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Abstract
Purpose: We assessed the frequency of emergency department (ED) visits 
by transgender individuals, examined whether these visits were related to 
gender transition healthcare, and identified longitudinal trends in relevant 
International Classification of Disease (ICD) codes.

Methods: We conducted a retrospective review of aggregated patient 
records using the California Office of Statewide Health Planning and 
Development database. ED visits from 2012-2021 that involved ICD-
9(2012 to Q3 2015) or ICD-10(Q4 2015 to 2021) codes commonly 
associated with transgender patients were identified, examining trends in 
ICD code usage.

Results: We identified 393 relevant ED visits (0.0037% of all visits) in 2012, 
compared to 2642 visits (0.021% of all visits) in 2021. This represents a 
570% increase in ED visits by transgender individuals, despite only a 22% 
increase in ED visits overall. Gender identity disorders were the primary 
reason for seeking care in 0.76% of relevant visits in 2012, compared to 
3.0% in 2019. The use of diagnosis codes for “transsexualism” decreased 
from 93% of visits in 2012 to 52% in 2021; the use of codes for “gender 
identity disorder” increased from 43% of visits in 2016 to 47% in 2021.

Conclusions: This is the first attempt to assess transgender healthcare needs 
using a non-LGBT-specific database, providing insights for clinical and 
policy decision-making. The significant increase in the usage of gender-
identity disorder diagnosis codes suggests that the prevalence of gender 
dysphoria is severely under-estimated. Better documentation practices are 
needed to improve care and track health and epidemiologic outcomes for 
transgender patients.

Keywords: ICD codes; Sex and gender minority populations; Electronic 
health record; Transgender health

Introduction
During the last several years, there has been a steady increase in the 

visibility of the transgender (TG) and gender non-binary (GNB) communities. 
This coincides with changing social mores and greater social acceptance of 
gender diversity, as well as greater access to transgender care under state 
Medicaid, federal Medicare, and commercial insurance programs [1]. Despite 
this increased public awareness, sex and gender minority populations remain 
among the most marginalized and underserved populations in medicine [2]. 
It is well documented that there are numerous barriers to healthcare for TG 
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patients, including patient reluctance to disclose, lack of 
provider experience and education, and healthcare systems 
and electronic health records (EHR) that are not welcoming 
for TG patients and often exacerbate gender dysphoria [3,4]. 

Estimates of the prevalence of gender dysphoria in the US 
are inconsistent due to differing methodologies; conservative 
estimates suggest that 0.3% of the population is TG, while 
other surveys have found that as many as 2.7% of responders 
self-identify as TG or GNB [5,6]. The most reliable data 
estimates that 0.6% to 0.7% of the US population, and 
0.76% of the population of California, identifies as TG [7]. 
A challenge to identifying patients as TG and GNB in the 
healthcare setting is that many providers often do not query 
gender or sexual identity [8]. Furthermore, large population-
based databases are not adept at capturing TG or GNB 
individuals for several reasons: variations from state to 
state in requirements to officially change one’s gender, slow 
adoption in the US to include preferred names and pronouns, 
assigned sex at birth and gender identity in the EHR, and a 
lack of training for the nursing and support staff who register 
patients [2,9,10]. 

These barriers are further complicated by the multitude 
of different International Classification of Disease (ICD) 
codes for “transgender” and “gender non-binary.” This can 
be traced to the fact that the ICD codes in use today were 
designed for use by mental health professionals, and while 
different codes may reflect important mental health history 
nuances, providers without a background in mental health (or 
knowledge of the patient’s mental health history) are forced 
to select diagnoses among different ICD diagnosis codes, all 
of which might appear similar to them. With many different 
codes in use, it is less straightforward to identify which 
patients are TG (let alone those which are GNB) in patient 
care databases. To the best of our knowledge, this is the first 
study to look at diagnosis codes to investigate healthcare 
usage for this population. 

