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Abstract

Background: Transgender and gender nonbinary (TNB) people experience economic and psychosocial inequities that make
them particularly vulnerable to financial and mental health harms exacerbated by the COVID-19 pandemic. Sustainable,
multilevel interventions are needed to address these harms. The onset of the COVID-19 pandemic galvanized many TNB-led
organizations to provide emergency financial and peer support for TNB people negatively impacted by the pandemic. However,
the efficacy of these interventions has not been evaluated.

Objective: The CARES study seeks to assess the efficacy of feasible, acceptable, community-derived interventions to reduce
economic and psychological harms experienced by transgender people in the wake of COVID-19.

Methods: The study aims to (1) compare the efficacy of microgrants with or without peer mentoring to reduce psychological
distress and increase COVID-19 prevention behaviors; (2) examine mechanisms by which microgrants with or without peer
mentoring may impact psychological distress; and (3) explore participants' intervention experiences and perceived efficacy. We
will enroll 360 TNB adults into an embedded, mixed methods, 3-arm, 12-month randomized controlled trial. Participants will be
randomized 1:1:1 to the following arms: (a) a single microgrant plus monthly financial literacy education (enhanced usual care);
(b) enhanced usual care plus monthly microgrants (extended microgrants); or (c) extended microgrants combined with peer
mentoring (peer mentoring). All intervention arms last for 6 months, and participants complete semi-annual, web-based surveys
at 0, 6, and 12 months as well as brief process measures at 3 and 6 months. A subset of 36 participants, 12 per arm, will complete
longitudinal in-depth interviews at 3 and 9 months.

Results: Full recruitment began on January 8, 2024 and, as of June 25, 2025, 123 participants have enrolled. Recruitment is
expected to be completed no later than March 31, 2025; and the final study visit will take place in March 2026.

Conclusions: This national, online study will address multilevel factors – structural and community – driving mental health
inequities in TNB communities. Its equitable community-academic partnership will ensure that study findings are actionable and
disseminated rapidly. Clinical Trial: This protocol was registered in ClinicalTrials.gov (NCT05971160) on July 24, 2023.
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Abstract 
Background: Transgender  and  gender  nonbinary  (TNB)  people  experience  economic  and
psychosocial inequities that make them particularly vulnerable to financial and mental health harms
exacerbated by the COVID-19 pandemic. Sustainable, multilevel interventions are needed to address
these  harms.  The onset  of  the  COVID-19 pandemic  galvanized  many TNB-led  organizations  to
provide emergency financial and peer support for TNB people negatively impacted by the pandemic.
However, the efficacy of these interventions has not been evaluated. The CARES study seeks to
assess the efficacy of feasible, acceptable, community-derived interventions to reduce economic and
psychological harms experienced by transgender people in the wake of COVID-19.  
Objective:  The  study  aims  to  (1)  compare  the  efficacy  of  microgrants  with  or  without  peer
mentoring  to  reduce  psychological  distress  and  increase  COVID-19  prevention  behaviors;  (2)
examine  mechanisms  by  which  microgrants  with  or  without  peer  mentoring  may  impact
psychological distress; and (3) explore participants' intervention experiences and perceived efficacy.
Methods: We will  enroll  360 TNB adults  into  an  embedded,  mixed methods,  3-arm,  12-month
randomized controlled trial. Participants will be randomized 1:1:1 to the following arms: (a) a single
microgrant plus monthly financial literacy education (enhanced usual care); (b) enhanced usual care
plus monthly microgrants (extended microgrants); or (c) extended microgrants combined with peer
mentoring (peer mentoring). All intervention arms last for 6 months, and participants complete semi-
annual, web-based surveys at  0, 6, and 12 months as well as brief process measures at 3 and 6
months. A subset of 36 participants, 12 per arm, will complete longitudinal in-depth interviews at 3
and 9 months.
Results: Full recruitment began on January 8, 2024 and, as of June 25, 2025, 123 participants have
enrolled. Recruitment is expected to be completed no later than March 31, 2025; and the final study
visit will take place in March 2026. 
Conclusion: This national, online study will demonstrate whether an intervention tailored to reduce
material hardship and improve peer support among TNB adults will reduce psychological distress. Its
equitable, community-academic partnership will ensure rapid dissemination of study findings.

Trial Registration: This protocol was registered in ClinicalTrials.gov (NCT05971160) on July 24,
2023.

Keywords: clinical trial, depression, anxiety, peer support, minority stress, cash transfer
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Introduction

Financial and Mental Health Inequities

The  COVID-19  pandemic  has  had  devastating  impacts  on  vulnerable  communities,  including
transgender  and nonbinary  (TNB) people.  TNB people  are  an  NIH-designated  health  disparities
population [1] who experience economic and psychosocial disadvantage that make them particularly
vulnerable to pandemic-related harms [2]. Baseline data from an observational cohort of more than
1,500 transgender women indicated elevated pre-pandemic levels of poverty (46% v. 11%) food
insecurity  (48% v.  11%),  and  survival  sex  work  (21% v  1%)  compared  with  the  general  U.S.
population [2]. Participants also reported high levels of psychological distress (27%), traumatic stress
symptoms (41%), and suicidal ideation (28%)–all of which can be exacerbated by pandemic-related
stress  [2].  Another  pre-pandemic  study  of  850  transgender  men  also  identified  high  levels  of
psychological distress (20%), hazardous alcohol use (59%), and polysubstance use (20%) [3]. These
pre-pandemic vulnerabilities are consistent with a nationally representative sample of TNB adults in
which 48% were living in poverty and 42% had a history of prior suicide attempts [4].
A national poll of 7,000 adults, conducted after the onset of the COVID-19 pandemic, found that
twice as many TNB people became unemployed and five times as many TNB people received a pay
cut due to the pandemic compared with the general population [5]. A later poll found TNB people
were  125%  more  likely  to  have  reduced  work  hours  since  states  reopened  after  COVID-19
lockdowns  expired  [6].  A longitudinal  study of  208 TNB people  found  significant  increases  in
psychological distress, depression, and anxiety after the pandemic onset compared with prior to the
pandemic [7]. A mixed methods study of Latina transgender women found a significant decline in
mental health, with the proportion reporting psychological health in the “likely to be well” range
falling from 93% (pre-pandemic) to 50% (after pandemic onset) [8]. Qualitative findings indicated
that much of this psychological distress was related to pandemic-induced material hardship [8]. In
summary, TNB people experienced financial and psychological inequities prior to the pandemic and
were  highly  vulnerable  to  long-term negative  economic  and  mental  health  consequences  of  the
COVID-19 pandemic.
Pandemic-induced material hardship has been associated with poor mental health, globally [9]. At
the national level, economic recession has been associated with psychological distress [10]. At the
neighborhood level, poverty has been associated with depression and anxiety [11]. At the individual
level, material hardship (e.g., difficulty paying utility bills, rent, or mortgage, or fear of running out
of food) has been associated with poor mental health [12, 13] and worsening of existing mental
health conditions [14] independent of other measures of socioeconomic status. Material hardship
increases  exposure to  stressors  (e.g.,  inability  to  pay for  basic  needs)  and stressful  events  (e.g.,
eviction) while also hindering the ability to cope with stress [15, 16]. A recent cross-sectional study
of 849 transgender people using structural equation modeling found that socioeconomic loss partially
mediated the relationship between pandemic-related societal changes (e.g., social isolation) and poor
mental health [17].

Microfinance Interventions

Microgrants (also called cash transfers) provide a small monetary amount to individuals or families,
which they do not have to repay. They can be considered structural interventions because they work
by  altering  the  economic  conditions  within  which  health  is  produced  or  reproduced  [18].  Cash
transfers have been extensively studied in large-scale cluster randomized trials in low- and middle-
income countries [19-21] where positive effects on mental health were found [21-24]. A randomized
trial  with unhoused individuals  in  Vancouver  found that  cash  transfer  recipients  accessed stable
housing  more  quickly  than  controls  and  increased  spending  on  food,  clothing,  and  rent  while
reducing spending on alcohol and drugs [25].
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Of the two major cash transfer programs in the U.S. – the Alaskan National Petroleum Reserve
Impact Grant Program [26] and the North Carolina Eastern Band of Cherokee casino grants [27] –
only the Cherokee program has been evaluated. Several studies have demonstrated positive mental
health effects of the Cherokee program [27, 28]. While these data provide an important premise for
the psychological benefits of cash transfer in the U.S., these programs provide ongoing, long-term,
annual revenue generated from business enterprises and do not address whether short-term, targeted
microgrants, provided incrementally over several months, can mitigate the long-term negative mental
health effects of a pandemic crisis like COVID-19. Data are needed not only to understand if short-
term  microgrants  are  effective  in  improving  TNB  mental  health  inequities  exacerbated  by  the
pandemic, but also to assess the mechanisms that may account for their effects. 

Peer Support Interventions

Social distancing and isolation, key aspects of the COVID-19 pandemic response, have been linked
to poor mental health [29]. A longitudinal study of 208 TNB adults found that loss of transgender-
specific  support  during  the  pandemic  was  associated  with  greater  intra-pandemic  psychological
distress [7]. Social support and community connection are known to facilitate mental health recovery
after crises [30]. Studies conducted prior to the pandemic indicate that social support via transgender
community  connectedness  can  reduce  suicidal  ideation,  anxiety,  and  depression  and  buffer  the
mental  health  effects  of  stressors  among  transgender  people  [31-34].  These  data  suggest  that
supportive  transgender  community  connection  (i.e.,  peer  support)  may  reduce  the  psychological
distress associated with the pandemic. 
Peer mentoring is a form of peer support in which a trained peer promotes skills-building with a
mentee [35]. Evidence suggests that peer support alone is unlikely to improve mental health in the
context of economic challenges [36]. Combining peer mentoring to enhance community connection
with  microgrants  to  address  material  hardship  may  be  more  beneficial  for  mental  health  than
microgrants  alone.  However,  studies  of  combined  financial  and  peer  support  interventions  are
limited,  and  none  have  examined  psychological  outcomes  [37-39].  Given  the  lasting  multilevel
harms caused by the COVID-19 pandemic and the associated economic downturn, combining an
intervention  that  directly  addresses  material  hardship  (structural)  with  one  that  provides  peer
mentoring support (interpersonal) may be most effective. 

