Men Who Have Sex with Transgendered Persons:

Results of an HIV Prevention

Needs Assessment

May 15, 2002
Prepared by:

Harder+Company Community Research

444 De Haro Street Suite 202

San Francisco, CA 94107

(415) 522-5400

Table of Contents

iExecutive Summary


1Introduction


3Methods


3Survey of Men Who Have Sex with Transgendered Persons


3Focus Groups with Transgendered Persons


4Limitations


5Survey Results


5Description of the Sample


6Findings


20Focus Group Results


20Description of the Participants


20Findings


31Discussion and Recommendations


31HIV Prevention Needs


34Reaching MST


37Conclusion


38References


1Appendix A: Survey Instrument (English)
A

1Appendix B: Survey Instrument (Spanish)
B

1Appendix C: Focus Group Questions
C




Executive Summary


This report describes the results of a behavioral needs assessment conducted for males who have sex with male-to-female transgendered persons (MST).  Forty-three MST completed a detailed interview including questions about HIV and AIDS, sexual behaviors with male, female, and transgendered partners, drug and alcohol use, and opinions about how to do effective HIV prevention.  In addition, two focus groups were conducted with male-to-female (MTF) transgendered persons to get their perspective on their male partners’ HIV risk.


Major findings include:

· Among MST who completed the survey, 44% identified as heterosexual and 44% identified as bisexual.  MTF focus group participants agreed that most MST identify as heterosexual or bisexual.

· MTF focus group participants reported that there is no single “defining characteristic” of MST, although many male clients of transgendered sex workers are married and of high socioeconomic status.

· Seventy-four percent of MST who participated in the survey had male and/or female sexual partners in addition to their MTF partners in the last six months.

· Reported frequency of unprotected receptive anal sex with MTF partners was low among survey respondents, but MTF focus group participants reported that men often engage in receptive anal sex (many times unprotected) with transgendered partners.

· Greater than 40% of MST survey respondents reported use of alcohol, marijuana, or crack/cocaine in the last three months.  Focus group results identified that drug use among MST is associated with unprotected sex with transgendered persons.  

· Seventy-two percent of the MST who completed the survey reported ever receiving an HIV test.  Nineteen percent were self-reported HIV-positive.  The MTF focus group participants did not think their male partners were very concerned about HIV, nor believed that many of them had been tested.

· Among MST survey respondents, 53% said they had ever used HIV prevention services.


Given the results, it appears that MST are at risk for acquiring HIV and that HIV-positive MST could potentially transmit HIV to male, female, and transgendered partners.  The following recommendations for HIV prevention for MST are offered:

· Recommendation 1: All HIV risk assessments for men, regardless of sexual orientation, should include an exploration of risks related to sex with MTF transgendered persons.

· Recommendation 2: Questions about sex with transgendered persons should be asked after a solid rapport has been established with a client, and confidentiality should be discussed with the client and honored to the letter by the service provider.

· Recommendation 3: Interventions for MST should focus on developing skills to make accurate assessments of their own risk.

· Recommendation 4: A sexual networks approach to HIV testing and prevention may be an effective mechanism for preventing the spread of HIV.

· Recommendation 5: When designing interventions, service providers should consider issues related to negative perceptions of condoms, perceptions of risk in different types of situations, concern for the health and safety of both self and others, and the role of drug addiction and economic necessity in sexual risk behavior among those who exchange money or drugs for sex.

· Recommendation 6: Interventions that include skills-building components for condom use negotiation may be useful for this population.

· Recommendation 7: Although risk assessments should ask about receptive and insertive anal sex with transgendered persons, as well as condom use for these types of sex, questions in these areas may not yield candid responses.  Therefore, interventions for HIV-negative persons should address unprotected receptive anal sex and those for HIV-positive persons should address unprotected insertive anal sex, regardless of the results of risk assessments.

· Recommendation 8: Interventions should explore sexual identity issues with participants, as well as how they may impact the ability to practice safer sex.

· Recommendation 9:  Anonymous HIV testing during which no identifying information is collected should be made accessible to this population, and HIV testing and counseling should include education on how to identify their own level of risk.

· Recommendation 10: Develop one-on-one counseling and other services that are sensitive to the unique needs of MST (e.g., need for privacy, their perceptions of risk, substance use). Use creative outreach strategies that protect privacy to recruit MST for HIV prevention activities (e.g., mobile vans offering testing that provide referrals to ongoing HIV prevention services).

· Recommendation 11: Equip health care providers, HIV-specialized agencies, and other community-based agencies to provide HIV prevention services to this population.  Ensure a good mix of agencies serving heterosexual and gay/bisexual men to accommodate the different subgroups of MST.

· Recommendation 12: An effective strategy for reaching MST would involve using multiple channels and methods and soliciting the support and assistance of the transgender community.

· Recommendation 13: Providing appropriate incentives to MST may encourage participation in HIV prevention activities.

· Recommendation 14: A sensitive approach to determining whether a potential client is a member of the MST target population is a critical component of successful recruitment for HIV prevention activities.

Introduction

In San Francisco, a great deal is known about HIV and AIDS among numerous populations.  Frequent studies are conducted, yielding a wealth of data that are used to plan and improve HIV prevention efforts.  Nevertheless, gaps in knowledge remain, particularly in the area of identifying populations on the verge of increasing numbers of new infections.  This information is critical for HIV prevention planning and implementation, so that funds and programs can be targeted to populations most in need of prevention.

In Fall 2000, the San Francisco HIV Prevention Planning Council (HPPC) identified eight populations believed to be at risk but for whom there are few current HIV-related data. They prioritized these eight populations for behavioral needs assessments, and needs assessments were conducted in early 2001 with two of the eight populations.  This report describes the results of the study among males who have sex with male-to-female transgendered persons (MST), one of the highest priority populations.

An increasing number of studies in recent years, particularly in San Francisco, have explored HIV risk behaviors and their social context among transgendered individuals.  HIV prevalence and incidence are very high among transgendered individuals in San Francisco.  Overall prevalence is estimated at 35%, and it is estimated that 142 new infections will occur among male-to-female (MTF) transgendered persons in 2001 (HIV Prevention Planning Council 2001). Therefore, it is possible that the male sexual partners of transgendered individuals, including husbands, boyfriends, casual partners, and sex work clients, are at risk for acquiring HIV.  In addition, male partners who have HIV may be contributing to new infections among the transgendered population.  However, to our knowledge, no study to date has explored these hypotheses.  The formative research described here represents a preliminary inquiry into these issues, with the goal of identifying recommendations for prevention and areas for future study.

Although this is the first study to our knowledge to focus exclusively on risk behaviors and prevention needs among MST, a few studies with transgendered participants include brief discussions about MST.  Studies report the following findings and conclusions:

· MST are of all sexual orientations – heterosexual, bisexual, and homosexual (Hooley 1996) – but usually heterosexual or bisexual (Bockting 1998, Robinson 1998, McGowan 2000).  The clients of transgendered sex workers are most frequently heterosexual (Mason 1995).

· Men engage in both anal insertive and receptive intercourse with their transgendered partners, although insertive intercourse is more common (Boles and Elifson 1994, Hooley 1996, Weinberg 1999).

· Both insertive and receptive oral sex were found to be common, with the men being the insertive partners more often than the transgendered persons (Hooley 1996).

· MST are stigmatized for their attraction to transgendered persons and are considered deviant, thus increasing the likelihood of secretive relationships and sexual encounters (Mason 1995, Perkins 1994, Griffin 1994).

· MST yield the greatest power in the sexual relationship, because affirmation of identity and social status among peers for a transgendered person often depends on having relationship(s) or sexual encounter(s) with a man, thus creating a power imbalance (Perkins 1994, Griffin 1994).

· In general, MST who have romantic or primary relationships with transgendered persons are not connected to prevention or other community support networks.  Those who are connected to the service system do not feel that existing HIV prevention education meets their needs (McGowan 2000).

· MST who are clients of transgendered sex workers, and who are often married men, actively pursue unsafe sex practices, using offers of increased financial compensation for performing unsafe sex.  These men are very difficult to reach with prevention messages (McGowan 2000).

The common limitation in all of these studies for understanding sexual risk behavior of MST is that the subjects were all transgendered persons; thus, any information about MST was gleaned from data provided by the transgendered study participants and not the men themselves.  This needs assessment improves upon previous studies because it incorporates not only the perspective of transgendered persons, but also the voices of the men themselves.

