Community Planning Group
Planning Priorities Committee
Meeting Minutes
Monday, August 24" 2009
1:00 - 3:00 p.m.
The Office of HIV Planning, 340 N. 12" Street, Suite 203, Philadelphia, PA 19107

Present: Rick Feely

Excused: David Acosta, Marné Castillo (Co-Chair), Tony Daniel (Co-Chair)
Absent: Suk Gu Lee, Ameenah McCann

Guest: Dr. Kathleen Brady

Staff: Joseph Ellis, Michael Milsop

Call to Order
R. Feely called the meeting to order at 1:15 pm.

Approval of Agenda
After taking a moment to review the agenda, the group approved the document by
general consensus.

Approval of Minutes (July 20", 2009)

The group spent some time reviewing the minutes from their last meeting. However, R.
Feely could not approve the document since he had not been in attendance at the last
meeting.

Report of Staff
None

Report of Co-Chair
None

Discussion ltems:

e Application Update

M. Milsop reported on two elements from the CDC’s new application guidance.
Primarily, he told the group that jurisdictions could apply for supplemental funding for
the current contract by September 1%, He explained that the CDC had uncovered some
additional funding for prevention initiatives; however, he noted that many jurisdictions
would be applying for the money.

Additionally, M. Milsop informed the group that CDC was advising jurisdictions to add
the sexual partners of PLWHA and IDUs to their prevention plans so that any additional
funding could be directed towards services for them. They had not yet mandated that the



populations be prioritized, he explained, because doing so would necessitate a
restructuring of the prevention system since contracts were already out. R. Feely asked
whether he could recommend adding the populations to the next update of the prevention
plan. M. Milsop replied that he could bring the matter to the CPG as a recommendation
from the PPC. K. Brady said that she would check to see whether the Surveillance Unit
had data on the sexual partners of PLWHA and IDUs. R. Feely noted that PCRS could
also be a potential source for the data.

M. Milsop directed the group’s attention to the developing list of prioritized populations,
which the PPC had worked on at their last meeting. He told K. Brady that the group had
not been able to make any determinations about Heterosexuals because the
epidemiological update given by M. Eberhart at the May CPG meeting had lacked
specifics on the population. K. Brady said that she would collect information on
Heterosexual populations and forward it to the PPC. She then gave her support to the
prioritization decisions the committee had already made.

e Trans Population Discussion

R. Feely took a moment to review the handouts he had provided for the meeting. He
informed the group that Physical and Emotional Health Needs of Transgender
Individuals in Philadelphia: Summary of Key Findings was only in draft form, stressing
that it should not be distributed beyond the meeting. He said that the report focused on
the overall health of Transgender individuals and that information pertaining to
HIV/AIDS was only in one section of the document.

Continuing, he said that TIP Data was simply a breakdown of the program’s HIV
positive clients from the past year and a half. He noted that the data in the first section
had come from CRCS while that in the second section had resulted from an HE/RR
survey. K. Brady asked how the document defined Ryan White services, since it noted
that some individuals were “in RW.” R. Feely replied that “in RW” referred to medical
care and case management, adding that the case worker at TIP had supplied all the data
on positive clients. K. Brady asked whether those outside of Ryan White services had
received care through other means. In response, R. Feely said that he believed care in
general had been interpreted as Ryan White services.

R. Feely told the group that he had collected the information in Compilation of Trans
Data from Various Sources over the course of a few years. He felt that the quote “What
matters more than HIV is how you look” was very indicative of what put Transgender
populations at such high risk for HIV. He explained that, because Transgender
populations tended to highly prioritize the ability to inject hormones, it was important for
them to have access to clean needles.

Before reporting the data that she had brought with her, K. Brady noted that the CDC had
not been collecting data on Trans populations for surveillance purposes and that the
Surveillance Department’s new reporting system did not have much information on the
population either because it had only become operational in July. Additionally, she said
that the first cases entered into the database had come from the previous case report form,



which did not include questions about Transgender status. She told the group that the
only way for those earlier cases to enter the system would be if they progressed from HIV
to AIDS. However, she noted that, because the system would continue to collect data on
Trans populations moving forward, more and better data would be available in the future.
In response to a question by R. Feely, K. Brady said that individuals who had had their
surveillance data collected through medical records were identified as MtF or FtM Trans
under sex. Those who had their information collected through surveys, she continued,
were asked what their sex was at birth and their current gender, noting that the variables
were compared to ensure that there were no discrepancies. However, she reported that
there had been very few Trans-related questions in the last IDU survey. She also said
that very few Trans individuals had responded to the MSM survey, approximately two or
three out of five hundred.

K. Brady informed the group that the Surveillance Department was about to conduct
another IDU survey. She said that, since the survey was not venue-based, the department
had to get seeds to take it. She noted that a hormone-injecting Trans individual would be
an ideal candidate to take the survey. R. Feely replied that there were not many Trans
individuals injecting drugs, only hormones. He added that, according to data from
STARR (Strengthening Trans Adolescents’ Risk Reduction), crack use was most
prevalent among Trans individuals with substance abuse issues.

K. Brady provided the group with some data on Trans populations from counseling and
testing services. She said that her data was only from the first nine months of 2008;
however, she noted that the forthcoming Trans population Workgroup meeting would
provide more information. She reported that, out of the 41,000 performed tests that
included a gender variable, 89 individuals had reported being Trans. She clarified that 54
respondents had been MtF Trans while the remaining 35 were FtM. She informed the
group that all 89 of the individuals had tested negative for HIV. According to 2007 data
from the Ryan White Care System, she continued, only 69 individuals had been reported
as Trans out of the EMA-wide total of 9,557 clients. She said that quality of care
indicators had been the same for Trans populations as it was for all others. In closing, K.
Brady reported that the Client Services Unit had tracked gender for all intakes in 2008,
with a result of 27 Trans individuals (all MtF) out of 2,106 total intakes.

R. Feely informed the group that many Trans individuals would not take confirmatory
tests after receiving positive results from a rapid test because they did not wish to
disclose their names. K. Brady replied that individuals from other populations often
would not take confirmatory tests as well for the same reason. However, she said that the
ISU made a graph of preliminary positives who did not take a confirmatory test, which
she said she would obtain so that the group could make a better determination about the
matter. R. Feely also noted that many FtM individuals would not disclose that they were
Trans on their testing forms, even in Trans-friendly locations such as TIP. K. Brady
replied that it was sometimes difficult to get good data when relying on self disclosure.
However, she pointed out that some providers might track sex at birth or make
determinations about clients based on appearances.



M. Milsop reminded the PPC that, up to that point, they had been basing their population
prioritization decisions on hard data. Since there was not a significant amount of hard
data for Trans populations, he said that the group could either make an educated guess
using the available data or reevaluate the population after more information became
available. K. Brady stated that, following the available data, the Trans population in
Philadelphia was likely small, both in general and compared to other jurisdictions.
However, she noted that risk-levels among the population were certainly high. M.
Milsop asked K. Brady whether she felt that the available data on Trans populations was
sufficient for the group to make a prioritization decision. K. Brady responded positively;
however, she warned against using the University of California data unless it was
representative of the entire nation and not just San Francisco. Using the available data,
R. Feely determined that African American, MtF Trans who were under the age of 40
were the most at-risk among the population. He noted that receptive sex with men and
the injection of silicone and hormones were the behaviors that most put the population at-
risk. Lastly, he listed the secondary factors that increased the risk of HIV infection
among Trans populations, namely, homelessness, lack of education, substance abuse,
mental health issues, poverty, lack of insurance or access to medical care, sex work, and
violence. M. Milsop noted that the PPC had already included all of the mentioned
secondary factors in their list of cofactors for general populations.

As the discussion came to a close, the group noted that more information on Trans
populations would soon become available. R. Feely stated that data on the population
would come from the Prison Health Survey and from STARR. K. Brady told the group
that, in preparation for the Trans Workgroup Meeting, she would breakdown available
data by different categories, such as age and race.

Old Business
None

New Business
None

Review/Next Steps
The committee took a moment to review their decisions and next steps:

e R. Feely recommended that the partners of PLWHA and IDUs be added as priority
populations to the next update of the prevention plan in order to follow the recent
updates to the CDC’s application guidelines.

e K. Brady will provide additional epidemiological information on Heterosexual
populations in time for the next PPC meeting.

e After reviewing the data on Trans populations provided by R. Feely, the group
determined that African American MtF under the age of 40 would be the targeted
subset of the population.

Announcements
None



Adjournment
The meeting was adjourned by general consensus at 2:31 pm.

Respectfully Submitted,

Joseph Ellis, Staff

Handouts Distributed at the Meeting:

Meeting Agenda

Meeting Minutes (July 20", 2009)

Physical and Emotional Health Needs of Transgender Individuals in Philadelphia:
Summary of Key Findings (Draft)

TIP Data

Compilation of Trans Data from Various Sources

Transgender Needs Assessment Summary (2005 Philadelphia Prevention Plan)
Center of Excellence for Transgender HIV Prevention

OHP Meeting Calendar



COMMUNITY PLANNING GROUP (CPG)

Planning Priorities Committee
Meeting Agenda
Monday, August 24", 2009
1:00 —3:00 p.m.
The Office of HIV Planning, 340 N. 12" Street, Suite 203, Philadelphia

Call to Order/Introductions
Approval of Agenda
Approval of Minutes
Report of Staff
Report of Co-Chairs
Discussion Items:

e Application Update

e TransPopulation Discussion

Old Business
New Business
Announcements

Adjournment

Please contact the office at least 5 daysin advance if you require special assistance

The next meeting of the Planning Priorities Committee is Monday, September 21%, 1:00 — 3:00 pm.
The Office of HIV Planning, 340 N. 12" Street, Suite 203, Philadelphia
Please refer to the Office of HIV Planning’ s attached Calendar of Events or its website, www.hivphilly.org,

for updated committee meeting information.



