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HIV in Transgender Communities: Syndemic Dynamics
and a Need for Multicomponent Interventions

Don Operario, PhD* and Tooru Nemoto, PhD†

Abstract: Transgender communities are among the groups at

highest risk for HIV infection in the United States. Using syndemic

theory, we examine how HIV risk in transgender communities is

embedded in multiple co-occurring public health problems, including

poor mental health, substance use, violence and victimization,

discrimination, and economic hardship. Although safer sex counsel-

ing and testing programs are essential platforms for HIV intervention,

these modalities alone may be insufficient in reducing new infections.

Multicomponent interventions are necessary to respond to the

complex interacting syndemic factors that cumulatively determine

HIV vulnerability in transgender individuals.

Key Words: transgender, HIV, syndemics

(J Acquir Immune Defic Syndr 2010;55:S91–S93)

INTRODUCTION
Transgender is an umbrella term referring to the

population of individuals whose gender identity differs from
the gender assigned at birth. Researchers have described a state
of emergency related to HIV in the transgender community.1–3

To date, there exist no efficacious HIV prevention inter-
ventions for transgender individuals. The lack of research
reflects, in part, the challenges in studying this population. For
example, no reliable estimates exist of the size of the
transgender population, many transgender individuals wish to
be hidden, and assessing transgender identity and gender
history remains difficult.3 We argue that the lack of progress in
HIV prevention for transgender people is also due to the
complexity of the epidemic in this community, attributable to
multiple co-occurring public health problems that determine
their HIV risk.

EPIDEMIOLOGICAL STUDIES
A systematic review by Herbst et al4 identified 29 studies

reporting biological or behavioral HIV data in transgender
communities, of which 22 reported HIV prevalence data on
transgender women (or male-to-female transgenders) and
5 reported data on transgender men (or female-to-male
transgenders). Meta-analysis of biological data estimated
28% HIV seroprevalence in transgender women, with
extremely high seroprevalence (56%) in African Americans.
Meta-analysis of self-report data estimated 12% HIVand 21%
prevalence of any other sexually transmitted infection (STI) in
transgender women; STIs commonly assessed include
gonorrhea, chlamydia, herpes, syphilis, trichomoniasis, and
hepatitis B and C. Compared with biological findings, lower
self-reported HIV prevalence might reflect unknown infection
or unwillingness to disclose. Two studies reported HIV
incidence in transgender women: 7.8 infections per 100
person-years in a San Francisco study and 3.4 infections per
100 person-years in a Los Angeles study.5,6 Meta-analysis of
data from transgender men was not conducted; only 1 study in
transgender men reported HIV seroprevalence (2%),7 and
4 studies in transgender men found low self-reported HIV
infection (0%–3%).4 Another study of transgender women in
New York city, released after the meta-analysis by Herbst et al,
found a high HIV seroprevalence in African American and
Hispanic (22% and 36%) transgender women (48% and 50%,
respectively) compared with white transgender women (4%).8

High prevalence of syphilis and hepatitis B were also detected
in African American (15% and 36%) and Hispanic (36% and
22%) (22% and 36%) transgender women.

Multiple HIV behavioral risk factors have been identified,
based mostly on studies of transgender women. Risk behaviors
for transgender women include multiple partners, unprotected
receptive anal intercourse, commercial sex, sex under the
influence of alcohol and drugs, and needle use for injecting
drugs and gender-related hormones or silicone.7,9,10 In several
studies, African American and Hispanic transgender women
report greater risk behaviors compared with white and Asian
and Pacific Islander transgender women.4 Few studies have
examined behavioral risk factors in transgender men, but there
is emerging evidence of unprotected penetrative sex between
transgender men and biological men.11

HIV-Related Syndemics in
Transgender Communities

Syndemic theory has been a useful framework for under-
standing the determinants of HIV disparities in high-risk
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populations.12,13 Syndemic refers to the concentration within
a specific population of multiple co-occurring epidemics
interacting and reinforcing one another and ultimately giving
rise to other health problems.14 Singer et al have described how
epidemics of substance abuse and violence facilitated a sub-
sequent HIVepidemic in inner city Hartford,15 and Stall et al16

have examined the epidemics of substance use, mental health,
and childhood abuse in men who have sex with men as
interacting drivers of the domestic HIV epidemic in men who
have sex with men. Similarly, data from studies of transgender
populations in the United States reveal syndemic dynamics
that facilitate sexual risk behaviors and HIV transmission.

