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Abstract

The sexual partnerships of transmasculine adults—who were assigned female at birth and identify on the mas-
culine gender continuum—remain understudied. This includes characteristics of transmasculine adults’ sexual
partnerships associated with engaging in HIV/sexually transmitted infection (STI) sexual risk behavior. This
study examined individual- and partnership-level factors of transmasculine adults’ sexual partnerships asso-
ciated with using a protective barrier during sexual activity. Data came from cross-sectional surveys admin-
istered to 141 transmasculine adults. Participants provided demographic and sexual health information for up to
three sexual partners from the past 12 months (n = 259 partnerships). Generalized estimating equations (GEEs)
were used to investigate individual- and partnership-level factors associated with any use of a protective barrier
during five sexual behaviors. Transmasculine participants engaged in an array of sexual behaviors with diverse
sexual partners. Individual- and partnership-level factors of transmasculine adults’ sexual partnerships were
associated with their protective barrier use; however, these associations varied in statistical significance across
the five sexual behaviors. At the individual level, younger participants had lower odds of protective barrier use
during fingering or fisting. At the partnership level, protective barrier use was associated with a sexual part-
nership’s configuration and the gender identity of a sexual partner. Relative to participants with cisgender
female partners, those with cisgender male partners generally had lower odds of using a protective barrier.
Study findings highlight the importance of studying factors associated with HIV/STI risk behavior located
beyond the individual. These findings may have implications for improving measurements of HIV/STI-related
risk for transmasculine adults.
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Introduction

The sexual partnering and sexual risk behaviors of
transmasculine adults remain understudied.1,2 Trans-

masculine adults—who were assigned female at birth
(AFAB) and identify on the masculine gender continuum
(e.g., male, trans male, genderqueer)3—are often presumed

to have cisgender (nontransgender) female sex partners and
to be at low risk for HIV and other sexually transmitted
infections (STIs).1–5 However, in a recent systematic review
and meta-analysis, researchers estimated 24.5% of transmen
in the United States had some form of unprotected sexual
intercourse, and 19.5% had an HIV-positive or unknown-
HIV/STI-status sexual partner within their lifetime.6
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Burgeoning research on the diversity of transmasculine
adults’ sexual partnerships and sexual behaviors depicts
transmasculine adults engaging in a range of sexual behaviors
with both cisgender and transgender partners, including oral,
anal, and genital sex.7–9 Despite expanding recognition of
transmasculine people’s diverse sexual behaviors and sexual
partnerships, further research is needed on how characteristics
of transmasculine individuals and their sexual partnerships are
associated with HIV/STI-related sexual risk behavior.1

At the individual level, the age of transmasculine adults
and their desire to affirm their gender identity may be asso-
ciated with their engagement in HIV/STI-related sexual risk
behavior. One study with female-to-male (FTM) transgender
participants found a negative relationship between a partici-
pant’s age and their odds of having used a protective barrier
during their last sexual encounter, with a decrease of roughly
6% per year.10 Transmasculine adults’ sexual behaviors and
attractions may also shift over time with changes to their
physical body or gendered role in a sexual partnership,11–13

which can lead to changes in their sexual risk taking.13

Psychological experiences of gender dysphoria—or distress
from having a gender identity discrepant from one’s assigned
sex at birth14—may also influence their sexual behaviors.
While some transmasculine people avoid sexual behaviors
that can produce feelings of gender dysphoria (e.g., receptive
genital sex),8 others engage in creative sexual practices to
embody their affirmed gender identity during sex—including
the use of toys/prosthetics, renaming body parts, and re-
imagining their sexual body.12

