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SPECIAL POPULATIONS 
 

HRSA has identified special populations that are disproportionately impacted by the 
HIV epidemic.  Both nationally and in the Houston region, these populations has 
demonstrated increased risk, incidence and/or prevalence.  The Houston area has 
focused on seven of these populations:  these include men of color who have sex with 
men (MCSM), White/Anglo men who have sex with men (WMSM), women of 
childbearing age, Youth, Blacks/African-Americans, Hispanics/Latinos and rural 
residents.  This section outlines these populations, examining both incidence and 
prevalence in the HSDA and EMA. 
 

In this section, incidence (new diagnoses) is only reported for the HSDA.  This is 
because differences between EMA and HSDA populations are typically very minimal.  
Prevalence (living cases) is presented for both the EMA and the HSDA. 
 

MEN OF COLOR WHO HAVE SEX WITH MEN 
WHITE MEN WHO HAVE SEX WITH MEN 

 
For these populations, the mode of transmission is either male sexual contact with 

men (MSM) or MSM combined with injecting drug use (IDU).  HRSA has designated 
men of color who have sex with men (MCSM) to include all men who are not 
White/Anglo.  Totals may be underrepresented to the extent that MSM may be included 
among those who have not reported their risk. 
 

A total of 602 new diagnoses of HIV/AIDS in the HSDA were reported in 2008 for 
MCSM, while 202 new cases were reported for WMSM.  Approximately 5,411 living 
cases of MCSM and 4,207 living cases of WMSM reside in the HSDA.  This compares 
to 5,383 MCSM and 4,184 WMSM residing in the EMA; demographic proportions 
among the HSDA and EMA are nearly identical.   

 
 Because the number of new diagnoses among MCSM is much higher than that 

among WMSM, over time, this will result in an increasingly larger number of 
MCSM with HIV disease than WMSM in the Houston area. 

 A total of 347 MCSM were newly diagnosed with HIV in 2008, while 111 
WMSM were diagnosed.   

 In addition, 255 MCSM were diagnosed with AIDS in 2007 and 91 WMSM 
received this diagnosis. 

 Among MCSM, Black MSM account for 61% of new HIV cases versus 55% of 
new AIDS cases.  Over time, this could mean an even higher disproportionate 
impact on the Black/African-American MSM population. 

 Trends in youth aged 13 to 24 reveal an emergence of HIV disease in this age 
group in the MSM epidemic. 
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 Youth MCSM account for 38% of new HIV cases (increased from nearly a 
quarter in 2005) but only 11% of new AIDS cases. 

 Furthermore, youth accounted for 14% of living HIV cases and 3% of 
prevalent AIDS cases.  Among WMSM, similar trends can be seen when 
comparing HIV and AIDS proportions for youth.   

 
Table 1.2.9: HSDA Incidence of HIV and AIDS among MCSM, 2008 

 HSDA 
New HIV New AIDS New HIV/AIDS 

# % # % # % 
Total 347 100.0 255 100.0 602 100.0
 

Race/Ethnicity 
Black 213 61.4 140 54.9 353 58.6
Hispanic 121 34.9 105 41.2 226 37.5
Other 13 3.7 10 3.9 23 3.8
Age (yrs) 
13-24 133 38.3 27 10.6 160 26.6
25-34 122 35.2 93 36.5 215 35.7
35-44 75 21.6 82 32.2 157 26.1
45-54 15 4.3 44 17.3 59 9.8
55+ 2 0.6 9 3.5 11 1.8
Transmission Mode 
MSM 342 98.6 227 89.0 569 94.5
MSM & IDU 5 1.4 28 11.0 33 5.5
Location 
Harris County 331 95.4 240 94.1 571 94.9
Non-Harris County 16 4.6 15 5.9 31 5.1

Data Source: Texas DSHS HARS Data 
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Table 1.2.10: HSDA Prevalence of HIV and AIDS among MCSM, 2008 

HSDA 
Living w/ HIV Living w/ AIDS Living w/ HIV/AIDS 

# % # % # % 
Total 2,183 100.0 3,228 100.0 5,411 100.0

 

Race/Ethnicity 
Black 1,274 58.4 1,763 54.6 3,037 56.1
Hispanic 849 38.9 1,406 43.6 2,255 41.7
Other 60 2.7 59 1.8 119 2.2
Age (yrs) 
13-24 296 13.6 87 2.7 383 7.1
25-34 698 32.0 507 15.7 1,205 22.3
35-44 695 31.8 1,199 37.1 1,894 35.0
45-54 412 18.9 1,096 34.0 1,508 27.9
55+ 82 3.8 339 10.5 421 7.8
Transmission Mode 

MSM 2,008 92.0 2,807 87.0 4,815 89.0

MSM & IDU 175 8.0 421 13.0 596 11.0
Location 
Harris County 2,107 96.5 3,096 95.9 5,203 96.2
Non-Harris County 76 3.5 132 4.1 208 3.8

 

Table 1.2.11: EMA Prevalence of HIV and AIDS among MCSM, 2008 

EMA 
Living w/ HIV Living w/ AIDS Living w/ HIV/AIDS 

# % # % # % 
Total 2,174 100.0 3,209 100.0 5,383 100.0
 

Race/Ethnicity 

Black 1,270 58.4 1,749 54.5 3,019 56.1

Hispanic 844 38.8 1,402 43.7 2,246 41.7

Other 60 2.8 58 1.8 118 2.2

Age (yrs) 

13-24 293 13.5 87 2.7 380 7.1

25-34 694 31.9 504 15.7 1,198 22.3

35-44 693 31.9 1,193 37.2 1,886 35.0

45-54 412 19.0 1,089 33.9 1,501 27.9

55+ 82 3.8 336 10.5 418 7.8

Transmission Mode 

MSM 1,999 92.0 2,794 87.1 4,793 89.0

MSM & IDU 175 8.0 415 12.9 590 11.0

Location 

Harris County 2,107 96.9 3,096 96.5 5,203 96.7

Non-Harris County 67 3.1 113 3.5 180 3.3
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Table 1.2.12: HSDA Incidence of HIV and AIDS among White MSM, 2008 

HSDA 
New HIV New AIDS New HIV/AIDS 

# % # % # % 
Total 111 100.0 91 100.0 202 100.0
 

Age (yrs) 

13-24 19 17.1 3 3.3 22 10.9

25-34 31 27.9 16 17.6 47 23.3

35-44 24 21.6 37 40.7 61 30.2

45-54 27 24.3 19 20.9 46 22.8

55+ 10 9.0 16 17.6 26 12.9

Transmission Mode 

MSM 108 97.3 83 91.2 191 94.6

MSM & IDU 3 2.7 8 8.8 11 5.4

Location 

Harris County 106 95.5 83 91.2 189 93.6

Non-Harris County 5 4.5 8 8.8 13 6.4
Data Source: Texas DSHS HARS Data 

 
 

Table 1.2.13: HSDA Prevalence of HIV and AIDS among White MSM, 2008 

HSDA 
Living w/ HIV Living w/ AIDS Living w/ HIV/AIDS 

# % # % # % 
Total 1,527 100.0 2,680 100.0 4,207 100.0
 

Age (yrs) 
13-24 39 2.6 4 0.1 43 1.0

25-34 255 16.7 114 4.3 369 8.8

35-44 504 33.0 682 25.4 1,186 28.2

45-54 505 33.1 1,222 45.6 1,727 41.1

55+ 224 14.7 658 24.6 882 21.0
Transmission Mode 
MSM 1,414 92.6 2,362 88.1 3,776 89.8

MSM & IDU 113 7.4 318 11.9 431 10.2
Location 
Harris County 1,463 95.8 2,528 94.3 3,991 94.9

Non-Harris County 64 4.2 152 5.7 216 5.1
Data Source: Texas DSHS HARS Data 
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Table 1.2.14: EMA Prevalence of HIV and AIDS among White MSM, 2008 

EMA 
Living w/ HIV Living w/ AIDS Living w/ HIV/AIDS 

# % # % # % 

Total 1,519 100.0 2,665 100.0 4,184 100.0
 

Age (yrs) 

13-24 38 2.5 4 0.2 42 1.0

25-34 254 16.7 114 4.3 368 8.8

35-44 503 33.1 677 25.4 1,180 28.2

45-54 503 33.1 1,217 45.7 1,720 41.1

55+ 221 14.5 653 24.5 874 20.9

Transmission Mode 

MSM 1,406 92.6 2,349 88.1 3,755 89.7

MSM & IDU 113 7.4 316 11.9 429 10.3

Location 

Harris County 1,463 96.3 2,528 94.9 3,991 95.4

Non-Harris County 56 3.7 137 5.1 193 4.6
Data Source: Texas DSHS HARS Data 

 
 

 
  

Q
U

ES
TIO

N
 1.2:  W

H
A

T
 IS

 T
H

E
 S

C
O

P
E

 O
F

 T
H

E
 H

IV/A
ID

S
 E

P
ID

E
M

IC
 IN

 T
H

E
 H

O
U

S
T

O
N

 R
E

G
IO

N
? 

