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 Male-to-female transgender persons are individuals who experience discomfort with their biological male 
gender and identify instead as women. The term “transgender” is an umbrella term that includes persons whose 
gender identity, expression, or behavior does not conform to societal gender norms associated with sex at birth. 
Transgender persons experience a gender identity that differs from their anatomical sex; they may seek to alter 
their physical appearance by undergoing cosmetic procedures, using hormones, or having sex reassignment 
surgery. Others may not choose a physical transition but rather express their gender identity through varied 
presentations and behaviors. These persons are also described as “gender-variant” and terms used to describe 
them include male-to-female, transsexual, transvestite, cross-dressers, drag queens/kings, gender-queer, and 
others.  

 Male-to-female transgender persons have high rates of HIV infection, ranging in some cohorts as high as 
35%. The estimated incidence of new infections among this group, in one study in Atlanta in the early 1990s, 
reported rates of 3.4-7.8/100 person years; these rates were higher than among men who have sex with men 
(MSMs) at the height of their epidemic in the 1980s. More recently a growing body of literature has shown that 
African-American transgender  clients had a substantially higher rate of HIV diagnosis (28.6%) than all other 
racial or ethnic groups (California Department of Health Services 2006).  The four factors associated with risk of 
HIV infection among this group include being of African American race, being an intravenous drug user (IDU), 
having multiple sexual partners, and being at a low educational level. 

  Feminization of a male fetus due to inadvertent exposure to progesterone-containing contraceptive agents in 
utero or masculinization of a female fetus due to inadvertent testosterone exposure during pregnancy may lead 
to features at birth that present as hemaphroditism or “intersex” and may in later life be interpreted as 
“transgender.”  It is possible that such exposures may also occur with plant-based sources of estrogenic and 
androgenic substances used as foods or as medicinal plants in native cultures. This may help explain why many 
native and aboriginal cultures such as the ancient Romans, present-day Samoans, and Native Americans 
recognize and sometimes revere this phenomenon. Recent policy changes may begin to more adequately meet 
the social, emotional and medical needs of this highly marginalized population, especially when they are 
infected by HIV/AIDS.  

 This article will explore some of the numerous issues associated with transgenderism in the setting of 
HIV/AIDS, including among other concerns the use of hormones along with antiretroviral agents and 
medications for treatment of opportunistic infections (Ogbuokiri and Davis 2009) and a best practice model 
recommended to increase awareness among HIV providers and to improve cultural competency, sensitivity, and 
clinical capacity among all levels of HIV care providers.  

Components of best practice model 

 The following recommendations comprise the best practice model for managing transgender HIV-infected 
clients: (1) Awareness, cultural competency, clinical capacity building, and traineeships for medical, social and 
mental healthcare providers serving  transgender minority populations; (2) Provision of transgender-friendly HIV 
testing sites with referral capabilities for treatment facilities; (3) Establishment of transgender-friendly primary-
care and ambulatory care HIV clinics; (4) Referral or connection to care that recognizes the need for hormonal 
replacement therapy alongside highly active antiretroviral therapy and respectful use of personal pronouns and 
preferred names of clients; (5) Education of patients and providers on the need for close clinical monitoring for 
both hormonal and antiretroviral side effects, key drug interactions, short- and long-term adverse events, 
especially in patients who continue to smoke; and (6) Establishment of a list of priority topics that must be 
addressed with each patient at every visit. 

 The proposed strategies are best applied at the clinic or hospital level, at AIDS service organizations, 
community-based organizations, and also at correctional settings including prisons and jails. 

 It is important that HIV providers at all levels of primary, secondary, tertiary, or referral care receive the 
needed cultural competency and clinical capacity building to improve care for this marginalized population. 
Other individuals who can benefit from this training are front-end staff and all other personnel offering HIV 
services at HIV/STDs early intervention clinics, HIV/AIDS ambulatory care programs, ASOs/CBOs, hospitals, 
correctional facilities, associations of nurses in AIDS care, and minority-serving organizations such as the 
National Medical Association, National Pharmaceutical Association, and National Black Nurses Association. 
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Purpose of best practice 

 The implementation of the best practice model should increase awareness of HIV providers and improve 
cultural competency, sensitivity, and clinical capacity to care for this population among all levels of HIV care 
providers, as well as promote health and decrease HIV infection rates through increased screenings for sexually 
transmitted infections (STIs) at transgender-friendly facilities based on the Center for Disease Control and 
Prevention HIV testing recommendations.  

 Numerous problems can be addressed by implementing the best practice model. Some situations that may 
be favorably impacted are these: 

• High incidence and prevalence of HIV/AIDS, sexually transmitted infections and HIV-associated 
   opportunistic infections 
• High prevalence of smoking, drug and substance abuse 
• High rates of commercial sex work 
• Poverty and lack of adequate education, lack of jobs and insurance; high levels of marginalization and 
   lack of job skills 
• Current lack of visibility within the national healthcare and other public systems 
• No national census figures thus no organized provision for health or other care 

 

Recommended steps 

1) All providers and all staff serving this population need cultural competency training in order to identify 
personal and institutional biases that may negatively impact the care offered to these persons. 

2) Health education and support for care seeking behaviors, including overall engagement and retention in care, 
provision of hormonal replacement and HAART, and linkages to transgender-friendly ancillary services and 
specialist care.❖ 
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For more information about the BESAFE model  

developed by the National Minority AIDS Education and Training Center, contact NMAETC at Xavier University of Louisiana College of Pharmacy, 504-520-
7430, or National Minority AIDS Education and Training Center, Howard University College of Medicine, Washington, DC, 202-865-8146. 

 

 

See next page for summary  

of BESAFE model  

for transgendered patients. 
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