Mental health problems are frequently reported in
transgender communities. Studies have shown high rates of
depression, emotional distress, loneliness, and social isolation
in transgender populations.3,10 Results from meta-analysis
revealed that 54% of transgender individuals surveyed had
suicidal thoughts and 31% had attempted suicide.4 Mental
health problems can undermine motivations to practice safer
sex behavior and can increase motivations for engaging in
unprotected sex as a means for cognitive escape, emotional
release, and feelings of love and intimacy.17–19

High rates of alcohol and drug use in transgender
communities, including injection drug use (IDU), are also
reported. In a San Francisco study, 34% of transgender women
reported lifetime IDU and 18% reported past 6-month IDU,
and 18% of transgender men reported lifetime IDU and 4%
reported past 6-month IDU.7 Other drugs commonly used
include marijuana, cocaine, crack, and methamphetamine,
although within-group differences are observed. For example,
in San Francisco, cocaine and crack use were higher among
African American transgender women than among trans-
gender women in other ethnic groups, and methamphetamine
use was higher in Asian and Pacific Islander transgender
women.9 Substance use before or during sex compromises
cognitive or behavioral abilities to use condoms and is an
independent predictor of unprotected receptive anal sex in
transgender women.9

Transgender women and men may be at an increased
risk for violence and victimization, including physical and
sexual abuse. A national review of data from survey research,
police reports, and social service records highlights multiple
forms of violence that transgender people experience
throughout their lifetimes.20 Abuse may begin in adolescence
or childhood when transgender individuals begin to express
atypical gender characteristics.21,22 Violence and victimization
directly and indirectly lead to HIV risk. Forced sex confers
likelihood of exposure for HIV/STI transmission, and other
forms of physical violence can contribute to mental health
problems and substance use, which increase the likelihood for
sexual risk behaviors.

Studies have reported high levels of poverty, un-
employment, and homelessness in transgender women and
men.3,4,10 These outcomes likely stem from general stigma and
job and housing discrimination against individuals whose
transgender identity is exposed. Indeed, a goal for many
transgender women and men is the ability to ‘‘pass’’ and re-
ceive affirmation as their desired gender,10,19 which manifests
in the capacity to blend into mainstream society unnoticed.

Some individuals have a difficult time passing due to physical
characteristics that call attention to their transgender status,
and these individuals may be more prone to stigma and
discrimination and to ensuing syndemics of mental health,
substance use, and violence that facilitate HIV risk.

Social and Structural Conditions for Syndemics
in Transgender Communities

As noted, the syndemic dynamics described here reflect
social and structural conditions that govern the treatment of
transgender individuals. Because sex and gender are basic
organizational principals in most societies, including contem-
porary US society, deviation from prescribed sex and gender
dichotomies is reprimanded at nearly every level of social life.
Consequently, transgender individuals experience a develop-
mental life course characterized by cumulative stigma,
alienation, and internalized stress.23,24 Studies of transgender
youth have documented unsupportive and frequently hostile
family members and peers.21,22 This adversity extends and
augments into adulthood, manifesting in explicit discrimina-
tion, denial of opportunities, exposure to violence, and
frequently unresponsive legal systems. Structural inequalities
for transgender individuals are particularly salient in the health
care system. Multiple studies report, among transgender
communities, limited access to health services, inappropriate
or nonexistent care protocols and facilities for transgender
clients, and untrained and often discriminatory health
providers and staff.25,26

Not Just Testing and Condoms: Need for
Multicomponent Interventions

Recognition of multiple co-occurring epidemics and
challenging social and structural conditions call into question
the feasibility of standard HIV prevention approaches for
addressing the needs of transgender women and men.
Dominant paradigms in HIV prevention include testing and
counseling, informational and motivational training to
improve condom use and encourage partner reduction, and
other approaches that focus on safer sex as the primary or sole
outcome. Syndemic analysis of the determinants of HIV risk in
transgender communities—particularly in transgender women,
who have been the focus of most previous studies reviewed
here—reveals that more complex prevention approaches are
warranted. Indeed, previous research has suggested that
transgender women are highly aware of their HIV-related
sexual risk behaviors but that HIV prevention is simply a low
priority compared with other immediate concerns.19