Methods

Survey of Men Who Have Sex with Transgendered Persons

In February/March 2001, a nonrandom (convenience and snowball) sample of MST was recruited from bars and other street and community locations in San Francisco where transgendered persons and their male partners are known to congregate (e.g., Divas, Tenderloin AIDS Resource Center, various street corners in the Mission District).  In addition, the interviewers and other key informants assisted in identifying potential respondents in their social networks (e.g., friends, acquaintances, family).  To protect anonymity, the key informants asked potential participants to contact us if they were interested.  A team of interviewers with prior outreach experience or a history of working with the transgender community were hired and trained to administer a 30- to 45-minute interview.  This methodology was chosen as opposed to focus groups because it allows for more privacy and anonymity, which is especially important given the sensitive nature of the questions.  Interviews were conducted in both English and Spanish, depending on the respondent’s preference.  The survey (Appendices A and B) consisted of open- and closed-ended questions about basic demographics; HIV/AIDS knowledge and attitudes; HIV testing history and status; attitudes about HIV prevention services; sexual behaviors with male, female, and transgendered partners; drug and alcohol use; and opinions about how to do effective HIV prevention.  A $25 cash incentive was offered in appreciation for the men’s time.  

The survey asked questions about sexual risk behavior in two ways: (1) by gender of partner, and (2) by “type” of partner.  Therefore, respondents were asked about their sexual behavior with men, women, and transgendered persons.  In addition, for each partner gender, they were asked about sexual behavior with each “type” of partner: primary or main partners, casual partners, and commercial sex worker (CSW) partners.  Many of the findings are presented using these categories.

Focus Groups with Transgendered Persons

To supplement the interview data, two focus groups were conducted with MTF transgendered persons in March 2001, asking them about their male partners.  This methodology was chosen because it has been successful in the past with this population for these types of studies.  Focus group participants were recruited through flyers posted at local service agencies.  The first focus group was held at Tenderloin AIDS Resource Center (TARC) and consisted of twelve participants.  The second group was held at API Wellness and consisted of fifteen participants.  Participants were diverse in terms of race/ethnicity.  The focus group protocol (Appendix C) focused on describing the men who choose transgendered persons as sexual partners, the types of sexual risk behaviors in which they engage, and ideas for providing HIV prevention to MST.  A $25 cash incentive was offered in appreciation for the participants’ time.

Limitations

This needs assessment has a number of limitations that should be considered when reviewing and interpreting the results.  These limitations preclude making definitive statements or conclusions about the prevention needs of the San Francisco MST population.  With the relatively small sample size, statistical significance could not be achieved.  Further, nonrandom sampling techniques prevent the generalization of findings to the larger population.  In addition, there may have been some “response bias” in which some respondents may have said what they thought the interviewer wanted to hear, due to difficulty in talking about sensitive issues or other reasons.  Although there is no definitive proof, economic necessity may have led some respondents to lie about having sex with transgendered persons in order to receive the cash incentive.  Finally, the survey explored sex-related risks in much greater depth than drug-related risks, and thus cannot be considered an exhaustive assessment of risk.

Given these limitations, this study should be thought of as a preliminary inquiry into HIV prevention issues for the MST population and not as a definitive comment on the prevention needs of MST.

Survey Results

Description of the Sample

Fifty-eight men completed the interview, of which 43 (74%) were eligible MST.
  The demographics of the sample are shown in Table 1.  All respondents were biological, non-transgendered males; thus gender distribution is not presented.  In general, the sample was multiethnic (predominantly Latino and African American), and most respondents were in their twenties and thirties, either heterosexual or bisexual, and unmarried.  Eight individuals (19%) reported being HIV-positive.  Despite the fact that heterosexuals are not considered a risk group in San Francisco, two of the eight HIV-positive individuals (25%) identified as heterosexual.

Table 1: Demographics of Survey Sample

	Demographic Characteristic
	Number (% of sample)

	Race/ethnicity
	

	   African American
	10 (23%)

	   Asian/Pacific Islander
	1 (2%)

	   Latino/Hispanic
	20 (47%)

	   Native American
	0 (0%)

	   White
	7 (16%)

	   Reported more than one race/ethnicity
	5 (12%)

	Age
	

	   18-29
	16 (37%)

	   30-39
	17 (40%)

	   40-49
	9 (21%)

	   50+
	1 (2%)

	Sexual Orientation
	

	   Heterosexual/straight
	19 (44%)

	   Bisexual
	19 (44%)

	   Homosexual/gay
	3 (7%)

	   Other*
	2 (5%)

	Marital Status
	

	   Not married
	32 (74%)

	   Married
	8 (19%)

	   Other (separated, divorced, widowed)
	3 (7%)

	Self-Reported HIV Status
	

	   HIV-positive
	8 (19%)

	   HIV-negative
	19 (44%)

	   Unknown
	2 (5%)

	   Declined to answer
	1 (2%)


*One individual who responded “other” stated that he identified as bisexual and gay,

and the other was unable to define his sexual orientation and said “I like transvestites.”

Note: Percentages that do not add up to 100% indicate missing data.

Findings

HIV Awareness and Perceptions of Risk

When asked how concerned they were about HIV, 70% (n=30) reported being somewhat or very concerned.  Twenty-one percent (n=9) reported being only a little concerned or not at all concerned, and the remaining 9% (n=4) did not know if they were concerned.  Seven of the eight HIV-positive people said they were somewhat or very concerned.

When asked why they were or were not concerned, respondents gave a variety of answers.  Following are the major categories with supporting quotes:

Respondents Who Said They Were Somewhat or Very Concerned (n=30)

· Do not want to get HIV/get sick/die (n=11)

“Because it’s going to continue to spread and kill, and it’s all about self-preservation.”
· Believe self to be at risk (n=9)

“I had Hepatitis C so I know that I have to be careful.”

“It is not totally safe even if you have safe sex, and I’m not abstinent.”
· Concerned on a social level, as opposed to a personal level (n=4)

“I am HIV-positive and getting reinfected isn’t a concern for me…but I am concerned about people getting it to begin with.”

“It is a concern because the issue is altogether…ignored.”

· Because HIV-positive (n=2)

“I know first hand how it is to find out you are HIV-positive.”
· Just concerned, no reason specified (n=2)

“It is something you have to be concerned about.”

· Other reasons (n=3)

“Because I’ve lost so many close friends.”

“It [HIV] is very high in my race [respondent was African American], and I would like to do all I can to keep others from getting it.”
Respondents Who Said They Were Only a Little or Not At All Concerned (n=9)

· Practice safe behavior (n=3)
“I’m a homosexual practicing safe sex…”

“Why should I be? I always use condoms.”
· Already HIV-positive (n=1)
· Never use condoms (n=1; this respondent reported being “only a little concerned” as opposed to “not at all concerned”)
Respondents Who Said They Did Not Know If They Were Concerned

· Do not think about it (n=3)

“Because I’ve never thought about it, and it scares me.  That’s why I prefer not to think about it.”

· No knowledge of HIV/Not at risk (n=1)
“Because I don’t know anything about AIDS and I don’t think that I’ll get it.”

Sexual Partners of MST

Only one-fourth (23%) of the sample reported having had sex with only transgendered partners in the last six months.  About half the sample (51%) had also had male or female partners (14% had male and 37% had female partners). The remaining fourth (23%) had both male and female partners in addition to their transgendered partners (Table 2).  These data suggest possible “bridges” for HIV transmission (e.g., from the MSM community to the transgender community via men who have sex with men and MTF persons, from the transgender community to women via men who have sex with women and MTF persons).  It is noteworthy that 5 of the 19 men (26%) who identified as heterosexual reported having had one or more male (non-transgendered) partners in the last six months, in addition to their transgendered partners.  Finally, 81% (n=35) of the total sample and 75% (n=6 of 8) of the HIV-positive respondents reported having more than one sexual partner in the last six months.

Table 2: Sexual Partners of Respondents

	Gender of Sexual Partners

In Last Six Months
	Number (%)

	Transgendered partners only
	10 (23%)

	Transgendered and male partners
	6 (14%)

	Transgendered and female partners
	16 (37%)

	Transgendered, male, and female partners
	10 (23%)


Sexual Behaviors and Condom Use

Respondents were asked a separate series of questions about the sex they had in the last six months with males, females, and transgendered persons.  In addition, for sex with each gender, respondents were asked about sex with main or primary partners, casual partners, and commercial sex worker (CSW) partners.  The data are presented in Tables 3, 4, and 5, and the main findings were:

· Overall, 44% of the respondents (n=19) reported unprotected anal sex (receptive and/or insertive) with MTF partners.

· Only 12% (n=4) reported unprotected receptive anal sex with MTF persons. The prevalence of unprotected receptive anal sex among only those in the sample who reported having this type of sex (n=4 of 7) was 57%.

· The highest prevalence of unprotected sex (anal and vaginal) in the sample was with CSW partners, regardless of the gender of the sex worker.

· Frequency of unprotected receptive anal sex was not high, but some men in the sample reported this risk behavior, with transgendered as well as male partners.

· The highest prevalence of unprotected sex with main partners was with female main partners, and the highest prevalence of unprotected sex with CSW partners occurred with transgendered CSW partners.

· Two men reported having unprotected sex with both a transgendered partner and a female partner in the last six months, which provides an example of a “bridge” for HIV transmission from the transgendered person (if she were HIV-positive) to a biological woman via a man.