The purpose of this study was to use ICD-9  and ICD-
10 diagnosis codes to estimate the frequency that TG people 
interact with the healthcare system [11,12]. Secondarily, we 
wanted to assess whether their primary reason for seeking 
medical attention was related to their transition, and finally, to 
investigate longitudinal trends in the utilization of diagnosis 
codes for “transsexualism” and “gender identity disorder.”

Methods
Data Set

This retrospective study used publicly available data 
from the California Office of Statewide Health Planning and 
Development (OSHPD) from 2012 to 2021. The OSHPD 
database collects data from emergency room visits, inpatient 
admissions, and ambulatory surgical procedures from nearly 
7,000 licensed and certified healthcare facilities across the 
state of California, with the purpose of promoting an equitably 

distributed healthcare workforce and publishing data on 
healthcare outcomes. The OSHPD data provides anonymized 
information from hospitals and EDs, including patient 
characteristics (residential ZIP code, sex, age, ethnicity/race), 
expenses and source of payment, primary diagnosis (the 
condition established to be the chief cause of the admission 
or ED encounter), and up to 24 secondary diagnoses (which 
could either be an active issue requiring treatment during 
the given specific visit or a pre-existing comorbidity). To 
protect patient confidentiality, the individual patient records 
are aggregated into data products, which are available on 
an annual basis. As no individual patient information was 
obtained, this study was deemed exempt by the Cedars-Sinai 
Institutional Review Board. 

Selection of relevant diagnostic codes
ED visits from 2012 to 2021 were queried for diagnosis 

terminology commonly associated with TG patients 
based on TG care guidance from several professional 
organizations (American Association of Coding Professions, 
American Association of Family Physicians, and American 
Psychological Association) [13,14]. This guidance was based 
on the International Classification of Diseases, 9th (ICD-
9; “transsexualism”) and 10th revisions (ICD-10; “gender 
identity disorder”) diagnosis codes, which can have multiple 
clinical diagnostic terms and ICD codes [11,12]. As table 1 
illustrates, in the ICD-9 list of diagnosis codes, the umbrella 
diagnostic term used in reference to transgender people is 
“transsexualism,” which reflects a sexuality-based approach 
to diagnostic categorization. In contrast, in the ICD-10 list 
of diagnostic codes, the umbrella diagnostic term used in 
reference to transgender people is “gender identity disorders”, 
which reflects a shift in diagnostic categorization to an 
identity-based, versus sexuality-based, approach. In both the 
ICD-9 and ICD-10, each of these umbrella diagnostic terms 
are associated with a multitude of diagnostic subtypes and 
codes.  

Data Analysis
Clinical diagnoses were recorded with ICD-9 

nomenclature in 2012, 2013, 2014, and the first three quarters 
of 2015. All OSHPD institutions were required to transition 
to ICD-10 coding in Q4 of 2015. ICD-10 nomenclature was 
used from 2016 to 2021. To be able to make comparisons 
across classification versions, codes were grouped into 
equivalencies based on free text descriptions (see table 1 for 
equivalencies). Trends in diagnosis code usage were analyzed 
over the investigation period. Sub-analysis was performed 
on trends in usage for the primary and secondary diagnoses 
from 2012 to 2019 (the OSHPD database did not differentiate 
between primary and secondary diagnoses in 2020 and 2021). 
Sen’s slope and Mann-Kendall tests were used to compute 
the magnitude and significance of trends. Statistics were 
calculated using R.  



Sterling J., J Surg Res 2024
DOI:10.26502/jsr.10020351

Citation: Joshua Sterling, Aleksandra Golos, Sandeep Sandhu, Maurice M Garcia. Health-Outcomes and Epidemiologic Research of Transgender 
Patients Requires Simple, Meaningful Diagnostic Codes: A Retrospective Review of California Emergency Department Visits. Journal of 
Surgery and Research. 7 (2024): 134-140.