At the partnership level, the configuration of a sexual
partnership and the gender identities of sexual partners may
be associated with transmasculine adults’ willingness to en-
gage in sexual risk behavior. One study with transmasculine
men who have sex with cisgender men [i.e., transgender men
who have sex with men (MSM)] reported that participants
engaged in complex decision-making processes regarding the
use of protective barriers during sex.5 TMSM participants
weighed the perceived HIV/STI risk attributable to sexual
behaviors, as well as the configuration of the sexual part-
nership (e.g., casual hookup, long-term relationship), before
deciding whether a protective barrier should be used.5 In
other studies, TMSM reported a willingness to prioritize their
sexual desirability to a cisgender male partner over their use
of a protective barrier during sex,11 as sex with a cisgender
man further affirmed their male identity.9,15 While these
studies contribute insights into the sexual partnering and
decision-making processes of a subset of the transmasculine
community, further research is needed with both TMSM and
transmasculine adults of various sexual identities to fully
contextualize the complexities of transmasculine adults’
sexual health.1,2,7,15,16

The primary objective of the current analysis is to assess
individual- and partnership-level factors associated with
protective barrier use in a sample of transmasculine adults
with diverse sexual partnerships. Participants’ odds of using
a protective barrier while engaging in five specific sexual
behaviors were examined using demographic data from the
transmasculine participant, their sexual partner, and the
sexual partnership dyad. Findings and their implications for
future research and the development of public health inter-
ventions tailored to the sexual health needs of transmasculine
people and their sexual partners are discussed.

Methods

Participants and procedures

Data for this secondary analysis are drawn from a biobe-
havioral study on the acceptability and feasibility of self-
swab Pap testing among transmasculine adults receiving care
at a community health center in Boston, Massachusetts.4

Between March 2015 and September 2016, a sample of
transmasculine adults (n = 150) completed cross-sectional
surveys with questions regarding their demographics, sexual
behavior, protective barrier use, and sexual partnerships.
Those who provided sexual health data for at least one sexual
partner from the past 12 months were included in this analysis
(n = 141/150). Participants were recruited through multiple
convenience sampling methods (e.g., peer recruitment,
posting flyers). Eligibility criteria consisted of: (1) assigned a
female sex at birth and identifying with a gender along
the masculine spectrum; (2) ages 21–64 years (inclusive);
(3) have a cervix; (4) sexually active within the past 3 years;
(5) able to speak and understand English; (6) willing and
able to provide informed consent. The study received
Institutional Review Board approval (#FWA00000145).
Additional information regarding the primary study is pub-
lished elsewhere.4

Measures

Table 1 displays specific measures, items, and variable
coding for both descriptive and modeling purposes. In the
current analysis, the primary outcome was participants’ odds
of using a protective barrier while engaging in five sexual
behaviors. The Trans Masculine Sexual Health Assessment
(TM-SHA),4 an adapted version of the AIDS Risk Behavior
Assessment (ARBA),17 was used to assess the frequency of
sexual behavior and protective barrier use. Protective barrier
use was operationalized as any use of an external condom,
internal condom, dental dam, or another protective barrier
during sexual activity. At the individual level, we assessed
participant age, race, gender identity, sexual orientation,
prior STI diagnoses, and number of sexual partners in the past
12 months. Participants also provided demographic and
sexual risk-related data for up to three sexual partnerships
within the past 12 months. At the partnership level, we as-
sessed sexual partners’ gender identities and the configura-
tion of sexual partnerships. Due to heightened HIV/STI risk
among transgender women6 and cisgender men (particularly
MSM),18 and to ensure model convergence given the low
event rate of the outcome, these groups were consolidated
and contrasted to transgender men and cisgender women in
Model 5 (i.e., frontal receptive sex with genitals).

Patient and community involvement

The TM-SHA, responsible for gauging sexual behavior
and protective barrier use in the current study, was collabo-
ratively developed with a research team comprised of five
transmasculine adults and a scientific advisory board with
five experts in transgender health and transgender health
research. These community members played a vital role in
assuring our instruments were gender affirming, respectful,
and reflective of the sexual lives of transmasculine adults.
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Statistical analyses