Table 3: Sexual Risk Behaviors with

Transgendered Partners in the Last Six Months
	
	Sex with Transgendered Main Partners: n (%)
	Sex with Transgendered Casual Partners:

n (%)
	Sex with Transgendered CSW Partners:

n (%)

	Number/percent reporting any type of sex
	22 (51%)
	16 (37%)
	19 (44%)

	Of those who had sex, number/percent reporting multiple partners
	7 (32%)
	11 (69%)
	16 (84%)

	Of those who had sex, number/percent reporting insertive anal sex
	18 (82%)
	12 (75%)
	15 (79%)

	Of those who had insertive anal sex, number/percent reporting unprotected insertive anal sex
	8 (44%)
	4 (33%)
	11 (73%)

	Of those who had sex, number/percent reporting receptive anal sex
	5 (23%)
	3 (19%)
	2 (11%)

	Of those who had receptive anal sex, number/percent reporting unprotected receptive anal sex
	2 (40%)
	2 (67%)
	2 (100%)


Table 4: Sexual Risk Behaviors with

Male Partners in the Last Six Months
	
	Sex with Male Main Partners:

n (%)
	Sex with Male Casual Partners:

n (%)
	Sex with

Male CSW Partners:

n (%)

	Number/percent reporting any type of sex 
	6 (14%)
	7 (16 %)
	10 (23%)

	Of those who had sex, number/percent reporting multiple partners
	3 (50%)
	4 (57%)
	10 (100%)

	Of those who had sex, number/percent reporting insertive anal sex
	3 (50%)
	5 (71%)
	7 (70%)

	Of those who had insertive anal sex, number/percent reporting unprotected insertive anal sex
	1 (33%)
	2 (40%)
	6 (86%)

	Of those who had sex, number/percent reporting receptive anal sex
	2 (33%)
	3 (43%)
	2 (20%)

	Of those who had receptive anal sex, number/percent reporting unprotected receptive anal sex
	1 (50%)
	2 (67%)
	1 (50%)


Table 5: Sexual Risk Behaviors with

Female Partners in the Last Six Months
	
	Sex with Female Main Partners:

n (%)
	Sex with Female Casual Partners:

n (%)
	Sex with Female CSW Partners:

n (%)

	Number/percent reporting any type of sex
	18 (42%)
	14 (33%)
	11 (26%)

	Of those who had sex, number/percent reporting multiple partners
	9 (50%)
	7 (50%)
	6 (55%)

	Of those who had sex, number/percent reporting insertive anal sex
	9 (50%)
	3 (21%)
	4 (36%)

	Of those who had insertive anal sex, number/percent reporting unprotected insertive anal sex
	6 (67%)
	1 (33%)
	3 (75%)

	Of those who had sex, number/percent reporting vaginal sex
	18 (100%)
	12 (86%)
	6 (55%)

	Of those who had vaginal sex, number/percent reporting unprotected vaginal sex
	14 (78%)
	7 (58%)
	5 (83%)


After reporting their frequency of condom use on a Likert
 scale, respondents were asked (1) whether there was any talk about using condoms with their partner(s), and (2) if so, who initiated the conversation(s).  The data are presented in Tables 6 and 7.  Major findings include:

· On average, respondents were more likely to report talking about using condoms that not talking about using condoms with their partners.

· There were no striking differences regarding whether participants talked about condom use by gender or type of partner.  However, talking about condoms was most common with male and transgendered partners (compared with female partners), and with main partners (compared with casual and sex work partners).

· Among the respondents who talked about condom use with their partners, their female partners were the least likely to have initiated the conversation.  In contrast, their male or transgendered partners usually initiated the conversation at least some of the time.

Table 6: Talk About Condom Use

	Partner Gender and Type
	Talked About

Using Condoms
	Did Not Talk About

Using Condoms

	Transgendered partner(s) (all partner types)
	32 (58%)
	23 (42%)

	Male partner(s)

(all partner types)
	14 (61%)
	9 (39%)

	Female partner(s)

(all partner types)
	20 (47%)
	23 (53%)

	Main partner(s)

(all genders)
	28 (61%)
	18 (39%)

	Casual partner(s)

(all genders)
	18 (50%)
	18 (50%)

	Sex work partner(s)

(all genders)
	20 (51%)
	19 (49%)


Note: Data include more than one response from the same individual in cases where the person reported sex with more than one partner type or more than one gender.
Table 7: Initiation of Talk About Condom Use

	Partner Gender and Type
	Respondent Always Initiated Conversation
	Partner Always Initiated Conversation
	Sometimes Respondent and Sometimes Partner Initiated Conversation

	With transgendered partner(s) (all partner types)
	11 (35.5%)
	3 (9.7%)
	17 (54.8%)

	With male partner(s)

(all partner types)
	5 (38.5%)
	0 (0.0%)
	8 (61.5%)

	With female partner(s)

(all partner types)
	10 (58.8%)
	3 (17.6%)
	4 (23.5%)

	With main partner(s)

(all genders)
	8 (32.0%)
	4 (16.0%)
	13 (52.0%)

	With casual partner(s)

(all genders)
	9 (52.9%)
	2 (11.8%)
	6 (35.3%)

	With sex work partner(s)

(all genders)
	9 (42.9%)
	2 (9.5%)
	10 (47.6%)


Note: Data include more than one response from the same individual in cases where the person reported sex with more than one partner type or more than one gender.

When asked why condom use was not discussed, respondents gave a variety of explanations.  The most common categories of responses, each followed by some selected quotes, were:

· Did not want to/Do not like to use condoms (n=11)

“Because I don’t believe in condoms.”

“Because of the sensation thing.”

· Did not think it was necessary/Not at risk (n=10)

“Because I never thought to – she’s a woman, not a homosexual.”

“Her tubes are tied so there’s no harm.”

“Because I don’t have anal sex with them, I only let them give me oral sex.”

· Anonymous sex/Flings (n=5)

“Because we didn’t know each other very well; it was a fling.”

“Because I met them on the street.”

· Partner’s status as a “prostitute” and/or a woman (n=3)

“Because if they are prostitutes they should protect the men.”

“Because they’re whores.”

“Because she’s a woman, a prostitute.”

· Partner was respondent’s wife (n=3)

“Because she’s my wife and she doesn’t know what I do.”

· Sex for money or drugs (n=2)

“Because it was just not brought up. It was all about money and sex.”

“We were just having sex for the drugs and that’s all.”
Participants who reported that they discussed condom use with their partners were asked to summarize their most recent conversations with their partners about using condoms.  The responses were varied and revealed no consistent patterns.  However, several men said that discussions about whether to use a condom included issues about being at risk or wanting to be safe (e.g., “…she asked me did I really like [condoms]. I said yes, because I want to keep living.”)  Some HIV-positive individuals mentioned concern for their partners as a topic of discussion (e.g., “We talked about it because we're both infected and we don't want to reinfect ourselves so we decided to use a condom for everything.”).  Some responses indicated mutual agreement that a condom should be used (e.g., “We asked each other who had a condom”), while others indicated that one partner brought up or insisted on using condoms (e.g., “She said it was a must that we use a condom”).  A number of responses also indicated that there was some disagreement about whether to use a condom (e.g., “She tried to talk about condoms, but I convinced her that we not use them”).

Drug Use

Non-injection and injection drug use in the last three months were prevalent among the sample.  The most common drugs reported are listed in Table 8.  In addition, 40% (n=4) of those who reported injecting drugs in the last three months had shared needles.

Table 8: Drug Use and Injection History

	Drug Use and Injection
	n (%)

	Type of Drug Used

in the Last 3 Months
	

	   Alcohol 
	31 (72%)

	   Marijuana 
	29 (67%)

	   Crack or cocaine 
	21 (49%)

	   Speed 
	11 (26%)

	   Poppers 
	6 (14%)

	Injection History
	

	   Ever injected drugs
	13 (30%)

	   Injected in last 3 months
	10 (77%)* 

	   Shared needles in last 3 months
	4 (40%)** 


* Percent of those who ever injected

** Percent of those who injected in the last 3 months
Use of HIV Prevention Services

HIV Testing


Nearly three quarters of the sample (72%, n=31) reported ever having been tested for HIV.  Most respondents received their HIV tests at San Francisco General Hospital (n=7) or City Clinic (n=4).  Other less commonly mentioned San Francisco testing services were Tenderloin AIDS Resource Center (TARC), Walden House, county jail, mobile testing, and testing offered as part of a study.  The most common reasons that prompted the respondents to get tested were:

· Respondent knew someone who has HIV or who has died of AIDS (n=4)

· Respondent is a regular tester or considers HIV testing part of regular check-ups and maintaining health (n=4)

· Service was offered to them/made accessible (n=3)

· Starting a new relationship (n=2)

It is noteworthy that only one respondent said he got tested because of having engaged in unsafe behavior.  In addition, one person said he got tested because he was paid an incentive of $40.