Volume 7 • Issue 1 136 

Results
In 2012, 393 out of 10.6 million ED visits (0.0037%) 

captured in the OSHPD database involved a diagnosis code 
that was associated with TG individuals. In 2021, 2642 out 
of 12.9 million ED visits (0.021%) involved such a diagnosis 
code (Figure 1). This represents a 570% increase in the 
number of visits with a TG-associated diagnosis code (Sen’s 
slope = 247 visits per year, p<0.001), despite only a 22% 
increase in the total number of ED visits over the ten-year 
investigational period. In 2012, gender transition healthcare 
was the primary reason for the visit in 0.76% of relevant visits 
(3 total), compared to 3.0% (51 total) in 2019 (Figure 2). 
Usage of diagnosis codes involving the term “transsexualism” 
decreased from 93% of relevant visits (366 total) in 2012 
to 52% (1364 total) in 2021 (Figure 3). However, there 
was only a small relative increase in the usage of diagnosis 
codes involving the term “gender identity disorder” since the introduction of ICD-10, from 43% (257 total) in 2016 to 47% 

(1253 total) in 2021. Usage of the diagnosis code “dual role 
transvestism” was also highest in 2016 by a notable margin, 
at 37% of relevant visits (220 total).

Discussion
In this study, we used publicly available data to estimate 

how frequently TG patients used ED services in the state of 
California from 2012 to 2021. The data shows a significant 
570% increase in the use of TG-associated codes over the 
investigational period. This increase was likely driven by 
both patient and provider reactions to the increased public 
awareness and media coverage of TG individuals. Patients 
may be less likely to hide that they have gender dysphoria for 
fear of discrimination, and providers may now be more likely 
to directly ask about gender identity. Despite the increase in 
code usage, the net documented proportion of TG patients 

ICD-9 (2012 to Q3 2015) ICD-10 (Q4 2015 to 2021)

302.3 (Transvestic fetishism) F64.0 (Transsexualism)
302.50 (Trans-sexualism, 
unspecified)

Inclusion term(s): Gender identity disorder in adolescence and adulthood; gender dysphoria in 
adolescents and adults

302.51 (Trans-sexualism, asexual)
302.52 (Trans-sexualism, 
homosexual)
302.53 (Trans-sexualism, 
heterosexual)
NA   F64.1 (Dual role transvestism)

302.6 (Gender identity disorder of 
childhood)

F64.2 (Gender identity disorder of childhood) 

Inclusion term(s): Gender dysphoria in children; psychosexual identity disorder of childhood

NA
F64.8 (Other gender identity disorders)

Inclusion term(s): Other specified gender dysphoria

NA
F64.9 (Gender identity disorder, unspecified)

Inclusion term(s): Gender dysphoria unspecified; gender-role disorder NOS; identity disorder (child)

Table 1: ICD-9 and ICD-10 coding equivalencies used

 
Figure 1: Emergency department visits per year involving a 
transgender-associated International Classification of Disease code

 

Figure 2: Emergency department visits per year in which a 
transgender-associated International Classification of Disease code 
was listed as the primary reason for the visit.
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presenting to emergency rooms in California, which was 
0.021% of visits in 2021, remained much lower than would 
be expected based on epidemiologic prevalence studies 
of TG individuals in California (0.76%) [7]. Additionally, 
there was a significant increase in the number of visits for 
which a TG-associated ICD code was the primary reason 
for seeking medical attention. Increasing access to gender 
affirming surgery would likely account for a greater number 
of TG patients presenting for post-surgical complications. 
However, even in 2019, this accounted for only 3% of 
relevant patient encounters, suggesting that most TG patients 
going to the ED are seeking medical attention for issues not 
directly related to their transition. The utilization of TG ICD 
codes is rapidly rising, providing opportunities to use this 
method to investigate and improve healthcare outcomes for 
TG patients. We acknowledge the method of using relevant 
diagnostic codes to identify TG patients is not completely 
accurate, but it has been validated in other large healthcare 
system datasets [15-19]. Studies using ICD codes to identify 
transgender patients Medicare datasets report a prevalence 
of approximately 0.02%, which is in line with the 2021 data 
presented here [18,19]. However, we know this to be an 
underestimation of the true prevalence, when compared to 
studies that relied on self-reported transgender status [20,21]. 