Statistical analyses were conducted using SAS v9.4. Par-
ticipant demographics were summarized using descriptive
statistics. Primary analysis consisted of examining associa-
tions between characteristics of transmasculine partici-
pants’ sexual partnerships and their use of a protective barrier
for five sexual behaviors (see Table 1, under ‘‘Level,’’
‘‘Outcome’’). Participants could provide information for
up to three sexual partnerships, hence sexual behavior and
protective barrier use data at the partnership level were
clustered by the individual (i.e., an individual’s data could
be represented in multiple partnerships). Analysis of the
correlated data was performed using generalized estimating
equations (GEEs) with an exchangeable within-subject cor-
relation structure and logistic link function at a = 0.05. Odds
ratios (ORs) and 95% Wald confidence intervals (CIs) were
estimated. Due to having a small sample size, coarse cov-
ariate parameters were used to ensure the convergence of
GEE empirical covariance matrices.

Results

Participant demographics

Table 2 depicts participant demographics. The 141 trans-
masculine participants had a mean age of 27.4 years [standard
deviation (SD) = 5.7; range = 21–50]. The sample was pre-
dominantly white (75.2%). Roughly half of the participants
identified as transgender men (FTM; 50.4%), followed by
man/male (27%), genderqueer/nonbinary (19.2%), and an-
other gender (3.6%). The most common sexual orientation
reported was queer (46.1%), followed by straight/hetero-
sexual (11.4%), bisexual (12.8%), and gay/homosexual/
same-gender attraction (9.9%). The median number of sexual
partners within the past 12 months was 2 [interquartile range
(IQR) = 3]. Overall, 14.9% of participants reported having a
prior STI diagnosis of either HIV, chlamydia, trichomoniasis,
syphilis, gonorrhea, genital herpes, hepatitis B, hepatitis C,
and/or another STI. One transmasculine participant reported
an HIV-positive serostatus.

Characteristics of sexual partnerships

Collectively, transmasculine participants provided data for
259 sexual partnerships from the past 12 months. The median
number of partnerships reported was 1 (IQR = 2). Most sexual
partners were cisgender women (42.2%), followed by cis-
gender men (31.6%), transgender men (FTM)/nonbinary
AFAB (17.2%), and transgender women (MTF)/nonbinary
assigned male at birth (AMAB; 9%). Most sexual partner-
ships were instances of casual sex (42.9%), followed by
monogamous relationships (35.6%) and nonmonogamous
relationships (21.5%). None of the transmasculine partici-
pants’ sexual partners were diagnosed with HIV, while 2.7%
were diagnosed with human papillomavirus (HPV) and 5.8%
were diagnosed with herpes simplex virus (HSV) type I or II.

Protective barrier use by sexual behavior

Table 3 displays protective barrier use by sexual behavior
among the 259 sexual partnerships. Table 4 presents ORs for
participants’ use of a protective barrier while engaging in the
five sexual behaviors.

Performing frontal and/or anal penetration with a finger/
fist. A total of 173 sexual partnerships involved partici-
pants performing frontal and/or anal penetration with a
finger/fist, of which 23.7% used a protective barrier at least
once (n = 41). Participants ages 21–24 years had significantly
lower odds of using a protective barrier while performing
frontal and/or anal penetration with a finger/fist compared
with those 30–50 years (OR = 0.24, 95% CI = 0.08–0.76,
p = 0.01). Additionally, participants in nonmonogamous
relationships had significantly higher odds of protective
barrier use relative to those in monogamous relationships
(OR = 3.61, 95% CI = 1.29–10.06, p = 0.01). Participants with
transgender male (FTM)/nonbinary AFAB sex partners had
significantly higher odds of using a protective barrier com-
pared with those with cisgender female partners (OR = 2.59,
95% CI = 1.07–6.30, p = 0.04).