Other HIV Prevention Services

Interviewers read a list of HIV prevention services and asked the men to say whether or not they would use each one.  Tables 9, 10, and 11 list the types of services, types of service providers, and gender of service providers from most to least favored.  Men most favored HIV prevention services provided by a doctor, a health care agency, or an HIV/AIDS-specialized agency, and were least likely to report wanting to get services from a religious organization or a church.  Regarding types of interventions, they slightly favored those that were either private (i.e., one-on-one counseling) or anonymous (i.e., hotline) over those that were not (i.e., single or multiple session groups and outreach).  A greater percent of respondents said they would “probably” or “definitely” use services provided by a man than those provided by a woman or transgendered person, although not by a large margin (59%, 54%, and 52%, respectively).  Finally, the percent of respondents who said they would use HIV testing where they would not give their name was twice as high as those who said they would use testing where they would give their name, indicating the high importance this population places on anonymity. 

Table 9: Use of Different Types of Service Providers

	Type of Service Provider
	Definitely or Probably Use
	Maybe Use
	Definitely Not or Probably Not Use

	Doctor or health care agency


	41 (95%)
	2 (5%)
	0 (0%)

	Agency that specializes in HIV/AIDS
	40 (93%)
	3 (7%)
	0 (0%)

	Community-based organization


	29 (74%)
	4 (10%)
	6 (15%)

	Agency that serves gay and bisexual men
	21 (53%)
	12 (30%)
	7 (17%)

	Religious organization or church


	10 (26%)
	9 (24%)
	19 (50%)


Table 10: Use of Different Types of Services

	Type of Service 
	Definitely or Probably Use
	Maybe Use
	Definitely Not or Probably Not Use

	One-on-one counseling*

 
	34 (81%)
	6 (14%)
	2 (5%)

	Telephone service or hotline


	30 (75%)
	6 (15%)
	4 (10%)

	Single or multiple session groups
	30 (73%)
	6 (15%)
	5 (12%)

	Outreach


	23 (55%)
	11 (26%)
	8 (19%)


* One-on-one counseling includes prevention case management and individual risk reduction counseling.

Table 11: Use of Service Providers of Different Genders

	Gender of Service Provider
	Definitely or Probably Use
	Maybe Use
	Definitely Not or Probably Not Use

	Man
	24 (59%)
	5 (12%)
	12 (29%)

	Woman
	21 (54%)
	6 (15%)
	12 (31%)

	MTF transgendered person
	17 (52%)
	5 (15%)
	11 (33%)



When asked whether they had used any HIV prevention services, 53% (n=23) of those who answered the question said “yes.”
  Aspects of the services the respondents liked included kind and compassionate staff, fast HIV test results, and privacy during disclosure of HIV test results.  Aspects they did not like included use of oppressive scare tactics, long wait times, lack of confidentiality, being treated as if one “had the plague,” and that “the Black churches aren’t doing enough.”

Finally, respondents were asked to describe other HIV prevention services they would use that were not on the list the interviewers had just read to them.  The following services were mentioned: Internet, mail order, needle exchange, housing, food vouchers, detox, self-help, emotional support, and financial support.  One HIV-positive person said that he would like to receive a service that taught him strategies to prevent transmitting HIV, suggesting that there may be some demand in this community for prevention for positives.

Client Outreach and Recruitment

Bars and Community Venues

Survey participants were recruited primarily from the Tenderloin (n=13) and Mission districts (n=11), particularly Cesar Chavez Street in areas where the day labor population congregates.  As such, these venues may serve as areas for outreach and recruitment for MST.

The respondents were asked to identify bars and other community venues where they hang out.  The most commonly mentioned venues were:

· Divas (47%, n=20)

· Power Exchange (35%, n=15)

· Esta Noche (26%, n=11)

· El Sarape (14%, n=6)

· El Tin Tan (12%, n=5)

· Jezabels (7%, n=3)

Other San Francisco bars and community venues mentioned by only one or two people were: Liquid, El Treble, Up and Down, Futura, Club Six, El Cesar, End-Up, Reflections, Rockapulco, The Café, The Stud, the Pacific Hotel, Golden Gate Park basketball courts, Cannabis Club, Oasis Club, and Steps of Rome.

Newspapers, Magazines, and Newsletters

Respondents were also asked about newspapers, magazines, and newsletters that they read, in order to identify publications in which HIV prevention ads could be placed.  The respondents said they read the following publications:

· Chronicle (51%, n=22)

· Guardian (37%, n=16)

· Examiner (30%, n=13)

· El Mensajero (19%, n=8)

· Bay Area Reporter (14%, n=6)

Other local newspapers, magazines, and newsletters mentioned by only one or two people were: SF Weekly, Street Sheet, El Ambiente, and Project Open Hand newsletter.  An additional 12% of the sample (n=5) said they do not read any magazines, newspapers, or newsletters.

“Gatekeepers”

Gatekeepers are individuals who can help prevention providers access hard-to-reach populations.  To determine who some of the gatekeepers are for MST, the men were asked who would be the first person they would talk to if they thought they might have HIV or were worried that they might be at risk.  Respondents mentioned:

· Doctor or other health professional (19%, n=8)

· Family member (e.g., mother, brother) (19%, n=8)

· Current or past sexual partners (9%, n=4)

· Friend (7%, n=3)

· No one (7%, n=3)

· Do not know who they would talk to (5%, n=2)

The 12% (n=5) of participants who said they would not talk to anyone or they did not know who they would talk to may be the hardest group to reach, underscoring the need for the use of multiple strategies for reaching MST.

Strategies for Reaching MST

Respondents were asked for suggestions on how to reach MST not already using HIV prevention services and what would motivate them to participate in services.  Several strategies for recruiting MST and encouraging their participation were offered (Table 12).  Because the sample was so diverse in their answers, it was not possible to identify any patterns; therefore all responses are listed.  In addition to the suggestions listed in the table, several participants mentioned the value of simply talking with and listening to the men, and two people emphasized the importance of having friendly and understanding people to talk to.  Two people suggested approaches that were punitive in nature: 1) arrest of the men, and 2) telling the biological female wives that their husbands have sex with transgendered persons.  


Regarding methods for reaching MST, three respondents said that transgendered persons would be good HIV prevention messengers; two were heterosexually identified and one was gay.  In contrast, the one man who said that men would be good messengers was bisexual.  Although the sample size is too small to make any generalizations, these data suggest that further studies and interventions consider that messengers of certain genders may be more appropriate for MST of certain sexual orientations. 

HIV-Positive Respondents


The eight HIV-positive respondents were asked about the circumstances that led to them becoming HIV-positive.  The purpose of this question was to explore transmission patterns, in addition to risk factors that could lead to possible transmission.  Four respondents said that they contracted HIV through unprotected sex, three believed they got HIV from either unprotected sex or needle sharing, and one said he got HIV from a blood transfusion.  One person mentioned his sexual relationships with MTF as a possible way that he became infected, and another attributed the source of his infection to a male partner.  A third person identified selling sex for money and drugs as a contributing factor.

Table 12: Strategies for Recruiting MST and Encouraging

Participation in HIV Prevention Activities

	Strategy
	Survey Responses

	Where to Reach MST
	· Bars, clubs, or other social hangouts (n=4)

· Locations where transgendered persons congregate (n=2)

· Agencies that serve transgendered persons (n=1)

· Locations where sex workers congregate (n=1)

· Probation/parole programs (n=1)

· GA/SSI programs (n=1)

· Drug programs (n=1)

· Schools (n=1)

· Churches (n=1)

· Bus shelters and benches (n=1)

	Methods for Reaching MST
	· Street and community outreach/community interviews (n=14)

· Use transgendered persons to deliver the prevention message (n=3)

· Print media (i.e., flyers or billboards) (n=1)

· Use men to deliver the prevention message (n=1)

· Establish designated information spots (e.g., booths at clubs) (n=1)

· Internet (n=1)

· Newsletters (n=1)

	Type of Service
	· Information and education (n=12)

· Condom distribution (n=5)

· Support groups (n=2)

· Free HIV testing at bars (n=1)

· Social events (n=1)

· Meetings/trainings (n=1)

	HIV Prevention Message Content
	· Encourage condom use/protection (n=3)

· Emphasize consequences of unprotected sex  (n=2)

· Emphasize benefits of protected sex (n=2)

· Clarify that HIV and HIV prevention are not just gay issues (n=1)

· Do not use messages that cause stress (n=1)

· Teach skills for preventing transmission (n=1)

	Incentive or “Hook” for Participating in HIV Prevention Activities
	· Money (n=6)

· Food (n=3)

· Vouchers (n=1)

· Make HIV prevention education mandatory for (n=3):

· People in government systems (e.g., those on probation or parole; GA or SSI recipients)

· Employees, as a condition for keeping their jobs


Focus Group Results

Description of the Participants

The demographics of the participants in the two focus groups conducted at Tenderloin AIDS Resource Center (TARC) and API Wellness were somewhat different.  The TARC focus group included a greater number of transgendered individuals who were sex workers, tended to be of a lower economic status, were predominantly African American, and were more verbal about their personal drug use, especially crack cocaine.  Many of the API Wellness participants also received payment for sex, but were more likely to have long-term boyfriends, tended to be of a higher economic status, were predominantly Asian/Pacific Islander, and included a greater number of post-operation MTF.  Despite these differences, findings from the two groups were similar overall.  This section presents key findings from both focus groups.

