHPs) or link them to other appropriate insurance programs.
Once certified, these enrollment assisters may be compensated by Covered
California for each successful enrollment, or they may be affiliated with an
enrollment entity (e.g. health department or 501(c)(3)) and therefore be
compensated by other sources.

··
··
··

Implementation Plan

Computer/Internet Access: The TWC will also be equipped with a work station
that will include computers with Internet access. These computers will be
available free of charge to community members who otherwise have minimal
access to computers or the Internet.
Coordinating Visiting Providers: The TWC will request that services currently
being offered to transgender individuals throughout LAC, and certainly DHSPfunded services, provide their specialized services at the TWC on a regular
basis. See Table 1, above, for a mock schedule of visiting programs.
Development of Standards/Accreditation Process: In Phase 1, a major component of TWC would be the coordination and oversight of the development of
standards and performance measures for quality primary care for transgender
individuals. The Consortium envisions the accreditation team to be chosen
via a competitive application process, with the final group composition
decided upon by more than one person or entity. The accreditation team
would meet on a regular basis, over the course of six months to one year to
develop standards. These standards would build upon existing protocols and
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standards developed by the University of California San Francisco’s Center of
Excellence for Transgender Health (COE), the World Professional Association
for Transgender Health (WPATH), and existing community health centers
and clinics. The standards would include best practices in the provision of a
mobile health team described below:

··

Mobile Health Team: A mobile health team would consist minimally of a
medical provider (e.g. physician, physician assistant or nurse practitioner), an
enroller/ case manager (CM) and a nurse or medical assistant. The medical
team would work two days per week – one day a week they would be stationed
at the TWC and the other day they would visit existing agencies serving the
transgender population and other sites that transgender individuals may
frequent. Their role would be to enroll clients in health care, to prescribe,
distribute and monitor hormones and to provide basic prevention and care.
They would also encourage the transgender clients they encounter to access
their agency for comprehensive primary care services.

Phase 2
Phase 2 of the Accreditation Model 1B includes the continuation of the services
implemented in Phase 1 (i.e. drop-in center, enrollment assistance, computers/
Internet and the coordination of visiting services), in addition to the implementation
of demonstration projects.

Phase 2: TWC + Demonstration Projects

Maintain Programs & Services from Phase 1

Accreditation Teams Monitor and Evaluate
Implementation of Standards
Two primary care sites are funded as demonstration projects to implement the standards
for one year

Continue Focus on Fundraising

Implementation Plan
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··

··

Demonstration Projects: Two existing primary care sites will be funded by
DHSP through a RFP process to implement the standards developed during
Phase 1. During this phase, the accreditation team that developed the standards would now assume the role of monitoring the implementation of the
standards and evaluating the outcomes.
Certification: To become certified, organizations funded for the demonstration projects would be required to complete a comprehensive evaluation; to
maintain certification, they would have to report on their performance annually and continue to meet the stated standards. For transgender consumers,
the certification would be a strong indicator that an organization has taken
the necessary steps to deliver high quality care and services. Once certified,
primary care sites would be designated as “transgender-qualified” and would
become eligible for future transgender-related county funding.

Phase 2 would last for one year.

Phase 3

··

Diffusion of Standards: Following Phase 2, the accreditation team will make
any necessary adjustments to the standards based on lessons learned during
the demonstration projects. Funding will then become available for up to
four additional primary care sites that wish to incorporate the service standards and become certified as a transgender-qualified site. Future increases
in funding will allow for expansion of services and programs that had been
demonstrated to be effective in phases 2 and 3.

Phase 3: TWC and the Diffusion of Standards to Multiple Sites

Maintain Programs & Services from Phase 1

Accreditation Teams Adjust Standards
As Necessary
Continue Focus on Fundraising

Implementation Plan

Funding will then become available for up to
four additional primary care sites
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Phase 4
Phase 4 occurs in year four and beyond. The expectation is that the process by which
quality standards for primary care were developed and diffused during Phases 1–3
could be duplicated in order to create standards for a variety of other service areas
that impact transgender health and well-being. Those areas include mental health,
housing and economic development.

