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Transgender youths (those whose gender identity* does not
align with their sex") experience disparities in violence victim-
ization, substance use, suicide risk, and sexual risk compared
with their cisgender peers (those whose gender identity does
align with their sex) (/-3). Yet few large-scale assessments of
these disparities among high school students exist. The Youth
Risk Behavior Survey (YRBS) is conducted biennially among
local, state, and nationally representative samples of U.S. high
school students in grades 9—12. In 2017, 10 states (Colorado,
Delaware, Hawaii, Maine, Maryland, Massachusetts, Michigan,
Rhode Island, Vermont, Wisconsin) and nine large urban
school districts (Boston, Broward County, Cleveland, Detroit,
District of Columbia, Los Angeles, New York City, San Diego,
San Francisco) piloted a measure of transgender identity. Using
pooled data from these 19 sites, the prevalence of transgender
identity was assessed, and relationships between transgender
identity and violence victimization, substance use, suicide risk,
and sexual risk behaviors were evaluated using logistic regression.
Compared with cisgender males and cisgender females, trans-
gender students were more likely to report violence victimiza-
tion, substance use, and suicide risk, and, although more likely
to report some sexual risk behaviors, were also more likely to
be tested for human immunodeficiency virus (HIV) infection.
These findings indicate a need for intervention efforts to improve
health outcomes among transgender youths.

In the 2017 YRBS cycle, states and local urban school dis-
tricts could pilot a question about transgender identity (Box).
This question was developed by CDC survey methodologists
with input from external experts in transgender health to create
a single-item measure to assess the prevalence of transgender
identity among high school students. Ten states and nine
large urban school districts piloted this question, and these
data were pooled for this analysis (131,901 students). Data
were weighted to be representative of public school students
attending grades 9—12 in each jurisdiction. Survey procedures

*Gender identity refers to an individual’s sense of their self as male, female,
transgender, or something else. Gender identity is distinct from, but related to,
gender, or the cultural roles, behaviors, activities, and attributes expected of
women and men based on their sex.

T Sex refers to an individual’s biologic status as male, female, or something else.
Sex is assigned to individuals at birth, and is associated with physical attributes,
such as anatomy and chromosomes. This definition was not offered in the
YRBS questionnaire.
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protected students’ privacy, participation was anonymous and
voluntary, and local procedures were followed to review and
approve the YRBS and obtain parental consent.

To produce prevalence estimates for transgender identity,
respondents were categorized based on responses to the pilot
question into the following four groups: 1) No, I am not
transgender; 2) Yes, I am transgender; 3) I am not sure if I am
transgender; and 4) I do not know what this question is asking,.
To examine behavioral comparisons, respondents were catego-
rized based on responses to the pilot question and the ques-
tion about sex (“What is your sex?”) into the following three
groups: 1) cisgender males (male, not transgender); 2) cisgender
females (female, not transgender); and 3) transgender students.
Because it is unclear whether transgender students’ responses
to the sex question reflected their sex or gender identity, this
analysis could not further disaggregate transgender students.
Students who responded that they were not sure if they were
transgender or that they did not know what the question was
asking were excluded from behavioral comparisons.