Community Leadership and Engagement

The  COVID-19  pandemic  galvanized  transgender-led  organizations,  such  as  the  National  Black
Trans  Advocacy  Coalition  (BTAC),  to  provide  support  for  impacted  TNB  people  [40].  BTAC
provides peer mentoring as well as referrals and support for health, housing, and employment for
TNB people. During the early phase of the COVID-19 pandemic, BTAC provided TNB applicants
with a one-time $125 microgrant. They awarded more than 1,200 microgrants and reached more than
5,000 TNB people with health, housing, or employment referrals and/or peer support [40]. However,
the  efficacy  of  these  community-led  social  and  structural  interventions  has  not  been  evaluated.
Strong community-academic partnerships with organizations like BTAC can ensure that community-
derived, relevant, feasible, acceptable, and effective interventions are identified and translated into
sustainable change. 

Theoretical Framework 

The Gender Minority Stress and Resilience (GMSR) model [41] describes the way interventions are
expected to act via multiple levels of the National Institute of Minority Health and Health Disparities
(NIMHD)  Research  Framework  [42]  to  mitigate  lasting  pandemic-induced  harms.  Briefly,  the
GMSR model posits that TNB people experience a combination of general (e.g., material hardship)
and minority (e.g., stigma) stressors. The excess minority stressors combined with general stressors–
experienced regardless of gender identity–lead to mental health inequities. The model posits that
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transgender community connectedness will mitigate minority stress and improve mental health. The
CARES study (Figure 1) will test whether addressing a general structural level stressor (material
hardship) alone or in combination with social support (i.e., peer mentoring to increase transgender
community connection) at the interpersonal level will improve mental health and COVID-19 risk
reduction behaviors without intervening directly on minority stressors [43].
The  Creating  Access  to  Resources  and  Economic  Support  (CARES)  study  seeks  to  assess  the
efficacy of microgrants with or without peer support to reduce economic and psychological harms
experienced  by  TNB  people  in  the  wake  of  COVID-19.  The  CARES  study  builds  on  TNB
community-led  interventions,  leverages  the  expertise  of  an  existing  TNB Community  Advisory
Board (CAB), and extends ongoing community-academic partnerships with BTAC. This manuscript
outlines the protocol for the CARES Study. 

Study Aims and Hypotheses

The CARES Study has three aims and three hypotheses outlined below:
Aim 1. Compare the efficacy of monthly microgrants, with or without peer mentoring, to reduce
psychological distress among TNB adults, relative to receipt of a single microgrant. 
Hypothesis 1. Receipt of monthly microgrants, with or without peer mentoring, will significantly
reduce psychological distress scores compared with receipt of a single microgrant. 

Exploratory  Hypothesis  1.1:   Receipt  of  monthly  microgrants  with  peer  mentoring  will
significantly  reduce  psychological  distress  scores  compared  with  receipt  of  monthly
microgrants without peer mentoring.

Aim 2. Examine mechanisms by which monthly microgrants, with or without peer mentoring, impact
psychological distress among TNB adults. 
Hypothesis 2. Material hardship will mediate relationships between receipt of monthly microgrants
and psychological distress scores.
Hypothesis 3: Transgender community connectedness will mediate relationships between receipt of
monthly microgrants with peer mentoring and psychological distress scores.
Aim 3. Qualitatively explore intervention experiences and perceived efficacy with TNB adults. 

Methods

Trial Design

This study uses an embedded mixed method design for a three-armed, randomized controlled trial
(RCT) with 360 transgender adults. Participants are randomized to one of the following arms: [A] the
“enhanced usual care arm” which includes monthly financial education videos for 6 months and a
single  microgrant  of  $150  at  baseline;  or  [B] the  “extended  microgrant  arm”  which  includes
enhanced usual care components with the addition of monthly microgrants of $150 for a total of
$900 over the course of 6 months; or  [C] the “peer mentoring arm” which includes the extended
microgrant arm components with the addition of a structured peer mentoring intervention for a total
of 6 months. All study procedures are self-administered virtually or interviewer-administered over
the telephone as described in the study procedures outlined below (Figure 2). 
Potential  participants  complete  an  interest  form that  is  reviewed  by the  participant  engagement
coordinator (PEC) to exclude bots. Once the interest form is reviewed and approved by the PEC, the
participant  is  sent  an  individualized  link  to  an  online  pre-screening  form.  Participants  deemed
eligible  based  on  the  pre-screening  form  are  then  scheduled  for  final  eligibility  screening  by
telephone. Eligible individuals take part in informed consent procedures. Individuals who provide
informed  consent  are  then  stratified  by  gender  identity  to  ensure  balance  across  gender  groups
(transgender man, transgender woman, and gender nonbinary) then randomized to one of the 3 study
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arms (Table 1). Once the randomized participant completes the baseline survey, they are considered
fully enrolled. 
Table 1. Overview of Study Arms and Planned Sample Sizes (N=360)

Intervention for Each Study Arma
Peer

Mentorin
g

Monthly
Microgrant

Sample
Size

A. Enhanced usual care: a single $150 microgrant No No 120
B. Extended microgrant: monthly $150 microgrant x 6 months No Yes 120
C. Peer mentoring: monthly $150 microgrants x 6 months + peer mentoring Yes Yes 120

aAll study participants will receive brief financial education videos each month for 6 months
Thirty-minute survey questionnaires are conducted at 0, 6, and 12 months. The 6-month survey will
assess changes in outcome measures from baseline to the end of the intervention. The 12-month
survey  will  assess  for  changes  in  outcomes  since  the  intervention  ended.  Participants  will  also
complete brief (3-5 minutes) process measures at 3 and 6 months that assess how microgrant funds
were spent and participation in peer mentoring sessions and financial education videos. During the
course  of  the  intervention,  a  research  assistant  (RA)  makes  monthly  outreach  calls  to  confirm
identity and contact information for sending microgrants and/or study incentives. A subset of 36
participants will be invited to complete in-depth interviews (IDIs) at mid-intervention (3 months) and
post-intervention (9 months) to explore changes in experiences and perceptions during and after the
assigned  intervention.  Participants  will  be  purposively  selected  for  interviews  using  maximum
variation sampling by gender identity, racial identity, and geography. 

Ethics Approval

This  study has  received ethical  approval  from the  Duke University  Medical  Center  Institutional
Review Board (IRB; Pro00113319). The Duke single IRB served as the IRB of record for all partner
institutions  in  this  collaborative  study.  Prior  to  enrollment,  all  participants  complete  a  detailed
consent  process,  including  a  consent  quiz  to  ensure  understanding  of  study  procedures.  All
participants electronically sign a written informed consent document. This protocol was registered in
ClinicalTrials.gov (NCT05971160) on July 24, 2023. 

Eligibility Criteria

Study participants must meet the following self-reported eligibility criteria: (1) age 18 years or older;
(2) gender identity different from sex assigned on original birth certificate (inclusive of transgender
and nonbinary people); (3) ability to provide informed consent in English; (4) access to a mobile
phone and email; (5) a score > 0 on the material hardship index–indicating exposure to at least one
material  hardship;  and  (6)  willing  and  able  to  provide  some  form  of  photo  identification  at
enrollment.

Sample Sizes

Quantitative Sample

Statistical  power  was  estimated  using  the  mean and standard  deviation  from the  LITE study,  a
longitudinal study with 1,273 trans feminine individuals [44]. In this sample, the mean score on the
Kessler 6 (K6) measure of psychological distress was 10.67 (SD=5.68). When stratified by food
insecurity  (a  type  of  material  hardship),  the  difference  in  mean  K6 scores  between  participants
experiencing food insecurity (M=12.14) and participants not experiencing food insecurity (M=9.72)
was 20%. Therefore, we considered a 20% or greater improvement in either the extended microgrant
or peer mentoring arm compared to enhanced usual care arm at 6 months as a clinically meaningful
effect size.  
Assuming a baseline mean for the K6 of 12.15 (SD=5.83) for all three groups, no change in the
enhanced usual care arm, a 20% improvement over time in either intervention group (Mean=9.72 at
6 months) and alpha of 0.05, power to detect a significant group by time interaction is 0.89 with 110
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per group (total N=330), 0.92 with 120 per group (total N=360), and 0.94 with 130 per group (total
N=390). Based on the power analysis, we selected a final sample size of 360 with 120 individuals
per group. With this sample size, we will retain sufficient power (0.82) even if we observe a 17%
difference. We plan to recruit 400 individuals to allow for a 10% attrition rate over the course of the
study. However, a sample size as small as 320 (20% attrition) will still provide statistical power that
exceeds 80%.

Qualitative Sample

Sample sizes for qualitative research aim to include enough participants to reach the point at which
no  new,  relevant  information  is  gleaned  from  continued  data  collection,  a  concept  known  as
saturation [45]. Studies indicate that saturation often occurs within the first 12 interviews, although
early themes can be identified with as few as 6 interviews [46, 47]. To facilitate reaching saturation
within each arm, we will conduct in-depth interviews with twelve participants per arm (n=36). 