 

 



Houston EMA H89HA00004  Attachment 3: Table 1 – HIV/AIDS Epidemiology 

 

Attachment 3:  Table 1 - HIV (non-AIDS) Prevalence, AIDS Prevalence and Three-Year AIDS Incidence 

Houston EMA 

HIV Prevalence as of 12/31/2010 AIDS Prevalence as of 12/31/2010 AIDS Incidence 2008-2010 

# People living with HIV
1
 # People living with AIDS

1
 # New AIDS cases reported

1
 

Cases % Cases % Cases % 

Total 8,965 100.0% 11,910 100.0% 2,610 100.0% 

Gender Cases % Cases % Cases % 

 Male 6,385 71.2% 9,028 75.8% 1,845 70.7% 

 Female 2,580 28.8% 2,882 24.2% 765 29.3% 

Race/Ethnicity Cases % Cases % Cases % 

 White 2,254 25.1% 3,351 28.1% 432 16.6% 

 Black 4,709 52.5% 5,516 46.3% 1,419 54.4% 

 Hispanic 1,851 20.6% 2,861 24.0% 690 26.4% 

 Other 151 1.7% 182 1.5% 69 2.6% 

Age Cases % Cases % Cases % 

 <2 years 7 0.1% 0 0.0% 0 0.0% 

 2-12 years 69 0.8% 3 0.0% 0 0.0% 

 13-24 years 787 8.8% 274 2.3% 225 8.6% 

 25-34 years 2,321 25.9% 1,535 12.9% 737 28.2% 

 35-44 years 2,623 29.3% 3,461 29.1% 845 32.4% 

 45-54 years 2,188 24.4% 4,321 36.3% 555 21.3% 

 55+ years 970 10.8% 2,316 19.4% 248 9.5% 

Exposure
2
 Category Cases % Cases % Cases % 

 MSM 4,658 52.0% 6,015 50.5% 1,172 44.9% 

 IDU 842 9.4% 1,451 12.2% 337 12.9% 

 MSM/IDU 338 3.8% 750 6.3% 116 4.4% 

 Heterosexual 2,943 32.8% 3,589 30.1% 973 37.3% 

 Pediatric 175 2.0% 87 0.7% 12 0.5% 

 Adult Other 9 0.1% 18 0.2% 0 0.0% 
Data Source:  Texas eHARS data as of July 2011 

                                                 
1
 The subtotal of estimates for each category may not match the EMA totals due to rounding. 

2
 Cases with unknown risk have been redistributed based on historical patterns of risk ascertainment and reclassification. 



# % # % # % # % # % # % # % # %

Total 2180 68.6 138 79.8 627 76 132 71.7 650 65.1 139 69.2 431 65.6 63 45

Sex

Female 534 72.3 27 87.1 139 78.1 39 75 162 66.1 28 80 130 75.6 9 34.6

Male 1646 67.5 111 78.2 488 75.4 93 70.5 488 64.7 111 66.9 301 62.1 54 47.4

Race/Ethniciy

White 569 72.6 60 77.9 187 82 51 79.7 117 66.9 30 65.2 115 69.3 9 32.1

Black 889 64.5 31 81.6 293 73.1 56 64.4 329 61 22 62.9 124 60.2 34 46.6

Hispanic 677 70.7 44 81.5 133 73.5 21 75 192 71.1 81 71.1 187 68.5 19 50

Other 33 80.5 2 100 8 88.9 4 100 10 83.3 6 100 3 37.5 . .

Unknown 12 70.6 1 50 6 100 . . 2 66.7 . . 2 50 1 100

Age

0-1 4 80 . . 1 100 1 100 2 66.7 . . . . . .

02-12 2 66.7 . . . . . . 1 50 . . 1 100 . .

13-24 456 63.7 28 75.7 138 69 26 70.3 123 57.5 36 69.2 95 61.3 10 47.6

25-34 668 69.1 39 78 191 75.2 38 74.5 200 67.6 42 63.6 132 67 26 49.1

35-44 543 70.8 38 82.6 169 81.3 34 65.4 172 67.2 28 70 85 66.9 17 44.7

45-54 382 70.9 27 84.4 99 79.2 22 73.3 111 67.3 22 78.6 91 68.4 10 38.5

55+ 125 68.7 6 75 29 78.4 11 84.6 41 65.1 11 73.3 27 61.4 . .

Mode of Transmission

MSM 1331 69.1 93 79.3 438 76.7 75.9 70.8 378 65.2 90 69.5 229 63.3 27 46

IDU 165 59.9 14 86.7 23.4 69.4 11.3 78.5 32.9 51.1 20 74.8 44.4 61.2 20 41

MSM/IDU 60.1 63.9 4.6 59 11.1 73.5 3.5 61.4 11.9 58.1 5.9 46.8 17.8 78.8 5.3 54.6

Heterosexual 618 70.6 27 83 153 75.1 40.3 72.4 224 68.1 24 71.7 139 69.7 10 46.8

Pediatric 6 75 . . 1 100 1 100 3 60 . . 1 100 . .

Late Diagnosis ( <1 year 

between HIV and AIDS)

Not a Late DX 1422 61.9 103 77.4 406 70 87 68.5 402 57.3 88 62.4 282 58 54 42.2

Late DX 758 85.9 35 87.5 221 90.2 45 79 248 83.5 51 85 149 87.1 9 75

HIV/2010 STI Coinfection

No HIV/STD coinfection 1936 68.5 114 79.2 554 76.9 120 74.1 578 64.2 116 69.1 393 65.9 61 44.9

HIV/STD coinfection 244 69.3 24 82.8 73 69.5 12 54.6 72 73.5 23 69.7 38 62.3 2 50

Table 1. Percentage of 2010 Newly Diagnosed Individuals Linked into Care within Three Months of Diagnosis

Total Austin 

TGA

Dallas EMA Fort Worth 

TGA

Houston 

EMA

San 

Antonio 

TGA

Other Texas TDCJ



Undiagnosed HIV Infections By Sex, Race, Age, and Exposure Category, All Texas v. Houston EMA, 2009
1

# Aware %Aware #Unaware

Total 

(Aware + 

Unaware) # Aware %Aware #Unaware

Total 

(Aware + 

Unaware)

Total 61,948       100.0 16,467 78,415 19,959       100.0         5,306 25,265

Sex

Male 48,231       77.9           12,821 61,052 14,688       73.6           3,904 18,592

Female 13,717       22.1           3,646 17,363 5,271         26.4           1,401 6,672

Race/Ethnicity
2

White 21,158       34.2           5,624 26,782 5,444         27.3           1,447 6,891

Black 23,627       38.1           6,281 29,908 9,758         48.9           2,594 12,352

Hispanic 16,230       26.2           4,314 20,544 4,436         22.2           1,179 5,615

Other 621            1.0             165 786 237            1.2             63 300

Age

Under 2 16              0.0             4 20 6                0.0             2 8

