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bstract Purpose: To describe the real life challenges and HIV-risk behaviors of male-to-female (MTF)
transgender youth from communities of color.
Methods: A convenience sample (n � 51) of ethnic-minority MTF transgender youth aged 16–25
years completed an anonymous questionnaire including demographics, psychosocial measures, and
participation in substance use and sexual risk behaviors. Descriptive analyses and analyses of
association were used to interpret the data.
Results: The median age of participants was 22 years, and 57% were African-American. Twenty-
two percent reported being human immunodeficiency virus positive (HIV�). Prevalence of life
stressors among the sample included history of incarceration (37%), homelessness (18%), sex in
exchange for resources (59%), forced sexual activity (52%), difficulty finding a job (63%), and
difficulty accessing health care (41%). Within the past year, 98% had sex with men, 49% had
unprotected receptive anal intercourse, and 53% had sex under the influence of drugs or alcohol.
Substance use within the past year was common, with marijuana (71%) and alcohol (65%) most
frequently reported. Twenty-nine percent of participants had used injection liquid silicone in their
lifetime. Other injection drug use and needle-sharing behaviors were rare. Compared with other
racial/ethnic groups, HIV was found in higher rates among African-American youth (p � .05). HIV
status was not associated with any other demographic characteristic, psychosocial measure, sexual
or substance use behavior.
Conclusions: These findings suggest that MTF transgender youth of color have many unmet needs
and are at extreme risk of acquiring HIV. Future research is needed to better understand this
adolescent subgroup and to develop targeted broad-based interventions that reduce risky behaviors.
© 2006 Society for Adolescent Medicine. All rights reserved.
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Transgender refers to a range of individuals with atypi-
al gender characteristics or gender identities discordant
rom their anatomic sex, including transsexuals, cross-
ressers, and androgynists [1]. Appreciating the distinctions
nd interrelationships among biologic sex, gender, and sex-
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al orientation will help adolescent health care providers
etter understand the complex world in which transgender
outh develop.

Biologic sex is most commonly assigned at birth based
pon sexual characteristics of the external genitalia. Typi-
ally male (penis) or female (vulva), a binary model of
iologic sex fails to consider the disconnection between
natomy, karyotype and phenotype in individuals with in-
ersex conditions. Gender however, is a more personal and

ulturally defined construct based upon one’s inner sense of

rights reserved.
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eing male or female. Gender occurs across a wide contin-
um and its complexity is not well captured as a binary
onstruct. For transgender individuals, gender identity dif-
ers from biologically defined sex [1,2]. Finally, sexual
rientation is defined by the identity of persons to whom
ndividuals are physically or emotionally attracted [1]. Be-
ause sexual orientation varies with both gender and bio-
ogic sex—which themselves are complex among transgen-
er individuals—traditional labels of sexual orientation
mong transgender youth are often difficult to characterize.
enerally, transgender individuals are classified as male-to-

emale (MTF) or female-to-male (FTM). MTF individuals
xperience discomfort with their male biologic sex and
dentify with a female gender; FTM individuals experience
iscomfort with their female biologic sex and identify with
male gender [2].
Due in part to social isolation and limited understanding

f their lives or experiences, transgender individuals face
any challenges to their health and well-being [2]. Data

uggest that particularly MTF transgender individuals, with
hom the bulk of available research has been done, are

xposed to stressful environments and participate in behav-
ors that compromise their health and place them at risk for
uman immunodeficiency virus (HIV) and other sexually
ransmitted diseases (STDs) [2–12]. Estimates of HIV prev-
lence among MTF transgender adults range from 11–78%
3–11]. Los Angeles- and San Francisco-based studies re-
orted ethnic differences in HIV seroprevalence among
TF transgender individuals, with African-Americans and

atinas having the highest infection rates [4,10,13]. Al-
hough limited data exist on the experiences of transgender
outh from communities of color, anecdotal evidence sug-
ests that they are not only at risk of acquiring HIV, but also
ace enormous challenges navigating adolescent and gender
dentity development without readily available, culturally
ppropriate health care and social support services [2]. This
tudy explores the real life challenges, psychosocial envi-
onment, and HIV-risk behaviors of ethnic minority MTF
ransgender youth.