Victimization was assessed by students’ responses to the fol-
lowing items: in the past 12 months 1) threatened or injured
with a weapon at school; 2) experienced sexual dating violence;
3) experienced physical dating violence; 4) bullied at school;
5) electronically bullied; 6) in the past 30 days, felt unsafe at
or traveling to or from school; or 7) ever forced to have sexual
intercourse. Information on lifetime use of cigarettes, alcohol,
marijuana, cocaine, heroin, methamphetamines, ecstasy, or
inhalants, and prescription opioid misuse was collected. Suicide
risk was assessed by responses to questions about whether, in
the past 12 months, the student felt sad or hopeless, considered
attempting suicide, made a suicide plan, attempted suicide, or
had a suicide attempt treated by a doctor or nurse. Sexual risk
behaviors were assessed by students’ responses to questions
about whether they had ever had sexual intercourse; had first
sexual intercourse before age 13 years; had sexual intercourse
with four or more persons during their life; had sexual inter-
course during the past 3 months (currently sexually active); did
not use a condom during last sexual intercourse; did not use any
method to prevent pregnancy during last sexual intercourse;
drank alcohol or used drugs before last sexual intercourse; and
had never been tested for HIV infection.
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To examine the prevalence of transgender identity, unad-
justed prevalence estimates with 95% confidence intervals
(CIs) were calculated using Taylor series linearization for
prevalence. To test for differences in behavioral outcomes by
gender identity, logistic regression models, controlling for race/
ethnicity, grade, and site (school district versus state) produced
adjusted prevalence ratios (APRs) with cisgender male students
serving as referent group. Post-hoc linear contrast t-tests were
used to assess additional between-group differences in outcome
prevalence by gender identity. Differences were considered sta-
tistically significant if p<0.05 or 95% ClIs did not include 1.0.

Across the 19 sites, 94.4% (range = 94.0%-94.8%) of
students responded “No, I am not transgender”; 1.8%
(range = 1.0%—-3.3%) responded “Yes, I am transgender”;
1.6% (range = 0.9%—2.5%) responded “I am not sure if I am
transgender”; and 2.1% (range = 1.5%—4.7%) responded “I do
not know what this question is asking.” (Table 1)

The reported prevalence of all experiences assessing violence
victimization was higher among transgender students than
among both cisgender males and cisgender females, including
23.8% reporting ever being forced to have sexual intercourse
and 26.4% having experienced physical dating violence
(Table 2). A higher percentage of transgender students also
reported lifetime use of all substances except marijuana than
did cisgender male and cisgender female students; marijuana
use was more prevalent among transgender students than
among cisgender male students only. A higher proportion of
transgender students reported all suicide risk outcomes than
did cisgender students.

Transgender students were more likely than cisgender stu-
dents to report first sexual intercourse before age 13 years,
sexual intercourse with four or more persons than were cisgen-
der students, and no method to prevent pregnancy at last sexual
intercourse. Transgender students were more likely than were
cisgender females to have ever had sex (43.1% versus 33.2%)
and to have drunk alcohol or used drugs before their last sexual
intercourse (30.0% versus 17.9%). Transgender students were

BOX. Transgender pilot question — Youth Risk Behavior Surveys,
10 U.S. states* and nine large urban school districts,t 2017

Some people describe themselves as transgender when
their sex at birth does not match the way they think or
feel about their gender. Are you transgender?

A. No, I am not transgender
B. Yes, I am transgender
C. Iam not sure if I am transgender

D. I do not know what this question is asking

* Colorado, Delaware, Hawaii, Maine, Maryland, Massachusetts, Michigan,
Rhode Island, Vermont, and Wisconsin.

T Boston, Massachusetts; Broward County, Florida; Cleveland, Ohio;
Detroit, Michigan; District of Columbia; Los Angeles, California; New
York City, New York; San Diego, California; and San Francisco, California.

more likely than were cisgender males to report no condom
use during their last sexual intercourse (63.8% versus 37.6%).
Transgender students were less likely than cisgender males and
cisgender females to have not ever been tested for HIV (70.0%
versus 87.4% and 86.9%, respectively).

Discussion

Opverall, 1.8% of students enrolled in the participating 10 state
and nine urban school districts identified as transgender. This
finding is consistent with previous studies of the prevalence of
transgender identity among adolescents (4,5) and points to the
utility of this measure to assess transgender identity broadly in a
population-based study. Of note, some researchers recommend
use of a sex question that includes a definition of sex as well as
a gender identity question with five or more options (i.e., the
two-step approach) to reliably characterize an individual’s current
gender (6); such refined measures might benefit researchers in
assessing within-group differences among transgender persons
and aid in better targeting public health interventions.