2 - 12 227            0.4             60 287 83              0.4             22 105

13 - 24 2,983         4.8             793 3,776 1,013         5.1             269 1,282

25 - 34 11,158       18.0           2,966 14,124 3,723         18.7           990 4,713

35 - 44 19,402       31.3           5,157 24,559 6,159         30.9           1,637 7,796

45 - 54 19,822       32.0           5,269 25,091 6,110         30.6           1,624 7,734

55+ 8,340         13.5           2,217 10,557 2,865         14.4           762 3,627

Exposure Category
3

-             

MSM 33,672       54.4           8,951 42,623 10,045       50.3           2,670 12,715

IDU 8,696         14.0           2,312 11,008 2,288         11.5           608 2,896

MSM/IDU 4,144         6.7             1,102 5,246 1,085         5.4             288 1,373

Heterosexual 14,653       23.7           3,895 18,548 6,257         31.3           1,663 7,920

Perinatal 636            1.0             169 805 257            1.3             68 325

Other 147            0.2             39 186 27              0.1             7 34
1
 Data Source: Texas HARS data as of July, 2011

2 
Combined Asian/Pacific Islander, Native American, and Multi-Racial cases

3
 Cases with unknown risk have been redistributed based on historical patterns of risk ascertainment and reclassification

All Texas Houston EMA
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Recommendation and Research on Health Education for all  

Texas Students, Kindergarten through 12
th

 Grade                                                                                                                     

September 13, 2010 
 

I. Recommendation: 

 Health Education is a critical component of overall education and is highly 

recommended for all Texas students in grades Kindergarten through 12
th

 grade.  The 

Texas Board of Education has adopted and mandated health education as described in 

the current Texas Essential Knowledge and Skills (TEKS).  A minimum of a half 

credit of health education is recommended as a graduation requirement for all high 

school students.  A sample resolution is attached (Attachment A) for School Health 

Advisory Councils to use if making the same recommendation to their local school 

board. 

 

II. Background: 

 The Texas Administrative Code (TAC), Title 19, Part II, Chapter 115 describes the 

current Texas Essential Knowledge and Skills (TEKS) for Health Education for grades 

Kindergarten through 12
th

 grade.  The provisions for subchapter C (High School) 

which became effective on September 1, 1988 suggest a half credit of health for grades 

9-10 and a half credit of health for grades 11-12.
1
  On January 15, 2010, the State 

Board of Education approved an amendment to 19 Texas Administrative Code (TAC) 

Chapter 74, Curriculum Requirements, Subchapter E, Graduation Requirements to 

eliminate the current one-semester health class as a graduation requirement for high 

school students in Texas.
2
  This amendment was the result of adding additional courses 

for mathematics and science as approved by the State Legislature.  The amendment 

also reads that school districts retain the authority to add requirements beyond what is 

required in state law and rule for graduation, meaning that local school districts have 

the authority to require health education as a graduation requirement.  High school 

graduation requirements for 2010-2011 include (variances are due to varying levels of 

graduation plans):
3
 

 English Language Arts – 4 credits 

 Mathematics – 3 to 4 credits 

 Science – 2 to 4 credits 

 Social Studies – 2.5 to 3.5 credits 

 Economics – .5 credit 
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 Academic Elective – 0 to 1 credit 

 Physical Education – 1 credit 

 Languages other than English – 0 to 3 credits 

 Fine Arts – 1 credit 

 Speech – .5 credit 

 Elective Courses – 4.5 to 7.5 credits 

 Technology Applications – 0 credits 

 Health Education – 0 credits 

The School Health Survey conducted by Texas Education Agency (TEA) in school 

year 2009-2010 reveals that two thirds (66.6%) of Texas school districts plan to 

continue to require health education as a graduation requirement for high school in all 

graduation plans for the 2010-2011 school year.
4
 

 

III. Support for Health Education: 

A. The National Health Education Standards (NHES) are written expectations for 

what students should know and be able to do by grades 2, 5, 8 and 12 to promote 

personal, family, and community health. The standards provide a framework for 

curriculum development and selection, instruction, and student assessment in 

health education.
5
 

Standard 1:  Students will comprehend concepts related to health promotion and 

disease prevention to enhance health. 

Standard 2:  Students will analyze the influence of family, peers, culture, media, 

technology, and other factors on health behaviors. 

Standard 3:  Students will demonstrate the ability to access valid information, 

products, and services to enhance health. 

Standard 4:  Students will demonstrate the ability to use interpersonal 

communication skills to enhance health and avoid or reduce health risks. 

Standard 5:  Students will demonstrate the ability to use decision-making skills 

to enhance health. 

Standard 6:  Students will demonstrate the ability to use goal-setting skills to 

enhance health. 

Standard 7:  Students will demonstrate the ability to practice health-enhancing 

behaviors and avoid or reduce health risks. 

Standard 8:  Students will demonstrate the ability to advocate for personal, 

family, and community health. 
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Many of the National Health Education Standards require a degree of maturity, 

thought and skill to achieve.  High school health can provide the opportunity for 

students to explore these concepts and demonstrate the ability to lead a healthy 

lifestyle. 

B. The Society of State Directors of Health, Physical Education and Recreation 

adopted a resolution on September 23, 2005 stating, “For students to reach their 

full potential, school communities must address the health and wellness of 

students, and promote positive health outcomes as well as academic outcomes.”  

They recommend offering comprehensive school health education to students in 

grades Pre K – 12 which provides planned, ongoing, and sequential instruction 

that addresses critical health issues including but not limited to physical activity, 

nutrition, substance abuse prevention, disease prevention and control, injury 

prevention and safety, personal health, mental and emotional health, family life, 

human growth and development, and community, consumer, and environmental 

health.
6
 

 

C. The American School Health Association adopted a resolution on School Health 

Education in 1963 that was revised in 2009 that recognizes, “that health education 

is linked to good health and good health is linked to academic achievements and 

urges that health education be a required core academic subject.”  The resolution 

is based on research that health education has demonstrated positive effects on 

students’ health and academic outcomes as well as improves health-related 

knowledge and skills which increases involvement in health-promoting behaviors 

and decreases involvement in health-risk behaviors.
7
 

 

D. The American Association for Health Education created a position statement in 

2003 regarding comprehensive school health education.  The recommendation is 

that “successful participation in a school health education course of study should 

be a requirement for promotion into the next grade at the middle school level and 

a requirement for receiving a high school diploma.”  The recommendation goes 

on to state that in order to meet national objectives, health education should start 

early and continue as a child grows and develops, integrating developmentally 

related health education over time.
8
 

 

E. The Texas Diabetes Council (TDC) is a governor-appointed group charged with 

developing a plan for the prevention and control of diabetes in Texas.  On June 5, 

2010, the TDC sent a letter to every school district superintendent in Texas 

commending those districts that kept health education as a graduation requirement 

and encouraging those that hadn’t to choose to keep it as a graduation 

requirement.  The group also supports at least 1.5 physical education credits.
9
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IV. Health Issues: 

A. Childhood obesity is increasing nationally as well as in Texas.  According to the 

2009 Youth Risk Behavior Survey (YRBS) which provides data representative of 

9
th

 through 12
th

 grade students throughout Texas, 13.6% of students were obese 

(at or above the 95
th

 percentile for body mass index, by age and sex).
10

   

 

B. The School Physical Activity and Nutrition survey (SPAN) conducted by 

Hoelscher et al in 2005 revealed that the prevalence of youth overweight among 

Texas students in 11
th

 grade increased dramatically from the survey conducted in 

2002 (approximately 15% in 2002 compared to approximately 20% in 2005) and 

well surpassed the Healthy People 2010 goal of 5%.
11

  The incidence of type 2 

diabetes in persons less than 18 years of age has been increasing in recent years.  