Receiving frontal and/or anal penetration with a finger/
fist. A total of 170 sexual partnerships involved participants

Table 2. Participant Demographics

(N = 141 Transmasculine Adults)

Characteristics N = 141

Age (years), n (%)
21–24 45 (31.91)
25–29 57 (40.43)
30–34 25 (17.73)
35–50 14 (9.93)

Age (years), mean (SD) 27.40 (5.70)
Race, n (%)

White/Caucasian 106 (75.18)
Black/African American 4 (2.84)
Asian 8 (5.67)
Native Hawaiian or other Pacific Islander 1 (0.01)
Multiracial 21 (14.89)
Missing 1 (0.01)

Gender identity, n (%)
Man/male 38 (26.95)
Transgender man (FTM) 71 (50.35)
Genderqueer/nonbinary 27 (19.15)
Another gendera 5 (3.55)

Sexual orientation, n (%)
Gay/homosexual/same-gender attraction 14 (9.93)
Straight/heterosexual 16 (11.35)
Bisexual 18 (12.77)
Queer 65 (46.10)
Pansexual 13 (9.22)
Asexual 3 (2.16)
Questioning/unsure 3 (2.13)
I do not label my sexual orientation 7 (4.96)
Missing 2 (0.01)

Prior STI diagnosisb, n (%)
No 120 (85.11)
Yes 21 (14.89)

Number of sexual partners within the past
12 months, median (IQR)

2 (3)

aIncludes agender, bigender, and written-in gender identities
distinguishable from the categories provided.

bIncludes any lifetime diagnosis of HIV, chlamydia, trichomoni-
asis, syphilis, gonorrhea, genital herpes, hepatitis B, hepatitis C, or
another STI.

FTM, female-to-male; IQR, interquartile range; SD, standard
deviation; STI, sexually transmitted infection.
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receiving frontal and/or anal penetration with a finger/fist, of
which 21.2% used a protective barrier at least once (n = 36).
Participants ages 21–24 years had significantly lower odds of
using a protective barrier while receiving frontal and/or anal
penetration with a finger/fist relative to those ages 30–50
(OR = 0.15, 95% CI = 0.04–0.55, p = 0.004). Participants with
cisgender male sex partners had significantly lower odds of
using a protective barrier relative to those with cisgender
female partners (OR = 0.20, 95% CI = 0.05–0.83, p = 0.03).

Performing oral/genital sex. A total of 216 sexual part-
nerships involved participants performing oral/genital sex, of
which 14.8% used a protective barrier at least once (n = 32).
Compared with participants with cisgender female partners,
those with transgender female sex partners had significantly
higher odds of using a protective barrier while performing
oral/genital sex (OR = 4.84, 95% CI = 1.66–14.02, p = 0.004).

Receiving oral/genital sex. A total of 182 sexual part-
nerships involved participants receiving oral/genital sex, of
which 11% used a protective barrier at least once (n = 20).
Participants who received oral/genital sex from a cisgender
male partner had significantly lower odds of using a protec-

tive barrier compared with those with a cisgender female
partner (OR = 0.11, 95% CI = 0.01–0.88, p = 0.04).

Frontal receptive sex with genitals. A total of 105 sexual
partnerships involved participants having frontal receptive
sex with their genitals, of which 60% used a protective barrier
at least once (n = 63). Relative to participants with transgen-
der male or cisgender female sex partners, those with trans-
gender female or cisgender male sexual partners had
significantly higher odds of using a protective barrier during
frontal receptive sex with genitals (OR = 11.37, 95%
CI = 3.57–36.24, p < 0.0001).

Discussion

Transmasculine adults in this study reported diverse de-
mographics, sexual behaviors, and sexual partnerships.
Consistent with prior research, participants engaged in an
array of sexual behaviors, including receptive genital sex.7,11

While prior qualitative research suggests some transmascu-
line adults may avoid frontal receptive sex due to feelings of
gender dysphoria,7 40.5% of the sexual partnerships in the
current study involved engaging in the behavior in the past
12 months (n = 105). The heterogeneity of transmasculine
adults’ sexual behaviors may accentuate the importance of
multiple HIV/STI risk reduction strategies, as a one-size-fits-
all approach to prevention is unlikely to encapsulate the
sexual health needs of this population.