TABLE 1. Unweighted number and weighted percentage of transgender item responses — 10 U.S. states® and nine large urban school districts,’

Youth Risk Behavior Survey, 2017

Transgender question response

I am not sure if | am | do not know what this

No, | am not transgender Yes, | am transgender transgender question is asking
Site No. % (95% Cl) No. % (95% Cl) No. % (95% Cl) No. % (95% Cl)
Selected states (pooled) 90,415 94.6 (94.1-95.1) 2,359 1.9 (1.6-2.1) 2,020 1.6 (1.4-1.9) 1,998 1.9(1.7-2.2)
Large urban school districts 28,388 93.9 (93.3-94.5) 486 1.6 (1.4-2.0) 499 1.6 (1.4-1.8) 908 2.9(2.5-3.2)
(pooled)
State and school district 118,803 94.4 (94.0-94.8) 2,845 1.8 (1.6-2.0) 2,519 1.6 (1.4-1.8) 2,906 2.1(1.9-2.4)

data (pooled)

* Colorado, Delaware, Hawaii, Maine, Maryland, Massachusetts, Michigan, Rhode Island, Vermont, and Wisconsin.
T Boston, Massachusetts; Broward County, Florida; Cleveland, Ohio; Detroit, Michigan; District of Columbia; Los Angeles, California; New York City, New York; San Diego,

California; and San Francisco, California.
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TABLE 2. Unadjusted prevalence (%) and adjusted prevalence ratios (APRs) of violence victimization, substance use, suicide risk, and sexual
risk among cisgender male, cisgender female, and transgender students — 10 U.S. states* and nine large urban school districts,t
Youth Risk Behavior Surveys, 2017

Health risk behaviors or

Cisgender students

N > Males Females Transgender students

experiences (no. of sites that

asked question) % (95% Cl) APR (95% Cl) % (95% Cl) APR (95% Cl)S % (95% Cl) APR (95% CI)S

Violence victimization

Felt unsafe at or traveling to/ 4.6 (4.0-5.2) 1.0 (ref) 7.1(6.3-8.0) 1.56** (1.33-1.82) 26.9 (21.4-33.1) 5.44*%1t (4,09-7.23)
from school (17)1

Threatened or injured with a 6.4 (5.8-7.0) 1.0 (ref) 4.1 (3.6-4.6) 0.63**(0.55-0.73) 23.8(20.0-28.1) 3.39*%11 (2.69-4.27)
weapon at school (17)38

Ever forced to have sexual 4.2 (3.6-4.9) 1.0 (ref) 10.5 (9.5-11.6) 2.55%%(2.09-3.11) 23.8(19.0-29.3) 5.45%*11 (4.11-7.21)
intercourse (18)11

Experienced sexual dating 3.5(3.0-4.2) 1.0 (ref) 12.0(10.8-13.3) 3.51%* (2.91-4.24) 22.9(17.4-29.5) 6.42*%11 (4.62-8.91)
violence (15)***

Experienced physical dating 5.8 (5.1-6.5) 1.0 (ref) 8.7 (8.0-9.4) 1.50** (1.32-1.71) 26.4 (21.1-32.5) 4.15%*11 (3.13-5.48)
violence (19)ttt

Bullied at school (18)35% 14.7 (13.8-15.7) 1.0 (ref) 20.7 (19.6-21.8) 1.42%* (1.31-1.53) 34.6 (29.8-39.8) 2.33*x11(1.95-2.78)

Electronically bullied (19)111 10.2 (9.5-10.9) 1.0 (ref) 19.3(18.5-20.2) 1.90** (1.76-2.05) 29.6 (24.4-35.4) 2.90*% 1t (2.40-3.49)

Substance use

Cigarettes, lifetime use (12) 23.2(21.0-25.6) 1.0 (ref) 22.0(19.9-24.3) 0.94 (0.86-1.03) 32.9(26.4-40.2) 1.34**11(1,07-1.69)