Findings

Characteristics of MST

General Characteristics

According to the focus group participants, there is no single “defining characteristic” of MST.  One participant said, “As far as what type, there is no type.  They’re all different sizes, shapes, and colors.”  The diversity of this population is illustrated by contrasting two different quotes.  One TARC participant spoke about the pasts of some of her boyfriends: “Some were gigolos, which made me feel comfortable.  … All the hustle was on my man.”  In contrast, an API Wellness participant described her partner as a “typical” man.  She explained, “I have a husband.  I’ve been married two-and-a-half years.  He’s just a typical, ordinary man.  He has a job, a house, money, he pays my rent.” 

Focus group participants discussed two specific subgroups of MST: married men with high socioeconomic status and parolees.  Transgendered individuals in both focus groups stated that their sex work clients are often married to biological women and of a fairly high economic status.  One participant commented, 

A lot [of the sex work clients] have responsibilities at home—a wife, children.  The men who go to transgenders for sex want their sex fantasy to happen.  But they keep their family because in society family means you have security, stability.  But they go around transgenders and will pay however much.

When asked if these clients were low-income, the API Wellness group vocalized a boisterous and unanimous “No.”   As one participant laughingly explained, “Transgenders are very expensive, so no, I definitely don’t think they’re low-income.”

Participants in the TARC focus group also mentioned the criminal history of some of their male partners (e.g., “Most of them are parolees, from CDC [California Department of Corrections]”), but other TARC participants clarified that not all MST fit this description (e.g., “Out of eight of mine, only one had been incarcerated.”)

Finally, the focus group members made reference to the complex sexual networks of MST and transgendered persons.  In describing their male partners, the TARC participants said that many transgendered individuals were having sex with the same men.  One participant observed, “I’ve been in San Francisco 20 years.  Most of the men bounce from one TG [transgendered person] to another.”  Everyone in the group seemed to agree with this statement.

Sexual Orientation


Focus group participants were asked about the sexual identity or sexual orientation of their boyfriends or husbands.  Many transgendered individuals described their long-term partners as heterosexual, from both their perspective and the men’s perspective.  One participant said, “I’ve been with a guy 5 years.  Straight as can be.  He definitely thinks of himself as straight.”  Another described how her partner’s sexual orientation supports her gender identity: “He’s [my boyfriend] so very confident about his masculinity, and I would like to think of him as very straight…He makes me feel very womanly, so much of a woman.”
Transgendered individuals also believe that many of their sex work clients identify as heterosexual, and used the men’s home life as proof of their sexual identity.  One participant asserted, “There’s most occasions most of them have a wife or a girlfriend at home.  They’re not gay men.” Another similarly stated, “They’re not gay, not effeminate.  They’re very masculine.  They have wedding rings—they’re married.”

Other participants, while agreeing that the MST are not gay, view them as bisexual rather than heterosexual.  For example, one participant responded, “They’re not gay. They’re more in the bisexual category because they’re not attracted to men in pants.  But they want the best of both worlds.”  Another explained why the men do not consider themselves gay, saying, “Almost all of them are bisexual but they don’t categorize themselves as gay, because they would never like a guy who looks like a man.” 
A couple of participants described confusion or ambiguity regarding sexual identity. “These are straight men, but a lot of them want to dress up.  I don’t understand that.”  Another participant postulated, “They’re having troubles with their own sexuality.”  Others felt it was not important to know.  The fact that some men feel ambiguity or place a low importance on defining sexual orientation is illustrated by the following quote: 

He don’t know and I don’t know if he’s bisexual or homosexual or heterosexual.  All we know is I love him and he loves me and we’re always together.  I asked him one day, “Would you call yourself gay?”  and he just said, “All I know is I love you.”

One transgendered individual theorized as to the reasons for confusion and ambiguity, hinting at some men’s internal conflict over their sexual habits or identity:

They’re emotionally ashamed. The ones who are lovie-dovie, then during the day it’s “Don’t talk to me in front of my friends.”  They will do what they want, because they have a passion for transgenders, and they’ll just deal with the shame the next day.

Types of Sex and Risk Behaviors


Participants in both focus groups were asked about the types of sex they have with their male partners.  Many transgendered individuals claimed that their male partners do engage in anal receptive sex.  As one participant put it, “They want to get fucked.”  When the group was informed that in interviews many MST claimed to only be “tops” (i.e., insertive partner), the following conversation ensued:

-Lies!

-The men who call themselves straight and say they’ll never do that [bottom], they’re lying.  You never know what they’ll do at some time, with some people.

-When they’re going to have sex, in the heat of the moment, the excitement of the moment, they’ll go for anything.

-You think guys don’t want it?  That’s why they make strap-ons!  The guys want that.  They just want to do it all.  They’re not necessarily gay or anything, they’re just getting their groove on.


According to transgendered individuals in both focus groups, MST engage in anal receptive sex because they want sex that is different from the sex they have at home with their wives.  “The sex with us they want to be totally different from at home.  How can we make it different?  By going up in it.  Penetration.” Another respondent commented, “Some genetic women don’t give head or don’t let them have anal intercourse.  But we do, and we know how to do it well.”
A few transgendered persons in the API Wellness group, however, expressed their reluctance to engage in anal insertive sex.  “The men want to go down on you or you to fuck them, and I don’t want that because I want to feel like a woman.  They think we’re chicks with dicks, so it’s the best of both worlds, but it’s hard for us, because we don’t want that.”  Another API Wellness participant echoed this sentiment.  “If a man is a bottom then he’s definitely not mine!  I want what all real women want.  I don’t want him to think I’ll go down on him…I may be a chick with a dick, but this dick don’t go in no doo doo hole!”  A third person described a circumstance in which she was willing to penetrate a client.  “Most people I dated for sex for money, I don’t get penetrated…but I can give it [penetration] to them if they want to pay more…”

Some participants highlighted the relationship between sexual identity and having certain kinds of sex with transgendered persons.  “Most [MST] are bottoms—that’s the weirdest thing because they’re really masculine and not gay.  They won’t let men do it to them.”  Another participant described the differences between MST having sex with men and having sex with transgendered persons:
You get a gay who messes around with the gay boy, but he won’t do the same things with us.  He might get his dick sucked by a gay boy or have a gay guy go up in him, but he won’t kiss him or suck on his chest.  But with a transgender he might go down on her [penetrate her], etc.


Some focus group participants had difficulty generalizing about whether their partners are more often “tops” (i.e., insertive partners) or “bottoms” (i.e., receptive partners).  One participant commented, “A lot of them are tops, but sometimes they ask me if I’m functional.  If they find out that I don’t have a penis, they don’t like me.  Most are bottoms, but a lot are tops.” Another felt that men engage in both behaviors.  “Most are bottoms, most are tops.  Any way they can get it.”  A third transgendered individual asserted that some men want a variety of sexual experiences with MTF partners.  “Some men are more curious.  They’re more interested in the whole body, so they want everything.  They want to know what I’m feeling, just like I want to know what it’s like to fuck before I get a vagina.  They want it all—oral, anal, everything.”

In both focus groups, certain transgendered individuals claimed that their sex work clients pay them to fulfill a fantasy, but that encounters did not always include sexual intercourse.  “They have lots of fetishes.  Sometimes they just want to be with you, talk with you, and not have sex.  There’s a lot of unprotected sex, but it’s a whole realm of things.”  Another participant described male clients who want to “dress up”:

Some men who go to transgenders are infatuated so much that they don’t… it’s like they want to be a transgender.  They want you to dress them up.  It’s their fantasy to be a woman, and they don’t know how to do it except to pay for sex, but they’re really paying just to get dressed up. [agreement from the group]

A third participant described a typical “dress up” scenario in a commercial sex work environment:

When they come into Power Exchange sometimes, they’ll look like lawyers or something, in their suits.  But then underneath they have a camisole, stockings, a garter belt.  That’s part of the sex—how they dress.  They just want to prance around and have you tell them that they look sexy in that.  They want you to tell them to perform.


Although the API Wellness group did not broach the subject, TARC focus group participants described S&M (sadism and masochism) activities that they engaged in with their male partners.  Many of these activities appear to be low risk in terms of HIV infection, such as beatings or whippings.  One transgendered individual said, “Some of them just want beatings.  They have nipple rings…they can look straight, but they are queer as can be—they want their legs pinned back up behind their ears.”  Another described the preference of men who engage in S&M.  “Of the S&M population, 65% want fisting, 75% want to be beaten, whipped, humiliated.  Or they just want you to jack off on them, or them on you.  They want hard core S&M.”  A third pointed out that S&M activities do not always include body-to-body contact.  “There’s a lot of S&M [but] a lot of times you don’t even have to touch them, you just have to know how to whip them.”
Concern Among MST About HIV and Safer Sex 

Participants in both focus groups were asked about the level of concern about HIV infection demonstrated by their male partners.  Almost unanimously, transgendered individuals in both groups reported “they really don’t care.”  One participant asserted, “Men are going to take sex from me regardless—HIV positive or not.”   Another agreed, describing how sometimes transgendered individuals unsuccessfully attempt to use HIV status as a means for competition.  She reported, “A girl who’s HIV negative will say, ‘You don’t want to have sex with her, she’s HIV positive.’  But the men don’t care either way.”  (In contrast, 70% of the men who completed the survey said they were “somewhat concerned” or “very concerned” about HIV.)