Unfortunately data needed to monitor diabetes trends in youth by type are not 

available for Texas.
12

 

 

C. The 2009 YRBS reveals that Texas students use alcohol and other drugs.  In 

Texas, 76.2% of teens stated they had at least one drink of alcohol on at least one 

day during their life, 44.8% stated they had a least one drink on a least one day 

during the 30 days before the survey and 25.6% stated they had five or more 

drinks of alcohol in a row within a couple hours on at least one day during the 30 

days before the survey.  In Texas, 37.4% of high school students stated they had 

used marijuana, 8.5% had used any form of cocaine, 3.7% had used 

methamphetamines and 11.9% had used inhalants one or more times during their 

life.
10

  Unintentional drug poisoning using prescription drugs has risen steadily in 

the United States since 1970.
13

  Although US teens aged 15-19 have a low death 

rate from drug overdose, the number dramatically increases for ages 20-24 when 

teenagers attend college or move away from home. 

 

D. Texas students use tobacco and the use increases with age.  The 2009 Texas 

Youth Tobacco Survey reveals that 18.7% of middle school students in Texas had 

used tobacco during the past month (prior to the survey) and the number for high 

school students using tobacco during the past month rose to 27.4%.  If the 

statistics are broken down by grade level the percentage of tobacco use during the 

past month rises from 14.1% of 6
th

 graders to 36.2% of 12
th

 graders.
14

  According 

to the same study, only 39.7% of high school students were taught about the 

dangers of tobacco use in class.   

 

E. Teens in Texas are sexually active.  The Texas teen birth rate in 2007 was 63 

births per 1,000 females aged 15-19 and Texas ranks third highest among the 50 

states for the highest teen birth rate.
15

  In 2006, 72% of all reported Chlamydia 

patients in Texas (over 50,000 cases) were in females ages 15 to 24 and 

chlamydia cases continue to rise each year.  Gonorrhea rates among Texas youth 

are also of concern as the highest rates in 2006 were among those aged 15 to 24 

with 71% of all female cases and 50% of all male cases belonging to this age 

group.
16
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F. Mental Health issues are also prevalent among Texas teens.  The 2009 YRBS 

reports that 13.7% of Texas students seriously considered attempting suicide 

during the 12 months prior to the survey and 7.4% had actually made one or more 

suicide attempt during the same time period.
10

 

 

V. Academic Issues: 

Leading national education organizations recognize the close relationship between 

health and education, as well as the need to embed health into the educational 

environment for all students.
17-20

    Student health is a strong predictor of academic 

performance.  Healthy, happy, active and well-nourished youth are more likely to 

attend school, be engaged and be ready to learn.  Just as higher levels of fitness are 

associated with better academic performance (as shown by the correlation found when 

comparing Texas Fitnessgram® and TAKS scores)
21

 students who do not engage in 

health-risk behaviors receive higher grades than classmates who do engage in health-

risk behaviors.  The national YRBS in 2003 revealed that students with higher grades 

were significantly less likely to have engaged in behaviors such as current cigarette 

use, current alcohol use, ever had sexual intercourse, fasting more than 24 hours in 

order to lose weight and watching more than 3 hours of television per day.  Students 

receiving health education in high school will learn why these behaviors and others can 

be life-altering as well as affect academic performance.
22
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Fast Facts 

Transgender 

communities in 

the United States 

are among 

the groups at  

highest risk for 

HIV infection. 

In 2009, among  

transgender  

persons, the  

highest percentage  

of newly identifi ed  

HIV infection was  

among blacks and  

Hispanics. 

Many cultural,  

socioeconomic,  

and health-related  

factors contribute  

to the HIV epidemic  

and prevention  

challenges in the  

U.S. transgender  

community.  
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Transgender communities in the United States are  black or Hispanic. Newly diagnosed transgender  
among the groups at highest risk for HIV infection.  people were more likely to have been in their teens  
Transgender people are gender identity minorities.  or twenties than their non-transgender counterparts.  
The term gender identity refers to a person’s basic  Also, among newly diagnosed people, 50% of  
sense of self, of identifying as male, female, or  transgender women had documentation in their  
some other gender (e.g., transgender, bigender,  medical records of substance use, commercial sex  
intersex). Transgender refers to people whose gender  work, homelessness, incarceration, and/or sexual  
identity does not conform to norms and expectations  abuse as compared with 31% of other people who  
traditionally associated with a binary classifi cation of  were not transgender. 
gender based on external genitalia, or, more simply,  • Findings from a meta-analysis of 29 published  
their sex assigned at birth. It includes people who  studies showed that 27.7% of transgender women  
self-identify as gender variant; male-to-female (MtF)  tested positive for HIV infection (4 studies), but  
or transgender women; female-to-male (FtM) or  when testing was not part of the study, only 11.8%  
transgender men; many other gender nonconforming  of transgender women self-reported having HIV 
people with identities beyond the gender binary;  (18 studies). In one study, 73% of the transgender  
and people who self-identify simply as female or  women who tested HIV-positive were unaware  
male. Gender identity, gender expression, and sexual  of their status. Studies also indicate that black  
orientation are separate, distinct concepts, none of  transgender women are more likely to become  
which is necessarily linked to one’s genital anatomy. newly infected with HIV.  
The Numbers 

Prevention Challenges 
Because surveillance data for this population are 

Many cultural, socioeconomic, and health-related  not uniformly collected, information is lacking on 
factors contribute to the HIV epidemic and  how many transgender people in the United States prevention challenges in the U.S. transgender  are infected with HIV. However, data collected by community. These include higher rates of drug  local health departments and scientists studying and alcohol abuse, sex work, incarceration,  

these communities show high HIV positivity homelessness, attempted suicide, unemployment,  
among transgender people. lack of familial support, violence, stigma and  
• Data from CDC-funded HIV testing programs  discrimination, limited health care access, and  

negative health care encounters.  show high percentages of newly identifi ed HIV  
infections among transgender people. In 2009,  • Identifying transgender people can be challenging.  
about 4,100 of 2.6 million HIV testing events  Using gender alone is not enough because some  
were conducted with someone who identifi ed as  people in this community do not self-identify as  
transgender. Newly identifi ed HIV infection was  transgender. Using the 2-step data collection method  
2.6% among transgender persons compared with  of asking for sex assigned at birth and current  
0.9% for males and 0.3% for females. Among  gender identity increases the likelihood that all  
transgender persons, the highest percentage of  transgender people will be accurately identifi ed. It is  
newly identifi ed HIV infection was among blacks  important to avoid making assumptions about sexual  
(4.4%) and Hispanics (2.5%). More than half  orientation and sexual behavior based on gender  
(52%) of testing events with transgender persons  identity as there is great diversity in orientation and  

behavior among this population, and some identify  occurred in non-clinical settings. 
as both transgender and gay, bisexual, or lesbian.  

• In New York City, from 2005–2009, there were 206  The Institute of Medicine has recommended that  
new diagnoses of HIV infection among transgender  behavioral and surveillance data for transgender  
people, 95% of which were among transgender  men and women should be collected and analyzed  
women. Approximately 90% of MtF and FtM  separately and not grouped with data for men who  
people newly diagnosed with HIV infection were  have sex with men (MSM). 

National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention 
Division of HIV/AIDS Prevention 
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• High levels of HIV risk behaviors have • Additional research is needed to identify  
been reported among transgender people. factors that prevent HIV in this population.  
HIV infection among transgender women Several behavioral HIV prevention  
is associated with having multiple sex interventions developed for transgender  
partners and unprotected receptive or people have been reported, generally involving  
insertive anal intercourse. relatively small samples comprised entirely or  

primarily of transgender women. Most have  Additionally, many transgender women  
shown at least modest reductions in HIV risk  reported high levels of alcohol and substance  
behaviors, such as fewer sex partners and/or  use. These substances can affect judgment  
reducing unprotected anal sex acts, although  and lead to unsafe sexual practices, which can  
none have involved a control group.  increase HIV risk. 