Community Planning Group
Planning Priorities Committee
Meeting Minutes
Monday, July 20", 2009
1:00—3:00 p.m.
The Office of HIV Planning, 340 N. 12" Street, Suite 203, Philadelphia, PA 19107

Present: Marné Castillo (Co-Chair), Tony Daniel (Co-Chair)
Excused: David Acosta, Rick Feely

Absent: Suk Gu Lee, Ameenah McCann

Staff: Joseph Ellis, Michael Milsop

Call to Order
M. Castillo called the meeting to order at 1:10 pm.

Approval of Agenda
After taking a moment to review the agenda, the members of the PPC approved the
document by general consensus.

Approval of Minutes (June 15", 2009)
The group spent some time reviewing the minutes from their last meeting. Afterward,
they approved the document by general consensus.

Report of Staff

M. Milsop reported that he had spoken with Sam Cutler, the Co-Chair of SAMHSA’s
Epidemiological Committee and the manager of the Office of Addiction Services, about
the issue of whether to change the language in the next prevention plan from IDUs to
SIPs (Sharing Injection Paraphernalia), as had been discussed at the last meeting. He
reiterated that the reasoning behind the proposed language change was to clarify that it
was the sharing of needles and not drug use per se that put an individual at greater risk for
infection. He said that S. Cutler had been completely supportive of the proposal and
encouraged the committee to change the language, as other jurisdictions had already
done. He told the group that S. Cutler had even suggested changing the term to SIIPs
(Sharing Infected Injection Paraphernalia) for complete clarity. M. Castillo felt that the
matter should be brought to the CPG in order to allow for a fuller discussion on the
matter. The rest of the group agreed.

M. Milsop also gave the committee an update on the prioritization process. He said that
the Literature & Education Committee would soon bring their factors for reviewing
interventions to the CPG for approval. Shortly thereafter, he continued, the PPC would
bring its cofactors for general populations and draft list of prioritized populations to the
CPG for approval. He also said that, in a future work session, the CPG would weigh the
factors for prioritizing the target populations. However, he noted that the next step for



the CPG was making a decision on concurrence even though the CDC had yet to release
the application for continuation of the prevention grant.

Report of Co-Chair

M. Castillo reported that, since the group’s last meeting, M. Ross-Russell had mapped the
census data on poverty, as previously discussed. M. Milsop agreed and noted that the
map had been included in the meeting handouts.

Discussion Items:

e Populations Discussion — Epi Data Review

M. Milsop reminded the committee that, during their last discussion on prioritization,
they had decided to organize their list primarily by gender (male, female, and
Transgender) so as to include the entire population. He then directed their attention to the
epidemiological data contained in the handouts, noting that the group would use the
information to further develop their prioritizations. Additionally, he informed the group
that, following a directive from the CDC’s Advancing HIV Prevention initiative,
PLWHA would have to be prioritized first. He suggested using the data on concurrent
HIV/AIDS to more specifically prioritize within the population.

As the group started to draft their list, M. Milsop pointed out that there was no data on
Trans populations in the epidemiological data, which he said would make it difficult to
prioritize the population. T. Daniel asked whether *Trans’ should be further broken down
into ‘MtF’ and ‘FtM” in the uppermost section of the prioritization list. However, M.
Castillo reported that, when the group had started to draft the list, R. Feely had felt that
such specificity was unnecessary at that level of the prioritization.

Having listed PLWHA as their first priority, M. Castillo asked the group whether they
wanted to use risk group categories, race, or age as the next level of delineation for their
priorities. T. Daniel felt that risk group categories should be the next level of
prioritization because most interventions were structured around changing behaviors. M.
Castillo agreed. However, she then asked whether the process required the CPG to weigh
the various sources of data for prioritization before the PPC further developed their draft
prioritization list. M. Milsop replied that it was not necessary for the group to wait for
the factors to be weighted before developing the draft list further. Additionally, he
pointed out that waiting for the factors to be weighted could delay the process and be
detrimental to the development of the plan. He also noted that the epidemiological data
contained in the handouts made some fairly clear indications of populations that should
be targeted. The rest of the group agreed and continued with the discussion.

T. Daniel suggested using race as the next level below risk groups in the draft
prioritization list. He then informed the group that new data was showing that many
African American MSM across the nation were starting to identify as Transgender. He
said that he had seen evidence of the new trend in Philadelphia as well and, therefore,
wondered whether the group should plan their prioritization accordingly. M. Castillo
replied that the PPC still had sufficient time to make any changes in their listing if they
received any new data.



Using the information contained in the selected slides from the Epidemiological Update

presentation, the group produced the following draft prioritization list:

Men Women Trans
PLWHA PLWHA PLWHA

IDUs (SIPs) African Americans

& Latinos

25 years +
MSM African Americans

& Latinos 14 — 64;

Caucasians 25 — 64
Heterosexuals (?)

As the conversation was brought to a close, the PPC noted that they would require
additional data on heterosexual men and women, female IDUs, and Transgender
populations in general. T. Daniel requested that the OHP forward any information it
received in the interim to the members of the PPC so that it could be reviewed before the
next meeting.

e Next Meeting Date

The group suggested coordinating their next meeting with R. Feely’s availability so that

he would be able to provide some information on Trans populations. J. Ellis said that he
would contact R. Feely and report to the rest of the members when a time was scheduled.

Old Business
None

New Business
None

Review/Next Steps
The committee took a moment to review their decisions and next steps:

e The committee determined a method for organizing their draft listing of prioritized
populations.

e Using the method, the group nearly completed their prioritization of male populations

e The committee will request further epidemiological data on heterosexual men, IDU
and Heterosexual women, and all Trans populations in order to continue their
prioritization process.

Announcements
None




Adjournment
The meeting was adjourned by general consensus at 1:54 pm.

Respectfully Submitted,

Joseph Ellis, Staff

Handouts Distributed at the M eeting:

Meeting Agenda

Meeting Minutes (June 15", 2009)

Data Sources for Target Population Factors (excerpt from the AED Guidelines)
Selected Slides from the Epidemiological Update Presentation

Mapping of Census Poverty Data

OHP Meeting Calendar
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Background
The impetus for this project started in September of 2007, when members of the HIV research
division of Philadelphia Health Management Corporation (PHMC) convened a meeting with
members of transgender communities and stakeholders invested in improving the health
conditions of transgender Philadelphian’s. The purpose was to discuss how PHMC might best
be able to use the Commonwealth Universal Research Enhancement (CURE) Program funds
we were applying for to benefit transgender communities in Philadelphia. The decision made by
this transgender health working group was to complete an updated needs assessment for
transgender communities in the metropolitan Philadelphia area.

The last comprehensive needs assessment conducted on transgend
place in the mid 1990’s, so it was the sentiment of the working gro

adelphian’s took
was time to get an

acknowledged that The Office of HIV Planning released a repgrt revention and
care needs that included a section on the transgender pop
assessment would include a broader picture of the expeti nities by

focusing on health issues beyond HIV, such as other iti health,
experiences with discrimination, resiliencies, and e ' dical providers to name a
few.

The specific aims of the needs assessment were:

(1) Gain an understanding of transge
health care seeking, quality of relati roviders, experiences with
medical and behavioral health servicgis, e on trans and non-trans
related healthcare seekingmexperience employment seeking and identification of
resiliencies;

mendations, based on the data collected to influence policy
ervice provision for transgender populations.

In ore ivesywe collected qualitative data using focus groups, and
jne and self-administered survey.

Male ages18-24, Mdle to Female and Female to Male ages 25+, and one group for Gender
Variant persons ages 18+. All of these groups were conducted in a location well known to the
target population located in Center City Philadelphia. Recruitment methods for these focus
groups included fliers that were distributed at community-based organizations and given to
social and support groups that served transgender communities. In addition, a smaller index
sized card was made and distributed to potential participants during the Trans Health
Conference via a peer outreach effort. Lastly, outreach for the groups were conducted during
the Prevention Summit in June 2008.



Focus group participant demographics

Table 1: Participant demographics

Race/Ethnicity
African American/Black

White/European
Asian/API
Mixed Race/Other

wNNBIS

Age
18-24
25-39
40+

[EE
I—‘N©

Employment Status
Full time

Part time

Student
Unemployed

1

N

4
1
5

Table 2: Identity and Sexual

Orientatio

Gender Identity *
Transgender
Transsexual
Female

Male

Gender Queer
Other*

n
16
4
3

Other Identity*
Male to Female

Female to Male
Gender Queg

Bisexual
Lesbian
Other®

* Could choose more than one option.

! Gender options written in the provided space were: transman, FTM, man, androgyne, gender variant, trans, and
FtX.