ethods

ubjects and recruitment

Participants were a convenience sample (n � 51) of
elf-identified ethnic minority MTF transgender youth aged
6–25 years recruited over a 4-month period in the Spring
f 2003 from community-based organizations serving trans-
ender youth and advertisements in social venues fre-
uented by transgenders. Participation was limited to ethnic
inority youth because funding for the project was specific

o substance use and HIV prevention research in communi-

ies of color. t
rocedures and research design

A cross-sectional survey assessed HIV and substance use
isk along with psychosocial constructs including life stres-
ors, social support, depression, self-esteem, and attitudes
urrounding safer sex. The survey was administered at two
ommunity-based sites in geographically separate Chicago
eighborhoods. A Transgender Youth Working Group
TYWG) composed of key constituents from six community
gencies met regularly for six months to develop the survey
nd create study procedures. The six community agencies
ncluded: two social service organizations serving gay
outh; one community-based health center serving the les-
ian, gay, bisexual and transgender (LGBT) community;
ne substance use treatment center, one organization pro-
iding support services to transgender individuals of color,
nd the Chicago Department of Public Health’s Office of
GBT Health. The final survey contained items the TYWG

elt were significant to MTF transgender youth or to HIV or
ubstance use prevention. To ensure the survey was cultur-
lly appropriate, MTF transgender youth provided direct
nput to the TYWG. Oral consent was obtained and partic-
pation was voluntary and anonymous. Onsite TYWG staff
embers ensured no duplication of participants. The survey

equired approximately 35 minutes to complete and partic-
pants received $25. The Institutional Review Board of
hildren’s Memorial Hospital approved study procedures
efore data collection.

easures

Sociodemographic measures included age, race, birth
ex, gender self-identification, sexual orientation, education,
mployment status, and history of incarceration or arrest.
sychosocial variables were largely measured by previously
alidated instruments used with adolescents or populations
t risk of HIV. Minor modifications were made to some of
he original instruments in response to TYWG concerns
egarding the cultural appropriateness for MTF transgender
outh. Details of our psychosocial measures have been
iscussed previously and a brief description of each follows:

ocial support. The Social Support for Adolescents Scale
SSAS) [14] contains items assessing perceived social sup-
ort from multiple sources (friends, family, service provid-
rs, etc.). The SSAS has been used in urban youth with a
ronbach alpha of .80; our sample’s alpha was .85.

ife stress. A life stress scale was specifically designed for
his study. Ten items assessed potentially difficult life ex-
eriences that may have occurred in the past year. Partici-
ants were asked, “During the past year, how often would
ou say that you have had problems: accessing transporta-
ion, getting food, getting medical care, finding a safe place
o sleep, getting a job, being bothered by police, etc.?”
esponses were recorded on a four-point scale from “never”
o “often.” Our sample’s Cronbach alpha was .80.
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exual risk cognitions. A modified version of the Sexual
isk Cognitions Questionnaire (SRCQ) [15] assessed atti-

udes and beliefs around safer sex. Participants were asked
easons for “not considering” condom use within the past year.

odifications were made to the original instrument and 14 of
he 35 original items were selected. Shah et al reported a
ronbach alpha of .91 for the original questionnaire [15]; our

cale’s alpha was .91.

elf-esteem. The Rosenberg Self-Esteem Scale (RSES) is a
0-item global measure of self-esteem [16].. The RSES has
een widely used with adolescents with Cronbach alphas �
70; our sample’s alpha was .87.

epression. The Center for Epidemiological Studies-Depres-
ion 8 (CES-D8) [17] is widely used in survey research to
etect depressive symptoms. Although its original form con-
ains 20 items, this study used a validated short-form for which
ronbach alphas ranged from .85–.90; our sample’s alpha was

87.

IV and substance use risk behaviors. To assess risk, 26
tems adapted from the CDC HIV Risk Assessment data
ank were used [18]. Items focused on sexual behavior and
ubstance use within the last year. Sexual risk items asked
bout the gender and number of sexual partners, type of
exual activity (oral, vaginal, anal), frequency of unpro-
ected intercourse, sex with high-risk partners, sex in ex-
hange for resources, forced sex, and sex while using alco-
ol or drugs. Substance use items asked about traditional
ubstances (marijuana, alcohol, cocaine, etc.), injection
rugs, needle sharing, and use of feminizing hormones and
njection silicone. History of STDs and HIV were measured
y self-report. A Sexual Risk Score (SRS) was constructed
o assess the sum number of sexual risk behaviors in which
ach participant engaged. Six high-risk behaviors com-
rised the SRS: unprotected oral sex, unprotected anal in-
ertive intercourse, unprotected anal receptive intercourse,
ex while using alcohol or drugs, forced sex, and sex in
xchange for resources. Each participant’s score ranged
rom 0 to 6.