At the individual level, participant age exhibited a signif-
icant association with protective barrier use, while racial
identity did not. The statistical significance of the associa-
tion between age and protective barrier use, however, varied
across sexual behaviors. For instance, younger participants
had significantly lower odds of using a protective barrier
during frontal and/or anal penetration with a finger/fist.
However, when modeling oral/genital sex, the association
between age and protective barrier use failed to reach sta-
tistical significance. Race and protective barrier use were not
significantly associated in the current study, echoing findings
from prior research.3 Future studies may benefit from pro-
portional sampling when investigating race-associated dif-
ferences in protective barrier use among transmasculine
adults, as this sampling scheme would likely improve sta-
tistical power.

At the partnership-level, a sexual partner’s gender identity
and the configuration of the sexual partnership were signifi-
cantly associated with participants’ use of a protective bar-
rier. According to prior qualitative research, TMSM may
forgo protective barrier use during sex if it ensures remaining
desirable to their male partners.15 However, despite failing to
reach statistical significance, TMSM in the current study had
higher odds of using a protective barrier while performing
oral/genital sex relative to participants with cisgender women
partners. Participants in the current study also reported
diverse sexual partnership configurations, including sex-
oriented, nonmonogamous, and monogamous structures.
Compared with participants in monogamous partnerships,
those in nonmonogamous configurations (e.g., polyamorous)
had significantly higher odds of using a protective barrier
while performing or receiving frontal and/or anal penetra-
tion with a finger/fist. This finding may raise a nuanced
question about whether multiple partners or unfamiliar

Table 3. Protective Barrier Use by Sexual

Behavior (n = 259 Sexual Partnerships)

Sexual behavior na

Frequency of barrier
use, n (%)

Never used
a barrier

Used a
barrier at
least once

Performing genital and/or
anal penetration with a
finger/fist

173 132 (76.30) 41 (23.70)

Receiving genital and/or
anal penetration with a
finger/fist

170 134 (78.82) 36 (21.18)

Performing oral/genital
sex

216 184 (85.19) 32 (14.81)

Receiving oral/genital sex 182 162 (89.01) 20 (10.99)
Performing oral/anal sex 49 39 (79.59) 10 (20.41)
Receiving oral/anal sex 44 34 (77.27) 10 (22.73)
Insertive sex with genitals 46 29 (63.04) 17 (36.96)
Receptive sex with

genitals
105 42 (40) 63 (60)

Insertive sex with a
toy/prosthetic

113 44 (38.94) 69 (61.06)

Receptive sex with a
toy/prosthetic

87 41 (47.13) 46 (52.87)

Anal insertive sex with
genitals

9 2 (22.22) 7 (77.78)

Anal receptive sex with
genitals

31 6 (19.35) 25 (80.65)

Anal insertive sex with
toy/prosthetic

51 17 (33.33) 34 (66.67)

Anal receptive sex with
toy/prosthetic

36 11 (30.56) 25 (69.44)

Insertive sex where
toys/prosthetics were
shared

62 21 (33.87) 41 (66.13)

aNumber of sexual partnerships in which the sexual behavior
occurred at least once.
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partners underlie HIV/STI risk for transmasculine adults.
Research is needed on how transmasculine adults in non-
monogamous relationships negotiate protective barrier use
with sex partners, as negotiation methods within these rela-
tionships may be distinct from those used in casual or mo-
nogamous sexual partnerships. Furthermore, despite prior
research depicting low pre-exposure prophylaxis (PrEP; i.e.,
medication to prevent the acquisition of HIV) uptake among
transmasculine adults,19,20 future studies may benefit from
studying whether transmasculine adults’ PrEP use influences
their use of protective barriers.