Study Procedures

Recruitment

A growing body of research indicates that digital research studies that recruit through online and
social  media  advertisements  are  highly  susceptible  to  fraudulent  participation  by  bots  and/or
enrollment by ineligible participants seeking study compensation [48, 49]. Financial compensation
for study participation has been found to increase risk of participant deception about study eligibility
[50].  However,  failure to compensate participants for the burden of research engagement can be
considered unethical [51, 52]. Given that our study intervention includes microgrant payments, it
would be impossible to enroll participants without providing them with money. Therefore, in order to
reduce the potential for fraudulent enrollment, the study team has implemented a tailored recruitment
strategy as well as several evidence-based screening strategies [49, 53-57] to ensure enrollment only
by eligible participants. 
The study team leverages community partnerships and existing online observational cohorts of TNB
adults for recruitment. BTAC, which is based in Texas and has reached more than 5,000 TNB people
with services, has taken a leadership role in recruiting potential participants through their extensive
community networks. In addition, the study team has developed a database of numerous transgender-
led and/or transgender-focused community organizations across the country whom we are contacting
to share information about the study (Figure 3). If we are unable to reach recruitment goals through
these community-engaged strategies, participants in recent and ongoing TNB-focused studies led by
our  study  team,  e.g.  the  LITE  study  (N>1,200)  and  the  LEGACY study  (N=2,011),  who  have
consented to be contacted for future research will be invited to participate in this study [44, 58]. 

Screening and Enrollment

Interested potential participants are directed to the CARES study webpage for further information
and to complete an interest form. The PEC reviews the email address from the interest forms as well
as the encrypted internet protocol address for any indication of fraud, then sends a personalized link
to the pre-screener, which ask questions to assess eligibility for the study, as well as collect a phone
number, email address, and best times for contact. Participants who prescreen as eligible receive an
email informing them that study staff will call or text them to schedule a telephone appointment for
enrollment. They are also are offered the opportunity to book a specific time using a calendar link. At
the scheduled appointment time, the PEC calls to complete final eligibility screening and conducts
the informed consent process. Eligible participants who consent to enroll are randomized to one of
the  study  arms  using  stratified  randomization  by  gender  identity  (transgender  men,  transgender
women, and gender nonbinary) to facilitate assessment for gender differences. Once randomized,
participants are sent a link to the baseline survey. Participants are considered fully enrolled once the

https://preprints.jmir.org/preprint/63656 [unpublished, peer-reviewed preprint]



JMIR Preprints Poteat et al

baseline survey is complete.

Retention 

Upon enrollment, participants are asked to provide extensive contact information, including phone
numbers, email addresses, and contact person and number in the case study staff are unable to reach
them. A dedicated staff member will call participants each month to confirm or update their contact
information and will also confirm their identity using date of birth to ensure microgrant payments are
being sent to the enrolled individual. The study database has been programmed to automatically send
an email and text to each participant when they are due for data collection. Study staff follow-up
with telephone calls to participants who do not complete the survey within 10-15 days after the
automated message is sent. We have hired study staff from the TNB community to foster cultural
competence and optimize acceptability to participants. We anticipate a 90% retention rate over the
12-month study based on our experience retaining 90% of participants over 12 months in the LITE
Study. 

Quantitative Data Collection

All participants complete a 30-minute self-administered web-based survey at baseline and every 6
months for a total of three full surveys over the course of 12 months. To reduce bias associated with
literacy  and  technology  challenges,  interviewer-administered  surveys  will  be  offered  to  all
participants at enrollment. We have successfully used this approach for our COVID-19 testing study
of more than 2,000 TNB adults across the U.S. Study participants will also complete a brief (≤10
minutes) text message survey with only process measures (e.g., number of financial education videos
viewed, number of peer mentoring sessions attended, how microgrant funds were spent) at 3 months.
These process measures will also be incorporated into the 6-month survey.
A summary of key study measures and their reported internal consistency assessed by Cronbach’s
alpha,  where  available,  are  outlined  below (Table  2).  To  facilitate  data  sharing  and  population
comparisons, primary outcome and potential mediator measures are drawn from the PhenX Toolkit
Social  Determinants  of  Health  [59]  and  Mental  Health  Collections  and  the  NIH  Public  Health
Emergency  and  Disaster  Research  Response  (DR2)  [60].  The  primary  mental  health  outcome
measure is the K6, a 6-item Likert scale of psychological distress [61]. K6 is a validated, brief, self-
report instrument that is low burden for investigators and participants [62]. It can easily be self-
administered via the internet and has performed well in prior studies with TNB people [63-65]. The
summary scale score ranges from 0 to 24, with scores ≥ 5 consistent with moderate distress [66] and
scores ≥ 13 consistent with significant distress [61]. Higher scores on the K6 have been associated
with  increased  risk  of  all-cause  mortality  [67].  Reductions  in  K6  scores  have  correlated  with
reduction in symptoms of anxiety and depression [68]. 
Table 2. Key Study Measures

Construct Instrument Variable Type Source
Cronbach

alpha
Mental and Behavioral Health

Psychological distress Kessler 6
Primary
outcome

Kessler et al. 2002 [69] 0.83 [68]

Substance use disorder Drug Abuse Screening Test-10
Exploratory
outcome

Yudko et al. 2007 [70] 0.94

Economic Hardship

Material hardship Material Hardship Index
Potential
mediator

Ouellette et al. 2004 [71] NAa

Social Support

Peer social support
Transgender  Community
Connectedness

Potential
mediator

Testa et al. 2015 [41] 0.90

Discrimination
Gender-related Gender  Minority  Stress  and Testa et al. 2015 [41] 0.90
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discrimination Resilience
Potential
confounder

Intersectional
discrimination

Intersectional  Discrimination
Index-Major

Potential
confounder

Scheim et al. 2019 [72] 0.72
aNA=not applicable

The primary economic hardship measure is a 7-item material hardship index used in the Coronavirus
Impact Survey (CRISIS) V0.2 [73]. This index from the DR2 has been recommended by the U.S.
Department  of  Health  and  Human  Services  and  included  in  the  federal  Survey  of  Income and
Program Participation  (SIPP)  by  the  U.S.  Census  Bureau  [71,  74].  The  primary  social  support
measure  is  the  validated  transgender  community  connectedness  scale,  a  5-item subscale  of  the
GMSR measure [41]. 
While extant data indicate microgrants do not increase substance use [25], we have included the 10-
item Drug Abuse Screening Test (DAST-10) as a validated screening tool to assess any changes in
substance  use  over  the  course  of  the  study  [75].  None  of  the  CARES  study  interventions  are
hypothesized to affect experiences of discrimination. However, experiences of discrimination (e.g.,
employment  discrimination)  may  be  associated  with  economic  hardship  as  well  as  with  mental
health; therefore, we have included discrimination measures as potential confounders. Gender-related
discrimination is  a  5-item sub-scale  of  the  GMSR measure  [41],  included to assess  experiences
related to TNB identity; and the Intersectional Discrimination Major Discrimination Index (InDI-M)
is a 13-item subscale of the Intersectional Discrimination Index [72], included to assess experiences
related to any aspect of the participants’ identity. 

Qualitative Data Collection

Qualitative research is most appropriate for eliciting detailed accounts of participant experiences and
perceived efficacy of the interventions. The open-ended nature of IDIs provide the opportunity to
more deeply explore issues relevant to the study aims [76]. Prior studies have demonstrated how
embedding qualitative data collection within a randomized trial enriches the understanding of how
and why the interventions work or do not work [77, 78]. Longitudinal interviews are an important
means  by  which  to  study  how  participants  experience,  interpret,  and  respond  to  their  assigned
intervention over time. 
We will conduct one-on-one in-depth interviews (IDIs) at months 3 and 9 to capture intra- and post-
intervention  experiences  and  perspectives.  Interviews  will  take  place  using  a  HIPAA-compliant
video conference platform. Our team has successfully collected qualitative data remotely using this
method [79]. We will use stratified sampling [80] to select participants who vary by gender identity
within each study arm. We will seek variability by race, age, and geography.  Each IDI will  last
approximately one hour with an interviewer who has been trained in qualitative research methods
and has experience conducting research with TNB people.
A topical guide will structure the interview. Open-ended questions, followed by prompts, as needed,
will be used to elicit participant narratives. The initial IDIs will begin by exploring the participants’
lives, stressors, and coping strategies. The interviewer will then guide the discussion to participants’
experiences of the intervention (e.g., how do they spend the microgrant(s), how do they relate with
their peer mentor) and how they perceive their financial situation and mental health to have changed
or not since the intervention began (i.e., interim perceived efficacy)). Follow-up IDIs will explore
how their  financial  situation  and  mental  health  have  changed  since  the  intervention  ended  and
discuss their retrospective reflections on the intervention.  This qualitative longitudinal design will
also enable the study team to clarify in follow-up interviews any unclear or incomplete responses in
the prior  IDI.  All  interviews  will  be  digitally  audio  recorded  and  transcribed  verbatim  by  a
professional transcription company. Interviewers will write field notes and narrative summaries after
each interview that will supplement the transcripts. During biweekly meetings, the study team will
review field notes, transcripts, and summaries, discuss emerging themes, and revise interviewing and
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coding strategies, as appropriate. 