ualitative information. During a brief exit interview, in-
ormal open-ended questions developed by the TYWG al-
owed youth to elaborate on feelings regarding research
articipation, personal experiences, and HIV and prevention
ctivities.

tatistical analyses

Frequencies of sociodemographic and psychosocial data
s well as the prevalence of HIV and substance use risk
ehaviors were generated for descriptive purposes. Com-
osite scores were calculated for psychosocial measures and
ean scores were compared with population norms when-

ver available. Exploratory analyses determined factors as-
ociated with HIV using self-reported HIV status as the

ependent variable (DV). Chi-square, and for small cell o
ounts, Fisher’s exact test statistics determined correlations
etween the DV and dichotomous independent variables
IV). Nonparametric testing determined correlations be-
ween the DV and scaled IV measures (CESD-8, SSAS,
SES, SRCQ) and also examined SRS scores between
IV� and HIV� individuals. A p level of � .05 was used

o test all analyses.

esults

emographics

Fifty-one youth (n � 51) completed the survey. The
edian age of participants was 22 years (range 16–25);

7% were African-American and 18% were homeless. All
articipants were born anatomically male; 53% self-identi-
ed their gender as transgender and 37% as female. Al-

hough virtually all (n � 50) participants reported having
ex with other men, with regards to sexual orientation, 47%
onsidered themselves to be homosexual, 26% heterosex-
al, and 16% bisexual. Participants’ wide range of re-
ponses to gender and sexual orientation items highlighted
he complexity of these issues among transgender youth.
able 1 summarizes the sociodemographic characteristics of

he sample.

sychosocial measures

ocial support. Friends, rather than family, were the most
requently cited sources of social support, with 98% of
articipants stating that friends were “somewhat” or a “great
eal” helpful for emotional support and 80% reporting that
riends were at least “somewhat” helpful for “money or
ther things.” In contrast, only 68% of participants reported
hat mothers were at least “somewhat” helpful for emotional
upport and 69% reported that fathers were unavailable for
motional support. Over 60% of participants indicated that
hysicians or case managers were at least “somewhat” help-
ul for emotional support.

ife stressor. Participants reported problems with numerous
ay-to-day activities in the past year. General transportation
as the most commonly reported problem, with 65% of
outh reporting “sometimes” or “often” experiencing diffi-
ulty in this area; 63% trouble finding a job; 53% being
requently bothered by police; 46% having difficulty finding
afe places to sleep, and 41% difficulty getting medical care.

exual risk cognitions. Youth offered multiple reasons for
nsafe sex (Figure 1). On average 15–21% “agreed” or
strongly agreed” that they considered not using condoms
or reasons related to HIV knowledge deficits (e.g., “my
artner looks too healthy to be HIV�”), sexual partners
ressures (e.g., “my partner may get upset if I suggest using
ne”), or general safe sex fatigue (e.g., “it is a hassle to use
ne”). An additional 10–15% of participants were “neutral”

n each of these items. In contrast, 92% “disagreed” or



“
b
l

S
(
o

D

o
s
c
d
t
r

S
r
r
t
M
7
t
u
i
c
p
g

r
c

T
S

V

A

A

G

S

R

C
C
C

H
H

T
S

T

T

233Garofalo et al. / Journal of Adolescent Health 38 (2006) 230–236
strongly disagreed” that they considered having unsafe sex
ecause “the success of the new HIV medicines makes me
ess concerned about getting HIV.”

elf-esteem. Participant’s mean score on the RSES was 21.5
range: 9–30); within the general population’s normal range
f 15–25.

epression. On average, participants reported similar rates

able 1
ociodemographic of transgender youth respondents (n � 51)

ariable Number (%)

ge (years)
16–19 12 (24%)
20–22 15 (29%)
23–25 24 (47%)

natomic sex
Male 51 (100%)

ender identification
Male 4 (8%)
Female 19 (37%)
Transgender 27 (53%)
Both male and female 1 (2%)

exual orientation
Heterosexual 13 (26%)
Homosexual 24 (47%)
Bisexual 8 (16%)
Not sure/other 6 (12%)

ace/ethnicity
African-American 29 (57%)
Latino/a 8 (16%)
Asian or Pacific Islander 1 (2%)
Multi-racial 11 (22%)
Other 2 (4%)

urrently in school 13 (26%)
urrently employed 17 (33%)
urrent housing status
Apt/house, alone 11 (22%)
Apt/house, roommate 8 (16%)
Living with parents/family 12 (24%)
Living with partner 3 (6%)
Group/residential facility 8 (16%)
No permanent address 9 (18%)

istory of arrest 34 (67%)
istory of incarceration 19 (37%)