What CDC Is Doing The few studies examining HIV risk behaviors  
among transgender men suggest some have  CDC recognizes that accurate information is 
multiple male sex partners and engage  key to understanding the HIV epidemic, public 
in unprotected receptive anal or vaginal  health needs, and gaps in services among all 
intercourse with men; however, no studies have  people at risk for HIV infection. reported links between these behaviors and HIV 
infection among transgender men. Nonetheless,  • In response to recommendations for collecting  
these are established HIV risk behaviors in  data from transgender people, CDC is currently  
other populations.  revising the national system for reporting  

HIV cases to capture sex assigned at birth and  
• Discrimination and social stigma can hinder  current gender identity. This will improve the  

access to education, employment, and housing  likelihood of accurately identifying diagnoses  
opportunities. In a study conducted in San  of HIV infection among transgender women  Francisco, transgender people were more  and men.  likely than MSM or heterosexual women to  
live in transient housing and have completed  • CDC is developing an HIV-related behavioral 
fewer years of education. Discrimination may  survey to monitor current HIV-related risk 
help explain why transgender people who  behaviors and prevention experiences among 
experience signifi cant economic difficulties  transgender women. 
often pursue high-risk activities, including  • CDC is currently collecting information on commercial sex work, to meet their basic  

gender identity in its HIV testing programs. survival needs. Social stigma also may explain  
why some transgender people engage in  • To respond to a shortage of proven  
unprotected receptive intercourse with their  behavioral HIV prevention interventions for  
sex partners. Qualitative data suggest that  the transgender community, CDC funded  
some transgender people who fear sex partner  researchers to develop ground-breaking  
rejection or need their gender affi rmed through  interventions for transgender people. Data from  
sex may engage in unprotected receptive  this research will be available later in 2011. 
intercourse. High rates of depression, emotional  
distress, loneliness, and social isolation have  • CDC has funded organizations to adapt 
been linked to suicidal thoughts and suicide  proven behavioral HIV prevention 
attempts by transgender people. Therefore,  interventions for use with transgender people. 
interventions that address multiple co- Adapted curricula and supporting materials 
occurring, syndemic public health problems— and technical assistance for implementing 
including substance use, poor mental health,  agencies are available. 
violence and victimization, discrimination, and  • CDC-funded capacity building assistance economic hardship—should be developed and  (CBA) providers help community-based evaluated for transgender people. 

organizations (CBOs) serving transgender 
• Health care provider insensitivity to  people to enhance structural interventions 

transgender identity or sexuality can be a barrier  such as condom distribution, community 
for HIV-infected transgender people seeking  mobilization, HIV testing, and coordinated 
health care. Although research shows a similar  referral networks and service integration. 
proportion of HIV-positive transgender women  
have health insurance coverage as compared  • YMSM and YTransgender CBO Project — 
with other infected people who are not  CDC currently funds prevention programs 
transgender, HIV-positive transgender women  for transgender youth of color through the 
were less likely to be on antiretroviral therapy.  Prevention Program Branch. 

Additional Resources: 

CDC HIV and AIDS 

www.cdc.gov/hiv 
Visit CDC’s HIV and AIDS 
Web site. 

CDC-INFO 

1-800-CDC-INFO  or 

1-800 (232-4636) 

cdcinfo@cdc.gov 

Get information about 
personal risk, prevention, 
and testing. 

CDC National HIV 

Testing Resources 

www.hivtest.org 
Text your ZIP code to KNOW 
IT or 566948. 
Locate an HIV testing site 
near you. 

CDC National Prevention 

Information Network 

(CDC NPIN) 

1-800-458-5231 
www.cdcnpin.org 
Find CDC resources and 
technical assistance. 

AIDSinfo 

1-800-448-0440 
www.aidsinfo.nih.gov 
Locate resources on HIV 
and AIDS treatment and 
clinical trials. 

For more information, visit the 
CDC HIV Web site at www.cdc. 
gov/hiv 
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2 NATIONAL TRANSGENDER DISCRIMINATION SURVEY

EXECUTIVE SUMMARY
This study brings to light what is both patently obvious and far too often dismissed from the 
human rights agenda. Transgender and gender non-conforming people face injustice at every 
turn: in childhood homes, in school systems that promise to shelter and educate, in harsh 
and exclusionary workplaces, at the grocery store, the hotel front desk, in doctors’ offices and 
emergency rooms, before judges and at the hands of landlords, police officers, health care 
workers and other service providers.

The National Gay and Lesbian Task Force and the National Center for Transgender Equality are 
grateful to each of the 6,450 transgender and gender non-conforming study participants who 
took the time and energy to answer questions about the depth and breadth of injustice in their 
lives. A diverse set of people, from all 50 states, the District of Columbia, Puerto Rico, Guam and 
the U.S. Virgin Islands, completed online or paper surveys. This tremendous gift has created the 
first 360-degree picture of discrimination against transgender and gender non-conforming people 
in the U.S. and provides critical data points for policymakers, community activists and legal 
advocates to confront the appalling realities documented here and press the case for equity and 
justice.

KEY FINDINGS 

Hundreds of dramatic findings on the impact of anti-

transgender bias are presented in this report. In many cases, 

a series of bias-related events lead to insurmountable 

challenges and devastating outcomes for study participants. 

Several meta-findings are worth noting from the outset:

• Discrimination was pervasive throughout the entire 

sample, yet the combination of anti-transgender bias 
and persistent, structural racism was especially 
devastating. People of color in general fare worse 

than white participants across the board, with African 

American transgender respondents faring worse than all 

others in many areas examined. 

• Respondents lived in extreme poverty. Our sample was 

nearly four times more likely to have a household income 

of less than $10,000/year compared to the general 

population.1

• A staggering 41% of respondents reported attempting 
suicide compared to 1.6% of the general population,2 

with rates rising for those who lost a job due to bias 

(55%), were harassed/bullied in school (51%), had low 

household income, or were the victim of physical assault 

(61%) or sexual assault (64%).

Household Incomes of Respondents3
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HARASSMENT AND DISCRIMINATION IN EDUCATION

•	 Those who expressed a transgender identity or gender 
non-conformity while in grades K-12 reported alarming	
rates	of	harassment	(78%), physical	assault	(35%)	
and	sexual	violence	(12%); harassment was so 
severe that it led almost	one-sixth	(15%)	to	leave	
a	school	in K-12 settings or in higher education. 

•	 Respondents who have been harassed	and	abused	by	
teachers in K-12 settings showed dramatically worse health and 
other outcomes than those who did not experience such abuse. 
Peer harassment and abuse also had highly damaging effects.

Harassment, Assault and Discrimination in K-12 Settings
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Respondents Income by Mistreatment in School4

General 
Population

No school  
mistreat-

ment

Mistreated 
in school

Under $10K 4% 12% 21%

$10K - under $20K 9% 11% 15%

$20K - under $50K 28% 31% 33%

$50k - under $100k 33% 30% 21%

$100k+ 25% 16% 9%

EMPLOYMENT DISCRIMINATION AND 
ECONOMIC INSECURITY

•	 Double	the	rate	of	unemployment: Survey respondents 
experienced unemployment at twice the rate of the general 
population at the time of the survey,5 with rates for people 
of color up to four times the national unemployment rate. 

•	 Widespread mistreatment at work: Ninety	percent	
(90%)	of	those	surveyed	reported	experiencing	
harassment,	mistreatment	or	discrimination on the 
job or took actions like hiding who they are to avoid it. 

•	 Forty-seven percent (47%) said they had experienced 
an adverse job outcome, such as being	fired,	not	
hired	or	denied	a	promotion because of being 
transgender or gender non-conforming.

•	 Over	one-quarter	(26%)	reported	that	they	
had	lost	a	job due to being transgender or gender 
non-conforming and 50% were harassed.

•	 Large majorities	attempted	to	avoid	discrimination	
by	hiding	their	gender	or	gender	transition	(71%) 
or delaying their gender transition (57%).

•	 The vast	majority (78%) of those who transitioned 
from one gender to the other reported that they felt	
more	comfortable	at	work	and	their	job	performance	
improved, despite high levels of mistreatment. 

•	 Overall, 16%	said	they	had	been	compelled	to	
work	in	the	underground	economy for income 
(such as doing sex work or selling drugs).