Knowing the prevalence of TG patients seeking medical 

attention in the ED and having a patient’s gender status clearly 
documented in the EHR is beneficial to healthcare systems, 
providers, and patients. For example, prevalence data affords 
healthcare systems and institutions the opportunity to ensure 
appropriate training for staff members as well as having 
appropriate patient resources, screening tools, and mental 
health providers available for TG patients who access care 
via the ED. Providers not having accurate information about 
a patient’s birth sex or transition status can result in serious 
patient safety issues and potentially alter a patient’s workup 
and eventual diagnosis. To make correct clinical decisions, 
physicians need correct information regarding a patient’s 
natal and current physiology and anatomy [9].  EHRs that 
do not have easy methods of identifying a patient’s preferred 
gender and transition status rely on extra methods of paper 
documentation or constant verbal handoffs, which can 
stigmatize and alienate TG patients [2]. Including sexual 
and gender identity as a standard part of the EHR and intake 
questioning can improve the relationship between TG 
patients and providers [2]. Current medical documentation 
practices and regulations do not emphasize ensuring that 
sexual identity and gender identity fields are accurately filled, 
resulting in significant knowledge gaps in the disease burden 
and healthcare needs of sexual and gender minority patients 
[2]. The World Professional Association for Transgender 

Figure 3: Trends in transgender-associated diagnosis code usage from 2012 to 2021. Note: The codes for “dual role transvestism,” “other 
gender identity disorders,” and “gender identity disorder, unspecified” were introduced in International Classification of Disease version 10, 
starting in Q4 2015.
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Health (WPATH) published recommendations in 2014 for 
EHR developers regarding increased inclusivity for TG 
patients. The US government has also required EHR vendors 
to offer gender identity fields to be certified for meaningful 
use since 2013, but providers were not required to use these 
fields until 2016 [8,22-24]. 

Even with this mandate, most patients do not have gender 
information in their medical records. Grasso et al. assessed 
compliance in the first year of this mandate and found that 
gender identity was missing in 63% of patients, with another 
9% electing not to disclose their gender information [23]. 
Furthermore, while “meaningful use” has specific criteria 
for reporting and surveillance of oncology and syndromic 
diagnoses, these provisions do not exist for mental health 
diagnoses. Thus, it is unknown if current “meaningful use” 
provisions will be enough to increase EHR inclusivity and 
visibility for TG patients. To the best of our knowledge, 
Centers for Medicare and Medicaid Services (CMS) do not 
differentiate between any of the ICD codes used in this study 
in terms of treatment approval or reimbursement (although 
it should be noted that various commercial payers may not 
follow CMS guidelines). In assessing observable trends, we 
saw clear changes in terminology used to refer to and identify 
patients as transgender, at least among ED providers. The 
decline in use of the term “transsexual,” and the increased 
utilization of less stigmatizing and more general terms, 
such as “gender dysphoria,” parallels the increased social 
acceptance of TG individuals and seemingly greater attention 
to culturally competent care. There are two likely reasons 
for this trend: the first is the general movement away from 
charged and misguided terms like “transsexual,” and the 
second is the reality that most ED providers are not trained 
to parse out the nuanced and sometimes subtle differences 
between “transsexualism,” “dual role transvestitism,” and 
“gender identity disorder.” The continued use of these more 
antiquated (and pathologizing) terms is likely a result of poor 
EHR design. In commonly used EHRs, a free text search for 
“gender dysphoria” results in multiple ICD-10 F64 codes 
for gender identity disorders, as the inclusion terms for the 
different sub-diagnoses overlap. The codes are listed in 
numerical order, which steers physicians towards choosing 
the first result: F64.0 or “transsexualism.” Patients who see 
this outdated and often inappropriate term in their medical 
records can feel alienated, which can exacerbate mistrust in 
the healthcare system and cause direct harm to patients [25]. 