0% 5% 10% 15% 20% 25%

Hassle To Use One

Sex More Exciting
Without One

Pressured by Partner

Partner May Get
Angry

Partner Looks Too
Healthy

Enjoy Sex More
Without One
aFig. 1. Sexual risk cognitions: reasons for inconsistent condom use.
f depressive symptoms as the general population. The
ample’s mean CES-D was 3.9 (range: 0–15); below the
utoff of 7 used to suggest high levels of psychological
istress. Ten youth (19.2%) scored above the cutoff; 20% of
he general population would be expected to score in this
ange.

ubstance use and sexual risk behaviors. Participants’ high
ates of substance use and sexual risk taking are summa-
ized in Tables 2 and 3. No substance use or sexual risk
aking varied significantly by age of participant (p � .05).

arijuana and alcohol were most commonly reported, with
1% and 65% of participants, respectively, reporting use in
he past year. Traditional injection drugs (e.g., heroin) were
sed uncommonly. However, 29% reported lifetime use of
njection silicone. Less than 10% reported needle sharing in
onjunction with injection drug use. Sixty-one percent of
articipants reported using feminizing hormones (i.e., estro-
en), but only 29% got hormones from a medical provider.

With regards to sex, virtually all participants (50/51)
eported sex with men within the past year. Fifty-five per-
ent of study youth had a main sexual partner; 61% of them

able 2
ubstance use among transgender youth (n � 51)

Number (%)

raditional substances of use: any reported substance
use in past 12 months

Marijuana 34 (71%)
Alcohol 32 (65%)
Ecstasy (MDMA) 11 (23%)
Cocaine 10 (21%)
Methamphetamine (crystal meth) 2 (4%)
Heroin 2 (4%)
Benzodiazepines (i.e., Valium, Xanax, etc.) 2 (4%)
Ketamine 1 (2%)
Gamma hydroxy butyrate (GHB) 1 (2%)
Any injection drug use (IDU)—Non-hormone 4 (8%)
Shared needles for IDU 1 (2%)

**Shared needles as % of overall IDU � 25%
ransgender-specific substances of use: any reported

substance use — lifetime
Hormones (i.e. Estrogen, Progesterone, etc.) 31 (61%)

Where do you get hormones? (n � 31)
Doctor or other medical provider 9 (29%)
Friends 15 (48%)
Internet 1 (3%)
Other 6 (19%)

Injection Hormones 22 (44%)
Injection Silicone 15 (29%)

Where do you inject? (n � 15)
Face 9 (60%)
Breasts 11 (73%)
Hips 11 (73%)
Buttocks 9 (60%)

Shared needles for injection hormones/silicone 4 (8%)
Any needle use (IDU/hormones/silicone) 24 (47%)

**Shared needles as % overall needle use � 17%
lso reported sex with casual partners and 57% reported
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nprotected anal intercourse (UAI) with their main partners.
verall, UAI was common among participants; 37% report-

ng insertive UAI and 49% reporting receptive UAI within
he past year. Sexual victimization was also common; 52%
f participants reported forced sexual intercourse and 59%
eported sex in exchange for money, drugs or shelter in their
ifetimes. Eleven participants (22%) reported being HIV�.

tatistical analyses: dependent variable � HIV status

Ten of 11 (91%) HIV� individuals in the study were
frican-American. Thirty-four percent of the study’s Afri-

an-American youth reported being infected with HIV. In
omparison with other ethnic minority groups, our sample’s
frican-American youth were eight times more likely to

eport being HIV� (p � .01). No other demographic vari-
ble, risk behavior, or psychosocial measure was associated
ith being HIV�. On the SRS, the sum number of sexual
ehaviors each participant engaged in was not significantly
ssociated with HIV status (p � .41). The mean number of
ehaviors reported by HIV� participants was 3.0, com-
ared with 3.5 among HIV� participants.

ualitative comments

Qualitative comments were offered by � 80% of youth
uring the brief exit interview. Regarding research partici-
ation, all responding youth stated having a positive expe-
ience and many reported hoping it might improve under-
tanding of their community. More than 20% of the sample
ited experiencing discrimination from medical and social

able 3
exual risk of transgender youth (n � 51)

ehavior (Past 12 months) Number (%)

exually active 50 (98%)
Gender of sexual partners

Males only 43 (84%)
Both males and females 7 (14%)
Females only 0 (0%)