2 Participants were asked “Do you identify with any of the following identities?”. Included in the “other” category
were: transman, FTM, man, person of transgender experience, androgyne, and gender variant.

% Sexual orientation options written in the provided space were: queer, attracted mainly to women and MSM. Several
participants checked this category, but did not provide a written response.



To solicit information from the participants, a semi-structured interview guide was used. This
guide was developed with input from the transgender health working group. Each focus group
was co-facilitated by the project’s principal investigator and a peer facilitator with the same
gender identity as the group they facilitated (ex: MTF groups were co-facilitated by a MTF
transwoman).

itators to health
s with the behavioral
d resiliency factors
ience as a result

This section contains experiences with health care providers, barriers an
care access, sources participants use to get health information, experi
health system, experiences with discrimination via various mechani
that help these participants mitigate the impact of the distress th
of transphobia among other psychosocial oppressive forces.

Health Care Access
Participants shared various experiences with the level ss they
have experienced here in the city of Philadelphia. [ cilitators to accessing

care were discussed and the need for more access [

Barriers

Some of the barriers participants reportec ; ' es such as not being able
to go to a specific provider who is known t@ i ealth care, because that
provider isn’t in that patients insurance net C urance coverage was a barrier

for several participants, and for
: : with. Barriers to specific transition-related
procedures were also disg \ p-standard access to services desired.

of the surgeons who kind of advertise themselves as providing
trans se C private practice and so if youre getting anything covered through
insurance, it’s breast reduction or reconstruction — to me it can be tricky to find a
provider throdgh your health insurance to do that. FTM 25+ group

My insurance, | found out, covers everything, but they have an unusually high deductible
for everything. Like if I just wanted to see a therapist they wouldn't cover it until | finished
like 500 bucks in therapy. And that makes no sense. But apparently that’s what they
have and they have certain limits to surgery as well. Like | can get the surgery, but if it’s
more expensive than x amount of dollars then everything else will be out of pocket. FTM
18-24 group



One participant shared her frustration with the process that one needs to undergo to
start hormone replacement therapy and how this process turns certain segments of the
trans population away from seeking hormones in a medical setting:

| think they should be able to do your lab work and stuff, but | don't think the
psychological part | just dont really see that at all. | really don't really see that at all
because like no one on this earth can determine what you are but yourself. If you're
telling me that | am not fit to take hormones | am going to get them off the street. So, the
blood work and stuff is fine to see if the hormones is capable with our bodies and stuff

coming in there because that pushes them away.
MTF Group 18-24

Another participant talked about their frustration with the proces
for hormone replacement therapy:

I know with my insurance — my insurance plan won
[therapy] X number of weeks or months and my di
have whatever ridiculous GID or whatever they cal they used GID — they
called it transsexualism or something like that. But |
what | know | need. And | know I'm not mentally ill abo
Gender Variant 18+ group

Not presenting with a clearly defined male 7 ion also serves as

a barrier for those who don'’t prefer a binar

ere’s titution] which provides hormones, but
there’s shade abo [ i pn't have a neat FTM or MTF trajectory

with an easy stogfito ple accessing black and gray market
hormones becé [ i at. Myself included. Gender Variant
group 18+

if one knows the steps to take. However, a barrier
; if the individual doesn’t have access to the
ch as their social security card or birth certificate.
ence difficulties navigating the process of applying because
e gender on their documentation versus their gender

s hard is if you’re one of them girls that don't have a family behind you
and your birth certificate and your ID and stuff is lost and you don't have nothing to get
that stuff with.... That’s the only reason why it gets hard, especially if youre a trans girl
and your name is Richard and your girl name is Olivia and want them to understand that
birth certificate and you have no documentation at all-that’s when it becomes really hard.
MTF Group 18-24

Another participant in this group shared her experience of being embarrassed in the waiting
room when applying for public insurance based on her gender status and how she coped with

this issue to get her needs met:



..it’s just that some people going to the welfare office and get a form and stand there and fill it out.
I've done it as a transsexual and they called me by my boy name and you know what, | was
embarrassed that they called me by my boy name, but | sat there and waited there for like 3
minutes and then went up and asked, “did you call such and such?”It’s just that easy. Like you
want to have to want it for yourself, if you don't want it for yourself you are not going to get it. MTF
Group 18-24

The issue of confidentiality when it comes to health information was discussed as a barrier at
times to accessing comprehensive health care at one place, which led at | one participant to
split her care. While the statement below captures this one participants’ s, it reflected the
general sentiment of others in this particular group. This discussion pj
younger MTF group:

| would feel [more] comfortable going to an outside clinic th
people that work there and everybody knows somebody
I'm going to hear that everybody knows what’s going
to [name of institution] for my hormone treatment al
18-24 group

| one day com ith something,
my personal life, s

Facilitators
Participants talked about a variety of thing them to health care, including

Another participag he learned to get her medical needs met through the public
health centg gare until obtaining insurance:

es through them and then try to get your stuff set just with that
as your name, and your date of birth. So, it’s a step. MTF 18-24

A theme that aro? two of the focus groups was participants’ desire to see more access
points for transgender related health care. They felt that there was too much reliance on Center
City and that not all transgender persons want to go there. In addition, some participants who
identify as heterosexual didn’t necessarily want to have to go to an LGBT identified health
center to receive their care. Overall, the sentiment was that increasing the number of places
one can choose to go for trans related care would likely lead to more people accessing care:

Or even just acknowledge that there are — | mean there are other trans-friendly doctors in
the city. That the funding shouldnt be centered around one center in all of Philadelphia.
Cuz even with just the location — you know, people have to travel just to do that.
Everyone doesn't go downtown ... FTM 25+ group



I mean, there are other places that if funding was provided could expand their services to
the trans community and not just be centrally located in one organization. FTM 25+ group

| think we need more than one clinic that advertises services for trans people in the city of
Philadelphia. I think that [name of organization] — that that name keeps coming up as the
only place to go — is ridiculous. And there have been some recent events at [name of
organization] — | feel like if there were competition for them, those things wouldn't have
happened because they would be held to a higher standard. FTM group 18-24

| think if there was more offices than that one, there would be more res the
transgender community. More girls would be like okay instead of goi ross the city, |
can go two blocks down the street or around the corner. A secon irdary office
somewhere else (inaudible). That’s my suggestion. Some type for another

building in the city. MTF 18-24 group

[1] love [name of institution] and | go there for a lot of thi
like dealing with my genitals or my hormones | would
because | wouldnt feel-first of all | wouldn't go to
problem because | don't feel like | fall into that lif
everything. But, if it’s like real specific things with
comfortable there, but beyond that | have to go to an C. MTF 18-24 group

Experiences with Healthcare P
A portion of the focus groups explored the & ipants ave had with service
providers, including support staff W|th|n med
attributes they found appealingg ade them comfortable accessing services.
Others shared experience SEX provider and other negative and traumatic

experiences with provide i ambivalence about engaging with providers

anged, | had got into a little accident and | had to go to the
Gtitution]. The only problem that | had with the doctors and stuff

S r. (Name) and | didn't like that at all...... and | told them like | don't
want to be'e 8sed as that. | don't care what my medical records say, it’s not how |
want to be ad@fessed and they did not respect that at all.... MTF 18-24 group

| had a totally different experience my first time at [name of institution]. | went there for a
physical for a school that | was attending. The form was fine — it was a little big leaning
towards oh, pick one, like pick the box. But they were calling me by my birth name and |
was like this is the [name of institution], it’s supposed to be inclusive and make me feel
comfortable, and it was terrible, you know, | was shocked. Gender variant group 18+

| had an experience a year ago where | was sexually assaulted by a doctor when | attempted to
access emergency care — that wasn't in Philadelphia, but that’s really discouraged me from going



to an ER in Philly. Especially since there’s no guarantees — even at [name of institution] where
you call and they say “Oh, we have trans-competent social workers” — you never really know what
that means. FTM 25+ group

One participant talked about his uncomfortable experience at a particular hospital when going in
to get treated for a toothache. He felt that he was more of a spectacle given the procedures
they wanted to go through, which he felt were inappropriate for the presenting problem:

Yeah, | went to [name of institution]. And | went in there for a toothache.
the doctors in there tried to get me to put on a gown. After they sent pr 5 people to
come in and ask me questions. You know they re looking at me, tryi give me a body
exam, and I'm like “My tooth hurts | don't need to wear a gown — you dont

have to give me a full body exam, | dont have to lay down.” Bu ey were just

bout 3 of

somebody else in to ask me questions, try to get me to p
“Just give me some pain medicine so | can leave” — it
hours of that. FTM 25+ group

Participants also had some negative perceptions of
treat transgender patients with dignity and respect. Th rscored by perceptions some
have of these health centers and others by actual experi hey encountered. However,
while some had negative experiences withdhis system, the the time to educate the staff
there, so their needs could be met. The i egarding services at city run
centers took place in the younger MTF gra

nters and their ability to

It’s run by the City so you just have your &

as to be open and running
because it’s run by the cj

ey gotta treat you nice. Like they don't

IS, or you're mainstream — they don' treat
 for STD testing and stuff like that — so if
elf-identify out of the mainstream, you

the people that co
you are out of thg

ng to be open-minded to whether youre trans or not. You can explain it
want, but they don't want to hear it. You are still a man to them. And

ive experience. MTF 18-24 group
Like, specially®hese health centers. | go to the one on [location of health center] Like | guess |
was their first transgender, so | opened up a new world for them-they had no clue about Estrofem

or anything. | had to sit there and like explain myself. So, I think like educating them health care
centers and these hospitals would help with the situation. MTF 18-24 group

One young trans woman talked about the coping strategy she uses to combat
discrimination when seeking care at the city run health center she has attended:

You know why | dont think | go through some of this stuff because | dont have time to be
judged because | am sick and stuff like that so | dont have time to go through all that so |
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fake and lie till | get back there. Il act like I'm a biological woman and when it’s time for
the doctors to see me that’s when | tell them | am a transsexual and this is what it is and
how it’s going to be. | am already back there, you got to see me now. FTM 18-24 group

Positive experiences with providers
Participants shared their experiences with health care providers that were positive for
them and some of the attributes of those providers they liked. The use of language
came up as an important factor in comfort with care, whether it be about labels given to
body parts or about gender identity.