Alcohol, lifetime use (16) 53.3(51.3-55.4) 1.0 (ref) 62.8 (60.9-64.6) 1.17%*% (1.14-1.21) 70.0 (63.7-75.6) 1.31%%11(1.20-1.43)

Marijuana, lifetime use (14) 34.1(31.9-36.4) 1.0 (ref) 38.0 (35.7-40.3) 1.10** (1.05-1.16) 43.8 (36.9-51.0) 1.26** (1.06-1.49)

Cocaine, lifetime use (17) 4.3 (3.5-5.3) 1.0 (ref) 2.6 (2.2-3.0) 0.60** (0.47-0.76) 27.2 (22.8-32.0) 5.99**11 (4,54-7.92)

Heroin, lifetime use (16) 2.2(1.9-2.7) 1.0 (ref) 0.7 (0.5-1.0) 0.31**(0.22-0.43) 26.1(22.2-30.3) 10.23*%11(8.01-13.1)

Methamphetamines, 2.3(1.8-2.9) 1.0 (ref) 1.0 (0.7-1.3) 0.42** (0.28-0.64) 24.9 (20.9-29.3) 9.75**11 (7,05-13.5)
lifetime use (13)

Ecstasy, lifetime use (12) 3.6(3.1-4.2) 1.0 (ref) 24(2.1-2.8) 0.67** (0.54-0.83) 31.6 (26.8-36.8) 7.87%%11 (6.03-10.3)

Inhalants (171)**** 6.0 (4.9-7.5) 1.0 (ref) 4.9 (4.2-5.8) 0.82 (0.66-1.02) 31.1(24.2-38.9) 4.79**11 (3.43-6.67)

Prescription opioid 11.5(10.2-12.9) 1.0 (ref) 12.3(11.1-13.7) 1.08 (0.96-1.22) 35.9(31.3-40.7) 2.95**11 (2.41-3.60)
misuse (17)TT11

Suicide risk

Felt sad or hopeless (19)555%  20.7 (19.8-21.7) 0 (ref) 39.3 (38.0-40.7) 1.91** (1.81-2.00) 53.1 (47.7-58.4) 2.58**11(2.32-2.87)

Considered attempting 11.0(10.2-11.9) 0 (ref) 20.3(19.3-21.3) 1.85%*(1.70-2.01) 43.9(38.3-49.7) 3.95%%11 (3,.39-4.60)
suicide (181919

Made a suicide plan (16)***** 10.4 (9.4-11.4) 1.0 (ref) 16.0 (15.2-16.8) 1.56** (1.42-1.72) 39.3(33.1-45.8) 3.72*%11 (3.10-4.46)

Attempted suicide (18)T11t 5.5(4.9-6.1) 1.0 (ref) 9.1(8.3-10.1) 1.70%* (1.51-1.93) 34.6 (27.1-42.9) 6.30%*11 (4.81-8.24)

Had a suicide attempt treated 2.1(1.8-2.5) 1.0 (ref) 2.5(2.0-3.1) 1.24(0.92-1.67) 16.5(10.9-24.3) 7.55*%11 (4.79-11.9)
by a doctor or nurse (14)35558

Sexual risk

Ever had sexual 35.4(33.4-37.3) 1.0 (ref) 33.2(31.4-35.0) 0.93** (0.89-0.98) 43.1(35.1-51.4) 1.2111(0.98-1.50)
intercourse (17)

Had first sexual intercourse 4.5(3.8-5.2) 1.0 (ref) 1.5(1.3-1.8) 0.34** (0.28-0.42) 14.9 (11.0-19.9) 3.17**11 (2.16-4.66)
before age 13 years (19)

Had sexual intercourse with 8.9 (7.8-10.2) 1.0 (ref) 5.9 (5.2-6.7) 0.66** (0.56-0.78) 16.4 (11.9-22.0) 1.64%%11 (1.11-2.42)
>4 persons (18)