Moreover, the F64 codes are listed under a range of 
“mental, behavioral, and neurodevelopmental disorders;” 
they were created for the DSM-V and were not designed to 
be used as general medical terms, nor were they designed 
to reflect the diverse reality of the TG community [26]. 
Their use has consequently led to friction between patients 
and well-intentioned physicians [2]. Furthermore, many 
emergency room providers do not have the bandwidth, 

or familiarity with current terminology used by TG and 
GNB communities, to knowledgably parse through subtle 
differences in these diagnoses, especially if the patient is not 
clearly seeking medical care related to their gender transition. 
All of the aforementioned suggests that we need a change in 
both EHR design and ICD diagnosis codes. Furthermore, it is 
also necessary to increase the specificity of TG-relevant ICD 
codes and broaden ICD codes to include people who identify 
as gender non-binary. These are all issues that the medical 
community is going to have to address moving forward.  

We chose to focus our assessment on emergency room 
data instead of inpatient data for several reasons. First, we felt 
that because EDs traditionally serve a wider cross-section of 
social groups, including marginalized populations and those 
without insurance, we would have a better chance to capture 
a larger proportion of TG patients. Second, because there is 
mistrust between TG patients and the medical community, 
we felt that most admissions with a TG-related ICD code 
would most likely be directly related to the patient’s history 
of gender affirming surgery. Many healthcare systems have 
policies, enacted in an attempt to protect patient privacy, 
which prohibits the inclusion of a TG diagnosis code in the 
patient’s chart unless the reason for that specific visit or 
admission is directly related to their gender transition. We felt 
that the latter would further limit the generalizability of any 
conclusions gained from looking at inpatient data.  Finally, 
TG individuals have higher incidences of high-risk behaviors 
and events which would result in ED visits (i.e., self-harm, 
substance abuse, and gender-based violence), and so, we 
wanted to track practice patterns in specialties that might 
not be aware that they participate in TG care. It is estimated 
that only 0.028% of a medical students first two years of 
instruction is spent on transgender care, but the reality is that, 
whether they are aware of it or not, all specialties and providers 
provide healthcare to TG people [26]. It falls on providers 
who focus on this population to work to educate colleagues 
about proper coding and diagnosis so that outcomes can be 
tracked and improved.

Limitations
There are several important limitations of this study: First, 

this was a retrospective chart review that was susceptible to 
all the errors and inconsistencies associated with this study 
design. Second, because the data set captured ED visits in 
aggregate rather than patient specific information, there is 
no way of knowing if the observed increase was truly from 
a broader number of patients being open about their gender 
identity. Third, we acknowledge that there was likely a 
large number of TG patients who were not identified and/or 
accounted for with an ICD diagnosis code. Fourth, patient 
assigned sex at birth and gender were not clearly identifiable 
in the data set. For example, we could not distinguish 
between transgender men and transgender women, nor 



Sterling J., J Surg Res 2024
DOI:10.26502/jsr.10020351

Citation: Joshua Sterling, Aleksandra Golos, Sandeep Sandhu, Maurice M Garcia. Health-Outcomes and Epidemiologic Research of Transgender 
Patients Requires Simple, Meaningful Diagnostic Codes: A Retrospective Review of California Emergency Department Visits. Journal of 
Surgery and Research. 7 (2024): 134-140.

Volume 7 • Issue 1 139 

NIH R01 grant, 1R01CA201709-0, and receives honoraria 
for Education lectures from World Professional Association 
for Transgender Health.  

References
1. Zaliznyak M, Jung EE, Bresee C, et al. Which U.S. 

States' medicaid programs provide coverage for gender-
affirming hormone therapy and gender-affirming genital 
surgery for transgender patients?: A state-by-state 
review, and a study detailing the patient experience 
to confirm coverage of services. J Sex Med 6 (2021):  
410-422.