...where | go, they are very trans friendly..... they address you on
your name is not changed. They treat you actually better than thei

treat you except|onally well and the mannerism is very goo work
al human being®
ey give you good a

e was actually at a
program called [name of institution]. They have like re and he asked me like
cause-it had to do with a full body checkup He asked at area you want me to call
thls and he was very like.. .. very sensj doctor like that ever. So,

| think the reason [name of institution] tf
where | can feel completely at ease is jus
out all the forms that you h i

only Healthcare provider
Vent there and | went to fill
go to a new doctor and | got to the
eeny miny mo game. And | was very
and they would know what | was talking

: : g e to talk about my body. And knows that | am,
tells me what’s goi . Like: going to be like this. And it’s going to be really fast.”

S lions about who[l am] — and has been able to like continue to see me
at | have kids, and that I'm a biological parent of kids, which is

same group went on to support the idea of language being
care experience:

ary is incredibly important...like any sort of queer-friendly vocabulary
— even the ticking “gqueer” I'm like oh, great, sign me up. 11l be your patient for the
next three yeafs. Gender Variant group 18+

It’s a really general recommendation, but if there was just some sort of expectation that
doctors were going to come in and understand the extent to which gender affects every
single aspect of healthcare from just stupid things like getting a mole checked out at the
[explicative] dermatologist to like actually going and asking questions about hormone
therapy and things like that. It’s a whole missing set of terms. And that’s a real problem.
If it doesnt exist in the language that we re using to treat people then it just doesnt exist
— the treatment doesnt exist. It’s not a specific solution, but it makes a good starting
place. Gender Variant group 18+
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One participant expressed his appreciation for the medical provider he saw for a Colonoscopy
to not bring up gender identity issues that the participant didn’t feel were relevant to the
procedure:

| actually had to have a Colonoscopy a number of years ago, about four years ago, and |
did it through [name of institution] that is no longer — that shut down. Well, there was a
specialist there that | was referred to — | can't remember what they are, the specialists
that work with Colonoscopies — but obviously he knew | was trans and | had a pretty good

Sources of Healthcare Information
One of the areas explored in the focus groups is how particip, i ormation they

somebody. Most of the people that | know that ide
organizations or a social service organization — they

to them for services. FTM 25+ group

| ask my social networks and find out ing. rmation from the
people | know. And at this point | have 3 he’s actually a nurse

ore likely to call someone and get
nething a few weeks ago. Some sort of

8-24 group

portant to people who live in more rural areas where
ces for trans related care. Using the Internet to find resources was
nger FTM focus group.

was broke IIy well. There was health-related information and then basic sort of
life passing SKIIS, like how to tie a tie and whatever and | checked that source like every
day or something — for the first couple months. FTM 18-24 group

| use WebMD.com. It’s a pretty general website but it’s got good information on any sort
of condition or medicine that you want to look up. So | use that every time | get a
prescription, just to see if I'm getting the right thing, or stuff like that. But that’s the only
thing that Ive used. FTM 18-24 group

Another participant shared their thought on the need for a centralized information resource
where trans persons can go to get information they feel is necessary for their transition process:
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Like there are a lot of little aspects, like smaller aspects of transition that kind of get overlooked.
Like, most transwomen need electrolysis. Everybody — most people need to get their name
change, or their documentation changed. Some people need help navigating how to fill out the
forms and use the court system to change your name. And like | don't have money to hire a
lawyer to change my name. And there are places in the city that you can have it done for free —
that will do it for you, that specifically work with trans people.....And | think there need[s] to be
more availability of resources and networking of where to go for these things. Like, who’s not
going to scam you. And treat you like a human being, and stuff like that. FTM 18-24 group

Experiences with the Behavioral Health System
Another area of the focus groups explored the participants’ experi
health system in Philadelphia. Because we didn’t want particip

the behavioral
on the spot about

such a sensitive topic as accessing mental health or chemicalgde endency ent, they were
also encouraged to share experiences of their peers who these
systems. In addition to participants sharing their experi felt
would help improve service provision for transgender
Distressing experiences
Again, this hasn't been my direct experj , ve talked to that theyve
just faced a lot of discrimination or ah i to like recovery houses,
programs, that kind of thing. Whethe if i ecific facility, not
having options around where they want . denied altogether
because staff didnt’ want to deal with thelfig g g a friend who went to a
hospital psych unit cuz he was suicidal angi relevant questions around

what kind of support he 2 > i decause he was trans that he was
: ue when that wasn't at all related to why

out yourself or actually addressmg the trans issue. Because
pne therapist | went to was in the community and you know
guld forget about binding because | was too big or

i going to her as someone who’s supposed to be trans-
me that | shouldnt do certain things. That’s hard. And
find another therapist — 1'd rather be depressed than have to

like their gende€r issues were being taken seriously.
FTM 18-24 group.

In the gender variant group, one of the participants expressed their disappointment in therapists
who may be well versed in sexual orientation issues and may extend this expertise to gender
identity issues, which are not the same and left this participant feeling they were receiving sub
standard care:

If you get this referral for this queer therapist, any sort of queer mental health
professional it’s like, people seem like they’re getting better if theyre on the queer list,
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with the like gay, lesbian, bisexual sexuality issues — but then you bring anything gender
variant related into the mix and then I've just had really, really bad experiences. |ve had
doctors and I'm like “Youre really awesome, we re just never going to talk about gender.”
It’s like the elephant in the room. The gender variant elephant. Gender Variant 18+ group

One participant talked about their experience with mental health providers as one that was quite
frustrating because the providers would keep focusing on their history of abuse as an issue,
when that wasn’t what they wanted to focus on for their treatment:

It’s very hard for me to go anywhere for mental health stuff and for any at I'm talking
to to understand that I’'m not here because I'm gay or because I'm r because I'm
gender variant. Those are not items on this table. It’s impossible te. They just

And | think that’s also the same sort of head butting
Gender Variant 18+ group

Barriers to mental health treatment
The issue of mental health treatment being too costly wa as a barrier in a couple of the
focus groups. Even though some of the wg in the community provide
for some of the
participant’s economic situations. Some fe y and a hard place as far
as treatment options due to both economic Regative experiences with

paying for therapis ery difficult — and the sliding scale —

there might as u said, it comes to “Do | wanna have
dinner, or do | §
FTM 25+ group

8BNS issues are in private practice. So, having something like
and they offer sliding scale — it’s still out of, it’s still not

Y. You have to call them up, leave a message, talk about all your
ey don't call you back and you're like “dammit, now | have to call
another ong d you just have to do that. It’s a very heart-wrenching process. Gender
Variant 25+ group

| did have a friend who wanted to go into a detox program through [name of institution]
and that was really difficult for him, because they could not understand why he’s talking
on the phone, he’s got this low voice, and he goes by this one name but the paperwork
all has this other name. ‘1 dont understand.” And trying to find a place for him to go was
really difficult. And when you¥e in that kind of a crisis situation, where he’s ready to go
now, he needs to have a placement by the end of the day, it’s really not acceptable for
that to be a barrier. Gender Variant 25+ group
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It is worth noting that in the MTF 18-24 group, which was all African American, most participants
shared the belief that mental health counseling was not something they engage in. Rather they
used specific peer and family support (including family of choice), faith in God and/or a reliance

on a higher power to help get them through difficult situations in their lives. More on this can be
found in the resilience section later in this report.