Multicomponent interventions are necessary to mitigate
the HIV syndemic dynamics in transgender communities.
Several recent articles have called for the development of
multicomponent HIV interventions that recognize and address
interactions among, for example, substance use, mental health,
poverty, and HIV risk.27 Ickovics28 has described the benefit of
‘‘bundling’’ HIV prevention services with other health/social
services to achieve meaningful improvements in public health.
In order for multiple services to form a meaningful bundle,
they must be complementary, synergistic in their health
benefit, cost-effective, and accepted by target audiences. HIV
testing and behavioral–motivational risk reduction counseling
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offer platforms for bundling other intervention foci and
modalities, which might include transgender support groups,
brief substance use counseling and treatment referrals, brief
mental health counseling and referrals, life skills coaching and
training, and other programs that correspond to recognized
transgender syndemic dynamics. Intervention components
must also consider developmental trajectories in transgender
identity, including the needs of adolescents and young adults,
and prevention needs that might differ according to gender
transformation procedures. Enhancing sensitive and appropri-
ate channels of care and establishing linkages between care
services are essential to this multicomponent approach.

The science of multicomponent HIV prevention in-
tervention for transgender and other high-risk populations is
still in its infancy. Condoms and testing alone cannot reduce
the burden of HIV infection and AIDS in transgender
individuals and other high-risk populations. Major efforts
must be invested in developing and testing complex
population-focused interventions.27 For transgender commu-
nities, the capacity to respond to HIV syndemic dynamics can
be a matter of life and death.2

REFERENCES
1. Lombardi E. Enhancing transgender health care. Am J Public Health.

2001;91:869–872. PMCID: PMC1446458.
2. Feinberg L. Trans health crisis: for us it’s life or death. Am J Public Health.

2001;91:897–900. PMCID: PMC1446107.
3. De Santis JP. HIV infection risk factors among male-to-female

transgender persons: a review of the literature. J Assoc Nurses AIDS
Care. 2009;20:362–372. doi:10.1016/j.jana.2009.06.005.

4. Herbst JH, Jacobs ED, Finlayson TJ, et al; the HIV/AIDS Prevention
Research Synthesis Team. Estimating HIV prevalence and risk behaviors
of transgender persons in the United States: a systematic review. AIDS
Behav. 2008;12:1–17. doi:10.1007/s10461-007-9299-3.

5. Kellogg TA, Clements-Nolle K, Dilley J, et al. Incidence of human
immunodeficiency virus among male-to-female transgendered persons in
San Francisco. J Acquir Immune Defic Syndr. 2001;28:380–384.

6. Simon PA, Reback CJ, Bemis CC. HIV prevalence and incidence among
male-to-female transsexuals receiving HIV prevention services in Los
Angeles County [research letters]. AIDS. 2000;14:2953–2955.

7. Clements-Nolle K, Marx R, Guzman R, et al. HIV prevalence, risk
behaviors, health care use, and mental health status of transgender
persons: implications for public health intervention. Am J Public Health.
2001;91:915–921. PMCID: PMC1446468.

8. Nuttbrock L, Hwahng S, Bockting W, et al. Lifetime risk factors for HIV/
sexually transmitted infections among male-to-female transgender
persons. J Acquir Immune Defic Syndr. 2009;52:417–421. doi:10.1097/
QAI.0b013e3181ab6ed8.

9. Nemoto T, Operario D, Keatley J, et al. HIV risk behaviors among male-
to-female transgender persons of color in San Francisco. Am J Public
Health. 2004;94:1193–1199. PMCID: PMC1448420.

10. Kosenko KA. Contextual influences on sexual risk-taking in the
transgender community. J Sex Res. 2010;24:1–12.

11. Sevelius J. ‘‘There’s no pamphlet for the kind of sex I have’’: HIV-related
risk factors and protective behaviors among transgender men who have

sex with nontransgender men. J Assoc Nurses AIDS Care. 2009;20:398–
410. doi:10.1016/j.jana.2009.06.001.