2. Roberts TK, Fantz CR. Barriers to quality health care 
for the transgender population. Clin Biochem 47 (2014): 
983-987. 

3. Lau F, Antonio M, Davison K, et al. A rapid review of 
gender, sex, and sexual orientation documentation in 
electronic health records. J Am Med Inform Assoc 27 
(2020): 1774-1783. 

4. Lau F, Antonio M, Davison K, et al. An environmental 
scan of sex and gender in electronic health records: 
Analysis of public information sources. J Med Internet 
Res 11 (2020): e20050. 

5. Gary J. How many people are lesbian, gay, bisexual, and 
transgender? brief. Williams Institute (2011): 1-8.

6. Eisenberg ME, Gower AL, McMorris BJ, et al. Risk 
and protective factors in the lives of transgender/gender 
nonconforming adolescents. J Adolesc Health 61 (2017): 
521-526. 

7. Flores AR, Brown TN, Herman J. Race and ethnicity of 
adults who identify as transgender in the united states. 
Williams Institute, UCLA School of Law Los Angeles 
(2016).

8. Deutsch MB, Green J, Keatley J, et al. Electronic medical 
records and the transgender patient: Recommendations 
from the world professional association for transgender 
health emr working group. J Am Med Inform Assoc 20 
(2013): 700-703. 

9. Burgess C, Kauth MR, Klemt C, et al. Evolving sex and 
gender in electronic health records. Fed Pract 36 (2019): 
271-277. 

10. Patel K, Lyon ME, Luu HS. Providing inclusive care 
for transgender patients: Capturing sex and gender in 
the electronic medical record. J Appl Lab Med 6 (2021): 
210-218. 

11. Organization WH. International classification of 
diseases: 9th revision, basic tabulation list with alphabetic 
index. World Health Organization (1978).

could we confirm whether the listed sex was the birth-sex or 
the gender to which the patient had transitioned. This also 
applied to GNB patients. We were also unable to confirm how 
many patients were missed because they had already fully 
transitioned and no longer considered themselves as having 
gender dysphoria. Fifth, current ICD coding does not allow 
differentiation between patients who identify as TG versus 
GNB, and current coding does not afford any indication about 
where any given patient is in their own process of gender 
transition. 

Future Directions
Despite these limitations, this work represents the first 

attempt to assess TG healthcare needs from a non-LGBT-
specific database, and it has proved to be a promising avenue 
of research to close the knowledge gap that exists on the 
healthcare needs of TG patients. Based on the success of this 
study, we are planning follow-up studies using patient-level 
data to see if having a diagnosis of gender dysphoria affects 
a patient’s disposition from the ED and an investigation of 
inpatient trends in the use of gender dysphoria diagnosis 
codes.

Conclusions
There was a significant increase in the TG-associated 

diagnosis codes in ED visits in California between 2012 
and 2021. Despite this increase, such encounters were 
only a fraction of what would be expected based on TG 
prevalence estimates. There is an urgent need for more 
specific, descriptive, and inclusive ICD codes. There is also 
a need for further research into the healthcare needs of TG 
and GNB people (other than gender transition healthcare) so 
that EDs can prepare their physicians, nurses and allied health 
providers to provide more appropriate services to TG and 
GNB patients, such as disease screening and mental health 
resources.  

Acknowledgements
Author Contributions: Joshua Sterling 

(conceptualization, methodology, formal analysis, writing, 
visualization), Aleksandra Golos (formal analysis, writing, 
visualization), Sandeep Sandhu (formal analysis, writing, 
visualization), Maurice M. Garcia (conceptualization, 
methodology, formal analysis, writing, visualization, funding 
acquisition)

Funding Information: This research was supported 
by a research grant from Dr. Richard Onofrio, MD to the 
Cedars-Sinai Medical Center Transgender Surgery and 
Health Program,     

Author Disclosure Statement: Dr. Maurice Garcia is 
a Co-Founder/Co-Inventor, Safe Medical Design, LLC, and 
a Stockholder, MLM Sante, LLC. He is also the P.I. for a 



Sterling J., J Surg Res 2024
DOI:10.26502/jsr.10020351

Citation: Joshua Sterling, Aleksandra Golos, Sandeep Sandhu, Maurice M Garcia. Health-Outcomes and Epidemiologic Research of Transgender 
Patients Requires Simple, Meaningful Diagnostic Codes: A Retrospective Review of California Emergency Department Visits. Journal of 
Surgery and Research. 7 (2024): 134-140.