One participant explained the impulsive nature of the men’s behavior as an obstacle to prevention: “The men are more concerned about having their fantasies fulfilled than protecting themselves from HIV.  It’s an impulse.  And they’re paying a lot of money for that.”   Another agreed, remarking, “In the heat of passion, they don’t want to use a condom.”  One transgendered person estimated that in her experience, “Twenty percent are concerned…the others aren’t really.”  


A number of focus group participants contended that many men will in fact pay more to have unprotected sex.  According to one transgendered individual, “They’re the ones who encourage you not to use condoms.  They give you more money not to.”  Another participant affirmed, “At Divas, etc., they will pay extra not to use a rubber—they’ll be almost begging not to use it.”  One transgendered person said that although she believed this was not universal, she had had similar experiences: “I dated a whole lot who turned me down because I didn’t want to use a condom, but then others will pay more not to.  It goes both ways.”  One participant agreed that men preferred to have unprotected sex, but explained that some of them did pay attention to HIV status.  She stated that some men solicit this information and use it as a way to engage in unprotected sex: 

The men can find out your status if they pay enough money.  So they want to fuck you without a condom because they know you’re negative, or others who are positive who have enough money to find out you are positive, and they know they can fuck you without a condom.

Members of the TARC focus group believed MST’s reluctance to get tested for HIV is proof of their lack of concern about HIV infection.  As one transgendered individual noted, “I’ve never seen these men in these HIV clinics that we go to for testing.”   Another participant commented, “It’s only the girls that go to jail for infecting people because they only test the girls.”  One transgendered person claimed, “I saw one [of the men] going out the back way.  They’re ashamed.  And they’re not going to use the same clinics as us anyway.”  Survey findings suggest that the men are in fact getting tested, as 72% of the men in the sample reported that they had received a test at some point, and 19% knew their HIV status to be positive.

Concern Among Trangendered Persons About HIV and Safer Sex 

Transgendered individuals in both focus groups were asked if they were concerned that the men might infect their transgendered partners with HIV.  In general, participants demonstrated a high level of concern about HIV infection.  One individual responded, “Of course they are giving us HIV.  And we’re giving it to them.”  When asked if she was concerned, another participant said, “100 percent.”  

Transgendered individuals’ concern about HIV infection was revealed primarily by their stated insistence on using condoms, although they seemed less likely to do so with boyfriends than with casual partners.  One participant claimed, “The only one I have unsafe sex with is my man.”   Another declared, “I had my boyfriend have three AIDS tests before I got in bed with him.”  Several individuals maintained, “I always assume they’re positive” or “I always pretend everyone has some kind of disease; if I could use a condom for kissing, I would.”  However, in the context of the discussion, these individuals seemed to be referring more to sex work clients than to their longer-term boyfriends.   One transgendered individual explained her conflict:  “I feel like you have your tricks, but as far as relationships, you’re with someone special and you don’t always want to use condoms.  It’s a predicament.”  She added, “If you have your tricks use condoms, you should have your boyfriends too,” but it seemed that this rule was not followed by the majority of focus group participants.  

Transgendered individuals’ reported varied sexual risk behaviors with sex work clients.  Some focus group participants said that they refuse to engage in unprotected sex, even if a man requests it, either out of concern for their own health or the health of others: “Once they say ‘I don’t want to use a condom,’ I’m out of there.  Assume they’re all positive.”  An HIV-positive person described her condom use “policy”:

I’ll say I don’t like to use a condom for oral sex, because the taste of it makes me gag, and I tell them I’m HIV positive, and they don’t care.  But they don’t want a condom for penetration (them penetrating me) either, and I tell them no, and that I’m just being concerned for them.  And besides, they might take it and go on to the next girl.

Another participant described a situation in which a man gave her more money to not use a condom.  “Once I was with this guy and I told him it was $100, and he wanted me not to use a rubber.  I said I needed an extra $50.  When he gave it to me, I took his money and walked away.  I said, “You must be trying to kill me!”  and I just left.”

A number of transgendered individuals, however, reported they or others they know do not always practice safe sex.  One participant of the API Wellness focus group claimed, “There are a lot of girls who are not concerned.  And the ones who are positive don’t care [about HIV prevention].”  Another participant responded, “They’re the ones who aren’t here.  They’re down there on the street.”  Several comments in the TARC focus group seemed to give validity to this impression.  As one participant explained, economic hardship can trump safer sex:  “When they offer you $50 or $100 more not to use a condom, I took the money every time.  It just depends where you are in your life at that time.”  Another affirmed, “With sex work, because of the economic need of the transgender, sometimes we’ll go for it.”

There also seemed to be obstacles due to power dynamics and gender roles.  As one TARC participant explained, “Sometimes I don’t have the privilege to tell them to use a condom—they’re going to take what they want.  For me to ask a man anything is not my womanly place.”    

At issue in both focus groups was who should be held responsible for initiating or ensuring safer sex.  Several transgendered individuals did not see it as their responsibility to enforce condom use.  One participant commented, “It’s about self-preservation.  It’s not for someone to look out for me, it’s for me to look out for me.”  This comment drew significant agreement from the rest of the group.  The exchange, however, revealed that “looking out for oneself” can mean not just using condoms to avoid getting HIV, but also making more money during a sexual encounter, even if it is unprotected.  Group members felt that it was everyone’s responsibility to “look out for themselves,” including the men.  That is, some transgendered individuals felt that it was not their responsibility to enforce safe sex; if the men choose not to use a condom and contract HIV, it is their own fault.  

Not everyone in the group saw this issue as “black and white.”  One participant seemed to have some internal conflict about responsibility:  “For those who are HIV positive and who won’t tell, it makes me cringe.  I won’t be a walking murderer.  But at the same time, it’s their [the men’s] own fault for not using a condom.”  Another explained the reason for not disclosing a positive HIV status:  “Regarding HIV, I’m HIV positive, and a lot of the girls on the street are too…but they don’t tell their tricks because they need the money…But the men don’t care.”
Others mentioned possible risks to the wives of these men and how that related to their concern about safer sex.  One respondent said, “Dates are more concerned because they have to go back to their wives.”  Another pointed out, “The men want it natural, without a condom, but they have a family, and could bring it back to their wife.”  
HIV Co-factors: Drug Use


Although focus group participants were not asked explicitly about HIV co-factors, transgendered individuals in both groups discussed the role that drug use plays in increasing the risk of HIV transmission.  One participant described her perception of the prevalence of drug use, especially among sex workers.  She said, “If they’re using drugs, that’s another factor for risk.  If they’re involved in commercial sex work, most girls are using drugs.”  Another participant suggested that drug use is especially prevalent in the Tenderloin:  “I used to ‘ho’ because I lived on the street.  I was concerned especially because men here in the Tenderloin are doing drugs, [and] they don’t get tested here.”

Some participants believed that their male partners use drugs to help them keep their sexual activity with transgendered individuals in the realm of fantasy.  Drugs help the men avoid emotional shame, or the reality of the health risks involved.  “Even if they only hit the pipe once, for those 20 minutes it’s their fantasy, their secret.  They aren’t concerned about that fantasy afterwards.”  Another participant held a similar opinion, saying:
They give into their impulse according to their sexual fantasy.  Before they can think of protection, they want their fantasy fulfilled.  And most are involved in drugs.  They use drugs to approach and accept themselves, that they have fantasies like that.


Transgendered participants also spoke about how smoking crack cocaine lowers their and their partners’ inhibitions.  When the TARC group was asked if the men tell their transgendered partners when they are HIV positive, the group gave a resounding “No!”  They proceeded to describe the role of crack in sex between men and transgendered persons.  “No, they never tell you.  The drug takes over and it’s on.  Especially if it’s crack.”  Another TARC participant described the relationship between the men’s drug use and the men being the receptive partners.  “Most guys—I’m an addict, I love crack cocaine—When we’re smoking, I lose all inhibition to have all sexual involvement.  Most men when they smoke they want to get fucked.  They say that’s the only time they do it is when they smoke crack.”