Interventions

Comparison Intervention: Enhanced usual care for all study arms

Enhanced usual care interventions include a single microgrant of US$150 provided via virtual or
physical Mastercard. In addition, each participant will receive a link to one financial education video,
lasting 5-10 minutes, each month for 6 months. Prior research identified financial education as an
important need for TNB people [81, 82]. Providing financial education to every participant in all
arms will allow the study team to distinguish the effects of financial education (offered to everyone)
from the effects of peer mentoring (offered in only one arm). Each video (Table 3) is based on
content from a financial literacy intervention developed specifically for TNB adults by members of
our research team (NCT04275310). 
Table 3. Financial Education Video Topics and Knowledge Objectives by Month of Intervention

Topic Knowledge Objective
1 Protecting Yourself & Your Money Identify and avoid predatory loans and financial abuse and coercion
2 Income Generation Identify job opportunities and considerations for the gig economy
3 Banking Select and open a bank account
4 Budgeting Develop a personal budget to meet goals
5 Credit and Loans Build and maintain good credit
6 Transgender Financial Advisor Navigate financial systems as a transgender person 

Extended Microgrants: Experimental intervention, Arms B and C 

Participants in Arms B and C will receive US$150 per month for 6 months, totaling $900, via virtual
or physical Mastercard, as outlined for enhanced usual care. During each month of the intervention,
participants will receive a phone call from the study team and will be required to respond to verify
their date of birth and contact information. After verification, funds will be added to the participants’
accounts. Date of birth verification will be the only condition required for subsequent microgrant
funds. The study team disburses funds monthly for 6 months in the intervention arms to be consistent
with the frequency and duration of interventions in prior research and to align with what would be
most sustainable after the study.
In the absence of prior U.S. data on microgrants, the study team explored existing data to determine
the amount for each microgrant. The median annual income of LITE participants was less than the
federal  poverty  level  at  the time (US$12,760 for  an individual).  Thus,  a  microgrant  of  US$150
represents 15% of their monthly income. This is approximately the proportion of income that the
average U.S. household spends on food. Since food insecurity is an important element of material
hardship, a US$150 microgrant is sufficient to reduce this aspect of material hardship [83].
The  research  team  also  considered  clinical  relevance,  ethics,  and  sustainability.  In  many  U.S.
settings, US$150 in a given month may financially support travel expenses (e.g., bus, subway, ride-
share,  fuel  costs)  to  access  employment,  mental  health,  and  other  social  services.  The  US$150
amount  may financially  support  gender  affirming purchases,  such as  hormones,  that  can  reduce
psychological  distress  [84].  From  an  ethical  standpoint,  US$150  was  chosen  to  be  substantive
enough  for  economic  impact  without  being  so  high  as  to  be  coercive.  Lastly,  US$150  was
determined by community partners to be sustainable and scalable by community-based organizations
in the U.S. as noted by BTAC and demonstrated by the longevity of the Trans Lifeline microgrants
program which has distributed > US$1million since 2018 [85].

Peer Mentoring (Experimental intervention, Study Arm C Only) 

In  addition  to  the  interventions  above,  participations  randomized to  Arm C are  assigned a  peer
mentor  who  matches  their  gender  identity  (transgender  man,  transgender  woman,  or  gender
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nonbinary). Gender matching has been found to be an important to rapport-building in mentoring
relationships [86, 87]. Peer mentoring interventions are forms of peer support that has been shown to
improve  mental  health  [88-90].  Published  peer  mentoring interventions  vary  widely  in  content,
structure, duration, and frequency of interactions [35, 91, 92]. A variety of approaches to mentoring
can  be  effective.  [93-95],  and  telephone-delivered  peer  support  is  feasible  and  acceptable  [96].
However, while multiple studies have tested transgender peer navigation strategies for engagement in
healthcare [97-99],  the study team found no published individual (versus group) peer  mentoring
interventions for mental health with TNB adults. The Healthy Divas curriculum (described below)
was selected for the CARES study because it was designed specifically for transgender people. It has
been successfully implemented and found to be feasible, acceptable, and readily adaptable to diverse
settings [100]. 
The CARES peer  mentoring intervention was adapted from the  Heathy Divas curriculum [101],
designed for transgender women, and uses key elements of BTAC’s  Akanni peer support program
[102]. Healthy Divas is a manualized evidence-informed peer mentoring intervention developed by
study consultant Dr. Jae Sevelius, and implemented at HIV care sites across the U.S. [100]. Based on
Gender  Affirmation  [103,  104]  and  Health  Empowerment  [105]  Frameworks,  the  intervention
improved transgender women’s HIV medication adherence through 6 sessions of strengths-based
peer mentoring. Guided by the ADAPT-ITT method [106], the CARES team, BTAC leadership, and
Dr. Sevelius completed a full-day workshop to adapt Healthy Divas for use with TNB people of any
gender and HIV status and to focus on participant-selected goal setting. The adapted intervention was
manualized  by  the  CARES  project  coordinator  and  reviewed  by  the  adaptation  workshop
participants, as well as TNB community leaders. Revisions were made based on this feedback before
pilot-testing with the existing CAB, which has provided our  research team with input  on TNB-
focused studies for several years. After pilot-testing with the CAB, the manual was finalized and
used to develop training materials for peer mentors. The final peer mentoring intervention guides the
participant  in  setting  achievable  goals  and  building  their  capacity  to  reach  the  goals  they  have
selected. Each peer mentoring session addresses a specific topic (Figure 4). 
BTAC recruited, interviewed, and hired an experienced full-time peer mentor supervisor as well as
three part-time peer mentors.  The peer mentor supervisor completed the CARES peer mentoring
intervention training  and participated in  training of  peer  mentors.  In  addition  to  training on the
content of the intervention and logistics of implementation,  mentor training also included skills-
building such as active listening,  boundary setting,  and self-care [107].  Peer mentors passed the
intervention competency assessment, including mock sessions, prior to being matched with Arm C
participants.  The  peer  mentor  supervisor  meets  with  the  peer  mentors  on  a  monthly  basis  for
supervision and will make himself available throughout the study period to support the peers. In
addition, mentors have access to one-on-one mental health support with a nonbinary professional
counselor  hired  by  the  CARES study  team,  as  well  as  vouchers  for  a  limited  number  of  free
telehealth psychotherapy sessions. Mentors meet biweekly one-on-one with their assigned participant
by telephone or secure video to complete each of the 6 manualized peer mentoring sessions. Peer
mentors also meet weekly with the PEC and study coordinator to troubleshoot any logistical issues
that arise.
Fidelity to the peer mentorship curriculum is assessed through routine tracking of number, duration,
and content  of  peer  interactions  by the  peer  supervisor.  In  addition,  participants  in  Arm C will
complete brief fidelity surveys at 3 and 6 months. All mentors have been provided with a national
resource list to link mentees with supportive services as needed. Mentors track all referrals made and
assess if the participant utilized the referrals provided. 
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Data Analysis

Quantitative Data

Quantitative data analyses will be conducted using Stata and/or R. The distribution of all variables
will be examined for outliers and to determine if they meet the assumptions of the planned analyses.
The pattern of missing data will be explored, including testing for differences on baseline variables
between those with and without missing data. Variables related to missingness will be included in the
main analyses which should yield valid inferences [108]. In the rare event of more than 10% missing
data, we will use multiple imputation. In addition, we will conduct a series of sensitivity analyses to
evaluate the robustness of conclusions with respect to departures from missing at random assumption
by comparing the magnitude of the primary effect between analysis using complete data only to
analyses  using  multiple  imputation.  Analysis  of  variance  will  be  used  to  test  if  randomization
achieved balance in the baseline participant characteristics across the three arms. Variables on which
the groups differ will be included as covariates in the main analyses. We will specify two-sided tests
and 0.05 significance level. Below we outline data analysis plans by study aim.
Aim 1: To test efficacy of the interventions (hypothesis 1), generalized estimating equations (GEE)
will be used with time (baseline, 6 months), group (A, B, C), and the group by time interaction
included in the model. A Gaussian model will be used to examine the K6 Scale. A significant group
by time interaction would signify that the change over time differed between the 3 intervention arms.
Significant group by time interactions will be graphed and simple main effects will be estimated. In
addition, we will examine the maintenance of the effects from 6 to 12 months using linear regression.
That outcome will be change in K6 from 6 months to 12 months. Group assignment (A, B, C) will be
the main independent variable. Baseline value of the outcome will also be included in the model as a
covariate.  This  will  allow us  to  test  if  the  effect  of  each  intervention  is  sustained  overtime  in
comparison to enhanced usual care. In exploratory analyses, we will repeat this set of analyses for
the  DAST-10 to  examine if  the  change over  time in substance  use differs  for  the three groups.
Exploratory analyses to examine heterogeneity of treatment effects will repeat the above analyses
stratified by race, gender, sex-assigned at birth, stigma scores, and other relevant covariates. The
effect  sizes  will  be  compared  across  the  levels  of  each  strata  to  determine  if  intervention
effectiveness  varies  across  groups.  We will  also  explore  whether  efficacy  varies  by  geographic
location and compare relative effectiveness of arms (A and B). 
Aim 2: We will examine the mechanisms by which the interventions work using structural equation
modeling  (SEM).  Variables  in  the  model  will  include  change from baseline  to  6 months  in  the
mediators (Material Hardship Index and Transgender Community Connectedness Scale) and change
from baseline to 6 months in the K6 outcome as well as group assignment (Figure 5). SEM provides
tests of the direct and indirect paths from the independent variable to the dependent variables. Of
interest  will  be the significance tests  of the indirect  paths from intervention assignment through
material hardship to psychological distress (Hypothesis 2) and through community connectedness to
psychological  distress (Hypothesis  2).  We will  examine the goodness-of-fit  of the overall  model
(Model  Chi-square,  Adjusted  Goodness  of  fit,  Comparative  Fit  Index,  Standardized  Root  Mean
Square Error of Approximation). 

Qualitative Data

Aim 3: Analysts will first compare the transcript to the digital audio recording to identify and correct
any  transcription  errors.  Then,  transcripts,  reflexive  notes,  and  narrative  summaries  for  each
interview will  be  imported  into  qualitative  data  analysis  software,  such  as  Atlas.ti,  to  facilitate
analysis. Analysis will begin with an open coding phase where data are read iteratively to generate
analytic memos and tentative codes [109]. Open coding will be followed by systematic coding by
two coders to ensure reliability [110]. To take full advantage of the longitudinal nature of the data,
we will  apply multiple analytic approaches to the constant comparison technique [111]. We will
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review  the  narrative  summaries  for  each  participant  over  time  to  look  for  change  within  the
individual. We will read across the transcripts for each time period to look for themes unique to mid-
intervention and post-intervention time periods. Finally, we will read and compare all data across
study arms. Analytical memos will be used to track the analytic process and describe themes that
emerge. While it is not feasible for coders to be masked to the study arm, initial open coding will
take  place  without  attention  to  intervention  assignment.  Once  coding  is  complete,  we  will  use
advanced visualization features of qualitative data management software to map out any differences
in code density by study arm. Findings will be structured to best summarize participants’ experiences
of material hardship and mental health as well as their perception of their assigned intervention and
its efficacy. We will assess variation by race, gender, and geography/cost of living.