Recommendations for mental health providers and systems
As part of the focus groups, we asked participants what they thought was important for mental
health providers to know or to do so that they were providing culturally competent care to

transgender and non-gender conforming clients:

...whatever I'm coming to you for, my identity is not necessarily wi
That | could be a healthy, full-formed person that just might nee talk to, that

not a

problem.... Gender Variant group 18+

| was thinking it’s kind of the same thing as with the
health providers to assume that | know more abou

go without saying, but it doesnt. Geng

In a utopia, they can come out with so eaIth care providers would

There were also sugge ere directed at the behavioral health system
such as training for s€ at would hopefully improve the level of
service provision provide ng with transgender and non-gender

conforming clients:

pressed lesbians and gay men, regardless of what their sexual
d then they1l probably still leave the thing going “trans people

and gay men.” You know? -- That try to be pitied or despised.
at attitude, theyre probably going to come out with that attitude.

ose kind of things to talk about issues with gender identity and what that
actually is — I think would be helpful. FTM 18-24 group

Having a general program to educate everybody who’s going to provide behavioral health
service, and to establish some sort of a fee structure where a therapist can charge you
these x amount of dollars if he and she has had these many hours of working with trans
people. You know, like somebody charging you a ridiculous amount when they have had
like two hours of trans people — of talking to a trans person for two hours. I’'m not sure
that’s qualified. But if somebody has worked for like 100 hours with somebody then you
can say that you have experience to deal with that issue. FTM 18-24 group
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One participant acknowledged their support for the Department of Behavioral Health’'s
‘community generated recommendations to improve the behavioral health services provided to
LGBT persons in Philadelphia” document that was released in 2007:

| really loved the recommendations that came out of the meetings with the BHSI system,
that were recommendations to change their policies to reflect those legal changes that
happened - like the fairer practices ordinance covering sexual orientation and gender
identity — and one of them was to have a designation, like LGBT-affirming and you
couldn't be LGB-fake-T or we take your T. Gender Variant 18+ group

Experiences of Discrimination
The focus group participants shared quite a few experiences they, rimination from law
enforcement, from members of lesbian, gay and bisexual, non-t munities, and in
employment.

Discrimination from law enforcement
Most of the experiences of discrimination when it ca

tive treatment by the police
on which part of the city they
as that the police in Center City
he city who may not be as
shared her perception of

and how they had different experiences with the police
were in. The sentiment among the transwomen in the gr
were much more derogatory to them than i

The police officers I've seen, even in Ce Mice officers and | know theyre
supposed to be trained cg work with girls all the time. | see them like yeah
when the big man dow all these girls young ladies, but as soon as like
talking to you theyre like, ‘move fellas’ or they
going to call yo . SiSters and she looks exactly like a woman and |

all types of he’a ihny like, ‘miss, haha’ and started laughing-trying to
be funny. MTF 18-22

2 is going to get out of his car and beat you down, he’s
MTF 18-24 group

A dialogué [ nder variant group about the treatment of not just trans youth, but
all LGBT yo olor, that convene in the area of Center City that encompasses the
“gayborhood”. afgroups often consist of lesbian, gay, bisexual and transgender young

proximity of these establishments. This socialization outlet serves as a comfortable place for
these young people to be themselves and express their sexual orientation and gender identities
openly, however they are often met with some opposition by law enforcement as these
participants note:

I’'m just thinking about this place | work at, one of my kids got arrested, maybe 3 weeks
ago? And the police officer said that — | think that there were complaints from neighbors,
and | think they would not be complaining if these were not one black kid they would not
be complaining if these were not gay kids — so even their presence in that space makes
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people very angry — but that police officer told our staff members that a child will be
arrested every single day until -- and | cant remember what the end of the result was,
because the kids were not harassing other people, at that moment, no one was harassing
anybody, nobody was physically handling anybody else, but they had the ability to say
“your kids are going to get arrested every day,” which | feel like they would not have said
if this was a school or if this was another space for “normal” area children, you know?
Gender Variant group 18+

The Saturday night crackdown that happens is very much targeted to that group. And |
think that | generally have distrust of the Phila police officers. Like, | dont
trained well, | don't think they have, no matter how many sensitivity wh
getting, they have to sit through, it doesnt get through. Gender Varia

Discrimination in LGB non-transgender communities
In all of the focus groups, participants shared their experience der inclusion

a trans man or you know whatnot.... fi@ ople, even within the
LGB community — is not always possib
FTM 25+ group

Before | started hormone
butch. | would pay 5 dg
maker guy, | pay 20 :

lub] and people would see me as a
tb] today, people see me as a trouble-
ent to an alternative night at a new club,
ative lifestyle is what they call it. Most
and some gay men and like two or

ow we identify as ourselves, because they saw us as
trouble, that’s how we were perceived and treated. FTM

| experience the most transphobia or whatever from is within the
Iso identify with. And I've found some aspects of that to be kind
either not a real man or that, whatever, that | dont belong there.

7 I’'m an ally and | think youre great, but | have absolutely no interest
in ever h With you or anyone like you at all ever....” FTM 18-24 group

| think when it’s hardest is when I’'m in communities that | expect to be trans inclusive and
theyre not. So | see that in certain lesbian enclaves and certain gay male communities,
where | just don't feel welcome on either side and that is always disappointing more than
anything else. Gender Variant group 18+

In the gender variant group, issues related to not necessarily having a binary (male or female)
gender presentation was discussed as an issue in both transgender and non-transgender
communities. In addition, one participant talked about how their racial identity further
complicates the ability to identify a community that feels comfortable.
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My perception is that it’s easier to be trans here, or trans FTM clear easy or like MTF spectrum
that there’s more room for that and that even within the large trans communities that exist here
there’s not much space for... well even then it totally depends on the community, but there’s not
always space for gender variance. Gender Variant group 18+

| find also that | dont fit in any communities here in Philadelphia. I'm a person of color, |
don't know any other sort of gender variant male spectrum Asian people. | dont.... it

took me years to find other Asian lesbians in Philadelphia at all. So that is really difficult.
| feel like | have a disjunct in community because where | think | might be
my gender identity or my gender presentation, | dont feel I'm accepted
or socioeconomic level or on a political level, and so I’'m still trying to fi y people in a
lot of ways. Gender Variant group 18+

| just know that in this lifestyle, male figures-gay me
an issue with transsexuals, why that is | dont kno
e thing that | find that
gay men do not like transsexuals. | dont know why? roup

Participants shared their dlff' [ i g while at a job that knew them as the
ed was not always overt, some talked about

the city of Philadelphia [ fice to protect them from discrimination based
on their gender |dent|ty, 5 t00 dlffICU|t to actualize this, so that they could engage in legal
recourse fromg i

@job and | think it maybe could have been related to my trans
iscrimination in those ways — very difficult to know for sure. But yeah,
imination can be very -- not very overt. So it’s not like someone’s saying
e a trans person”they’re just kind of building a case against you and

organiza 3 2y don't get in trouble for. FTM 25+ group

| worked actudlly for [name of institution], before, while I transitioned. And | had a lot of problems
there....it wasnt with upper management, it was with kind of intermediate management. So |
ended up leaving ‘cuz | was constantly, | felt like,[I was] being badgered a lot by middle
management over the most ridiculous things that someone else next to me [was] doing similar
things and werent having the same degree of badgering.

FTM 25+ group

| have a very hard time with my old employers. And under the city ordinance that has the

protection for gender identity, | dont think — it’s not practical in the way that it’s written because
basically what you were saying about having to prove it in court... Basically, | had a situation
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where | was being harassed in my job and | had all of the documentation approved, everything —
up until maybe 6 months after | started hormones | had good reviews, | had stellar performance,
everything. And then as soon as | started growing facial hair, you know | was always getting
wrote up, people following me in my car to make sure | was where | was at — all this stuff was
happening, and when | went to — | went to a couple places for legal advice and the lawyers
basically said, “If you dont have it on recording — video or audio — that they said something to you
derogatory, like, specifically “1 hate you because youTe trans,” then there’s no way that you can
prove any of this other stuff.” | read -- part of this is saying that people — like if | identify as male
and | go into a job and | tell them to refer to me as “he”if I'm on the floor, if 'm in the house and
somebody says “she,” technically that’s supposed to be covered under th dinance. That
they re supposed to refer to you as your chosen pronoun. But as far as trying to prove that
— the ordinance will never be applied because there’s no way to prov . FTM 25+ group

Resiliency Factors
It was important to capture not only the difficulties faced by
conforming persons in Philadelphia, but to also identify t ope with
the life difficulties many face on a daily basis.

Mentorship and role models

at some members of the focus
groups had, while others expressed their desire to have m entors to look up to, especially
elders.

| would say that some of the older queeé ife ki ow me that — they e like

elders, theyve been around. And that i is puetty ag, to see what theyve gone through
and that they are these amazing passiona ‘
FTM 25+ group

If you look at one sgender in the community and you look at this
[explicative] and ; e from to where she’s at now then it gives
them that hope icati an probably be better than her. MTF 18-24 group

can American trans women over the age of 50. You don't see
inks this is, she replied: They get killed, they overdose on drugs, or
p 18-24

You do not see too

The US d other supportive networks was another means in which
participa a connection that was needed to help mitigate the impact of the
negative e dmetimes encounter as transgender or non-gender conforming
persons.

| think for me biggest support has been [name of group] — the support group that meets. And
| think that just having the opportunity of seeing people like me, but you know, having the same
experiences and being able to talk about that on a regular basis. | think is the most helpful part is
not just — once every other month or once every six months. This is like something that | can say,
Ok, if it’s not this week, it1l be next week. If it's not next week, itll be sometime regularly. And |
could say, it might hold me over. And even not so much the actual physical meeting, but just the
people that | ve met through that and the connections that | ve made — not just in Philly ,but now
in New York, and across the country. FTM 25+ group