Participant Recommendations for Prevention

HIV Testing

Transgendered individuals in both focus groups were asked for recommendations for providing HIV prevention services to their male partners.  Several TARC participants commented on methods for providing HIV testing, including offering incentives. One said, “Give them $20 to get the test.” One individual did not feel that monetary incentives for testing would motivate all groups of MST.  “When it’s a paid testing, that works for low-income, but not for people making $80,000.”  Another disagreed, saying, “Money does help, no matter what income.”  One participant suggested testing partners together.  “Do it at the same time as their partners.  Test them both together.”  Reminding the group that testing is voluntary, one participant stated, “It’s up to the individual, no one can force someone to get tested.”
Other Prevention Services

Transgendered individuals also suggested other prevention services, including outreach.  “[Prevention should be done using] outreach workers, because they know the guys and they know them.  They can give out information to the guys and information on the organizations and how they can use them.”
Focus group participants were asked who should be involved in the planning and implementation of outreach to MST, and to whom these men would be most responsive.  MST in the surveys showed no clear preference for a male, female, or transgendered service provider.  However, transgendered focus group participants overwhelmingly felt that transgendered individuals were best suited for the work. “Someone in the service providing field, like me.  A transgender who can give information on things you don’t know.  Definitely one or two transgenders.”


When asked about the types of prevention activities that should be conducted, privacy seemed to be of great importance.  When focus group participants were asked if the men would come to an HIV prevention group session, there was a unanimous response of “No.”  As one transgendered individual explained, “Most of them are married, especially the johns.  They’re CEOs, etc., and if she finds out, the wife will take all his money, everything.  They won’t risk that.”  As an alternative to groups, one participant suggested, “Maybe [you could do prevention] on the Internet, for more privacy.”  Another agreed that “a website for them to go to” might be more effective.

Other transgendered individuals commented on the importance of educating MST about the prevalence of HIV within the transgendered community.  There seemed to be some disagreement in the TARC focus group about the degree to which MST are already aware of the levels of HIV infection among transgendered people, which is reflected in the following conversation:

-Yeah, I think they know.

-No, I don’t think so.

-They know what they’re doing.  Maybe not when they’re drunk or stoned, but they know.

-They don’t care.

Another focus group participant described the jail environment as an argument for the importance of men using condoms with their transgendered partners:

A lot of guys don’t understand that most transgenders have been to prison at least once.  It’s illegal to use condoms in prison, you know.  The State penitentiary is a breeding ground for HIV.  Not to mention rapes, etc.  If they’re into TGs, they need to use a condom.  And they should allow condoms in the jails.


Transgendered individuals were asked about prevention education that could be done through the media.  One respondent suggested,

I know, you could show a man driving in a car and doing something he’s not supposed to, then flip to him at home with his wife, and say, “Yes, you need to get a test, too!”  Because if you do prevention in either one world or the other, they will disconnect themselves, but if you show both worlds together, they’ll say, “that’s me.”

Recommendations from TARC focus group participants about where to place media messages were varied.  Several locations were suggested: Divas, movie theaters, intersection of Polk and Larkin Streets, Franklin Street, bookstores, sex shops, the 101 and 80 freeway entrances and exits (for the men who come from outside San Francisco to have sex with transgendered people), and on the Market and Castro Street buses.
Several participants in the API Wellness focus group felt that prevention efforts need to start within the transgendered community.  One focus group participant remarked, “We’re starting to use condoms in our communities.  It has to start with us.”  Other API Wellness participants agreed, and elaborated to say that the barriers to condom use by transgendered individuals had to do with their self-esteem: 

It has something to do with the girls’ self-esteem.  When we have a husband or boyfriend, we want to trust them, especially because we’re oppressed by the rest of the world.  Someone I trust, if he doesn’t want to use a condom, sometimes we go for it.

A later conversation among API Wellness participants identified self-esteem among transgendered persons and their acceptance in the larger community as precursors for practicing safer sex:

Once society is accepting of us, once they accept transgenders, it’ll be natural, we won’t even have to think about it.
Women need to show that we respect ourselves and so we’ll use condoms.
We need to empower the community so we feel better about ourselves, so we think better for ourselves.  Empowering the community and putting the category that these men are high risk and they should get prevention.

Like two male survey respondents, a transgendered focus group participant offered a punitive suggestion to enforce safer sex. “If girls get caught doing it, they should be considered sex offenders.”  Another suggested regulating safer sex through a formal “proof of serostatus” system within the transgender community.  “Maybe have a card that says that they’re safe and they want to stay safe—the people who are negative can have a card that they can show their trick, and they can teach their tricks to keep them safe.”
Discussion and Recommendations

HIV Prevention Needs

Risk Assessment

Recommendation 1: All HIV risk assessments for men, regardless of sexual orientation, should include an exploration of risks related to sex with MTF transgendered persons. 

Rationale: There is not a “profile” that describes all MST.  They are of all races/ethnicities, sexual orientations, ages, and marital status.  Therefore, no assumptions should be made about whether or not men entering HIV prevention services have sex with transgendered persons.  Instead, all men should be asked about sex with transgendered persons and risks related to unprotected sex with transgendered partners, and appropriate counseling should be provided as necessary.  Sexual orientation is not sufficient to assess a client’s level of risk.

Recommendation 2: Questions about sex with transgendered persons should be asked after a solid rapport has been established with a client, and confidentiality should be discussed with the client and honored to the letter by the service provider.

Rationale: Many MST may be reluctant to talk about their sexual relationships with transgendered persons.  Previous studies have suggested that men may be stigmatized for their relationships with MTF (Mason 1995, Perkins, Griffin 1994).  The men who completed the survey showed a slight preference for private and anonymous services, indicating a desire for a “safe space” to discuss their concerns.  In addition, outreach was the least favored of the four types of services they were asked to comment on, possibly because of the public nature of the intervention.  The transgendered persons in the focus groups agreed that their male partners want to keep their sexual relationships with MTF secret, especially married men.

Content of Interventions

Recommendation 3: Interventions for MST should focus on developing skills to make accurate assessments of their own risk.

Rationale: When designing interventions for MST, several factors are important to keep in mind.  First, it is important to address the “cognitive disconnect” between high levels of knowledge about HIV transmission/concern about HIV and actual risk behavior (i.e., the “it can’t happen to me” phenomenon) that appears to exist among some men in the survey sample. The survey respondents demonstrated high levels of concern about HIV, but unprotected sex was common among the sample.  In addition, of all the men that had been tested for HIV, only one respondent said that he sought testing because of having engaged in a high-risk behavior.  Finally, a number of transgendered focus group participants believed MST are unaware of the prevalence of HIV infection within the transgendered community.

Recommendation 4: A sexual networks approach to HIV testing and prevention may be an effective mechanism for preventing the spread of HIV.

Rationale: The men in the sample tended to have multiple partners (81%) and appeared to have complex sexual networks.  One-half of the sample reporting sex with men or women in addition to their transgendered partners in the last 6 months. An additional one-fourth reported sex with males, females, and MTF persons in the last 6 months.  Should there be one HIV-positive person in such a sexual network where unprotected sex is occurring, HIV could spread rapidly within the network.  Therefore, MST engaging in unprotected sex may indicate not only risk of acquiring HIV, but also a risk to other groups, such as wives, girlfriends, transgendered partners, and boyfriends (if the MST are HIV-positive).  In this sample, few of the HIV-positive men reported consistent condom use.  One HIV-positive man reported unprotected sex with both MTF and female partners in the last 6 months.  Although this study did not explore injection drug-related risks in depth, similar issues could be relevant to social networks of injection drug-using MST.

Recommendation 5: When designing interventions, service providers should consider issues related to negative perceptions of condoms, perceptions of risk in different types of situations, concern for the health and safety of both self and others, and the role of drug addiction and economic necessity in sexual risk behavior among those who exchange money or drugs for sex.

Rationale: There were several cognitive/emotional issues in this sample that could act as barriers to engaging in safer sexual behavior:  (1) a substantial degree of anti-condom sentiment; (2) low perceptions of risk leading to not discussing condom use with a partner; (3) a focus on self-protection with less of a focus on protecting others; and (4) issues related to drugs and money outweigh safer sex in importance, for both the men who completed the survey and the MTF focus group participants.

Recommendation 6: Interventions that include skills-building components for condom use negotiation may be useful for this population.

Rationale: Factors that could support safer sexual behavior were identified in this survey.  Those who discussed condom use with their most recent partners tended to report that they talked about wanting to be safe or wanting to keep their partners safe in their negotiations or discussions.

Recommendation 7: Although risk assessments should ask about receptive and insertive anal sex with transgendered persons, as well as condom use for these types of sex, questions in these areas may not yield candid responses.  Therefore, interventions for HIV-negative persons should address unprotected receptive anal sex and those for HIV-positive persons should address unprotected insertive anal sex, regardless of the results of risk assessments.

Rationale: Men who acknowledge sex with transgendered persons may not always acknowledge certain sexual behaviors.  This is evidenced by the glaring discrepancy between the focus group and interview data.  Only 7 of 43 men (16%) reported having anal receptive sex with MTF in the last six months, but the focus group data suggest that this behavior is much more prevalent.  The transgendered focus groups participants asserted that this type of sex is a central reason why many men seek out transgendered sex partners, and that many if not most have been “bottoms” for transgendered persons at some point.  Shame or homophobia/transphobia may prevent men from talking about the details of their sexual behavior, especially receptive anal sex.  Therefore, interventions should address a range of specific sexual behaviors.  