Data Integration

Embedding is a type of integration that occurs when different types of data and analyses are linked at
multiple points in the study and is particularly useful in intervention trials [112]. In the CARES
study, qualitative data will be linked at the randomization phase when participants will be sampled
from within each arm after randomization. During the intervention (month 3), qualitative data will
facilitate identification of contextual factors that could influence the trial results while also providing
detailed information about the nature of the participants’ experience by study arm. Qualitative data
collected  after  the  intervention  (month  9)  will  facilitate  identification  of  changes  that  might  be
necessary for widespread implementation of the intervention. In short, integration will help explain
outcomes, improve future iterations of the intervention, and understand mediators and moderators
[113]. CARES qualitative and quantitative data will also be integrated at the end of the study using
results-based convergent synthesis [114]. This integration method involves analyzing qualitative and
quantitative  data  separately,  then  merging results  during a  final  synthesis  [115].  Results  will  be
merged using joint display [116] in which the interview themes will provide context for the survey
results.  The  qualitative  code  density  (frequency  of  each  code)  will  be  displayed  by  study  arm.
Visualization will facilitate identification of similarities and differences in participant experiences
across  study arms.  Process  data  will  be  integrated  into  the  joint  display  to  visually  assess  any
relationships  between  microgrant  expenditures  (e.g.,  food,  emergency  savings  fund);  dose  and
content  of  the  intervention  (e.g.,  peer  contacts,  referrals  made  and  utilized);  experience  of  the
intervention (e.g., perceived efficacy); and effect of the intervention on outcomes of interest. 

Results

Participant recruitment for the CARES study began as a “soft launch” in November 2023, when we
asked our community partners to invite a few participants to screen for the study. Three participants
were enrolled during the soft launch phase to ensure that study processes worked as intended prior to
opening for full recruitment. Lessons from implementation of this soft launch led to streamlining the
enrollment process by implementing a participant self-booking option for scheduling screening and
consent appointments. Full  recruitment began on January 8, 2024 and, as of June 25, 2025, 123
participants have enrolled. Recruitment is expected to be completed no later than March 31, 2025;
and the final study visit will take place in March 2026. 

Discussion

Principal Findings 

We hypothesize that the CARES study will demonstrate that monthly microgrants, with or without
peer mentoring, will reduce psychological distress among TNB adults. Further, we anticipate that
reductions  in  material  hardship  and  an  increased  sense  of  connection  with  the  transgender
community  will  mediate  these  effects.  We  expect  qualitative  results  to  support  the  perceived
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feasibility and benefits of both microgrants and peer mentoring. This study will fill an important gap
in the literature, since studies on short-term microgrants in the U.S. are rare [117-119]. We found no
prior studies that combine microgrants with peer support, nor aim to use financial interventions to
improve the psychological wellbeing of TNB adults [120].

Strengths and Limitations

The CARES study has multiple strengths. Study findings will provide important data on the efficacy
of  two  community-derived,  structural  and  psychosocial  interventions  to  improve  mental  health
among TNB people in the U.S. and potentially  mitigate  some of the psychosocial  harms of  the
COVID-19 pandemic. The community-academic partnership between BTAC, a national transgender-
led organization, and leading research university throughout the research process will ensure that
rigorous data will flow directly to the community in real-time. Study findings will provide useful
data for BTAC and other community organizations to guide investments of their limited resources
toward  evidence-based  programs.  Findings  will  also  have  relevance  for  policy-makers  and
researchers who seek to address economic vulnerability and mental health among TNB adults. 
The  CARES study responds  to  the  calls  for  researchers  to  address  multilevel  drivers  of  health
disparities  [121]  by  implementing  interventions  that  operate  at  the  structural  (economic)  and
interpersonal (peer mentoring) levels. Also, this study advances the science behind minority stress
theories  by testing whether  stigma-driven health  inequities  can be mitigated  without  intervening
specifically on identity-based stigma.
The  study  has  several  limitations.  While  the  team  has  multiple  measures  in  place  to  prevent
fraudulent enrollment, it is possible that people who are not TNB will misrepresent themselves in
order  to  enroll  in  the  study.  To  reduce  this  possibility,  we  are  carefully  recruiting  through
transgender-specific  organizations,  rather  than  more  broadly.  There  is  also  the  potential  for
differential  attrition in the enhanced usual care arm that my lead to attrition bias.  Our staff will
conduct monthly check-ins for participants  in this  arm to enhance retention; and we are closely
monitoring attrition by study arm. 

Future Directions

The research team plans wide dissemination of study findings across policy (e.g.,  white papers),
academic (e.g. scientific conferences), and community spaces (e.g. town halls) to ensure results have
the opportunity to inform future health equity approaches. Ideally, future research will build on this
study’s findings to develop, refine,  and/or test  community-derived interventions to enhance TNB
wellbeing.
Acknowledgements
Dominique Ellerbe, Harley Kranock, and Jenny Williams for their contributions to study recruitment
and implementation. 
Data Availability
The datasets generated during the current study will be available from the corresponding author upon
reasonable request one year after completion of data collection.
Funding Statement
Research reported in this publication was supported by the National Institute on Minority Health and
Health Disparities of the National Institutes of Health under Award Number R01MD016755. The
content is solely the responsibility of the authors and does not necessarily represent the official
views of the National Institutes of Health. The funder had no role in the conceptualization, design,
data collection, analysis, decision to publish, or preparation of this manuscript.
Conflict of Interest
The authors declare that they have no competing interests.
Authors Contributions
Conceptualization: TP, CB

https://preprints.jmir.org/preprint/63656 [unpublished, peer-reviewed preprint]



JMIR Preprints Poteat et al

Data curation: AH
Funding acquisition: TP
Investigation: AW, SR, LJMW, CB, NP
Methodology: TP, NP, LJMW
Project administration: WK, HK, CB
Resources: TP
Software: AW
Supervision: TP
Writing – original draft: TP
Writing – review & editing: All authors
Abbreviations
BTAC: National Black Trans Advocacy Coalition
CAB: Community Advisory Board
CARES: Creating Access to Resources and Economic Support
CRISIS: Coronavirus Impact Survey
DR2: NIH Public Health Emergency and Disaster Research Response
GMSR: Gender Minority Stress and Resilience 
IDI: In-depth interview
IRB: Institutional Review Board 
K6: Kessler 6
LITE: Leading Innovation in Trans Equity
NIH: U.S. National Institutes of Health
NIMHD: National Institute of Minority Health and Health Disparities
PEC: Participant Engagement Coordinator
RA: Research Assistant 
RCT: Randomized Controlled Trial
SEM: Structural Equation Modeling
TNB: Transgender and Nonbinary

https://preprints.jmir.org/preprint/63656 [unpublished, peer-reviewed preprint]



JMIR Preprints Poteat et al

References
1. National  Institutes  of  Health  Sexual  and  Gender  Minority  Research  Office

[https://dpcpsi.nih.gov/sgmro]
2. Poteat TC, Reisner SL, Miller M, Wirtz AL: Letter to the Editor: Vulnerability to COVID-19-

related Harms Among Transgender Women With and Without HIV Infection in the Eastern
and Southern U.S. J Acquir Immune Defic Syndr 2020, 85(4):e67-e69.

3. Reisner SL, Moore CS, Asquith A, Pardee DJ, Sarvet A, Mayer G, Mayer KH: High risk and
low uptake  of  pre-exposure  prophylaxis  to  prevent  HIV acquisition  in  a  national  online
sample of transgender men who have sex with men in the United States. J Int AIDS Soc
2019, 22(9):e25391.

4. Vulnerabilities  to  COVID-19  Among  Transgender  Adults  in  the  US
[https://williamsinstitute.law.ucla.edu/publications/transgender-covid-19-risk/]

5. Economic Impact of COVID-19 Intensifies for Transgender and LGBTQ Communities of
Color [https://www.hrc.org/resources/the-economic-impact-of-covid-19-intensifies-for-
transgender-and-lgbtq-commu]

6. COVID-19  Continues  to  Adversely  Impact  LGBTQ  People  While  Initial  Phases  of
Reopening  Create  New  Economic  Problems [https://www.hrc.org/resources/covid-19-
continues-to-adversely-impact-lgbtq-people-while-initial-phases-of-reopening-create-new-
economic-problems]

7. Kidd JD, Jackman KB, Barucco R, Dworkin JD, Dolezal C, Navalta TV, Belloir J, Bockting
WO:  Understanding  the  Impact  of  the  COVID-19  Pandemic  on  the  Mental  Health  of
Transgender and Gender Nonbinary Individuals Engaged in a Longitudinal Cohort Study. J
Homosex 2021, 68(4):592-611.

8. Linnemayr S, Barreras JL, Izenberg M, Brooks RA, Gonzalez A, MacCarthy S: Longitudinal
Assessment of Changes in Mental and Sexual Health Outcomes Due to COVID-19 Among
Latinx SMM and TGW. J Acquir Immune Defic Syndr 2020, 85(5):e90-e92.

9. Anser  MK,  Yousaf  Z,  Khan  MA,  Sheikh  AZ,  Nassani  AA,  Abro  MMQ,  Zaman  K:
Communicable  Diseases  (Including  COVID-19)-Induced  Global  Depression:  Caused  by
Inadequate  Healthcare  Expenditures,  Population  Density,  and  Mass  Panic.  Front  Public
Health 2020, 8:398.

10. Ruiz-Pérez I, Bermúdez-Tamayo C, Rodríguez-Barranco M: Socio-economic factors linked
with mental  health  during the recession:  a  multilevel  analysis.  Int  J  Equity Health 2017,
16(1):45.