What has really helped me was actually the Trans Health Conference, that was my first time.
And | really feel like | felt different after attending that. 1 just felt more positive. Also |'ve been
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trying to make more friends in the community because | honestly now believe that there’s nothing
more effective than having that connection with people who are going through the same stuff like
you are. And that’s what | would encourage everybody to do. FTM 18-24 group

| think for me where | get most of my support is through doing activism. That’s always been kind
of what | do to feel better. Like | moved to Philly and | knew there were all these trans support
groups that | could go to and | was just like ‘that’s not really my thing” and the first thing that |
looked up was how | could volunteer with the Trans Health Conference, cuz that was like what |
wanted to do to feel better about life. And that was the first support in terms of being trans in
Philadelphia. And now that I've been here longer | just have a really amaziag network of friends
that have been great. Actually, ironically enough, one of the best suppg at I've had has been
my church choir. They Ve been really awesome. FTM 18-24 group

When | need community, more and more I'm not going to the FT, ity or the queer

community — well, to the queer community, but more and mor
community. I'm finding my own alternative resources for w . n really hard to
get them. Gender Variant group 18+

Like the trans community really need to stick toget i i . going to

in their lives, which included supportive brle ' iends, most of whom were
also trans and/or part of the LGB commun ' native family structures
with non-biological supports. One area of ré &me up in this group was the
reliance on a higher power to help :

You know what my
just said with my fg

e? Because | have gone through everything you
nocked down, called every faggot in the book.

y
e both rooted in the church and we taIk to each other a lot about
me times that | can't talk to her. | will first and foremost turn to the

ief in using the church and her belief in God to deal with
instead of going to a counselor:

d of racist, or everything like that, but | think black people-I think
we're raises the church and everything like that. | think that’s why it’s easy for
us to turn gBord and be like that cause our mommas and our grandmommas go to
church ever{§8@hday and everything like that. | think for-more so the counseling is meant
more for —honestly the Caucasians and the Asians trans community because they
weren't deep rooted-most of them, 11l say most of them weren't deep rooted in the
church. So, they have to go to those counselors.... MTF 18-24 group
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Survey Results

Methods

The quantitative survey was developed after the preliminary analysis of the 5 focus
groups to identify themes we wanted to quantify through the survey. The goal for the
surveys was to obtain a sample size of 150 and to try to achieve as much parity as
possible racially and among gender status. Because of the diffuse and hidden nature of
the target population, random sampling methods could not be used.

The survey was developed by the research team at PHMC, along with |
transgender health working group convened by PHMC. In addition, a draft of the
survey was complete, we convened 2 meetings with members of
communities to review the survey and they gave us feedback o
culturally sensitive ways to structure questions. Once the su
organizations that provide services to transgender comm
asked to participate. Once participating organizations
point person was identified at the organization that r
administered the survey and assisted participants a
difficulties. The survey was anonymous and participa ided with a $10 CVS
gift card as compensation for their time and effort.

Monkey. The majority of participants comp L ich was
administered through the organizations. T administration sites

were: Action AIDS, AIDS Services in Asian G , The Attic Youth
Center, The COLOURS Organizaiti ‘ plan Latino AIDS Education Initiative
(GALAEI/TIP), Mazzoni Ceg S Masculine Advocacy Network

The total sample size
remaining 107 were co
entered into SP

alPSurveys, both online and paper, were
g section provides a summary of the data from the
housing status, health care coverage and health

what woul® tell them?;

Results

Demographics

Racially, 63% of participants identify themselves as African American, followed by 9%
White,11% Hispanic, 7% Asian/Pacific Islander, 9% with a mixed race and less than 1%
identified as other. Among those who identified as mixed race, 3 persons were African
American and Native American, 2 were African American and Latino, and 2 were African
American and White. The ages of participants ranged from 18 to 64, with the median age being
31 years of age. There was a fairly symmetrical distribution across age with 32% between the
ages of 18-24; 23% were 25-34; 24% were 35-44; and 22% were 45+,. As for sexual
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orientation, 33% identified as heterosexual, 19% as bisexual,19% as gay, 11% identified it as
“other”, with 4 respondents writing in “queer”, and 15% selected the option “I don’t place a label
on my sexual orientation. In relation to gender identity, 38% identified as transgender, 22% as
transsexual, 15% identified as female to male (FTM), 17% as male to female (MTF), 11% as
Gender gqueer, 16% as female and 15% as male. Upon further analysis of those who identified
as “transgender”, 83% were given a male designation at birth and 17% were given a female
designation.

HS
gree; and
ent can be

Educationally, 17% of respondents had not completed high school; 37% ha
diploma or GED; 15% had some college (no degree);13% had a bachelo
4% had a master’s degree or higher. A full distribution of educational
found in table 3. Twenty eight percent reported working full time (>

income of less than $10,000/yr, and 11% reported an inco
annually (see table 3 for a full distribution of income).
Other measures of socioeconomic status included ing arrangements
in the year prior to
taking the survey. When asked the question, “what livin ents have been
applicable to you in the past 12 months? Check all that a 42% reported renting a

15% with a partner or spouse; 12% reportee i ; % in a shelter.
When asked the question “During the past ‘
of money for basic necessities, like rent or
18% twice; and 40% three or more times.

gd never; 11% once;

Table 3: Demographics

Race/Ethnicity N=12

African American/Blac

White/European 9
Hispanic/Latigg 11
Asian/API 7
Mixed R 10
Age

18-24 40 32
25-34 29 23
35-44 31 24
45+ 27 21
Employment Status N=127

Full time 35 28
Part time 16 13
Self-employed 12 9
Unemployed 38 30
Student 11 9
Retired 1 1
Disabled 18 14

22



Education n=123

Grades 1-6 2 2
Grades 7-11 21 17
HS Diploma/GED 35 37
Technical School 9 7
Some College (no degree) 19 15
Associates Degree 4 3
Bachelor's Degree 16 13
Grad School (no degree) 1 1
Master’s Degree or higher 5 4

Annual Income n=124
< $10,000 48 39
$10,001-14,999 22

$15,000-$24,999 15
$25,000-$34,999 16
$35,000-$44,999 9
$45,000-$54,999 5
> $55,000 9

Health Insurance Coverage

source of their insurance was. Twenty-seve
health insurance, 43% reported having a go
had private insurance and 2% !

reported having no
ealth insurance, 28%

Is coverage was provided through an
employer, 5% from a parg [ b chose the “other” option, and 16%

oncern partlcularly for transgender populations. For
mone replacement therapy or other procedures

atments in non-medical settings, potentially putting
health outcomes.

related procedure® icipants were either currently engaged in or were completed,
whether or not insurance covered these procedures, whether they have been denied
coverage for a requested procedure, and whether or not cost has been an issue for
getting desired cosmetic procedures completed. Additionally, participants were asked if
they have taken estrogen or testosterone over the past 2 years, if so, the source of the
hormones and how the hormones were administered (ex: orally, injection) and by who
(ex: self or someone else).

Transition related procedures
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The following is a list of cosmetic procedures participants were asked if they had
completed or not:

[0 Hormones ('mones) [0 Phalloplasty (bottom surgery)

[J Breast implants [0 Vaginoplasty (vaginectomy)

[0 Metaoidoplasty/centurion [0 Hysterectomy (removal of uterus/ovaries)
[0 Top surgery (FTM chest reconstruction) [ Cheek implants

[ Testicular implants [ Labiaplasty

[J Silicone [0 Orchiectomy (removal of testes;

[0 Chondrolaryngoplasty (shaving of Adam’s Apple)
[ Other:

Of this list, only four procedures had greater than a 5% rate, which
Silicon (18%), Mastectomies (10%), and breast implants (9%). All
above had a rate of less than 5%.

Participants were then asked if their insurance helped to
procedures they engaged in and of the people who res

When asked “Are there any transition-rel
completed, but can’t, because the cost of ¢

responded “yes” to that question. A patrtial " dures participants desired,
but could not afford include: 11 people listed\Ore ted full sex
reassignment surgery, 3 listed ted Orchlectomy (removal of testes).

answered the question al
point in the 2 years pri

Participants we ed “How are/was your estrogen or testosterone administered?
(check all that app Df those who responded to this question (n=120), 50% reported
self injecting, 34% tO00k hormones orally, 20% said they were injected by a medical
provider, 17% were injected by another person, 6% responded “other”, and 19%
responded “not applicable”.

Silicone usage, sources and route of administration

The survey included questions about silicone usage among participants. They were
asked “If you use/used silicone, please check all of the sources you have used to obtain
silicone in the past 2 years:”. A total of 99 participants responded to this question, in
which 16% got it from a friend or an associate, 16% from a skilled professional (not a
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doctor), 8% from someone they didn’t know well, 4% from the Internet, 3% responded
“other”, and 61% responded “not applicable”.

Participants were then asked who injects their silicone, in which 77% said they get
injected by another person, 31% reported self injecting, and 3% said “other”. Participants
were also asked about the sources they obtained needles from over the past 2 years for
their hormone and/or silicone usage. Of the persons who responded to this question
(n=82), 60% got their needles from a doctor’s office, 33% from a needle exchange
program, 32% from a friend, 12% from a website, and 6% from an associat

Health Conditions
Participants were asked about various health conditions they hav n screened
for, diagnosed with or treated for in the 2 year period preceding i of the

survey. The health conditions we asked about on the survey

HIV diagnosis.