Do you have a main sexual partner? 28 (55%)
Also sexually active with casual/

non-main partner 17/28 (61%)
UAI with main partner 16/28 (57%)

requency of unprotected sex
Oral sex — unprotected (any) 43 (84%)
UAI — Insertive (any) 19 (37%)
UAI — Receptive (any) 25 (49%)

ther high-risk sexual behaviors
Sex in exchange for resources (i.e., money,

drugs, shelter) 30 (59%)
Sex against will (forced sex) 26 (51%)
Sex with known HIV � individual 17 (33%)
Sex while intoxicated with drugs/alcohol 27 (53%)

elf-reported history of STD and HIV infection
Diagnosed with STD in past year 6 (12%)
Diagnosed with HIV — lifetime 11 (22%)

UAI � unprotected anal intercourse.
ervices agencies insensitive to transgender issues (e.g., w
eing critical about appearances, using male personal pro-
ouns instead of female, or asking for their “real name”).
omments regarding HIV risk detailed the complex envi-

onment in which transgender youth develop and the chal-
enges facing HIV preventions efforts, including:

● “I hope surveys like these help people to understand
the problems we have. It’s not just HIV although that’s
a big part of it.”

● “I hope you all can develop services for us. There
aren’t many people or places for us to turn to.”

● “Of course I am worried that I might get it [HIV]. But
it seems to be all people talk about.”

● “We are exposed due to sex trade, usually with mar-
ried men. Trans[gender] girls, particularly the young
ones, have no idea of the risk turning tricks—people
offer more money not to use condoms.”

● “Preventing HIV in us girls is complicated. We need
jobs, places to stay, doctors. HIV is just one of the
many problems we deal with.”

iscussion

This study indicates that ethnic minority MTF transgen-
er youth experience an adolescence complicated by a
road range of psychosocial and environmental challenges
nclusive of, but not limited to HIV. Our participants re-
orted high rates of unstable housing, economic hardships,
egal troubles, and difficulty accessing culturally competent
ealth care [8,10,12,19]. In addition, youth reported limited
amilial support and high rates of substance use and risky
exual activities.

Although all participants were born biologic males, the
ajority (90%) self-identified as either transgender or fe-
ale. Although 100% of sexually active youth reported sex
ith men, only 63% considered themselves homosexual or
isexual. Twenty-six percent considered themselves hetero-
exual, identifying their sexual orientation with a female
ender as opposed to their male anatomic sex. Remaining
ognizant of these complexities and the fluidity of sexual
dentity development among some adolescents and young
dults enables clinicians caring for transgender youth to
rovide nonjudgmental health care services. Intake forms
nd medical history-taking should be inclusive of youths’
referred terminology because the use of “incorrect” labels
r impersonal pronouns may be considered culturally inap-
ropriate. Providers’ perceived lack of sensitivity toward
ransgender issues may alienate at-risk youth most in need
f prevention and other health care services. For youth in
ur sample, access to care may be complicated by the dual
tigma associated with being an ethnic, as well as sexual
inority. Transgender youth, particularly of color, may feel

isconnected from the larger gay, lesbian and bisexual
GLB) community, which is often seen as predominantly

hite and not supportive of transgenders [19–22].
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With regard to stigma and social support, many trans-
ender youth experience family conflict at a time when
arental support plays a critical role in healthy adolescent
evelopment [2,20]. Although participants reported self-
steem and depression scores similar to the general popu-
ation, many cited limited social support from parents or
iblings. Familial conflict can lead to homelessness, as was
eported by 18% of our sample. Highlighting that housing
ifficulties were common among MTF transgender youth,
6% reported difficulty finding safe places to sleep. Hous-
ng struggles among transgender youth are further compli-
ated by discrimination based upon female gender identity
r presentation. Physical or sexual exploitation may occur
hen young MTF transgender individuals are placed in
ale residential facilities regardless of their female gender

dentity or appearance.
An additional stressor complicating the lives of our par-

icipants is economic instability, with the majority of our
outh reported difficulty finding both food and jobs. Unable
o maintain gainful employment, many turn to prostitution
r other forms of commercial sex work (stripping, dancing)
o earn money and provide financial support [3,4,10,12,20].
ex work is particularly troubling as it can be difficult to
lter or stop. Although sex work may help youth achieve
therwise elusive financial stability and simultaneously af-
rm their female gender identity, it places participants at
xtreme risk for HIV and other STDs [3–12]. Legal diffi-
ulties further complicate commercial sex work. Of partic-
pants engaged in commercial sex, over 90% reported a
istory of incarceration or arrest.