Model 2: The Centers for Transgender Wellness:
Focus on Decentralization
As outlined earlier in this document, LAC differs from many other counties across
the state and the country in that it is extremely large (containing eighty-eight
cities spanning 4,083 square miles), extremely populous (over ten million residents)
and extremely diverse. This model is developed in response to the challenges of
providing necessary services, inherent in a county of such size and with
such complexity.
Figure 3: The Centers for Transgender Wellness Model: Focus on Decentralization

Each of Three Drop-in Centers:
• Enrollment Assistance
• Computers/Internet

Primary Care Agency With a
Mobile Health Team
Visits Other Sites

• Visiting Services
• Each is located in different party
of county
• Each specializes in need
identified by local community

Implementation Plan
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Rather than one central wellness center, this model presents four different wellness
centers located throughout the county. Three of the four centers would provide a
drop-in space, enrollment assistance and computer/Internet access. They would
also coordinate in-house service delivery by visiting providers (including providers
from the other centers). In addition, each center would specialize in the provision
of a specific service prioritized by the local community. The fourth “center” would
be a primary care agency and would provide a mobile health team that visits the
other centers as well as existing agencies serving the transgender population and
sites that transgender individuals may frequent. Their role would primarily be to
prescribe, distribute and monitor hormones. Each of these components is described
in more detail below:

··
··

··
··

Implementation Plan

Drop-In Space: Minimally, the drop-in space found in three of the four centers
(all but the primary care agency) would be a room where people can sit and
talk to one another in a lounge- like setting. Ideally, the room will likely be
equipped with books, resources, and a small kitchen area.
Enrollment Assistance: By the time the TWC opens, the Affordable Care
Act (ACA) will be in full-swing, with thousands of Angelinos qualifying for
Medi-Cal for the first time ever, and thousands more needing to access
health care via the health marketplace known as Covered California. In
addition, it is likely that those not covered by the ACA (e.g. undocumented
immigrants) will still be able to access health care through Healthy Way
LA, the County’s Low-Income Health Program. Transgender individuals will
benefit greatly from enrollment assistance, which will consist of working
individually with providers who understand issues relative to eligibility and
the enrollment processes, who can match each individual consumer to the
plan that best meets their needs. Such enrollment assisters will be trained,
certified, and registered with Covered California to enroll consumers in quality
health plans (QHPs) or link them to other appropriate insurance programs.
Once certified, these enrollment assisters may be compensated by Covered
California for each successful enrollment, or they may be affiliated with an
enrollment entity (e.g. health department or 501(c)(3)) and therefore be
compensated by other sources.
Computer/Internet Access: The centers will also be equipped with a work
station that will include computers with Internet access. These computers
will be available free of charge to community members who otherwise have
minimal access to computers or the Internet.
Coordinating Visiting Providers: The centers will request that services
currently being offered to transgender individuals throughout LA County, and
certainly DHSP- funded services, provide their specialized services at their
site on a regular basis. See Table 1, above, for a mock schedule of visiting
programs. Because this model calls for visiting services at three different
centers across the county, rather than one center in previous models, a great
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deal of coordination will be necessary. For this reason, there should be one
primary services coordinator that oversees all of the centers’ activities. This
coordinator should work closely with each centers’ office manager.

··

··

··

Mobile Health Team: The primary care agency would provide a mobile health
team consisting minimally of a medical provider (e.g. physician, physician
assistant or nurse practitioner), an enroller/ case manager (CM) and a nurse
or medical assistant. The medical team would travel to the three transgender
wellness centers and one day a week they would be stationed at the primary
care agency. They would also visit other existing agencies serving the transgender population and other sites that transgender individuals may frequent.
Their role would be to enroll clients in health care, to prescribe, distribute and
monitor hormones and to provide basic prevention and care. They would also
encourage the transgender clients they encounter to access the primary care
agency for comprehensive primary care services.
Specialized and Coordinated Services: Each center would be asked to
specialize in a particular service that is prioritized by the local transgender
community and that is not offered by other existing organizations. For
example, one center might focus on transitional housing services, and
another might focus on the development of a social enterprise. The sites
could also sponsor larger events together and people could travel to various
sites for workshops, groups, etc. that they were interested in. Staff from the
teams and the sites would travel to the other wellness center sites to provide
services and would meet regularly to coordinate services.
Use of Volunteers: Each site would develop a strong volunteer pool consisting
of peers and allies. Volunteers would be supported to work, facilitate groups,
and do outreach within their own local communities. To keep costs down,
licensed mental health professionals might volunteer and supervise interns
from local schools. Other supportive services (e.g. meditation and yoga
classes) could be offered by volunteer teachers, when possible. Developing
a strong volunteer base that would work to find other resources, funding,
volunteers with expertise, etc. could bring a feeling of cohesion and purpose
to communities and allies as they work together.