11. Wright  MA,  Adelani  M,  Dy  C,  OʼKeefe  R,  Calfee  RP:  What  is  the  Impact  of  Social
Deprivation on Physical and Mental Health in Orthopaedic Patients? Clin Orthop Relat Res
2019, 477(8):1825-1835.

12. Kiely KM, Leach LS, Olesen SC, Butterworth P: How financial hardship is associated with
the onset of mental health problems over time. Soc Psychiatry Psychiatr Epidemiol 2015,
50(6):909-918.

13. Jones AD: Food Insecurity and Mental Health Status: A Global Analysis of 149 Countries.
Am J Prev Med 2017, 53(2):264-273.

14. Tarasuk V, Cheng J, Gundersen C, de Oliveira C, Kurdyak P: The Relation between Food
Insecurity and Mental Health Care Service Utilization in Ontario. Can J Psychiatry 2018,
63(8):557-569.

15. Hamad R, Fernald LC, Karlan DS, Zinman J: Social and economic correlates of depressive
symptoms  and perceived stress  in  South  African  adults.  J  Epidemiol  Community  Health
2008, 62(6):538-544.

16. Adler NE, Boyce T, Chesney MA, Cohen S, Folkman S, Kahn RL, Syme SL: Socioeconomic
status and health. The challenge of the gradient. Am Psychol 1994, 49(1):15-24.

17. Restar AJ, Jin H, Jarrett B, Adamson T, Baral SD, Howell S, Beckham SW: Characterising

https://preprints.jmir.org/preprint/63656 [unpublished, peer-reviewed preprint]



JMIR Preprints Poteat et al

the  impact  of  COVID-19  environment  on  mental  health,  gender  affirming  services  and
socioeconomic loss in a global sample of transgender and non-binary people: a structural
equation modelling. BMJ Glob Health 2021, 6(3).

18. Blankenship KM, Bray SJ, Merson MH: Structural interventions in public health. AIDS 2000
Jun, 14:S11-21.

19. Floate HJ, Marks GC, Durham J: Cash transfer programmes in lower-income and middle-
income countries:  understanding pathways to nutritional  change-a realist  review protocol.
BMJ Open 2019, 9(5):e028314.

20. Kilburn K, Handa S, Angeles G, Tsoka M, Mvula P: Paying for Happiness: Experimental
Results  from  a  Large  Cash  Transfer  Program  in  Malawi.  J  Policy  Anal  Manage 2018,
37(2):331-356.

21. Kilburn  K,  Thirumurthy  H,  Halpern  CT,  Pettifor  A,  Handa  S:  Effects  of  a  Large-Scale
Unconditional  Cash  Transfer  Program  on  Mental  Health  Outcomes  of  Young  People  in
Kenya. J Adolesc Health 2016, 58(2):223-229.

22. Angeles  G,  de  Hoop  J,  Handa  S,  Kilburn  K,  Milazzo  A,  Peterman  A:  Government  of
Malawi's  unconditional  cash  transfer  improves  youth  mental  health.  Soc  Sci  Med 2019,
225:108-119.

23. Hjelm L, Handa S, de Hoop J, Palermo T: Poverty and perceived stress: Evidence from two
unconditional cash transfer programs in Zambia. Soc Sci Med 2017, 177:110-117.

24. Ohrnberger J, Anselmi L, Fichera E, Sutton M: The effect of cash transfers on mental health:
Opening the black box - A study from South Africa. Soc Sci Med 2020, 260:113181.

25. Zhao J, Dwyer R, Palepu A: Taking Bold Action on Homelessness. In: New Leaf Project.
Vancouver: Foundations for Social Change; 2020.

26. National  Petroleum  Reserve-Alaska  (NPR-A)  Impact  Grant  Program
[https://www.commerce.alaska.gov/web/dcra/GrantsSection/NPR-
AlaskaImpactMitigationGrant.aspx]

27. Costello  EJ,  Compton  SN,  Keeler  G,  Angold  A:  Relationships  Between  Poverty  and
Psychopathology: A Natural Experiment. JAMA 2003, 290(15):2023-2029.

28. Costello EJ, Erkanli A, Copeland W, Angold A: Association of family income supplements in
adolescence with development of psychiatric and substance use disorders in adulthood among
an American Indian population. Jama 2010, 303(19):1954-1960.

29. Leigh-Hunt N, Bagguley D, Bash K, Turner V, Turnbull S, Valtorta N, Caan W: An overview
of systematic reviews on the public health consequences of social isolation and loneliness.
Public Health 2017, 152:157-171.

30. Saltzman LY, Hansel TC, Bordnick PS: Loneliness, isolation, and social support factors in
post-COVID-19 mental health. Psychol Trauma 2020, 12(S1):S55-s57.

31. Carter SP, Allred KM, Tucker RP, Simpson TL, Shipherd JC, Lehavot K: Discrimination and
Suicidal Ideation Among Transgender Veterans: The Role of Social Support and Connection.
LGBT Health 2019, 6(2):43-50.

32. Bukowski  LA,  Hampton  MC,  Escobar-Viera  CG,  Sang  JM,  Chandler  CJ,  Henderson  E,
Creasy SL, Stall RD: Intimate Partner Violence and Depression among Black Transgender
Women in the USA: The Potential Suppressive Effect of Perceived Social Support. J Urban
Health 2019, 96(5):760-771.

33. Puckett JA, Matsuno E, Dyar C, Mustanski B, Newcomb ME: Mental health and resilience in
transgender  individuals:  What  type of  support  makes  a  difference? J  Fam Psychol 2019,
33(8):954-964.

34. Fernández-Rouco N, Carcedo RJ, López F, Orgaz MB: Mental Health and Proximal Stressors
in Transgender Men and Women. J Clin Med 2019, 8(3).

35. Petosa RL, Smith LH: Peer Mentoring for Health Behavior Change: A Systematic Review.
American Journal of Health Education 2014, 45(6):351-357.

https://preprints.jmir.org/preprint/63656 [unpublished, peer-reviewed preprint]



JMIR Preprints Poteat et al

36. Wahlbeck K, McDaid D: Actions to alleviate the mental health impact of the economic crisis.
World Psychiatry 2012, 11(3):139-145.

37. Özler B, Hallman K, Guimond MF, Kelvin EA, Rogers M, Karnley E: Girl Empower - A
gender  transformative  mentoring  and  cash  transfer  intervention  to  promote  adolescent
wellbeing: Impact findings from a cluster-randomized controlled trial in Liberia. SSM Popul
Health 2020, 10:100527.

38. Ssewamala FM, Bermudez LG, Neilands TB, Mellins CA, McKay MM, Garfinkel I, Sensoy
Bahar O, Nakigozi G, Mukasa M, Stark L et al: Suubi4Her: a study protocol to examine the
impact and cost associated with a combination intervention to prevent HIV risk behavior and
improve mental health functioning among adolescent girls in Uganda. BMC Public Health
2018, 18(1):693.

39. Minnis AM, vanDommelen-Gonzalez E, Luecke E, Dow W, Bautista-Arredondo S, Padian
NS: Yo Puedo--a conditional cash transfer and life skills intervention to promote adolescent
sexual health: results of a randomized feasibility study in san francisco. J Adolesc Health
2014, 55(1):85-92.

40. Black Trans Advocacy Coalition [https://blacktrans.org/]
41. Testa RJ, Habarth J, Peta J, Balsam K, Bockting W: Development of the Gender Minority

Stress and Resilience Measure. Psychology of Sexual Orientation and Gender Diversity 2015,
2(1):65.

42. National  Institute  on  Minority  Health  and  Health  Disparities  (2017).  NIMHD  Research
Framework [https://www.nimhd.nih.gov/about/overview/research-framework.html]

43. Fernald LC, Gunnar MR: Poverty-alleviation program participation and salivary cortisol in
very low-income children. Soc Sci Med 2009, 68(12):2180-2189.

44. Wirtz AL, Poteat T, Radix A, Althoff KN, Cannon CM, Wawrzyniak AJ, Cooney E, Mayer
KH,  Beyrer  C,  Rodriguez  AE,  Reisner  SL:  American  Cohort  to  Study  HIV Acquisition
Among Transgender Women in High-Risk Areas (The LITE Study): Protocol for a Multisite
Prospective Cohort Study in the Eastern and Southern United States. JMIR Res Protoc  2019,
8(10):e14704.

45. Morse JM: Determining Sample Size. Qualitative Health Research 2000, 10(1):3-5.
46. Guest G, Bunce A, Johnson L: How Many Interviews Are Enough?: An Experiment with

Data Saturation and Variability. Field Methods 2006, 18(1):59-82.
47. Kerr C, Nixon A, Wild D: Assessing and demonstrating data saturation in qualitative inquiry

supporting  patient-reported  outcomes  research.  Expert  Review of  Pharmacoeconomics  &
Outcomes Research 2010, 10(3):269-281.

48. Levi R, Ridberg R, Akers M, Seligman H: Survey Fraud and the Integrity of Web-Based
Survey Research. Am J Health Promot 2022, 36(1):18-20.

49. Glazer JV, MacDonnell K, Frederick C, Ingersoll K, Ritterband LM: Liar! Liar! Identifying
eligibility fraud by applicants in digital health research. Internet Interv 2021, 25:100401.

50. Fernandez  Lynch  H,  Joffe  S,  Thirumurthy  H,  Xie  D,  Largent  EA:  Association  Between
Financial Incentives and Participant Deception About Study Eligibility. JAMA Network Open
2019, 2(1):e187355-e187355.

51. Fernandez Lynch H, Darton TC, Levy J, McCormick F, Ogbogu U, Payne RO, Roth AE,
Shah AJ,  Smiley  T,  Largent  EA:  Plumbing the  Depths  of  Ethical  Payment  for  Research
Participation. Am J Bioeth 2021, 21(5):W8-w11.