•	 Respondents	who	were	currently	unemployed	
experienced	debilitating	negative	outcomes, including 
nearly double the rate of working in the underground 
economy (such as doing sex work or selling drugs), 
twice the homelessness, 85% more incarceration, and 
more negative health outcomes, such as more than 
double the HIV infection rate and nearly double the 
rate of current drinking or drug misuse to cope with 
mistreatment, compared to those who were employed. 

•	 Respondents	who	had	lost	a	job	due	to	bias	also	
experienced	ruinous	consequences	such	as	four	times	the	
rate	of	homelessness,	70% more current drinking or misuse 
of drugs to cope with mistreatment, 85% more incarceration, 
more than double the rate working in the underground 
economy, and more than double the HIV infection rate, 
compared to those who did not lose a job due to bias.
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Loss of Job by Race 
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Unemployment Rates including by Race
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HOUSING DISCRIMINATION AND HOMELESSNESS

•	 Respondents reported various forms of direct housing 
discrimination — 19%	reported	having	been	refused	
a	home	or	apartment and 11% reported being evicted 
because of their gender identity/expression. 

•	 One-fifth	(19%)	reported	experiencing	homelessness 
at some point in their lives because they were transgender 
or gender non-conforming; the	majority	of	those	trying	
to	access	a	homeless	shelter	were	harassed	by	shelter	
staff	or	residents (55%), 29% were turned away altogether, 
and 22% were sexually assaulted by residents or staff.

•	 Almost	2%	of	respondents	were	currently	homeless, which 
is almost twice the rate of the general population (1%).6

•	 Respondents reported less	than	half	the	national	
rate	of	home	ownership: 32% reported owning their 
home compared to 67% of the general population.7

•	 Respondents	who	have	experienced	homelessness	
were	highly	vulnerable to mistreatment in public 
settings, police abuse and negative health outcomes.

“I was denied a home/apartment” by Race
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DISCRIMINATION IN PUBLIC ACCOMMODATIONS

•	 Fifty-three	percent	(53%)	of	respondents	reported	
being	verbally	harassed	or	disrespected	in	a	
place	of	public	accommodation, including hotels, 
restaurants, buses, airports and government agencies.

•	 Respondents experienced widespread abuse in the 
public sector, and were often abused at the hands 
of “helping” professionals and government officials. 
One	fifth	(22%)	were	denied	equal	treatment	by	a	
government	agency	or	official; 29% reported police 
harassment or disrespect; and 12% had been denied equal 
treatment or harassed by judges or court officials. 

Experiences of Discrimination and Violence in Public Accommodations 

 

Location
Denied 
Equal  

Treatment

Harassed or  
Disrespected

Physically 
Assaulted

Retail Store 32% 37% 3%

Police Officer 20% 29% 6%

Doctor’s Office or Hospital 24% 25% 2%

Hotel or Restaurant 19% 25% 2%

Government Agency/Official 22% 22% 1%

Bus, Train, or Taxi 9% 22% 4%

Emergency Room 13% 16% 1%

Airplane or Airport Staff/TSA 11% 17% 1%

Judge or Court Official 12% 12% 1%

Mental Health Clinic 11% 12% 1%

Legal Services Clinic 8% 6% 1%

Ambulance or EMT 5% 7% 1%

Domestic Violence Shelter/
Program

6% 4% 1%

Rape Crisis Center 5% 4% 1%

Drug Treatment Program 3% 4% 1%

BARRIERS TO RECEIVING UPDATED ID DOCUMENTS

•	 Of those who have transitioned gender, only	one-fifth	(21%)	
have	been	able	to	update	all	of	their	IDs	and	records	
with	their	new	gender. One-third (33%) of those who 
had transitioned had updated none of their IDs/records.

•	 Only 59% reported updating the gender on their 
driver’s license/state ID, meaning 41%	live	without	
ID	that	matches	their	gender	identity.

•	 Forty	percent	(40%)	of	those	who	presented	ID (when 
it was required in the ordinary course of life) that did 
not match their gender identity/expression reported	
being	harassed,	3%	reported	being	attacked	or	
assaulted, and 15% reported being asked to leave.

Harassment and Violence When Presenting 

Incongruent Identity Documents
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ABUSE BY POLICE AND IN PRISON

•	 One-fifth	(22%)	of	respondents who have interacted 
with police reported	harassment	by	police, with 
much higher rates reported by people of color.

•	 Almost half of the respondents	(46%)	reported	
being	uncomfortable	seeking	police	assistance.

•	 Physical	and	sexual	assault	in	jail/prison	is	a	
serious	problem: 16% of respondents who had been 
to jail or prison reported being physically assaulted 
and 15% reported being sexually assaulted. 

Police Harassment and Assault, Due to Bias, by Race 
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DISCRIMINATION IN HEALTH CARE AND 
POOR HEALTH OUTCOMES

•	 Health	outcomes	for	all	categories	of	respondents	
show	the	appalling	effects	of	social	and	economic	
marginalization, including much higher rates of 
HIV infection, smoking, drug and alcohol use and 
suicide attempts than the general population. 

•	 Refusal of care: 19%	of	our	sample	reported	being	
refused	medical	care due to their transgender or 
gender non-conforming status, with even higher 
numbers among people of color in the survey.

•	 Uninformed doctors: 50%	of	the	sample	reported	having	
to	teach	their	medical	providers	about transgender care.

•	 High HIV rates: Respondents reported over	four	times	
the	national	average	of	HIV	infection,	with	rates	
higher	among	transgender	people	of	color.8

•	 Postponed	care: Survey participants reported that when they 
were sick or injured, many	postponed	medical	care	due	
to	discrimination	(28%) or inability to afford it (48%).

Suicide Attempt by Employment 
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FAMILY ACCEPTANCE OF GREAT IMPORTANCE

•	 Forty-three	percent	(43%)	maintained	most	of	their	family	
bonds, while 57% experienced significant family rejection.

•	 In the face of extensive institutional discrimination, family	
acceptance	had	a	protective	affect	against	many	threats	
to	well-being including health risks such as HIV infection 
and suicide. Families were more likely to remain together 
and provide support for transgender and gender non-
conforming family members than stereotypes suggest. 

Impact of Family Acceptance

Families Who Accepted

Families Who Rejected
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RESILIENCE

Despite all of the harassment, mistreatment, discrimination 
and violence faced by respondents, study participants also 
demonstrated determination, resourcefulness and perseverance:

•	 Although the survey identified major structural 
barriers to obtaining health care, 76% of transgender 
respondents have been able to receive hormone 
therapy, indicating a determination to endure the 
abuse or search out sensitive medical providers.

•	 Despite high levels of harassment, bullying and violence in 
school, many respondents were able to obtain an education 
by returning to school. Although fewer 18 to 24-year-
olds were currently in school compared to the general 
population, respondents returned to school in large numbers 
at later ages, with 22% of those aged 25-44 currently in 
school (compared to 7% of the general population).10

•	 Over three-fourths (78%) reported feeling more 
comfortable at work and their performance improving 
after transitioning, despite reporting nearly the same 
rates of harassment at work as the overall sample.

•	 Of the 26% who reported losing a job due to bias, 58% 
reported being currently employed and of the 19% who 
reported facing housing discrimination in the form of a denial 
of a home/apartment, 94% reported being currently housed.

Status as a Student by Age9
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CUMULATIVE DISCRIMINATION

Sixty-three percent (63%) of our participants had experienced 
a serious act of discrimination — events that would have a 
major impact on a person’s quality of life and ability to sustain 
themselves financially or emotionally. These events included the 
following:

•	 Lost job due to bias

•	 Eviction due to bias

•	 School bullying/harassment so severe 
the respondent had to drop out 

•	 Teacher bullying 

•	 Physical assault due to bias

•	 Sexual assault due to bias

•	 Homelessness because of gender identity/expression

•	 Lost relationship with partner or children 
due to gender identity/expression

•	 Denial of medical service due to bias

•	 Incarceration due to gender identity/expression

Almost a quarter (23%) of our respondents experienced a 
catastrophic level of discrimination — having been impacted by at 
least three of the above major life-disrupting events due to bias. 
These compounding acts of discrimination — due to the prejudice 
of others or lack of protective laws — exponentially increase the 
difficulty of bouncing back and establishing a stable economic 
and home life. 