Substance use and risky sex while were common among
tudy participants and may signify mechanisms to cope with
ex work or other psychosocial stressors [12,22]. Although
ew participants injected traditional drugs, injection hor-
one use and injection silicone to manipulate and feminize

hysical appearance were common. The majority of partic-
pants using feminizing hormones obtained them from non-
edical providers, and the health consequences (mood

wings, hepatic disease, thromboembolic disease, etc.) of
ormone use in transgender youth have not yet been fully
xplored [2]. Perhaps more troubling, unlike silicone im-
lants (also banned by the Food and Drug Administration)
here liquid silicone is encased in specially designed plastic
efore being surgically implanted, transgender individuals
ypically have silicone, or adulterated substances such as
ils or paraffin injected directly into cheekbones, lips,
reasts and other body parts. These activities can have serious
edical consequences, and deaths have been reported in asso-

iation with the illegal use of injection silicone in transgenders
23–25].

Within the past year, participants reported high rates of
nsafe sex with multiple partners. Inconvenience and fear of
nger or rejection from sexual partners were raised by youth
s rationale for inconsistent condom use. Others reported

nowledge deficits with regards to HIV transmission or t
elieved that prior unsafe behavior made the use of con-
oms at this point unnecessary. Although the success of
ntiretroviral medications has been postulated in adults as a
eason for inconsistent condom use owing to “HIV opti-
ism,” this was largely discounted by our youth [26,27].
larmingly, 22% of our participants were HIV�, higher

han the 14% prevalence reported in a CDC study on young
en having sex with other men [28]. Similar to data on
TF transgender adults and consistent with U.S. infection

ates where African-Americans account for over half of new
IV/AIDS diagnoses, our sample’s African-American
outh were more likely than other ethnic minority groups to
eport being HIV� (p � .05). This suggests that this sub-
opulation may benefit from transgender-specific HIV in-
erventions targeting the African American community
28,29]. Although no other sociodemographic characteris-
ic, interpersonal or environmental factor was associated
ith being HIV�, more detailed investigation into these

reas may prove helpful in identifying predictors and/or
orrelates of risk. In addition, both HIV� and HIV� youth
eported similar rates of substance use and risky sex. These
ndings have public health implications for the develop-
ent of primary and secondary transgender-youth-specific
IV prevention efforts. The qualitative comments provide

nsight into the complexity of HIV risk among the MTF
ransgender population, particularly youth of color. HIV is
ne of many interpersonal and environmental stressors fac-
ng this community and the potential benefit of broader-
ased interventions that address needs on a holistic level
hould not be overlooked.

This study has several limitations. As a descriptive study
ith a relatively small sample, caution should be used

nterpreting the identified frequencies, associations, and
ack of associations. The data collected were cross-sectional
nd therefore, we can only examine associations without
rawing conclusions about causality. Although self-report
f sexual behaviors and substance use tend to be reliable; it
annot be determined whether respondents tended to mini-
ize or over-report risk behaviors [30,31]. Our reliance on
community-based sample from one geographic area may

imit generalizability to other samples of MTF transgender
outh. Our population’s experiences and needs may not
ccurately reflect a more culturally diverse group of trans-
ender youth. Finally, although many of our measures (i.e.,
ES-D, RSES, etc.) have been used extensively in adoles-
ent/young adult populations, they have not been tested
ith transgender youth and the validity and normative val-
es presented here should be interpreted with caution.

onclusion

This study is a first step in understanding the complex
eeds of an overlooked youth subpopulation. Although HIV
s clearly a major problem among ethnic minority MTF

ransgender youth, this population faces a variety of envi-
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onmental stressors and challenges to their heath, well-
eing, and overall survival. Studies with a larger, more
iverse MTF transgender youth sample will need to be done
o better understand the unique underpinnings of sexual and
ehavioral risk in this population. Given the complex inter-
ctions among stigma, sexual identity formation, and sexual
isk, more sophisticated qualitative techniques may be use-
ul in acquiring an in-depth look at the needs of MTF
ransgender youth so that culturally appropriate, broad-
ased, and theoretically grounded interventions can be de-
eloped and implemented.
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