52. Różyńska J:  The ethical anatomy of payment  for research participants.  Med Health Care
Philos 2022, 25(3):449-464.

53. Salinas MR: Are Your Participants Real? Dealing with Fraud in Recruiting Older Adults
Online. West J Nurs Res 2023, 45(1):93-99.

54. Hohn KL, Braswell AA, DeVita JM: Preventing and Protecting Against Internet Research
Fraud  in  Anonymous  Web-Based  Research:  Protocol  for  the  Development  and

https://preprints.jmir.org/preprint/63656 [unpublished, peer-reviewed preprint]



JMIR Preprints Poteat et al

Implementation of an Anonymous Web-Based Data Integrity Plan. JMIR Res Protoc 2022,
11(9):e38550.

55. Campbell CK, Ndukwe S, Dubé K, Sauceda JA, Saberi P: Overcoming Challenges of Online
Research: Measures to Ensure Enrollment of Eligible Participants. J Acquir Immune Defic
Syndr 2022, 91(2):232-236.

56. Willis TA, Wright-Hughes A, Skinner C, Farrin AJ, Hartley S, Walwyn R, Weller A, Althaf
M, Wilson S, Gale CP, Foy R: The detection and management of attempted fraud during an
online randomised trial. Trials 2023, 24(1):494.

57. Guest JL, Adam E, Lucas IL, Chandler CJ, Filipowicz R, Luisi N, Gravens L, Leung K,
Chavanduka T, Bonar EE et al: Methods for Authenticating Participants in Fully Web-Based
Mobile App Trials from the iReach Project: Cross-sectional Study. JMIR Mhealth Uhealth
2021, 9(8):e28232.

58. Reisner SL, Deutsch MB, Mayer KH, Potter J, Gonzalez A, Keuroghlian AS, Hughto JM,
Campbell J, Asquith A, Pardee DJ et al: Longitudinal Cohort Study of Gender Affirmation
and HIV-Related Health in Transgender and Gender Diverse Adults: The LEGACY Project
Protocol. JMIR Res Protoc 2021, 10(3):e24198.

59. Hamilton CM, Strader LC, Pratt  JG, Maiese D, Hendershot T,  Kwok RK, Hammond JA,
Huggins W, Jackman D, Pan H et al: The PhenX Toolkit: get the most from your measures.
Am J Epidemiol 2011, 174(3):253-260.

60. NIH  Public  Health  Emergency  and  Disaster  Research  Response  (DR2)
[https://dr2.nlm.nih.gov/]

61. Kessler RC, Barker PR, Colpe LJ, Epstein JF, Gfroerer JC, Hiripi E, Howes MJ, Normand
SL, Manderscheid RW, Walters EE, Zaslavsky AM: Screening for serious mental illness in
the general population. Arch Gen Psychiatry 2003, 60(2):184-189.

62. General  Distress  Screener.  PhenX  Toolkit
[https://www.phenxtoolkit.org/protocols/view/121301]

63. Turban  JL,  Beckwith  N,  Reisner  SL,  Keuroghlian  AS:  Association  Between  Recalled
Exposure  to  Gender  Identity  Conversion  Efforts  and  Psychological  Distress  and  Suicide
Attempts Among Transgender Adults. JAMA Psychiatry 2020, 77(1):68-76.

64. Scheim AI, Perez-Brumer AG, Bauer GR: Gender-concordant identity documents and mental
health among transgender adults in the USA: a cross-sectional study. Lancet Public Health
2020, 5(4):e196-e203.

65. Bariola  E,  Lyons  A,  Leonard  W,  Pitts  M,  Badcock  P,  Couch  M:  Demographic  and
Psychosocial  Factors  Associated  With  Psychological  Distress  and  Resilience  Among
Transgender Individuals. Am J Public Health 2015, 105(10):2108-2116.

66. Prochaska JJ, Sung H-Y, Max W, Shi Y, Ong M: Validity study of the K6 scale as a measure
of  moderate  mental  distress  based  on mental  health  treatment  need and utilization.  Int  J
Methods Psychiatr Res 2012, 21(2):88-97.

67. Yang L, Zhao M, Magnussen CG, Veeranki SP, Xi B: Psychological distress and mortality
among US adults: prospective cohort study of 330 367 individuals. J Epidemiol Community
Health 2020, 74(4):384-390.

68. Staples  LG,  Dear  BF,  Gandy  M,  Fogliati  V,  Fogliati  R,  Karin  E,  Nielssen  O,  Titov  N:
Psychometric  properties  and clinical  utility  of  brief  measures  of  depression,  anxiety,  and
general distress: The PHQ-2, GAD-2, and K-6. Gen Hosp Psychiatry 2019, 56:13-18.

69. Kessler  RC,  Andrews  G,  Colpe  LJ,  Hiripi  E,  Mroczek  DK,  Normand  SLT,  Walters  EE,
Zaslavsky AM: Short screening scales to monitor population prevalences and trends in non-
specific psychological distress. Psychological Medicine 2002, 32(6):959-976.

70. Yudko E, Lozhkina O, Fouts A: A comprehensive review of the psychometric properties of
the Drug Abuse Screening Test. Journal of Substance Abuse Treatment 2007, 32(2):189-198.

71. Oulette T, Bursetin N, Long D, Beercroft E. Measures of Material Hardship: Final Report.

https://preprints.jmir.org/preprint/63656 [unpublished, peer-reviewed preprint]



JMIR Preprints Poteat et al

2004 [https://aspe.hhs.gov/report/measures-material-hardship-final-report]
72. Scheim AI, Bauer GR: The Intersectional Discrimination Index: Development and validation

of  measures  of  self-reported  enacted  and  anticipated  discrimination  for  intercategorical
analysis. Soc Sci Med 2019, 226:225-235.

73. CorRonaviruS  health  Impact  Survey  (CRISIS)  V0.2
[https://www.nlm.nih.gov/dr2/ABCD_COVID-19_Impact_Measure-Parent.pdf]

74. Survey  of  Income  and  Program  Participation  (SIPP) [https://www.census.gov/programs-
surveys/sipp/about.html]

75. Mdege ND, Lang J: Screening instruments for detecting illicit drug use/abuse that could be
useful in general hospital wards: a systematic review. Addict Behav 2011, 36(12):1111-1119.

76. Crabtree BF, Miller WL: Doing qualitative research, vol. 3: Sage; 1999.
77. Khan R, Uren A, Canham L, Cottrell D, Drake MJ, Cotterill N: What Are the Participants'

Perspectives of Taking Melatonin for the Treatment  of Nocturia  in Multiple Sclerosis? A
Qualitative  Study  Embedded  within  a  Double-Blind  RCT.  Mult  Scler  Int 2018,
2018:4721505.

78. Ruane A, Carr A, Moffat V: A qualitative study of parents' and facilitators' experiences of
Group Stepping Stones Triple P for parents of children with disabilities. Clin Child Psychol
Psychiatry 2019, 24(4):694-711.

79. Wirtz  AL,  Cooney EE,  Chaudhry  A,  Reisner  SL:  Computer-Mediated  Communication  to
Facilitate Synchronous Online Focus Group Discussions: Feasibility Study for Qualitative
HIV Research Among Transgender Women Across the United States. J Med Internet Res
2019, 21(3):e12569.

80. Coyne IT: Sampling in qualitative research. Purposeful and theoretical sampling; merging or
clear boundaries? Journal of Advanced Nursing 1997, 26(3):623-630.

81. Jennings Mayo-Wilson L, Benotsch EG, Grigsby SR, Wagner S, Timbo F, Poteat T, Cathers
L,  Sawyer AN, Smout SA, Zimmerman RS: Combined effects  of gender affirmation and
economic  hardship  on  vulnerability  to  HIV:  a  qualitative  analysis  among  U.S.  adult
transgender women. BMC Public Health 2020, 20(1):782.

82. Poteat  T,  Mayo-Wilson  LJ,  Pereira  N,  Wright  BN,  Smout  SA,  Sawyer  AN,  Cathers  L,
Zimmerman  RS,  Grigsby  SR,  Benotsch  EG:  U.S.  transgender  women's  preferences  for
microeconomic  interventions  to  address  structural  determinants  of  HIV  vulnerability:  a
qualitative assessment. BMC Public Health 2021, 21(1):1394.

83. Food  Prices  and  Spending [https://www.ers.usda.gov/data-products/ag-and-food-statistics-
charting-the-essentials/food-prices-and-spending]

84. Colizzi M, Costa R, Pace V, Todarello O: Hormonal Treatment Reduces Psychobiological
Distress in Gender Identity Disorder, Independently of the Attachment Style. The Journal of
Sexual Medicine 2013, 10(12):3049-3058.

85. Trans Lifeline [https://translifeline.org/about/]
86. Liang  B,  Bogat  G,  Duffy  N:  Gender  in  mentoring  relationships  In:  Handbook  of  Youth

Mentoring. 2nd edn. Edited by DuBois DL, Karcher MJ. Thousand Oaks: Sage Publications;
2014.

87. Darling N, Bogat GA, Cavell TA, Murphy SE, Sánchez B: Gender, ethnicity, development,
and risk: Mentoring and the consideration of individual differences. Journal of Community
Psychology 2006, 34(6):765-780.

88. Rüsch N, Staiger T, Waldmann T, Dekoj MC, Brosch T, Gabriel L, Bahemann A, Oexle N,
Klein T, Nehf L, Becker T: Efficacy of a peer-led group program for unemployed people with
mental  health  problems:  Pilot  randomized  controlled  trial.  Int  J  Soc  Psychiatry 2019,
65(4):333-337.

89. Henteleff A, Wall H: The HANS KAI Project: a community-based approach to improving
health and well-being  through peer  support.  Health  Promot Chronic  Dis  Prev Can 2018,

https://preprints.jmir.org/preprint/63656 [unpublished, peer-reviewed preprint]



JMIR Preprints Poteat et al

38(3):135-146.
90. O'Connell  MJ,  Sledge  WH,  Staeheli  M,  Sells  D,  Costa  M,  Wieland  M,  Davidson  L:

Outcomes  of  a  Peer  Mentor  Intervention  for  Persons  With  Recurrent  Psychiatric
Hospitalization. Psychiatr Serv 2018, 69(7):760-767.