Screenings
Of the conditions listed above, 37% reported being screenet igh blood pressure;

32% for Diabetes; 28% for high choleste % for Hepatitis B;
22% for Hepatitis C; 26% for eye disease;
9% reported screening for another health c@
screened for that participants wrote in were f ancer, Cervical Cancer,
Lung Cancer, and Genital Wag

Diagnoses
Of the conditions listeg e Wa ate of participants being diagnosed

d an indeterminate testing result, and 4% didn’t get the
were also asked the last time they had taken an HIV test
test was. Six percent of the sample reported never
having taken Qi % had tested in the past 6 months, 23% tested 6-12 moths

[ [ , 10% in the past 1-2 years, 7% 2-5 years ago, and 19% more
than 5 years ago. V h looking at those who hadn’t tested in 5 or more years, 77% of
these persons identified their HIV status as positive, which likely explains why they have
not been tested in so long.

Smoking & Substance Use
Participants were asked about their smoking and substance using behaviors over the 2-
years preceding the survey administration period.
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Smoking
The survey asked about the smoking habits of the participants since some research has

demonstrated that transgender populations have a high rate of nicotine usage. Fifty-
eight percent of our sample reported smoking cigarettes in the 2 years prior to survey
administration. Those who reported smoking were then asked how many cigarettes
they smoked per week in this 2-year period. Seventeen percent said they no longer

3-4 packs a week and 13% more than 5 packs per week. Participants
smoked were asked if they would like to quit and 77% of current smo
affirmatively to this question.

This section highlights the need for increased health screenin
Philadelphian’s. Among some of the most common health
participants reported even being screened for many of t
reported smoking in the past 2 years, and while some
percentage continues to smoke. Interestingly, 77%
to quit, which speaks to the need for better promotion
appropriate smoking cessation programs in Philadelphia®

Substance Use
Table 5 illustrates the substance use repo

Table 4: Substance Using Behavior*
“Have you used any of the followdag substanc t 5 times over the past 2 years?”

Substance
Marijuana
Alcohol
Cocaine
Crack
Ecstacy

participants that didn’t pond to the questions in this section.

As the table illustrates, the most commonly used substance was Marijuana (57%),
followed by alcohol use (50%). Twenty six percent of the respondents reported no
substance use in the past 2 years. The survey also included a question on binge
drinking; “In the past 3 months, how many times a week have you had 5 or more drinks
within a 4-5 hour period?”; 21% of respondents reported binge drinking less than once a
week, 17% 1-2 times a week, 6% 3-4 times a week, 7% 5 or more times a week, and
50% reported no binge drinking episodes in the 3 month period the question covered.
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Participants were asked if they would like to quit their substance use and nearly half,
48% (n=40) of those who responded to this question, said ‘yes”. For those who reported
alcohol use of any form, 23% of those who responded to the question asking if they’d
like to quit (n=89) said “yes”.

Mental Health
Participants were asked several questions about their psychological health. When
asked, “Have you ever been diagnosed with any of the following mental health
conditions?”, 56% reported a diagnosis of depression, 24% with anxiety,
Bipolar Disorder, 18% with Gender Identity Disorder, 4% with Borderlin
Disorder, and 32% reported having never been diagnosed with a me
condition. The rates of reported mental health diagnoses among
skewed high given that the majority of participants took this sur ions that
provide mental health and other supportive services.

e developed by the
to the scale.

The survey also included a 6-item psychological distres

All/most of the | Some/ on’t know
time the ti i

So sad that
nothing 20 .8
cheered you up
Nervous 18 3
Restless or 19 24 4
fidgety
Hopeless 34 3
That everything
you did was an 18 2
effort
Worthless 42 41 3

ue to some participants not responding to that question.

experienced in v ttings. Additionally, participants were asked if they have
experienced physi€aler verbal abuse by strangers, family members or a partner/lover.
Table 6 illustrates the responses to different kinds of people they may have experienced
discrimination from and table 7 illustrates the different settings in which participants
reported experiencing discrimination.

Table 6: Experiences with Discrimination

Have you ever been mistreated by the police and/or correction %
officers because they perceived you to be transgender or non-

gender conforming?

1>
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Yes 59 47
No 64 50
Check the response that best fits your comfort level when

interacting with the police:

Very Uncomfortable/Somewhat Uncomfortable 30 24
Neutral 39 31
Very Comfortable/Somewhat Comfortable 56 45

Have you ever been physically or verbally abused by any of the
following individuals, because you were perceived to be
transgender or non-gender conforming (check all that apply)
A stranger or someone you don’t know well
A partner or lover

A family member

) Categories don’t add up to 100% as not all respondents answered th

some point in their lives based on the attac
gender conforming presentation. Additional
partner/lover or family member respectively.

Denied Verbally Physically Sexually
Equal Harassed or | Attacked or | Attacked or
Treatment | Disrespected | Assaulted Assaulted
or Service
Job 32% 25% < 5% < 5%
School 18% 32% 8% < 5%
Church 10% 15% < 5% < 5%
Government Offices 17% 13% < 5% < 5%
Judge or Court Official 11% 15% <5% <5%
Doctor’s Office, Hospital, or an 17% 14% < 5% < 5%
Emergency Room
Mental Health or a Drug Treatment 9% 17% <5% <5%
program
Ambulance or EMT 11% 13% < 5% < 5%
Public Transportation (ex: bus, 14% 20% 6% < 5%
train, or taxi)
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Retail Store 16% 25% < 5% < 5%

Restaurant or Other Dining Facility 13% 20% <5% <5%

Identified Needs of Transgender Philadelphians
In this section, the narrative responses of participants are shared as they answered the
guestion “If you could tell an elected official anything about the needs of transgender
communities in Philadelphia, what would you tell them?” This section doesn’t include all
responses, as there were quite a few of them, but does include a sampling of responses
separated by themes.

Health care
“That transgender individuals need health care that pays for surg

insurance.”

“For the government to help transgender people wit ' hrough medical
insurance because it would cut down on prostitution a
giving STDs or HIV and AIDS”

“We desperately need full-time employmé
insurance or some other kind of program t
surgery. | have been on estrogen for over tWoa 2 all the standards of care
requirements to get surgery, but I'm now stug Vith a penis because |

can'’t afford surgery.”

“Public health clinics ru
nurses as well as traig

Anti-discrimination

transgender peop d their needs.”

“I would talk to them about police harassment”
“‘We are human beings. We have feelings. We are productive citizens. We would like to

be treated like human beings. We would like to be accepted by society. We deserve to
be happy.”
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“Please help transgender girls feel comfortable with their lifestyle by monitoring
businesses, offices, officers, and etc. We are people too.”

Employment & Housing
“Need for employment protection”

“What gender variant people need most is housing and employment opportunities.”

government.”

“Jobs and economic viability are most important for tr
they equal access to the rights that non-trans peopl
accomplished with targeted job training grants for tra
trans individuals into city government positions.”

“That more businesses should give all tr

to receive good
paying job[s] to help us stay off the street '

fe.”

Increased Visibility
“Need for transgender voice to

“That we need to have ous

“Listen to us...we arefiot ali . . e needs — health, mental wellness,
education, housing. We

Miscellaneg

; hon-discrimination protection for all transgender
to raise the awareness of trans issues; sensitivity and

lic & private school educators, also for all elected officials.”
“Just like we t0 to vote an African American into presidency. Take time and

treat the transge munity as equal human beings. We should be able to live with
no labels.”
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Recommendations

This section contains recommendations to improve services for transgender
Philadelphians in an effort to make a case for the expansion of services, and increase
the level of culturally competent services provided to transgender persons. The
recommendations have been derived from an analysis of the focus groups and the
survey results, and from discussions that transpired during Transgender Health Working

group meetings.

Health Recommendations

v

Because there may be quite a few uninsured transgender pe
Philadelphia (27% in this study), ensuring public health ce
medical staff are culturally competent and sensitive to tr
essential to improving health care access.

The City of Philadelphia should consider identi
work with city run health centers to provide ¢

Health care providers with transgender patients s ake time to understand
how the patient feels about their bog ify their body parts.
This level of sensitivity may help ess among

transgender populations.

Outreach to transgender communities ; Ith insurance to
educate them on free 3 ervices they can access.

mental health providers known to be competent in
aces one can obtain health care if uninsured, legal
Ips, community based organizations with transgender
g, and guidelines on how to report discriminatory

Institutions providing hormone replacement therapy should consider re-
examining their policies on providing hormones to patients that don’t desire a
clear male or female binary gender presentation.

Behavioral Health Recommendations

v

Providers should pay close attention to the use of language and respect the
preferred pronoun choice of transgender or non-gender conforming clients.
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v Providers should be sure not to assume that a client’s gender status is the main
root of what is bringing them to counseling. Client centered approaches where
the provider sees the client as an expert on themselves is important.

v Providers should attend trainings specific to working with transgender and non-
gender conforming clients. Training on working with lesbian, gay and bisexual
clients often doesn’t encompass the complexities that gender identity issues may
add.

v Exploring the role religion and spirituality may play in the lives of
individuals may be an important engagement tool.

v A substantial percentage or respondents have experienc
abuse by strangers (68%), a partner or lover (41%), and
(44%). Providers should assess for the impact of th
consumers who have experienced them.