Given limited resources, each center would start out small; however, in time, these
services could grow if the need was documented and the resources were expanded.
The Consortium believes that there is a lot that could grow out of small centers that
are local but supported by a larger umbrella. Given the enormity of Los Angeles
and the specific communities within the city, a decentralized model might be a very
practical alternative.
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Financial and Administrative Considerations

DHSP Potential Funding Opportunity
Based on previous public statements made by the leadership of DHSP, model development and financial projections assume the following level of funding:

··
··

DHSP would fund a base level of $250,000 per year for three years.
If the TWC can raise an additional $250,000 per year from other sources,
DHSP would match that amount and contribute an additional $250,000
per year.

Minimally, the TWC would receive $250,000 per year for three years and maximally,
the TWC would receive $750,000 per year for three years ($500,000 per year from
DHSP plus $250,000 from other sources).

$750,000

$500,000

$250,000

$0
Year 1

Year 2

Year 3

Minimum Funding

Year 1

Year 2

Year 3

Mid-Level Funding

DHSP minimum funding

Other funding

Year 1

Year 2

Year 3

Maximum Funding*

DHSP matching funds

* Assumed maximum funding from DHSP
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Potential Sources of Funding
In addition to DHSP, funds for the TWC may be solicited from many sources
including: in-house fundraising efforts, state and federal government funds, foundation grants, and corporate and individual donations.
The following philanthropic foundations are known for their generous support of
LGBT organizations. Many of these foundations recognize the need to specifically
support programs for transgender and gender non-conforming people; thus they
may prove to be excellent funding sources for a transgender wellness center.

··
··
··
··
··
··
··
··
··
··
··
··
··
··
··
··
··
··

Liberty Hill Foundation
Evelyn and Walter Haas, Jr. Fund
Tides Foundation
Ford Foundation
California Endowment
Open Society Foundation
Wells Fargo Foundation
California Wellness Foundation
David Bohnett Foundation
Levi Strauss Foundation
M.A.C. AIDS Fund
Verizon Foundation
PepsiCo Foundation
American Express Foundation
JP Morgan Chase Foundation
Chrysler Foundation
Bank of America Foundation
Macy’s Foundation

Competitive Edge
The TWC has three distinct competitive edges that will be leveraged to make it a
successful service provider with sufficient financial resources:

··
··
··

Enhancement, not duplication, of existing services
A distinct physical space for transgender people to gather
Culturally competent services including health insurance enrollment assistance

Utilizing a Fiscal Sponsor
The Consortium envisions two different types of funding scenarios: those individuals who implement the TWC activities are part of an established 501(c)(3) and are
funded directly; or those who implement the TWC activities are a project of an established 501(c)(3) that would serve as a fiscal sponsor.
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Financial Projections
Model 1A: The Accreditation Model: Focus on Primary Care and Housing

Start-Up Costs
The TWC will likely require the following space and equipment for the start-up phase.

··
··
··

Assorted furniture, furnishings, and appliances for the lounge; resource/
computer station; two counseling rooms; one office; bathroom and
kitchenette.
Three computers for client use and four computers for office staff.
Computer server, laser printer, broadband Internet connection, and a copier.

Personnel Plan

··
··
··

Executive Director—Nonprofit management, fundraising, marketing, staff
supervision and other activities.
Office Coordinator (2)—Responsible for coordinating visiting services,
assisting clients in the drop-in center, providing clients with peer navigation
and linkage to supportive systems and services, and other administrative
duties. At least one office coordinator should be bilingual.
Enrollment Assister (2)—Assists clients with determining healthcare insurance eligibility and enrollment. At least one enrollment assister should
be bilingual.