CONCLUSION

It is part of social and legal convention in the United States to 
discriminate against, ridicule, and abuse transgender and gender 
non-conforming people within foundational institutions such 
as the family, schools, the workplace and health care settings, 
every day. Instead of recognizing that the moral failure lies in 
society’s unwillingness to embrace different gender identities 
and expressions, society blames transgender and gender non-
conforming people for bringing the discrimination and violence 
on themselves.

Nearly every system and institution in the United States, both 
large and small, from local to national, is implicated by this data. 
Medical providers and health systems, government agencies, 
families, businesses and employers, schools and colleges, police 
departments, jail and prison systems—each of these systems and 
institutions is failing daily in its obligation to serve transgender 
and gender non-conforming people, instead subjecting them 
to mistreatment ranging from commonplace disrespect to 
outright violence, abuse and the denial of human dignity. The 
consequences of these widespread injustices are human and real, 
ranging from unemployment and homelessness to illness and 
death. 

This report is a call to action for all of us, especially for those 
who pass laws and set policies and practices, whose action or 
continued inaction will make a significant difference between 
the current climate of discrimination and violence and a world of 
freedom and equality. And everyone else, from those who drive 
buses or teach our children to those who sit on the judicial bench 
or write prescriptions, must also take up the call for human rights 
for transgender and gender non-conforming people, and confront 
this pattern of abuse and injustice.

We must accept nothing less than a complete elimination of 
this pervasive inhumanity; we must work continuously and 
strenuously together for justice.
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1  U.S. Census Bureau, “Current Population Survey,” Annual Social and 
Economic Supplement (Washington, DC: GPO, 2008).

2 “U.S.A. Suicide: 2002 Official Final Data,” prepared for the American 
Association of Suicidology by John L. McIntosh, Ph.D. Official data source: 
Kochanek, K.D., Murphy, S.L., Anderson, R.N., & Scott, C. (2004). Deaths: 
Final data for 2002. National Vital Statistics Reports, 53 (5). Hyattsville, MD: 
National Center for Health Statistics DHHS Publication No. (PHS) 2005-1120. 
Population figures source: table I, p.108. of the National Center for Health 
Statistics (Kochanek et al., 2004), see http://www.sprc.org/library/event_
kit/2002datapgv1.pdf. 

3 General population data is from U.S. Census Bureau, “Current Population 
Survey,” Annual Social and Economic Supplement (Washington, DC: GPO, 
2008).

4 See note 3. “Mistreatment” includes harassment and bullying, physical or sexual 
assault, discrimination, or expulsion from school at any level based on gender 
identity/expression.

5 Seven percent (7%) was the rounded weighted average unemployment rate 
for the general population during the six months the survey was in the field, 
based on which month questionnaires were completed.  See seasonally 
unadjusted monthly unemployment rates for September 2008 through 
February 2009. U.S. Department of Labor, Bureau of Labor Statistics, “The 
Employment Situation: September 2008,” (2008): http://www.bls.gov/news.
release/archives/empsit_10032008.htm.

6 1.7% were currently homeless in our sample compared to 1% in the general 
population. National Coalition for the Homeless, “How Many People 
Experience Homelessness?” (July 2009): http://www.nationalhomeless.org/
factsheets/How_Many.html.

7 U.S. Department of Housing and Urban Development, “U.S. Housing Market 
Conditions, 2nd Quarter, 2009” (Washington, DC: GPO, 2009): http://www.
huduser.org/portal/periodicals/ushmc/summer09/nat_data.pdf.

8 The overall sample reported an HIV infection rate of 2.6% compared to 
.6% in the general population. United Nations Programme on HIV/AIDS 
(UNAIDS) and World Health Organization (WHO), “2007 AIDS Epidemic 
Update” (2007): http://data.unaids.org/pub/EPISlides/2007/2007_
epiupdate_en.pdf. People of color in the sample reported substantially higher 
rates: 24.9% of African-Americans, 10.9% of Latino/as, 7.0% of American 
Indians, and 3.7% of Asian-Americans in the study reported being HIV 
positive.

9 U.S. Census Bureau, “Current Population Survey: Enrollment Status of the 
Population 3 Years Old and Over, by Sex, Age, Race, Hispanic Origin, Foreign 
Born, and Foreign-Born” (Washington, DC: GPO, October 2008): Table 1. 
http://www.census.gov/population/www/socdemo/school/cps2008.html. 
The last category, over 55, was not rounded to its small size. 

10 See note 9.
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U.S. Department of Health and Human Services 

Recommended Actions to Improve the Health and Well-Being of  

Lesbian, Gay, Bisexual, and Transgender Communities 

 

Below is a summary of the efforts taken by the U.S. Department of Health and Human Services 

(HHS) to improve the lives of lesbian, gay, bisexual and transgender (LGBT) people, as well as 

recommendations for future action. The recommendations were developed in response to the 

Presidential Memorandum on Hospital Visitation, which, in addition to addressing the rights of 

patients to designate visitors regardless of sexual orientation or gender identity, directed the 

Secretary to explore additional steps HHS could take to improve the lives of LGBT people.  

 

For too long, LGBT people have been denied the compassionate services they deserve.  That is 

now changing.  HHS continues to make significant progress toward protecting the rights of every 

American to access quality care, recognizing that diverse populations have distinctive needs.  

Safeguarding the health and well-being of all Americans requires a commitment to treating all 

people with respect while being sensitive to their differences.   

 

Summary of Actions 

 

 Equal Employment Opportunity Policy – In March 2011, Secretary Sebelius updated 

HHS’s equal employment opportunity policy, which already prohibited discrimination 

based on sexual orientation, to explicitly protect against unfair treatment of employees 

and applicants for employment based on gender identity and genetic information.   

 

 Non-discrimination Policy – On April 1, 2011, the Secretary issued a new policy 

explicitly requiring HHS employees to serve all individuals who are eligible for the 

Department’s programs without regard to any non-merit factor, including race, national 

origin, color, religion, sex, sexual orientation, gender identity, disability (physical or 

mental), age, status as a parent, or genetic information.   

 

 Hospital Visitation – The President’s Memorandum on Hospital Visitation directed HHS 

to initiate rulemaking to ensure that hospitals receiving Medicare or Medicaid payments 

respect the rights of patients to designate visitors, regardless of sexual orientation, gender 

identity, or any other non-clinical factor.  On November 17, 2010, HHS issued the final 

rule affirming those rights.   

 

 Advance Directives – The Presidential Memorandum also called for new guidelines to 

facilitate hospitals’ compliance with existing regulations allowing patients to designate 

who they want to make medical decisions on their behalf through advance directives.  

The Centers for Medicare & Medicaid Services is on track to issue these guidelines in the 

coming months.   

 

 Internal LGBT Coordinating Committee – To ensure effective coordination of LGBT-

related policies and the consideration of LGBT concerns throughout HHS’s activities, 

Secretary Sebelius established an internal committee of senior representatives from each 

operating and staff division of the Department and named Assistant Secretary for Aging 
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Kathy Greenlee, Assistant Secretary for Health Howard Koh, and Acting Assistant 

Secretary for Children and Families David Hansell to co-chair this committee.  The 

committee will produce an annual report on the Department’s key accomplishments and 

upcoming initiatives. 

 

 Institute of Medicine Study on LGBT Health – The National Institutes of Health (NIH) 

funded a study by the Institute of Medicine (IOM) to identify research gaps and 

opportunities related to LGBT health and outline a research agenda.  The results of this 

study, announced on March 31, 2011, will assist HHS in enhancing its research efforts.  