General Recommendations

v'Institutions should review their intake, and all
demographic information to make sure they pro s appropriate for

gender variant or transgender persons. This may i providing selections for

v'Institutions should incorporate and & 6 nt discrimination
against transgender and non-gende and place their anti-
discriminatory policies in_g place whe s/consu ers and staff can view
them.

to tra€k HIV incidence rates among transgender

es it difficult to identify rates of infection to track if

eed to be allocated. It is recommended that AACO make
ry to the HIV testing system so they are able to track

ong transgender Philadelphian’s.

v' Several of participants through the focus groups and surveys shared about
the insensitivity they have experienced from law enforcement. Forty seven
percent of survey respondents said they feel they have been mistreated by the
police based on their gender identity. It is recommended that in addition to
continued cultural sensitivity training for police officers, that stricter enforcement
of anti-discrimination policies within the police force be employed.
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Support for Existing Transgender Supportive Initiatives

v

v

Support groups and other mechanisms that provide opportunities for networking
were cited as helpful mechanisms for participants.

Support was cited for the “Community Generated Recommendations to Improve the
Behavioral Health Services Provided to Lesbian, Gay, Bisexual, and Transgender
Persons in Philadelphia” document developed by the Department of Behavioral
Health/Mental Retardation Services.

S cited as a source
mbers of transgender

The Trans Health Conference that occurs annually in Philadelphi
of inspiration and provides many other positive opportunities f
communities.
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TIP is a project of Prevention Point Philadelphia and GALAEI.

The following is the breakdown of TIP clients by HIV + status over 2008-2009 YTD
CRCS 2008-2009 YTD

71 clients receiving prevention services from TIP/PPP. 18 known HIV+

11 of these receiving RW services (somewhere else)

of the 18 HIV+; 2 are FTM, 16 are MTF

14 are African-American, 1 is white, 1 is asian, 2 are latino

2 are under age 24

9 are age 25-39

6 are 40-59

1is age 60+

GLI's 2008:
60 clients
8 known HIV+:

5 MTF

all Af.am.

3 age 35-45, 2 in RW, 1 not
2 age 50, both in RW

3FTM

all Af.am

2 age 20, 1in RW, 1 not
1 age 48, in RW

2009 YTD GLI:

22 total

5 known HIV+, all Af.am. MTF, all in RW
2 age 18-24

3 age 40-45



HIV Prevention and Care. Extrapolating from cross-sectional data, University of California
San Francisco’s Center for Transgender Excellence reported at the 2008 United States
Conference on AIDS that in multinational needs assessments, an estimated 56% of all African-
American MTF are HIV+, 28% of all MTF, and 3-10% of all FTM.

Although CDC and Health Dept do not yet report surveillance data on Trans, a Trans needs-
assessment included in the Philadelphia CPG’s Prevention Plan (Office of HIV Planning 2005)
indicated the following: 7% of survey participants were living in shelters, all of whom were
HIV+ people of color, 96% of respondents injected hormones or steroids, 40% self-reported they
did not use a new needle the last time they injected; 80 % of these people were people of color,
88% were HIV+, and 60% said they did not clean the needle with bleach. 47% of respondents
reported having an STI, 79% of which were HIV+. 83% of needs assessment participants
reported they had been paid with drugs or money to have sex with someone, and 83% of these
respondents were HIV+; 32% of participants reported having 11 or more partners within the past
12 months; 11% of white and 36% participants of color reported that they did not use a condom
the last time they had sex.

As part of the needs assessment, 13 interviews were conducted with Trans participants who were
HIV+, most of whom identified as African American. These participants cited barriers to
receiving medical care, including lack of Trans sensitivity of medical/front desk staff, being
referred by their legal name rather than their chosen name, unease of disrobing before medical
staff (particularly for pre- or partial-operative T people who have both male and female body
parts), lack of knowledge of the interaction of hormones and HIV medications, and fear of a
doctor requiring them to stop transition. One was quoted as saying “What matters more than HIV
is how you look™.

Both Action AIDS (1997) and THAC (2001) did Trans HIV needs assessments in Philadelphia.
They found that for particularly vulnerable subpopulations, one of the few employment options
is sex work—rparticularly for African-American MTFs, who are already denied opportunities due
to their race, class, and educational status. MTF sex workers, in particular, have a higher rate of
HIV prevalence (68%) than male sex workers (Elifson et al., 1993). Sex work also correlates
highly with Injection Silicone Use (ISU). HIV risk is higher for MTFs than MSM in terms of
number of sex partners, prevalence of sex work, and having an IDU sex partner (Nemoto et al.,
1999). While the perceived risk of HIV infection among local Trans people is low, actual risk is
high: 73% of MTFs and 93% of FTMs were at risk for HIV infection due to sexual practices, yet
57% of MTFs and 67% of FTMs believed their chances of contracting HIV were “none” or
“low” (Action AIDS, 1997). A majority also reported a lack of Trans specific information on
HIV. HIV prevalence is higher among Trans IDUs (86%) than non-Trans IDUs (32%) (Gattari et
al., 1992). Clements-Nolle (2001) found that 34% of MTF respondents had an IDU history, with
63% sharing needles. While only 18% of FTMs had an IDU history, 91% shared syringes.
McGowan (1999) reports that 43% of Trans people injecting hormones also shared needles,
some while HIV+; 10% were IDU, with 50% sharing needles.

Trans people encompass all sexualities and interact with more groups than the category “Trans”
implies. The misunderstanding and misclassification of Trans communities and individuals may
also be considered a barrier to HIV prevention, testing, linkage to care, and medical treatment



adherence. Trans communities represent the most understudied and underserved group at
substantial risk for HIV infection and non-adherence to medical treatment in Philadelphia. Not
only are reliable statistics scarce, much of the population is invisible, extremely sensitive to
perceived judgment or rejection, and miscounted with other populations. Many prevention and

care interventions simply fail to appropriately address or adequately reflect Trans bodies and the
ways Trans construct their identities and sexualities. Fear of diagnosis, denial of HIV status, and

failure to access medical care is rampant in Trans communities. Out of the 63 T’s entering TIP

Prevention Case Management in 2008, 13% identified their status as HIV+, of those, only 1 was

in medical care — though 50% now are.

TIP Data
Year | Intervention Measure Totals POC HIV+ | <30 YOC
2004 | HERR Clients 92 61 49 34
Sessions 27
CRCS Clients 44 21 19 8
Sessions 132
2005 | HERR Clients 119 54 60 27
Sessions 32
CRCS Clients 46 26 19 9
Sessions 143
2006 | HERR Clients 32
Sessions 82
CRCS Clients 51
Sessions 200
2007 | HERR Clients 125
Sessions 32
CRCS Clients 61 45 9 35 26
Sessions 352 282 123 201 236
Recruitment to CRCS 2008
Recruited Number CRCS 2008 -
from Recruited CRCS CRCS sessions
4 Clients
7 93% 89%
10 54% 40%
3 52% 37%
4 18% 34%
Social 10 56 240
Network
Other 18
agency




TIP HE/RR 2008
Subpopulation | Month POC Youth YOC HIV+ Total
MTF homeless | Jan 5 3 3 0 5
MTF homeless | Feb 7 1 1 0 7
MTF homeless | Mar 3 1 1 0 3
FTM gay/bi April 1 1 1 0 2
MTF homeless | Aug 4 0 0 0 4
MTF homeless | Oct 5 2 2 1(20%) | 5
MTF homeless | Oct 13 2 2 2 (15%) | 13
FTM of Color | Nov 14 11 11 3(21%) | 14
Totals 8 cycles |52 (98%) |21(39%) [21(39%) |6 (11%) | 53
Risk Item on pre/post test | Population | Correct | Correct Percentage
Category on Pre- | on Post- Point Gain
test test
Hormone Someone can’t spread | MTF 57% 87% 30%
Injection HIV via semen while
using estrogen
You can get HIV from | MTF 100% 100% 0%
sharing
needles/syringes FTM 75% 100% 25%
Only people shooting | MTF 100% 100% 0%
drugs (not hormones)
can get HIV FTM 50% 86% 36%
Name 4 things MTF 13% 45% 33%
someone should do to
properly inject FTM 25% 100% 75%
hormones
Describe the bestway | MTF 0% 55% 55%
1D @ RV S el7 FTM 0% 71% 71%
injection
Safer Sex The number 1 safest MTF & 44% 67% 23%
sex act is using a FTM
condom/barrier every
time
The first thing to do MTF & 13% 50% 28%
when using a condom | FTM
is check the expiration
date




Out of 89 CRCS clients that Adrian worked with

Homeless Total Tried to Service Accesses Still
access barriers shelter in homeless
shelter due to some way

gender
54 27 15 12 27
Mental Diagnosed | Undiagnosed | Barriers Accesses Has never
Retardation accessing | MR services | accessed
due to in some way | MR
gender
3 1 3 2 1

Mental Diagnosed | Tried to Service Acute Psych | Left

IlIness access MH barriers Emergency | inpatient
services due to resultingin | due to

gender ER/inpatient | gender
barriers
36 31 16 5 2
Drug/Alcohol | Self-report | Tried to Service Was able to | Was able to
D/A use is | access D/A barriers access 12- access
a problem | services due to step institutional
gender community | support
39 23 16 5 2
HIV+ Self- Lost to care | Have Deny status | Now
reported in past 3 never afterward deceased
years accessed “oh, it was
caresince |alla
diagnosis | mistake”
19 10 3 2 1
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