Personnel Plan
Year 1

Year 2

Year 3

Executive Director

$75,000

$75,000

$75,000

Office Coordinator 1

$35,000

$35,000

$35,000

Office Coordinator 2

$35,000

$35,000

$35,000

Enrollment Assister 1

In-Kind

In-Kind

In-Kind

Enrollment Assister 2

In-Kind

In-Kind

In-Kind

5

5

5

$145,000

$145,000

$145,000

Total Personnel
Total Payroll
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Budget
The budget is based on a number of assumptions:
1.

Taxes and benefits are estimated to cost fifteen and twenty percent, respectively, of salaries.

2.

There will be no cost for renting the TWC building because a no-cost, vacant,
County-owned space will be utilized.

3.

There will be a total of ten accreditation team members (five for primary care
and five for housing) who will each receive a $5,000 stipend in the first year
to develop standards; and a $2,500 stipend in Years 2 and 3 to monitor the
implementation of standards.*

Budget
Year 1

Year 2

Year 3

$250,000

$250,000

$250,000

$145,000

$145,000

$145,000

$21,750

$21,750

$21,750

Benefits (20%)

$29,000

$29,000

$29,000

Total Salaries and Wages Expense

$195,750

$195,750

$195,750

$2,000

$2,000

$2,000

$0

$0

$0

Utilities

$4,500

$4,500

$4,500

Advertising and Promotion

$1,000

$1,000

$1,000

Office Expenses

$5,000

$5,000

$5,000

$10,000

$2,000

$2,000

Phone and Internet

$4,000

$4,000

$4,000

Legal Fees

$2,500

$2,500

$2,500

Stipends for Accreditation Members

$50,000

$25,000

$25,000

Total Operating Expenses

$79,000

$46,000

$46,000

Total Expenses

$274,750

$241,750

$241,750

Net Surplus

($24,750)

$8,250

$8,250

–9.9%

3.3%

3.3%

Funding
Expenses
Salaries
Taxes (15%)

Depreciation
Leased Building

Furniture and Equipment

Net Surplus/Funding

* $5,000 should be the minimum amount for stipends. Additional funds may be called for given the amount of work that may be involved.
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4.

This model calls for additional funds to be made available by DHSP in an
RFP process for the demonstration projects in Phase Two and the diffusion of
standards in Phase Three.

5.

There is no fiscal sponsor. If there were to be one, it is estimated that they
would cost $25,000/year (10% of the TWC’s total revenue).

Model 1B: The Accreditation Model: Focus on Primary Care

Start-Up Costs
The TWC will likely require the following space and equipment for the start-up phase.

··
··
··

Assorted furniture, furnishings, and appliances for the lounge; resource/
computer station; two counseling rooms; one office; bathroom and
kitchenette.
Three computers for client use and four computers for office staff.
Computer server, laser printer, broadband Internet connection, and a copier.

Personnel Plan

··
··
··

Executive Director—Nonprofit management, fundraising, marketing, staff
supervision and other activities.
Development Director—Secures additional funding for the TWC.
Office Coordinator (2)—Responsible for coordinating visiting services,
assisting clients in the drop-in center, providing clients with peer navigation
and linkage to supportive systems and services, and other administrative
duties. At least one office coordinator should be bilingual.

Personnel Plan
Year 1

Year 2

Year 3

Executive Director

$75,000

$75,000

$75,000

Development Director

$65,000

$65,000

$65,000

Office Coordinator 1

$35,000

$35,000

$35,000

Office Coordinator 2

$35,000

$35,000

$35,000

Enrollment Assister 1

In-Kind

In-Kind

In-Kind

Enrollment Assister 2

In-Kind

In-Kind

In-Kind

6

6

6

$210,000

$210,000

$210,000

Total Personnel
Total Payroll
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··

Enrollment Assister (2)—Assists clients with determining healthcare insurance eligibility and enrollment. At least one enrollment assister should
be bilingual.

Budget
The budget is based on a number of assumptions:
1.

The TWC will raise an additional $250,000 per year in Years 2 and 3, thus
adding DHSP matching funds of $250,000 per year for a total of $750,000 in
revenue in Years 2 and 3.

2.

Taxes and benefits are estimated to cost fifteen and twenty percent, respectively, of salaries.