Currently sexually 23.1(21.4-24.8) 1.0 (ref) 25.8 (24.1-27.6) 1.11** (1.05-1.18) 27.8(21.8-34.7) 1.21(0.94-1.57)
active (1811999

Did not use condom during 37.6 (34.9-40.5) 1.0 (ref) 48.9 (45.8-52.0) 1.30** (1.19-1.42) 63.8 (49.9-75.6) 1.69%* (1.33-2.15)
last sexual intercourse (18)

Did not use any method 12.8(10.8-15.0) 1.0 (ref) 13.0(11.1-15.1) 1.06 (0.87-1.30) 29.7 (21.5-39.5) 2.20%%11 (1,50-3.23)
to prevent pregnancy
during last sexual
intercourse (18)******

Drank alcohol or used 19.2(17.0-21.6) 1.0 (ref) 17.9 (15.9-20.1) 0.91 (0.76-1.09) 30.0 (20.8-41.2) 1.48%1(0.99-2.21)
drugs before last sexual
intercourse (17)

Never been tested for 87.4 (86.2-88.5) 1.0 (ref) 86.9 (85.8-87.9) 1.00 (0.98-1.01) 70.0 (64.4-75.0) 0.82**11(0.76-0.89)

HIV (1 6)T1‘TT1‘T

See table footnotes on the next page.
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TABLE 2. (Continued) Unadjusted prevalence (%) and adjusted prevalence ratios (APRs) of violence victimization, substance use, suicide risk,
and sexual risk among cisgender male, cisgender female, and transgender students — 10 U.S. states* and nine large urban school districts,t

Youth Risk Behavior Surveys, 2017

Abbreviations: Cl = confidence interval; HIV = human immunodeficiency virus; ref = referent.
* Colorado, Delaware, Hawaii, Maine, Maryland, Massachusetts, Michigan, Rhode Island, Vermont, and Wisconsin.
 Boston, Massachusetts; Broward County, Florida; Cleveland, Ohio; Detroit, Michigan; District of Columbia; Los Angeles, California; New York City, New York; San

Diego, California; and San Francisco, California.

§ Statistical significance is indicated when p<0.05 or 95% Cl for APR does not include 1.0; % = unadjusted prevalence; APR adjusted for race/ethnicity, grade, and
site. Referent group is cisgender male students. Each outcome was assessed by more than half of the 19 sites. Items “did not use a condom during last sexual
intercourse,”“did not use any method to prevent pregnancy,’and “drank alcohol or used drugs before last sex” were tested only among sexually active students.

9 Did not go to school because they felt unsafe at school or on their way to or from school on at least 1 day during the 30 days before the survey.

** Significantly different from cisgender male students.
* Significantly different from cisgender female students.

58 Threatened or injured with a weapon on school property during the 12 months before the survey.

9 Ever physically forced to have sexual intercourse when they did not want to.

*** Being forced to do sexual things they did not want to do by someone they were dating or going out with =1 times during the 12 months before the survey,
among students who dated or went out with someone during the 12 months before the survey.
1t Being physically hurt on purpose by someone they were dating or going out with =1 times during the 12 months before the survey, among students who date

or went out with someone during the 12 months before the survey.
558 Bullied on school property during the 12 months before the survey.

199 Bullied through texting, Instagram, Facebook, or other social media during the 12 months before the survey.
**** Sniffed glue, breathed the contents of aerosol spray cans, or inhaled any paints or sprays to get high, one or more times during their life.
Tt Ever took prescription pain medicine without a doctor’s prescription or differently than how a doctor told you to use it? (Counts drugs such as codeine, Vicodin,

OxyContin, Hydrocodone, and Percocet.)