Recommendation 8: Interventions should explore sexual identity issues with participants, as well as how they may impact the ability to practice safer sex.

Rationale: Focus group participants suggested that some MST experience confusion or denial regarding their sexual identity and orientation.  Such confusion many contribute to shame and secretiveness surrounding their sexual relationships with MTF.

Types of Interventions

Recommendation 9:  Anonymous HIV testing during which no identifying information is collected should be made accessible to this population, and HIV testing and counseling should include education on how to identify their own level of risk.

Rationale: HIV testing is a service that the men in the survey said they wanted to use and have used (72% had ever been tested).  However, the appropriate setting for testing may differ for different subgroups of MST.  The men who had been tested in this sample generally received tests from public hospitals or nonprofit agencies, but the wealthier married MST may be less likely to get tested in these settings.  Factors that may motivate men to get tested include desire for health maintenance, accessible test sites (e.g., mobile units), and monetary incentives (provided they are not coercive).  Efforts to encourage this group to get tested may be affected by the fact that some MST may not readily recognize their own level of risk.  Finally, men preferred testing where one would not give a name over testing where one would give a name by a ratio of 2 to 1.

Recommendation 10: Develop one-on-one counseling and other services that are sensitive to the unique needs of MST (e.g., need for privacy, their perceptions of risk, substance use). Use creative outreach strategies that protect privacy to recruit MST for HIV prevention activities (e.g., mobile vans offering testing that provide referrals to ongoing HIV prevention services).

Rationale: Several men said that they would use hotlines, one-on-one counseling services, single or multiple session groups, and outreach, but several also said they would not use these services.  This is an indication that traditional HIV prevention modalities may be appropriate for only some MST.  Only 55% said they would use outreach, which poses challenges for how a provider would reach these men to offer them counseling or other services.  Although several men said they would come to group sessions, the transgendered focus group participants strongly felt that they would not, stressing the importance of privacy to MST.  Several MST also named other support services (e.g., detox, financial support services) that would be useful for them.

Recommendation 11: Equip health care providers, HIV-specialized agencies, and other community-based agencies to provide HIV prevention services to this population.  Ensure a good mix of agencies serving heterosexual and gay/bisexual men to accommodate the different subgroups of MST.

Rationale: It is critical that service provider be appropriate for the population.  Doctors, health care agencies, and HIV-specialized agencies were strongly favored by the men who were interviewed.  The MST also said they would use the services of a community-based organization.  However, the heterosexually identified men were the least likely to favor agencies serving gay and bisexual men.  Services provided by a church or a religious organization were not viewed positively.  Although focus group participants felt that MST would respond best to HIV prevention messages delivered by transgendered persons, MST themselves reported no strong preference for men, women, or MTF.

Reaching MST

Perhaps the greatest challenge in providing HIV prevention services to MST is reaching them.  This population is difficult to access for several reasons, including:

· There is no defined “MST community.”

· The behavior of having sex with transgendered persons is often secretive, and therefore it is difficult to determine who is an MST.

· MST may be reluctant to talk about their sexual relationships with transgendered persons to outreach workers or other HIV prevention service providers.

· MST may also be having sex with men and women, which may obscure the need to ask about or focus on the unique risks related to sex with transgendered persons.

Recommendation 12: An effective strategy for reaching MST would involve using multiple channels and methods and soliciting the support and assistance of the transgender community.

Rationale: The same channels used to reach gay and bisexual men are not appropriate for all MST.  A possible effective strategy for reaching the subgroup of MST who use the services of sex workers is to go to community locations where sex workers do business (e.g., bars and street locations in the Tenderloin).  MST also frequent bars and other locations that could serve as outreach venues (a list of venues is provided in the “Findings” section), as long as a private encounter is ensured.  Training members of the transgender community to encourage MST to get tested for HIV or to enroll in other HIV prevention services may also be an effective strategy.  In fact, transgendered sex workers may be the only channel for communicating HIV prevention messagesHIV preveolprevention to the subgroup of MST who are of higher socioeconomic status, married, and do not access community services.  However, in sex work environments, safer sex often takes a back seat to issues related to drugs and money; therefore, not all transgendered sex workers may be good messengers for promoting condom use among MST.  Other potential routes for reaching MST are through the criminal justice system (e.g., jails, probation programs, parole programs); doctors and other health professionals; immediate family members of MST (e.g., mothers, siblings); and public programs (e.g., GS, SSI).  With all these channels, print media or the Internet may play an important role for MST who are closeted and would not be willing to acknowledge or discuss their sexual behavior with MTF with another person.

Recommendation 13: Providing appropriate incentives to MST may encourage participation in HIV prevention activities.

Rationale: Incentives are one mechanism for increasing participation of hard-to-reach populations in studies and services.  Results of this survey suggest that money or other compensation (e.g., food, food vouchers) might motivate MST to participate in HIV prevention activities, especially HIV testing.  However, such incentives may not motivate MST who have high incomes.  It is important that any incentives offered not be coercive or so high that the men participate only for the money.  Other support services, such as substance use or emotional support services, may act as “hooks” to get MST into the service system.

Recommendation 14: A sensitive approach to determining whether a potential client is a member of the MST target population is a critical component of successful recruitment for HIV prevention activities.

Rationale: Whatever the strategy or method for reaching the MST, a circuitous approach must be taken to discussing sex with MTF.  Even if one knows or suspects that a man is a member of the MST target population, it may be inappropriate to ask about sex with MTF in a first or even a second encounter with a client.  When the issue is brought up, it should be in a completely private and confidential setting.  Questions such as “Tell me about your sexual relationships over the last six months” may be a more effective way of getting at risk related to sex with MTF than “How many times did you have anal sex with a transgendered person in the last six months?” Most importantly, the men should not be made to feel shamed, stigmatized, or deviant.   

Conclusion

Although this study represents only a preliminary inquiry into some of the issues related to HIV risk among MST, it appears that this group may be a worthwhile target population for prevention activities for several reasons:

· High-risk sex occurs with transgendered persons, a population with a high HIV prevalence and incidence in San Francisco;

· Drug use, both injection and non-injection, appear to be risk factors for some men in this population;

· MST may contribute to new infections in the transgendered community if they engage in unprotected sex, especially if they are having sex with more than one transgendered person;

· MST have partners of all genders, and HIV-positive MST may contribute to new infections among men and women, as well as transgendered partners, if they engage in unprotected sex.

Additional research is needed to determine the size of this population, as well as the extent of behavioral risk and actual HIV transmission among MST and their sexual partners, in order to determine the level of resources to be devoted to HIV prevention for this population.
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Appendix A: Survey Instrument (English)

Appendix B: Survey Instrument (Spanish)

Appendix C: Focus Group Questions

The MST survey respondents were multiethnic and mostly heterosexually or bisexually identified, unmarried, and in their twenties and thirties.





70% of survey respondents reported being somewhat or very concerned about HIV.





Three-quarters of the MST survey respondents had male and/or female sexual partners in addition to their transgendered partners in the last six months.





Frequency of unprotected receptive anal sex was not high, but some men in the sample reported this risk behavior, with transgendered as well as male partners.





On average, respondents were more likely to report talking about using condoms than not talking about using condoms with their partners.





Nearly three-quarters of the sample reported having been tested for HIV at some point.  





53% of the MST in the sample said they had previously used HIV prevention services.





HIV-positive men in the sample reported becoming infected both through unsafe sex and needle sharing.





Focus group participants described clients of transgendered sex workers as married and of high socioeconomic status.





Focus group participants reported that MST often identify as heterosexual, sometimes as bisexual, but rarely as gay.





Contrary to their self-reports during the interviews, MST often engage in anal receptive sex, according to the transgendered focus groups.





Male clients of MTF sex workers often engage in behaviors that are low risk for HIV transmission.





According to focus group participants, MST are not concerned with HIV infection, and often pay more for unprotected sex.





Overall, transgendered individuals reported a high level of concern about HIV infection.





Use of drugs, especially crack cocaine, contributes to high-risk behaviors during sexual encounters between men and MTF persons.





Some MTF focus group participants recommended offering incentives to the men for getting an HIV test.





MST need to be assured of their privacy when using HIV prevention services.





Focus group participants were split regarding whether MST are aware of the prevalence of HIV infection within the transgender community.





For transgendered sex workers, there is sometimes a financial incentive to practice unsafe sex.








� Because a preliminary screening question asking about sex with transgendered persons seemed too intrusive, questions about sex with transgendered persons did not appear until about halfway through the questionnaire.  Therefore, 15 respondents were ultimately determined to be ineligible as they had not had sex with transgendered persons in the last six months, and their surveys were excluded from the analysis.  


� A Likert scale asks respondents to choose the most appropriate response from a list of ordered choices. For frequency of condom use, the scale items they could choose from were: always, most of the time, sometimes, rarely, and never.


� All of the HIV-positive people said “yes,” but this may be because they did not distinguish between prevention and care services, and in fact have only received care services.  Excluding the HIV-positive respondents, 43% (n=15) said they had used HIV prevention services.
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