 

 Healthy People 2020 – Every ten years, HHS develops national, science-based 

objectives for promoting health and preventing disease for the following decade.  In 

2010, for the first time, a formal workgroup was formed to examine the scientific 

literature and propose objectives regarding LGBT health.  This initiative is part of HHS’s 

overall effort to strengthen LGBT data. 

 

 National HIV/AIDS Strategy – On July 13, 2010, Secretary Sebelius joined the 

President and Jeffrey Crowley, director of the Office of National AIDS Strategy, in 

announcing the National HIV/AIDS Strategy, a rigorous effort to increase access to care 

and lower the number of new HIV cases in the United States by 25 percent within the 

next five years.  The strategy seeks to reduce HIV-related health disparities with a 

specific focus on high-risk populations, including LGBT populations.   

 

 The Affordable Care Act – The health care law is helping to improve access to care for 

all Americans, including individuals in the LGBT community.  Studies have shown that 

health disparities related to sexual orientation and gender identity are due in part to lower 

rates of health insurance coverage and a lack of cultural competency in the health care 

system.  As HHS implements the Affordable Care Act, it will pay close attention to the 

unique health needs of LGBT populations and continue to include LGBT health experts 

on Affordable Care Act and other advisory boards, as appropriate.   

 

 Tobacco Control – The 2009 Family Smoking Prevention and Tobacco Control Act 

authorizes the Food and Drug Administration (FDA) to regulate the content, marketing, 

and sale of tobacco products.  These efforts, combined with tobacco cessation initiatives 

across HHS, have the potential to save millions of lives, particularly among high-risk 

populations, including LGBT populations.  On November 10, 2010, HHS released a 

Department-wide strategic action plan to reduce tobacco use.  To address higher smoking 

rates among LGBT individuals, this plan emphasizes the need for more research, and 

calls for the increased development of evidence-based, population-specific treatments and 

interventions.  HHS will continue to work toward meeting these needs. 

 

 Aging Services – In 2010, HHS funded the nation’s first national technical assistance 

resource center to support public and private organizations serving the unique needs of 

LGBT older adults.  HHS also published a toolkit for providing respectful and inclusive 

services for diverse communities, including LGBT populations.   
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 Anti-Bullying Efforts – Last year, HHS collaborated with five other departments – 

Education, Agriculture, Defense, Interior, and Justice – to establish a federal task force 

on bullying.  HHS also announced an unprecedented, cross-departmental National Action 

Alliance for Suicide Prevention with a wide range of public and private partners to 

coordinate suicide prevention efforts, particularly among at-risk groups, such as LGBT 

youth.  On March 10, Secretary Sebelius participated in the White House Conference on 

Bullying Prevention to further highlight the importance of making schools and 

communities safe for all students.  HHS also launched a new website – 

www.StopBullying.gov – which contains a specific section for LGBT youth.  

Additionally, the Secretary recorded a video, It Gets Better, at www.ItGetsBetter.org, 

encouraging young people to reach out for help to overcome bullying by their peers.   

 

 Improvements in Foster and Adoptive Care – To help address barriers to permanency 

and well-being for LGBT foster youth, who are disproportionately represented in the 

foster care population, HHS recently awarded a $13.3 million grant to the Los Angeles 

Gay & Lesbian Community Services Center.  This is one of the largest federal grants ever 

awarded to an organization primarily serving LGBT individuals.  HHS’s Administration 

for Children and Families also applied an existing cooperative agreement toward the 

development of respite care and support group models for LGBT parents to strengthen 

and support foster and adoptive placements.  This grant will help reduce the barriers 

encountered by prospective and current foster and adoptive parents who are LGBT. 

 

 Runaway and Homeless Youth Services – In contrast to previous years, HHS now 

requires that all organizations serving runaway and homeless youth be equipped to serve 

LGBT youth, who represent a disproportionate segment of this population.  HHS also 

allows homeless and runaway youth providers to apply for funds to primarily serve 

LGBT youth.  Moreover, HHS has begun the process of improving data collection among 

homeless and runaway LGBT youth through the Runaway Homeless Youth Information 

Management System.   

 

Future Recommended Actions 

 

HHS is moving forward with the following actions.  HHS will continue to work in close 

coordination with LGBT community advocates in improving services and responding to the 

needs of these populations.   

 

1. Later this year, HealthCare.gov, HHS’s innovative new on-line tool called for by the 

Affordable Care Act, will provide additional information of specific relevance to LGBT 

populations.  In particular, the website will allow LGBT consumers to identify health 

insurance policies available to them that include coverage of domestic partners. 

 

2. HHS will conduct outreach to organizations that serve LGBT communities to make them 

aware of available funding opportunities and, in Funding Opportunity Announcements, 

highlight programs that may particularly benefit LGBT populations.  

 

http://www.stopbullying.gov/
http://www.itgetsbetter.org/
http://www.healthcare.gov/
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3. The Department will continue to work toward increasing the number of federally-funded 

health and demographic surveys that collect and report sexual orientation and gender 

identity data, consistent with the President’s support for evidence-based policies.  In 

collaboration with other agencies throughout HHS, the Centers for Disease Control and 

Prevention (CDC) is leading an effort to develop and test questions on sexual orientation 

and gender identity.  The Office of the Assistant Secretary for Health is also reviewing 

existing LGBT data and will generate baselines and targets addressing LGBT health 

disparities through the Healthy People 2020 initiative.  This process will include 

meetings with LGBT data experts and stakeholders to provide transparency and 

opportunities for input. 

 

4. HHS will continue to evaluate ways its programs can ensure equal treatment of LGBT 

families.  For example, HHS will advise states and tribes that federal law allows them to 

treat LGBT couples similarly to non-LGBT couples with respect to human services 

benefit programs such as Temporary Assistance for Needy Families and child care.  The 

Centers for Medicare & Medicaid Services will also notify states of their ability to 

provide same-sex domestic partners of long-term care Medicaid beneficiaries the same 

treatment as opposite-sex spouses in the contexts of estate recovery, imposition of liens, 

and transfer of assets.  This includes not seizing or imposing a lien on the home of a 

deceased beneficiary if the same-sex domestic partner still resides in the home.  It also 

includes allowing Medicaid beneficiaries needing long-term care to transfer the title of a 

home to a same-sex domestic partner, allowing the partner to remain in the home. 

 

5. HHS will encourage new and existing health profession training programs, including 

behavioral health (e.g. mental health, substance abuse, and HIV) programs, to include 

LGBT cultural competency curricula.  The lack of culturally competent providers is a 

significant barrier to quality health care for many LGBT people, particularly those who 

identify as transgender.  HHS’s Health Resources and Services Administration will also 

convene professional groups that represent LGBT health providers and students to 

identify challenges and opportunities for training LGBT providers and to isolate 

strategies geared toward increasing culturally competent care for LGBT patients.  In 

consultation with LGBT communities, HHS will develop cultural competency goals and 

promote the use of cultural competency curricula inclusive of LGBT populations in 

future grants guidance.  Moreover, to improve the capacity of practitioners in addressing 

behavioral health needs, HHS’s Substance Abuse and Mental Health Services 

Administration will utilize existing federal and national training and technical assistance 

networks to support the adoption of behavioral health training materials.   

 

6. HHS will provide guidance on the array of training and technical assistance available to 

state child welfare agencies to support LGBT youth, caregivers, and foster and adoptive 

parents. 

 

7. HHS will continue to address discrimination, harassment, and violence against all 

individuals, including LGBT individuals, through domestic violence and other violence 

prevention programs.  This includes recognizing LGBT populations as underserved 

communities in 2011 and 2012 Funding Opportunity Announcements under the Family 
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Violence Prevention and Services Program and, where appropriate, identifying LGBT 

populations as target populations for population-specific grants.  HHS will integrate an 

even stronger component focusing on LGBT youth in all anti-bullying initiatives and 

continue working with the White House, Departments of Education, Agriculture, 

Defense, Interior, and Justice to ensure that states, schools, and the general public are 

aware of the resources available.   
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