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tion payments on the basis of 
age and sex, while maintaining 
diagnosis-code adjustment for 
total spending; under this ap-
proach, a primary care practice’s 
degree of accountability for total 
spending is determined by the 
provider organization or ACO. 
Risk adjustment may also be im-
proved by incorporating patient-
reported and sociodemographic 
data to capture social determi-
nants of health.4

Third, nurturing engagement 
by specialists with primary care 
may promote shared goals for 
shared populations. Adopting 
specialty-specific quality and ef-
ficiency metrics, disease-coman-
agement pathways, and e-con-
sults, for example, might give 
primary care practices more in-
sight and input into the down-
stream care that drives more 
than 90% of spending. When in-
traorganizational tensions arise in 
allocating shared savings among 
primary care practices and spe-
cialists, distinguishing changes 
in specialist decision making 
from changes in referral patterns 

may help clarify how savings were 
generated.

Finally, organizations in risk-
bearing primary care arrange-
ments should ensure that profits 
are, as much as possible, rein-
vested into the practices and 
populations they serve. The Na-
tional Academies of Sciences, En-
gineering, and Medicine have 
called for primary care to be “a 
common good” and “not a com-
modity service.”5 Risk-bearing ar-
rangements give primary care a 
chance to be better funded. En-
suring that this investment leads 
to higher-value care and better 
health should be a key objective 
of the primary care and policy 
communities.
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Recently enacted and proposed 
legislation threatens the fun-

damental rights of members of 
sexual and gender minority (SGM) 
groups in the United States. 
Many of these policies harm 
health and limit access to health 
care. For example, Texas Gover-
nor Greg Abbott issued a direc-
tive to investigate parents for 
child abuse when they seek gen-

der-affirming care for their chil-
dren, and Florida prohibited dis-
cussions about sexual orientation 
and gender identity (SOGI) in 
classrooms under legislation that 
opponents call the “Don’t Say 
Gay” bill. Other bills that would 
criminalize the delivery of gen-
der-affirming care have been in-
troduced,1 despite opposition from 
major national medical organiza-

tions and substantial evidence 
that such care significantly re-
duces suicidality and poor men-
tal health outcomes among trans-
gender adolescents.1,2

As policymakers continue to 
target SGM people, the health 
care sector can play a critical role 
in mitigating resulting harm and 
advocating for evidence-based 
policies protecting health and 
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well-being. We believe the Triple 
Aim framework — which con-
sists of enhancing patients’ care 
experiences, improving popula-
tion health, and reducing per-
capita costs of care — can help 
identify existing challenges and 
next steps for promoting SGM 
health.

SGM people often have nega-
tive health care experiences. For 
example, transgender patients 
are frequently targets of discrim-
ination during health care en-
counters; a 2015 national survey 
found that 23% of transgender 
adults avoided necessary health 
care because of fear of mistreat-
ment by providers.2 Rates were 
especially high among transgen-
der adults who were also mem-
bers of marginalized racial or 
ethnic groups, which demon-
strates the intersectional burdens 
of transphobia and racism. Among 
lesbian women, fear of discrimi-
nation drives lower rates of Pap 
testing than those among hetero-
sexual women, despite their ad-
ditional risk factors for cervical 
cancer.2

As compared with the general 
population, SGM people have 
higher rates of cardiovascular 
disease, obesity, cancer, and sex-
ually transmitted infections, in-
cluding HIV, human papillomavi-
rus, syphilis, and hepatitis C.2 
They also have substantially high-
er rates of certain mental health 
problems, including depression, 
anxiety, and substance use disor-
ders, and are more likely to at-
tempt suicide. Poor physical and 
mental health is linked to factors 
such as minority stress (stress as-
sociated with belonging to a mar-
ginalized group), discriminatory 
policies, and barriers to care.

There is not enough informa-

tion to compare health care ex-
penditures between SGM and 
non-SGM people, primarily be-
cause SOGI data are not routine-
ly collected or included in com-
mercial and public claims data 
sets. A 2021 Department of Health 
and Human Services (HHS) re-
port found that SGM people are 
more likely than non-SGM peo-
ple to delay care because of cost 
and to worry about paying medi-
cal bills. In addition, 18% of 
SGM people (vs. 4% of non-SGM 
people) delayed counseling or 
therapy because of cost, despite 
SGM populations having worse 
mental health and a higher trau-
ma burden. Certain health care 
services used primarily by SGM 
people may also be prohibitively 
expensive or inadequately covered 
by insurance. According to the 
Movement Advancement Project, 
as of April 2022, Medicaid pro-
grams in only 24 states and 
Washington, D.C., explicitly cov-
ered gender-affirming care for 
transgender people. Some prog-
ress has been made on expand-
ing insurance coverage among 
SGM people, primarily under the 
Affordable Care Act and through 
enhanced opportunities for 
spousal employer-sponsored in-
surance related to marriage 
equality.

Moving forward, several steps 
could support data collection, fi-
nancing models, workforce de-
velopment, and social protec-
tions to improve health among 
SGM people. These steps offer 
an opportunity for the health 
care sector to align with and 
build upon the executive order 
that President Biden recently 
signed, on June 15, 2022, to ad-
vance equality for SGM people.