Volume 7 • Issue 1 140 

12. Organization WH. The icd-10 classification of mental 
and behavioural disorders: Diagnostic criteria for 
research. World Health Organization (1993).

13. Reed GM, Drescher J, Krueger RB, et al. Disorders 
related to sexuality and gender identity in the icd-11: 
Revising the icd-10 classification based on current 
scientific evidence, best clinical practices, and human 
rights considerations. World Psychiatry 15 (2016): 205-
221. 

14. Klein DA, Paradise SL, Goodwin ET. Caring for 
transgender and gender-diverse persons: What clinicians 
should know. American family physician 98 (2018): 
645-653. 

15. Dubin S, Cook T, Liss A, et al. Comparing electronic 
health record domains' utility to identify transgender 
patients. Transgend Health 7 (2022): 78-84. 

16. Kauth MR, Shipherd JC, Lindsay J, et al. Access to 
care for transgender veterans in the veterans health 
administration: 2006-2013. Am J Public Health 104 
(2014): S532-534. 

17. Blosnich JR, Brown GR, Shipherd Phd JC, et al. 
Prevalence of gender identity disorder and suicide risk 
among transgender veterans utilizing veterans health 
administration care. Am J Public Health 103 (2013): 
e27-32. 

18. Dragon CN, Guerino P, Ewald E, et al. Transgender 
medicare beneficiaries and chronic conditions: Exploring 
fee-for-service claims data. LGBT Health 4 (2017): 404-
411. 

19. Ewald ER, Guerino P, Dragon C, et al. Identifying 
medicare beneficiaries accessing transgender-related 

care in the era of icd-10. LGBT Health 6 (2019): 166-
173. 

20. Crissman HP, Berger MB, Graham LF, et al. Transgender 
demographics: A household probability sample of us 
adults, 2014. Am J Public Health 107 (2017): 213-215. 

21. Conron KJ, Scott G, Stowell GS, et al. Transgender 
health in massachusetts: Results from a household 
probability sample of adults. Am J Public Health 102 
(2012): 118-122. 

22. Cahill SR, Baker K, Deutsch MB, et al. Inclusion 
of sexual orientation and gender identity in stage 3 
meaningful use guidelines: A huge step forward for lgbt 
health. LGBT Health 3 (2016): 100-102. 

23. Grasso C, Goldhammer H, Funk D, et al. Required 
sexual orientation and gender identity reporting by us 
health centers: First-year data. Am J Public Health 109 
(2019): 1111-1118. 

24. Grasso C, McDowell MJ, Goldhammer H, et al. Planning 
and implementing sexual orientation and gender identity 
data collection in electronic health records. J Am Med 
Inform Assoc 26 (2019): 66-70. 

25. Alpert A, Mehringer JE, Hernandez T, et al. Experiences 
of transgender people reviewing their electronic health 
records: Insights to avoid harm and improve patient-
clinician relationships, a qualitative study. J Gen Intern 
Med 37 (2022): 144-145. 

26. Kronk CA, Everhart AR, Ashley F, et al. Transgender 
data collection in the electronic health record: Current 
concepts and issues. J Am Med Inform Assoc 29 (2022): 
271-284. 


	Title
	Abstract
	Keywords
	Introduction
	Methods 
	Data Set 
	Selection of relevant diagnostic codes 
	Data Analysis 

	Results
	Discussion
	Limitations
	Future Directions 
	Conclusions 
	Acknowledgements
	Table 1
	Figure 1
	Figure 2
	Figure 3
	References