91. Yoon J, Lo J, Gehlert E, Johnson EE, O'Toole TP: Homeless Veterans' Use of Peer Mentors
and Effects on Costs and Utilization in VA Clinics. Psychiatr Serv 2017, 68(6):628-631.

92. Van  Voorhees  EE,  Resnik  L,  Johnson  E,  O'Toole  T:  Posttraumatic  stress  disorder  and
interpersonal  process in homeless veterans participating in a peer  mentoring intervention:
Associations with program benefit. Psychol Serv 2019, 16(3):463-474.

93. Theurer KA, Stone RI, Suto MJ, Timonen V, Brown SG, Mortenson WB: The Impact of Peer
Mentoring on Loneliness, Depression, and Social Engagement in Long-Term Care. J Appl
Gerontol 2020:733464820910939.

94. Williams EM, Hyer JM, Viswanathan R, Faith TD, Voronca D, Gebregziabher M, Oates JC,
Egede L: Peer-to-Peer Mentoring for African American Women With Lupus: A Feasibility
Pilot. Arthritis Care Res (Hoboken) 2018, 70(6):908-917.

95. Houlihan  BV,  Brody M,  Everhart-Skeels  S,  Pernigotti  D,  Burnett  S,  Zazula  J,  Green  C,
Hasiotis S, Belliveau T, Seetharama S et al:  Randomized Trial of a Peer-Led, Telephone-
Based Empowerment Intervention for Persons With Chronic Spinal Cord Injury Improves
Health  Self-Management.  Archives  of  Physical  Medicine  and  Rehabilitation 2017,
98(6):1067-1076.e1061.

96. Heisler M, Halasyamani L, Resnicow K, Neaton M, Shanahan J, Brown S, Piette JD: “I Am
Not  Alone”:  The  Feasibility  and  Acceptability  of  Interactive  Voice  Response-Facilitated
Telephone Peer Support Among Older Adults With Heart Failure. Congestive Heart Failure
2007, 13(3):149-157.

97. Lama JR, Mayer KH, Perez-Brumer AG, Huerta L, Sanchez H, Clark JL, Sanchez J, Reisner
SL: Integration of Gender-Affirming Primary Care and Peer Navigation With HIV Prevention
and  Treatment  Services  to  Improve  the  Health  of  Transgender  Women:  Protocol  for  a
Prospective Longitudinal Cohort Study. JMIR Res Protoc 2019, 8(6):e14091.

98. Reback CJ,  Kisler  KA, Fletcher  JB:  A Novel  Adaptation  of  Peer  Health Navigation  and
Contingency  Management  for  Advancement  Along  the  HIV  Care  Continuum  Among
Transgender Women of Color. AIDS Behav 2019.

99. Cunningham WE, Weiss RE, Nakazono T, Malek MA, Shoptaw SJ, Ettner SL, Harawa NT:
Effectiveness of a Peer Navigation Intervention to Sustain Viral Suppression Among HIV-
Positive  Men  and  Transgender  Women  Released  From Jail:  The  LINK LA Randomized
Clinical Trial. JAMA Intern Med 2018, 178(4):542-553.

100. E2i:  Using Evidence-Informed Interventions  to  Improve Health  Outcomes among People
Living with HIV [https://targethiv.org/e2i]

101. Healthy Divas [https://healthydivas.ucsf.edu/]
102. Akanni Men's Support Group [https://blacktransmen.org/akanni-mens-support-group/]
103. Reisner SL, White Hughto JM, Pardee D, Sevelius J: Syndemics and gender affirmation: HIV

sexual risk in female-to-male trans masculine adults reporting sexual contact with cisgender
males. Int J STD AIDS 2016, 27(11):955-966.

104. Sevelius JM: Gender Affirmation: A Framework for Conceptualizing Risk Behavior among
Transgender Women of Color. Sex Roles 2013, 68(11-12):675-689.

105. Johnson MO, Sevelius JM, Dilworth SE, Saberi P, Neilands TB: Preliminary support for the
construct  of  health  care  empowerment  in  the  context  of  treatment  for  human
immunodeficiency virus. Patient Prefer Adherence 2012, 6:395-404.

106. Wingood  GM,  DiClemente  RJ:  The  ADAPT-ITT  model:  a  novel  method  of  adapting
evidence-based HIV Interventions. J Acquir Immune Defic Syndr 2008, 47 Suppl 1:S40-46.

107. Peer  Support  Manual [https://www.mentalhealth.org.uk/sites/default/files/peer-support-

https://preprints.jmir.org/preprint/63656 [unpublished, peer-reviewed preprint]



JMIR Preprints Poteat et al

combined.pdf]
108. Gibbons RD, Hedeker D, Elkin I,  Waternaux C, Kraemer HC, Greenhouse JB, Shea MT,

Imber SD, Sotsky SM, Watkins  JT: Some conceptual  and statistical  issues in  analysis  of
longitudinal  psychiatric  data:  Application  to  the  NIMH  Treatment  of  Depression
Collaborative Research Program dataset. Archives of general psychiatry 1993, 50(9):739-750.

109. Saldaña  J:  Longitudinal  qualitative  research:  Analyzing  change  through  time:  Rowman
Altamira; 2003.

110. Boyatzis  RE:  Transforming  qualitative  information:  Thematic  analysis  and  code
development: Sage; 1998.

111. Lewis  J:  Analysing  Qualitative  Longitudinal  Research  in  Evaluations.  Social  Policy  and
Society 2007, 6(4):545-556.

112. Fetters  MD,  Curry  LA,  Creswell  JW:  Achieving  integration  in  mixed  methods  designs-
principles and practices. Health Serv Res 2013, 48(6 Pt 2):2134-2156.

113. Sandelowski M: Using qualitative methods in intervention studies. Research in nursing &
health 1996, 19(4):359-364.

114. Zhang W, Creswell J: The use of "mixing" procedure of mixed methods in health services
research. Medical care 2013, 51(8):e51-57.

115. Hong QN,  Pluye  P,  Bujold  M,  Wassef  M:  Convergent  and  sequential  synthesis  designs:
implications for conducting and reporting systematic reviews of qualitative and quantitative
evidence. Systematic Reviews 2017, 6(1):61.

116. Guetterman TC, Fetters MD, Creswell JW: Integrating Quantitative and Qualitative Results
in  Health  Science  Mixed  Methods  Research  Through  Joint  Displays.  Annals  of  family
medicine 2015, 13(6):554-561.

117. Loopstra  R:  Interventions  to  address household food insecurity  in  high-income countries.
Proc Nutr Soc 2018, 77(3):270-281.

118. O'Malley TL, Burke JG: A systematic review of microfinance and women's health literature:
Directions for future research. Glob Public Health 2017, 12(11):1433-1460.

119. Matjasko JL, D'Inverno AS, Marshall KJ, Kearns MC: Microfinance and violence prevention:
A review of the evidence and adaptations for implementation in the U.S. Prev Med 2020,
133:106017.

120. Pattnaik D, Ray S, Hassan MK: Microfinance: A bibliometric exploration of the knowledge
landscape. Heliyon 2024, 10(10):e31216.

121. Notice  of  Information:  Upcoming  Research  Opportunity  Announcement  (ROA)  for
Community Partnerships to Advance Science for Society (ComPASS) Program: Community-
Led, Health Equity Structural Intervention Initiative (CHESI) (OT2 Clinical Trial Optional)
[https://grants.nih.gov/grants/guide/notice-files/NOT-RM-23-001.html]

https://preprints.jmir.org/preprint/63656 [unpublished, peer-reviewed preprint]



JMIR Preprints Poteat et al

Supplementary Files

https://preprints.jmir.org/preprint/63656 [unpublished, peer-reviewed preprint]



JMIR Preprints Poteat et al

Figures

https://preprints.jmir.org/preprint/63656 [unpublished, peer-reviewed preprint]



JMIR Preprints Poteat et al

Theoretical model for the effects of COVID-19 on material hardship and psychological distress among transgender and
nonbinary people who experience minority stress.

https://preprints.jmir.org/preprint/63656 [unpublished, peer-reviewed preprint]



JMIR Preprints Poteat et al

Diagram of CARES Study flow.

https://preprints.jmir.org/preprint/63656 [unpublished, peer-reviewed preprint]



JMIR Preprints Poteat et al

Strategy for community-engaged study recruitment with community-based organizations (CBOs).

https://preprints.jmir.org/preprint/63656 [unpublished, peer-reviewed preprint]



JMIR Preprints Poteat et al

Content of each CARES Study peer mentoring session.

https://preprints.jmir.org/preprint/63656 [unpublished, peer-reviewed preprint]



JMIR Preprints Poteat et al

Structural equation model to be tested for Aim 2.

https://preprints.jmir.org/preprint/63656 [unpublished, peer-reviewed preprint]



JMIR Preprints Poteat et al

Existing Peer-Review Reports from Funding Agencies (for
protocols/proposals only)s

https://preprints.jmir.org/preprint/63656 [unpublished, peer-reviewed preprint]



JMIR Preprints Poteat et al

Existing Peer Review Reports from NIH.
URL: http://asset.jmir.pub/assets/635f793bc42e105668171cecceece6a4.pdf

Powered by TCPDF (www.tcpdf.org)

https://preprints.jmir.org/preprint/63656 [unpublished, peer-reviewed preprint]

http://www.tcpdf.org

	Table of Contents
	Original Manuscript
	Supplementary Files
	Figures
	Figure 1
	Figure 2
	Figure 3
	Figure 4
	Figure 5

	Existing Peer-Review Reports from Funding Agencies (for protocols/proposals only)s
	Existing Peer-Review Reports from Funding Agencies (for protocols/proposals only) 0