8855 Felt so sad or hopeless almost every day for 2 weeks in a row that they stopped doing some usual activities during the 12 months before the survey.
9999 Seriously considered attempting suicide during the 12 months before the survey.
***¥x% Made a plan about how they would attempt suicide during the 12 months before the survey.

11t Attempted suicide one or more times during the 12 months before the survey.

88558 Attempted suicide that resulted in an injury, poisoning, or overdose that had to be treated by a doctor or nurse during the 12 months before the survey.
19999 Had sexual intercourse with at least one person during the 3 months before the survey.

**xx%% Question asked about method used for pregnancy prevention by “you or your partner.”

11111 Never been tested for human HIV, the virus that causes acquired immunodeficiency syndrome (AIDS) (does not count if donated blood).

The results of this study validate findings from smaller clinical
and web-based studies that, at a population level, transgender
students are at disproportionately higher risk than are cisgender
students for violence victimization, substance use, and suicide
risk (1-3). The prevalence of reported substance use (e.g., 27.1%,
26.1%, 24.9%, and 35.9% reporting lifetime use of cocaine,
heroin, methamphetamines, and prescription opioid misuse,
respectively) and suicide risk (e.g., 34.6% attempting suicide
in the last 12 months) are concerning. Given that violence
victimization is a documented risk factor for substance use and
suicide risk (7), implementation of interventions focused on
reducing the victimization of transgender adolescents might be
a key strategy for improving overall health.S

Some examples of elevated sexual risk emerged among
transgender students. More transgender than cisgender stu-
dents reported first sexual intercourse before age 13 years and
having had four or more sex partners, and more transgender
students than cisgender female students reported ever having
had sexual intercourse and use of alcohol or drugs before last
sexual intercourse. Transgender students were more likely than
were cisgender students to forego pregnancy prevention at last
sexual intercourse and were less likely than were cisgender males

SCDC has a suite of violence prevention technical packages which can be adapted
for such use. https://www.cdc.gov/violenceprevention/pub/technical-packages.html.
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Summary

What is already known about this topic?

Convenience samples indicate that transgender youths appear
to be at higher risk for violence victimization, substance use,
suicide risk, and sexual risk behaviors than are cisgender youth.
What is added by this report?

Population-based survey data from 10 state and nine urban
school districts found that an average of 1.8% of high school
students identify as transgender. Transgender students were
more likely than were cisgender students to report violence
victimization, substance use, and suicide risk, and, although
generally more likely to report sexual risk behaviors, were also
more likely to report having been tested for human immunode-
ficiency virus.

What are the implications for public health practice?

Coordinated intervention efforts to improve health outcomes
among transgender youth are warranted.

to use a condom at last sexual intercourse; however, without
further information about the sex and gender identities of
these youths and their partners, the risk implications of these
results are uncertain and should be interpreted with caution.
Transgender students were more likely to have ever received an
HIV test, an important protective behavior, given the known
higher HIV risk experienced by this population (3).
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The findings in this report are subject to at least three limita-
tions. First, because of uncertainty as to whether transgender
students responded to the sex question with their sex or gen-
der identity, this analysis could not disaggregate transgender
students to explore within-group differences in behavioral
outcomes (e.g., a transgender student who was assigned the
sex male at birth but currently identified as female might not
know what response to provide on the existing sex question).
Second, because YRBS is a school-based survey, students
with the highest risk for these outcomes might have dropped
out, and analyses might underestimate observed associations
between risk behaviors and transgender identity (8). Finally,
because YRBS is a cross-sectional survey, causation cannot be
inferred from the findings.

Transgender youths in high school appear to face serious risk
for violence victimization, substance use, and suicide, as well
as some sexual risk behaviors, indicating a need for program-
matic efforts to better support the overall health of transgender
youths. Taking steps to create safe learning environments (9)
and provide access to culturally competent physical and mental
health care (/0) might be important first steps to improving
the health of transgender youths. Continued research into the
health of transgender youths and development of effective
intervention strategies are warranted.
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