Multiple limitations surround the current study. First, the
sample was predominantly white and under 30 years of age,
thus limiting the generalizability of study findings. Second,
coarse demographic covariates were necessary to ensure
GEE model convergence. The collapsing of categorical var-
iables, and the use of continuous age in years in Model 5, may
have resulted in a loss of precision for detecting within-group
differences in protective barrier use. Prior studies on pro-
tective barrier use among transmasculine individuals have
encountered similar obstacles related to small sample sizes.3

Third, by combining fingering and fisting behaviors (both
anal and genital), we could not identify differences in pro-
tective barrier use between these behaviors. Future studies
would benefit from disaggregating fingering and fisting be-
haviors, as unprotected fisting may convey greater risk for
blood-borne virus transmission (e.g., research with HIV-
positive MSM has found a statistically significant association
between unprotected anal fisting and hepatitis C transmis-
sion/contraction).21 Fourth, we asked about specific sexual
behaviors tied to the gender of sexual partners, but did not ask
about the anatomy of sexual partners. For example, we asked
about frontal receptive sex with a trans female partner, from
which we may be able to infer that the trans female partner did
not have a neovagina, particularly given another survey ques-
tion asked about toys or prosthetics for penetration; however,
such an inference is limited because sexual partner anatomy
was not directly queried. Finally, while multiple gender and
racial identities were consolidated into unrefined categories for
statistical modeling, we acknowledge these identities are dis-
tinct and warrant individual assessment in future research.

Findings from this study have implications for promoting
the sexual health of transmasculine adults. First, results de-
pict transmasculine adults engaging in an array of sexual
behaviors with diverse sexual partners. Second, in research
and clinical practice with transmasculine adults, gender-
affirming sexual risk assessments can be used to capture the
breadth of transmasculine adults’ sexual lives. Third, this
study underscores the importance of evaluating the varied
contributors to sexual risk for HIV/STIs located beyond the
individual, as the gender identity of a sexual partner and the
configuration of a sexual partnership were both statistically
significantly associated with transmasculine adults’ protec-
tive barrier use (although these associations were behavior-
specific). Lastly, findings should be considered broadly in
understanding transmasculine adults’ sexual health, includ-
ing outside the specific realm of HIV/STIs.

Acknowledgments

The authors would like to thank the following members of
the study Task Force for their immeasurable contributions

throughout the design and conduct of the study: Tre’Andre
Valentine, Mason Dunn, Landen Motyka, Thomas Lewis,
Ruben Hopwood, MDiv, PhD, Yvonne Gomez-Carrion, MD,
Joshua Safer, MD, FACP, Julie Thompson, PA-C, Van
Bailey, EdD, and Elizabeth Boskey, PhD. A special thank
you to their study providers—Tracey Toner, NP, Ellie Doig,
NP, Ryan Tappin, NP, and Jessica Piccirilli, PA for your time
and clinical expertise to provide study participants with
patient-centered and affirming clinical encounters. Finally, to
their participants–thank you for your courage and willing-
ness to lend your voices and experiences to contribute to the
advancement of transgender health research.

Author Disclosure Statement

No competing financial interests exist.

Funding Information

The current study was funded by the Patient-Centered
Outcomes Research Institute (PCORI), contract CER-1403-
12625. All methods were reviewed by the PCORI Scientific
Committee and comply with their Methodology Standards.
PCORI was not involved in the collection, analysis, or in-
terpretation of study data. This study is registered at www
.clinicaltrials.gov NCT02401867 (Title: Preventive Sexual
Health Screening Among Female-to-Male Transgender
Adult Patients). Dr. White Hughto was also supported in part
by the National Institutes of Minority Health and Health
Disparities (F32MD011203–01). The funders had no role in
study design, data collection and analysis, decision to pub-
lish, or preparation of the article.

References

1. Reisner SL, Murchison GR. A global research synthesis of
HIV and STI biobehavioural risks in female-to-male
transgender adults. Glob Public Health 2016;11:866–887.

2. Stephenson R, Riley E, Rogers E, et al. The sexual health of
transgender men: A scoping review. J Sex Res 2017;54:
424–445.

3. Poteat T, Scheim A, Xavier J, Reisner S, Baral S. Global
epidemiology of HIV infection and related syndemics af-
fecting transgender people. J Acquir Immune Defic Syndr
2016;72 Suppl 3:S210–S219.