First, the health care sector 

could collect additional stan-
dardized SOGI data to inform 
tailored quality-improvement, re-
search, and policy initiatives. 
Most current SGM health data 
were collected from national sur-
veys, rather than electronic 
health records (EHRs) or claims 
databases. Starting in 2016, the 
Health Resources and Services 
Administration (HRSA) required 
federally qualified health centers 
to report patient SOGI data that 
are collected using approved 
questions. Health centers were 
provided free, customized train-
ing to support adoption. Between 
2016 and 2019, the percentage of 
such facilities collecting SOGI 
data for at least 75% of patients 
increased from 14.9 to 53.0%.3

The Centers for Medicare and 
Medicaid Services could consider 
similar requirements and train-
ing as part of federal payment 
and quality-reporting programs 
(e.g., the Merit-Based Incentive 
Payment System for providers 
and Medicare Part C reporting 
requirements for Medicare Ad-
vantage plans). Since 2018, HHS 
has required all EHR systems 
certified under the meaningful-
use incentive program to be ca-
pable of collecting SOGI data, 
but it does not require health 
care organizations to systemati-
cally collect these data. Additional 
SOGI data-collection incentives 
and requirements from Medicaid 
state agencies, state health ex-
changes, and commercial insur-
ers could advance alignment 
among payers. Future efforts 
could support the adoption of 
standardized SOGI data elements 
in EHRs, in line with updated 
2021 HHS interoperability stan-
dards.

Second, collection of more 
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complete data could drive pay-
ment reform to advance the Tri-
ple Aim. Health systems and 
payers could stratify measures 
related to health outcomes, utili-
zation, and patient experience 
according to SOGI to generate 
quality-improvement reports. Pay-
ers could then link payment to 
equity measures under emerging 
value-based payment models, for 
instance by awarding bonuses 
for reporting on and reducing 
SGM health disparities. Compre-
hensive data could also inform 
government safety-net and public 
health programs. HRSA has 
funded federally qualified health 
centers that have historically 
been focused on SGM communi-
ties, such as Fenway Health in 
Boston (where one of us works), 
and has supported the Ryan 
White HIV/AIDS Program to im-
prove access to and quality of 
care for people with HIV, which 
disproportionately affects SGM 
people.2 HHS could use compre-
hensive patient data to prioritize 
filling care gaps and addressing 
unmet needs among SGM people 
living in underserved and under-
resourced communities.

Third, workforce development 
is needed to ensure that health 
professionals can support the 
specific needs of SGM people. A 
2009–2010 survey of U.S. and 
Canadian medical schools found 
that students received a median 
of 5 hours of SGM-related medi-
cal education and that 33% of 
schools provided no SGM-related 
clinical training.4 There are still 
no explicit requirements from the 
Liaison Committee on Medical 
Education or the Accreditation 
Council for Graduate Medical 
Education for including SGM-

specific health care topics in cur-
ricula. A recent study of residents 
in 120 U.S. internal-medicine pro-
grams revealed mean scores of 
50 to 52% on a baseline assess-
ment evaluating foundational 
knowledge of SGM health.5

Medical schools and residency 
programs could establish compe-
tencies and introduce SGM health 
curricula that are developed, re-
viewed, and delivered by SGM 
health experts. Faculty can lever-
age training resources curated 
by organizations focused on 
SGM health, such as the Nation-
al LGBTQIA+ Health Education 
Center at the Fenway Institute. 
Integrated content and practical 
experiences could be woven 
throughout core curricula to ex-
pand training that has histori-
cally been limited to electives 
and extracurricular initiatives.

Finally, physicians and their 
professional organizations can 
advocate against harmful legisla-
tion and for protective policies 
addressing the upstream political 
and social determinants of SGM 
health. Despite recent progress, 
explicit and broad protections 
based on SOGI are not common 
features of federal laws; instead, 
protections depend heavily on 
heterogeneous state- and munic-
ipal-level policies. Twenty-two 
states still permit conversion 
therapy for SGM adolescents, 
and only 23 states and Washing-
ton, D.C., have prohibited anti-
SGM bullying in schools, despite 
the connection of conversion ther-
apy and bullying with psycholog-
ical distress and suicidality.1,2

Policies affirming fundamen-
tal rights have been shown to 
ease minority stress among SGM 
people. For example, quasi-exper-

imental analyses found that the 
implementation of marriage equal-
ity significantly reduced suicidal-
ity among SGM adolescents and 
mental health visits among SGM 
adults.2 Federal legislation is need-
ed to provide broad and clear 
protections for these popula-
tions; one such bill is the Equal-
ity Act, which would amend the 
1964 Civil Rights Act to explicitly 
prohibit SOGI-based discrimina-
tion. Researchers can continue 
to investigate the health conse-
quences of anti-SGM legislation 
and the potential benefits of pro-
tective policies and interventions.

As policymakers endanger 
health and access to care among 
SGM communities, we believe 
the health care sector should re-
dedicate itself to supporting 
health equity for these popula-
tions. The Triple Aim offers pro-
viders, payers, researchers, and 
policymakers a common set of 
goals for protecting the health of 
SGM populations. The health 
care sector can commit to equi-
table resource allocation, care ex-
periences, and health outcomes 
for people of all sexual orienta-
tions and gender identities.
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