Budget
Year 1

Year 2

Year 3

$250,000

$750,000

$750,000

$210,000

$210,000

$210,000

$31,500

$31,500

$31,500

Benefits (20%)

$42,000

$42,000

$42,000

Total Salaries and Wages Expense

$283,500

$283,500

$283,500

$2,000

$2,000

$2,000

$0

$0

$0

Utilities

$4,500

$4,500

$4,500

Advertising and Promotion

$1,000

$1,000

$1,000

Office Expenses

$5,000

$5,000

$5,000

$10,000

$2,000

$2,000

Phone and Internet

$4,000

$4,000

$4,000

Legal Fees

$2,500

$2,500

$2,500

Stipends for Accreditation Members

$25,000

$12,500

$12,500

Total Operating Expenses

$54,000

$33,500

$33,500

Total Expenses

$337,500

$317,000

$317,000

Net Surplus

($87,500)

$433,000

$433,000

–35%

58%

58%

Funding
Expenses
Salaries
Taxes (15%)

Depreciation
Leased Building

Furniture and Equipment

Net Surplus/Funding
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3.

There will be no cost for renting the TWC building because a no-cost, vacant,
County-owned space will be utilized.

4.

There will be a total of five accreditation team members who will each receive
a $5,000 stipend in the first year to develop standards; and a $2,500 stipend
in Years 2 and 3 to monitor the implementation of standards.*

5.

The matching funds made available in Phase Two and Phase Three will be
applied to the demonstration projects and diffusions standards via a DHSP
RFP process.

6.

There is no fiscal sponsor. If there were to be one, it is estimated that they
would cost $25,000 for the first year; and $75,000 per year for Years 2 and 3
(10% of the TWC’s total revenue).

* $5,000 should be the minimum amount for stipends. Additional funds may be called for given the amount of work that may be involved.
Implementation Plan

48

Citations
1

National Center for Transgender Equality. (2009).
Transgender Terminology. Retrieved from transequality.
org/Resources/NCTE_TransTerminology.pdf.

2

World Health Organization. (1946, June 19-22).
Preamble to the Constitution of the World Health
Organization as adopted by the International Health
Conference. Official Records of the World Health
Organization, no. 2, p. 100. Retrieved from www.who.
int/about/definition/en/print.html.

3

4

5

6

Commission on Social Determinants of Health. (2008).
Closing the gap in a generation: Health equity through
action on the social determinants of health. Final report
on social determinants of health. Geneva: World Health
Organization.
Center for HIV Identification, Prevention and Treatment
Services and Center for Strengthening Youth Prevention
Paradigms. (2012). HIV prevention at the structural level:
The role of social determinants of health and HIV.
Los Angeles, CA.
Institute of Medicine. (2011). The Health of Lesbian,
Gay, Bisexual, and Transgender People: Building a
Foundation for Better Understanding. Washington, DC:
The National Academies Press.
Grant, J.M., Mottet, L.A., Tanis, J., Harrison, J.,
Herman, J.L., Keisling, M. (2011). Injustice at Every
Turn: A report of the National Transgender Discrimination
Survey. Washington, DC: National Center for
Transgender Equality and National Gay and Lesbian
Task Force.

7

Hartzell, E., Frazer, M.S., Wertz, K., Davis, M. (2009).
The State of Transgender California: Results from the 2008
California transgender economic health survey.
San Francisco, CA: Transgender Law Center.

8

Kidder D.P., Wolitski R.J., Campsmith M.L,, Nakamura
G.V. (2007). Health status, health care use, medication
use, and medication adherence among homeless and
housed people living with HIV/AIDS. American Journal
of Public Health, 97: 2238-2245.

9

10

Reback, C.J., Fletcher, J.B., Kisler, K.A. (2012)
Associations between HIV sexual risk behavior,
substance use, hormone misuse and housing status
among transgender women. Poster presented at the
International AIDS Conference. Washington, DC.

11

Bockting, W.O., Robinson, B.E., Rosser, B.R.S. (1998).
Transgender HIV prevention: A qualitative needs
assessment. AIDS Care 10, 505-526.

12

Nemoto, T., Operario, D., Keatley, J., Han, L., Soma,
T. (2004). HIV Risk behaviors among male-to-female
transgender persons of color in San Francisco.
American Journal of Public Health, 94(7), 1193-1199.

13

Sugano, E., Nemoto, T., Operario, D. (2006). The
impact of exposure to transphobia on HIV risk behavior
in a sample of transgendered women of color in San
Francisco. AIDS and Behavior, 10(2), 217-225.