4. Reisner SL, Deutsch MB, Peitzmeier SM, et al. Comparing
self- and provider-collected swabbing for HPV DNA test-
ing in female-to-male transgender adult patients: A mixed-
methods biobehavioral study protocol. BMC Infect Dis
2017;17:444.

5. Reisner SL, Perkovich B, Mimiaga MJ. A mixed methods
study of the sexual health needs of New England transmen
who have sex with nontransgender men. AIDS Patient Care
STDS 2010;24:501–513.

6. Becasen JS, Denard CL, Mullins MM, Higa DH, Sipe TA.
Estimating the prevalence of HIV and sexual behaviors
among the US transgender population: A systematic review
and meta-analysis, 2006–2017. Am J Public Health 2019;
109:e1–e8.

7. Bauer GR, Travers R, Scanlon K, Coleman TA. High
heterogeneity of HIV-related sexual risk among trans-
gender people in Ontario, Canada: A province-wide
respondent-driven sampling survey. BMC Public Health
2012;12:292.

SEX PARTNERS AND BARRIER USE AMONG TM ADULTS 245

http://www.clinicaltrials.gov
http://www.clinicaltrials.gov


8. Doorduin T, van Berlo W. Trans people’s experience of
sexuality in the Netherlands: A pilot study. J Homosex
2014;61:654–672.

9. 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.

10. Kenagy GP, Hsieh CM. The risk less known: Female-to-
male transgender persons’ vulnerability to HIV infection.
AIDS Care 2005;17:195–207.

11. Rowniak S, Chesla C. Coming out for a third time:
Transmen, sexual orientation, and identity. Arch Sex Behav
2013;42:449–461.

12. Schilt K, Windsor E. The sexual habitus of transgender
men: Negotiating sexuality through gender. J Homosex
2014;61:732–748.

13. Dozier R. Beards, breasts, and bodies. Gend Soc 2016;19:
297–316.

14. Knudson G, De Cuypere G, Bockting W. Recommenda-
tions for revision of the DSM diagnoses of gender identity
disorders: Consensus statement of the World Professional
Association for Transgender Health. Int J Transgend 2010;
12:115–118.

15. Bockting W, Benner A, Coleman E. Gay and bisexual
identity development among female-to-male transsexuals
in North America: Emergence of a transgender sexuality.
Arch Sex Behav 2009;38:688–701.

16. Kuper LE, Nussbaum R, Mustanski B. Exploring the di-
versity of gender and sexual orientation identities in an
online sample of transgender individuals. J Sex Res 2012;
49:244–254.

17. Donenberg GR, Emerson E, Bryant FB, Wilson H, Weber-
Shifrin E. Understanding AIDS-risk behavior among ado-
lescents in psychiatric care: Links to psychopathology and
peer relationships. J Am Acad Child Adolesc Psychiatry
2001;40:642–653.

18. Oster AM, Johnson CH, Le BC, et al. Trends in HIV
prevalence and HIV testing among young MSM: Five
United States cities, 1994–2011. AIDS Behav 2014;18
Suppl 3:S237–S247.

19. Reisner SL, Moore CS, Asquith A, et al. High risk and low
uptake of pre-exposure prophylaxis to prevent HIV acqui-
sition in a national online sample of transgender men who
have sex with men in the United States. J Int AIDS Soc
2019;22:e25391.

20. Golub SA, Fikslin RA, Starbuck L, Klein A. High rates
of PrEP eligibility but low rates of PrEP access among a
national sample of transmasculine individuals. J Acquir
Immune Defic Syndr 2019;82:e1–e7.

21. Turner JM, Rider AT, Imrie J, et al. Behavioural predictors
of subsequent hepatitis C diagnosis in a UK clinic sample
of HIV positive men who have sex with men. Sex Transm
Infect 2006;82:298–300.

Address correspondence to:
David R. Pletta, MPH

The Fenway Institute
Fenway Health

1340 Boylston Street
Boston, MA 02215

E-mail: dpletta@fenwayhealth.org

246 PLETTA ET AL.