12. Mustanski B, Garofalo R, Herrick A, et al. Psychosocial health problems
increase risk for HIV among urban men who have sex with men:
preliminary evidence of a syndemic in need of attention. Ann Behav Med.
2007;34:37–45. PMCID: PMC2219199.

13. Freudenberg N, Fahs M, Galea S, et al. The impact of New York City’s
1975 fiscal crisis on the tuberculosis, HIV, and homicide syndemic. Am J
Public Health. 2006;96:424–434. doi:10.2105/AJPH.2005.063511.

14. Singer M, Clair S. Syndemics and public health: reconceptualizing
disease in bio-social context. Med Anthropol Q. 2003;17:423–441. doi:
10.1525/maq.2003.17.4.423.

15. Singer MC, Erickson PI, Badiane L, et al. Syndemics, sex and the city:
understanding sexually transmitted diseases in social and cultural context.
Soc Sci Med. 2006;63:2010–2021. doi:10.1016/j.socscimed.2006.05.012.

16. Stall R, Friedman MS, Catania JA. Interacting epidemics and gay men’s
health: a theory of syndemic production among urban gay men. In:
Wolitski RJ, Stall R, Valdiserri RO, eds. Unequal Opportunity: Health
Disparities Affecting Gay and Bisexual Men in the United States. New
York, NY: Oxford University Press; 2007:251–274.

17. Bockting WO, Robinson BE, Rosser BR. Transgender HIV prevention:
a qualitative needs assessment. AIDS Care. 1998;10:505–525. doi:
10.1080/09540129850124028.

18. Melendez RM, Pinto R. ‘‘It’s a really hard life’’: love, gender and HIV risk
among male-to-female transgender persons. Cult Health Sex. 2007;9:233–
245. doi:10.1080/13691050601065909.

19. Nemoto T, Operario D, Keatley J, et al. Social context of HIV risk
behaviours among male-to-female transgenders of color. AIDS Care.
2004;16:724–735. doi:10.1080/09540120413331269567.

20. Stotzer RL. Violence against transgender people: a review of United
States data. Aggress Violent Behav. 2009;14:170–179. doi:10.1016/
j.avb.2009.01.006.

21. Garofalo R, Deleon J, Osmer E, et al. Overlooked, misunderstood and at-
risk: exploring the lives and HIV risk of ethnic minority male-to-female
transgender youth. J Adolesc Health. 2006;38:230–236. doi:10.1016/
j.jadohealth.2005.03.023.

22. Stieglitz KA. Development, risk, and resilience of transgender youth.
J Assoc Nurses AIDS Care. 2010;21:192–206. doi:10.1016/j.jana.
2009.08.004.

23. Morgan SW, Stevens PE. Transgender identity development as
represented by a group of female-to-male transgendered adults. Issues
Ment Health Nurs. 2008;29:585–599. doi:10.1080/01612840802048782.

24. Bith-Melander P, Sheoran B, Sheth L, et al. Understanding sociocultural
and psychological factors affecting transgender people of color in San
Francisco. J Assoc Nurses AIDS Care. 2010;21:207–220. doi:10.1016/
j.jana.2010.01.008.

25. Bauer GR, Hammond R, Travers R, et al. ‘‘I don’t think this is theoretical;
this is our lives’’: how erasure impacts health care for transgender people.
J Assoc Nurses AIDS Care. 2009;20:348–361. doi:10.1016/j.jana.
2009.07.004.

26. Sanchez NF, Sanchez JP, Danoff A.Health care utilization, barriers to care,
and hormone usage among male-to-female transgender persons in New
York city. Am J Public Health. 2009;99:713–719. doi:10.2105/
AJPH.2007.13 2035.

27. Rotheram-Borus MJ, Swendeman D, Chovnick G. The past, present, and
future of HIV prevention: integrating behavioral, biomedical, and
structural intervention strategies for the next generation of HIV
prevention. Annu Rev Clin Psychol. 2009;5:143–167. PMCID:
PMC2864227.

28. Ickovics JR. ‘‘Bundling’’ HIV prevention: integrating services to promote
synergistic gain. Prev Med. 2008;46;222–225. PMCID: PMC2276879.

q 2010 Lippincott Williams & Wilkins www.jaids.com | S93

J Acquir Immune Defic Syndr � Volume 55, Supplement 2, December 15, 2010 Transgender HIV Syndemics