14

Clements, K., Willy, W., Kitano, K., Marx, R. (1999).
HIV prevention and health services needs of the
transgender community in San Francisco. International
Journal of Transgenderism, 3(1 and 2).

15

Lombardi, E.L., Wilchins, R.A., Priesing, D., Malouf, D.
(2001). Gender violence: Transgender experiences with
violence and discrimination. Journal of Homosexuality,
42(1), 89-101.

16

Xavier, J.M., Simmons, R. (2000). The Washington
transgender needs assessment survey. Washington, DC:
District of Columbia Government Administration for
HIV & AIDS.

17

Wilson, E. C., Garofalo, R., Harris, R.D., Herrick, A.,
Martinez, M., Martinez, J., Belzer, M., The Transgender
Advisory Committee and the Adolescent Medicine
Trials Network for HIV/AIDS Interventions. (2009).
Transgender female youth and sex work: HIV risk and a
comparison of life factors related to engagement in sex
work. AIDS Behavior 13, 902-913.

18

Singer M. (2010). Pathogen-pathogen interaction: A
syndemic model of complex biosocial processes in
disease. Virulence. 1(1):10–18.

National AIDS Housing Coalition (2005). Housing
and HIV/AIDS: National Housing Summit Policy Paper.
Washington, DC: National AIDS Housing Coalition.

Getting to Wellness: A Roadmap for Improving the Health of Transgender Individuals in Los Angeles County

49

19

Singer M.C., Erickson, P.I., Badiane L., Diaz R., Ortiz
D., Abraham, T, Nicolaysen, A.M. (2006). Syndemics,
sex and the city: Understanding sexually transmitted
diseases in social and cultural contest. Journal of Social
Science and Medicine, 63:2010–2021.

20 Brennan, J., Kuhns, L.M., Johnson, A.K., Belzer, M.,
Wilson, E.C., Garofalo, R., the Adolescent Medicine
Trials Network for HIV/AIDS Interventions. (2012).
American Journal of Public Health, 102(9), 1751-1757.
21

Galvan, F., Bazargan, M. (2012). Interactions of Latina
transgender women with law enforcement. Los Angeles,
CA: Bienestar Human Services, Inc.

22

Emmer, P., Lowe, A., Marshall, R.B. (2011). This is a
prison, glitter is not allowed: Experiences of trans and
gender variant people in Pennsylvania’s prison systems.
Philadelphia, PA: Hearts on a Wire Collective.

23

Jenness, V., Maxson, C., Matsuda, K., Sumner, J.M.
(2007). Violence in California correctional facilities: An
empirical examination of sexual assault. Irvine, CA:
Center for Evidence-Based Corrections, Department of
Criminology, Law and Society, University of California,
Irvine.

24 Mogul, J.L., Ritchies, A. J., Whitlock, K. (2011). Queer
injustice: The criminalization of LGBT people in the
United States. Boston, MA: Beacon Press.
25

29 Wilson, E.C., Iverson, E., Garofalo, R., Belzer, M.
(2012). Parental support and condom use among
transgender female youth. Journal of the Association of
Nurses in AIDS Care, 23(4), 306-317.
30

Grossman, A.H., D’Augelli, A.R., (2006). Transgender
youth: Invisible and vulnerable. Journal of
Homosexuality, 51(1), 111-128.

31

Reback, C.J., Lombardi, E.L., Simon, P.A., Frye, D.M.
(2005). HIV seroprevalence and risk behaviors
among transgendered women who exchange sex
in comparison with those who do not. Journal of
Psychology and Human Sexuality, 17(1/2), 5-22.

32

Division of HIV and STD Programs, Los Angeles
County Department of Health, HIV Care and Treatment
Service Utilization: 2011 Year End Report, March 2013.

33

Healthy People 2020. (2010). Transgender health
factsheet. Washington, DC: U.S. Department of Health
and Human Services. Retrieved from www.lgbttobacco.
org/files/TransgenderHealthFact.pdf.

34

Nemoto, T., Operario, D., Keatley, J. (2005). Health
and social services for male-to-female transgender
persons of color in San Francisco. International Journal
of Transgenderism, 8(2/3), 5-19.

35

Singer, T.B., Cochran, M., Adamec, R. (1997). Final
report by the transgender health action coalition (THAC)
to the Philadelphia Foundation Legacy Fund (for
the) Needs Assessment Survey Project (A.K.A the
Delaware Valley Transgender Survey). Philadelphia, PA:
Transgender Health Action Coalition.

36

Kenagy, G., Bostwick, W. (2001). Health and social
service needs of transgendered people in Chicago. Chicago,
IL: Jane Addams College of Social Work, University of
Illinois at Chicago.

37

Clements-Nolle, K., Marx, R., Guzman, R., Katz, M.
(2001). HIV prevalence, risk behaviors, health care
use, and mental health status of transgender persons:
Implications for public health intervention. American
Journal of Public Health, 91(6), 915-921.

38

Nemoto, T., Keatley, J., Operario, D., Soma, T. (2002).
Psychosocial factors affecting HIV risk behaviors among
male to female transgenders in San Francisco. Poster
session at the International AIDS Conference,
Barcelona, Spain.

Binswanger, B., Stern, M.F., Deyo, R.A., Heagerty, P.J.,
Cheadle, A., Elmore, J.G., Koepsell, T.D. (2007). Release
from prison—A high risk death for former inmates.
New England Journal of Medicine 356(2), 157-165.

26 Husted, C. (2013). Los Angeles County Five-Year
Comprehensive HIV Plan (2013-2017). Los Angeles,
CA: Division of HIV and STD Programs, Los Angeles
County Department of Public Health, the Los Angeles
County Commission on HIV, and the Los Angeles
County HIV Prevention Planning Committee.
27

Bingham, T., Carlos-Henderson, J. (2013) Los Angeles
County Transgender Population Estimates 2012. Los
Angeles, CA: Division of HIV and STD Programs,
Los Angeles County Department of Public Health.

28

Reback, C.J., Simon, P.A., Bemis, C.C., Gaston, B.
(2001). The Los Angeles Transgender Health Study:
Community Report. Los Angeles, CA.

Getting to Wellness: A Roadmap for Improving the Health of Transgender Individuals in Los Angeles County

50

39

Reback, C.J., Shoptaw, S., Downing, M.J. (2012).
Prevention case management improves socioeconomic
standing and reduces symptoms of psychological and
emotional distress among transgender women. AIDS
Care 24(9), 1136-1144.

40 Cochran, B. N., Stewart, A. J., Ginzler, J. A., Cauce,
A. M. (2002). Challenges faced by homeless sexual
minorities: Comparison of gay, lesbian, bisexual
and transgender homeless adolescents with their
heterosexual counterparts. American Journal of Public
Health, 92, 773-777.
41

Wolitski, R., Kidder, D., Fenton, K. (2007). HIV,
homelessness, and public health: Critical issues and a
call for increased action. AIDS and Behavior, 11, 167-171.

42 Patient Protection and Affordable Care Act, Pub. L.
No. 111-148, §2702, 124 Stat. 119, 318-319 (2010).
43

45

46 People Assisting The Homeless (PATH) www.epath.
org/site/main.html
47

Magnolia Place Family Center and Community Initiative
www.magnoliaplacela.org/

48 Homeboy Industries www.homeboyindustries.org
49 Chicago House: www.chicagohouse.org
50

www.enterprisingnonprofits.ca/
about_social_enterprise/definitions

51

www.housingworks.org

52

www.risingsunenergy.org

53

Transgender Economic Empowerment Initiative; a
collaborative program of the SF LGBT Community
Center, the SF Transgender Empowerment, Advocacy
and Mentorship Program, and the Transgender Law
Center www.teeisf.org

54

Transgender Economic Empowerment Project of the
Los Angeles Gay and Lesbian Center;
www.lagaycenter.com

Office of National AIDS Policy. (2010). National HIV/
AIDS Strategy for the United States. Washington, DC:
The White House Office of National AIDS Policy.

44 Pérez, M.J. (2012, May). Los Angeles County’s HIV
Epidemic: Current State and Future Directions. Presented
at the UCLA Fielding School of Public Health;
Epidemiology 227: AIDS, A Major Public Health
Challenge Course, Los Angeles, CA.

Transgender Law Center. transgenderlawcenter.org/
archives/4273

Getting to Wellness: A Roadmap for Improving the Health of Transgender Individuals in Los Angeles County

51

