
RESEARCH AND PRACTICE

HIV Prevalence and Associated Risk Behaviors in
New York City's House Ball Community
I Christopher S. Murrill, PhD, MPH, Kai-lih Liu, PhD, MPH, Vincent Guiiin, BA, Edgar Rivera Coión, MA, Laura Dean, EdiVI, Lisa A. Buckiey, MPH, Travis

Sanchez, DVM, MPH, Teresa J. finlayson, PhD, MPH, and Lucia V Torian, PhD

Public health ofRcials became aware of the
house ball community during their investiga-
tion of a 1998 tuberculosis {TB)loutbreak in
a social network of young Blacks and Latinos
that included men who have sex' with men
(MSM) and male-to-female transgender per-
sons.' Investigators learned that these cases of
TB, detected in Baltimore, Maryland, and Jer-
sey City, New Jersey, had TB contacts in New
York City and were part of a larger social net-
work that participated in events called "house
balls" in Atlanta, Georgia; Newark, New Jer-
sey; New York City; Philadelphia', Pennsylva-
nia; and Boston, Massachusetts. A "house" is
a collective of people, frequently! gay or trans-
gender Black and Latino youth, who share a
communal lifestyle. A "ball" is a social event
in which houses and individuals engage in
dance and performance competitions. The
network of individuals who are members of

I

houses or who are socially connected to
house members is referred to in this study as
the house ball community. ¡

The house ball community is rooted in
Black traditions of communal social support
in response to economic and social
exclusion.^ It functions as a kinship system
that is organized to meet the needs of its
members for sodal solidarity and mentoring,
and it has been described as "a guild provid-
ing a social framework for young' MSM and
transgender persons." "P^'^' The house ball
community has inherited elements of the
Black gay world of Harlem in the 1920s and
1930s,'^'' and the community's major social
influences are situated at the intersection of
gay. Black, and Latino histories."* i

The house ball community was an under-
ground phenomenon until 1990, ¡when the
documentary film Paris Is Burning put the
community under the national spotlight^ The
ñlm explored the house ball community of
New York City, which today consists of ap-
proximately 40 houses. Each houlse "family" is
active in ball competitions for the purposes of

Objectives. We measured HIV seroprevalence and associated risk factors among
persons in New York City's house ball community.

Methods. In 2004 we conducted a venue-based risk-behavior survey and HIV
testing in the house ball community.

Results. Of the 504 study participants, 67% were male, 14% female, and 18%
transgender. Mean age was 24 years (range= 15-52 years); 55% were Black, and
40% were Latino. More than 85% of participants had previously been tested for HIV,
although only 60% had been tested in the previous 12 months. Of the 84 (17%) per-
sons who tested positive for HIV in our study, 61 (73%) were unaware of their HIV
status. A logistic regression analysis on data from 371 participants who had had
a male sexual partner in the previous 12 months showed that HIV-infected par-
ticipants were more likely than were HIV-negative participants to be Black, to be
older than 29 years, and not to have been tested for HIV in the previous 12 months.

Conclusions. Culturally specific community-level prevention efforts are war-
ranted to reduce risk behaviors and increase the frequency of HIV testing in New
York City's house ball community. {Am J Public Health. 2008;98:1074-1080.
doi:10.2105/AJPH.2006.108936)

entertainment and sodal interaction. Persons
who take part in this large, extended family
are given freedom and encouragement to ex-
press nontraditional or nonhegemonic gender
roles. Subsidiary members also sodalize, per-
form, and spectate in the scene. Partidpation
in the house ball community may cause feel-
ings assodated with exdusion, stigmatization,
threats to safety, verbal harassment, and acts
of violence to be lessened or released.^

Public health researchers have become in-
terested in New York City's house ball com-
munity because HIV infection and assodated
risk behaviors are well documented among
MSM in New York City.''* Certain subgroups
of the MSM population, spedfically Blacks
and Latinos, display higher levels of HIV
prevalence than do other radal groups.^
Race- and age-spedfic MSM and transgender
subgroups may be more likely to practice a
higher frequency of sexual risk behaviors'"""
and have higher HIV prevalence.'^ Identify-
ing patterns of HIV prevalence and risk be-
haviors across the mosaic of subgroups that
compose MSM and transgender communities
is essential for developing targeted prevention
programs.

It was our goal to identiiy such patterns
with this study. The study was carried out
collaboratively by well-trained community
members and academically trained research
scientists who were involved in formal
cóleaming processes relevant to the study.
These processes included not only studying
and practicing survey and observational re-
search methods but also studying and engag-
ing in the processes of community-based
partidpatory research.'^"^'

In exploring factors associated with HIV
infection in New York City's house ball com-
munity, we limited our focus to participants
who reported having a male sexual partner in
the previous 12 months, regardless of sexual
preference and gender identity.

METHODS

We conducted a confidential survey and
HIV testing to ascertain HIV prevalence and
associated risk behaviors among persons
participating in New York City's house ball
community. Persons were recruited regard-
less of their sexual identity, gender, or be-
havior. The study was a collaboration among
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public healtii officials, academic research sci-
entists, and New York City house ball commu-
nity members.

We operaüonalized the study's community-
based participatory research processes
through a variety of activities, including a
community-assessment process, convening a
community advisory board, identilying ven-
ues and attendance patterns of the house ball
conimunity, pilot-testing the questionnaire,
conducting programmatic outreach events,
data collection, analysis, interpretation of
study results, and planning and implementing
HIV prevention programs at community-
based organizations targeting the house ball
community. The conduit for these activities
was a companion project called the Technol-
ogy Exchange and Capacity-Building of Com-
munity Health Initiative, which provided 31
community-based interns who worked as
field staff for the study. The interns were
sponsored by 9 HfV prevention programs tar-
geting MSM and transgender people of color
in New York City,̂ ^ and the majority of the
interns were core members of the city's
house ball community or were socially con-
nected to it.

Eligibility and Sampling

House ball community members were
eligible to participate if they had ever at-
tended a New York City house ball event, seiid
they were part of the community, were at
least 15 years old, and had not previously
participated in the survey. Eligible persons
also had to reside in New York City or con-
tiguous counties in Long Island (Nassau
County), New York State (Putnam, Rockland,
and Westchester counties), and New Jersey
(Bergen, Essex, and Union counties).

Sampling procedures were modeled after
the Centers for Disease Control and Preven-
tion's Young Men's Survey, with venue seiec-
tion and pcirticipant recruitment adapted for
the targeted community.̂ ^ Recruitment ven-
ues were categorized into 4 types: house
meetings, balls, bars, and other public loca-
tions. Events and venues included in the sam-
pling frame had at least one 4-hour time pe-
riod with an expected yield of at least 8
house ball community members. Sampling
periods frequently occurred during late-night
or early-morning hours.

Study staff approached persons who en-
tered a designated venue or crossed an inter-
cept line. Screening questions were adminis-
tered to assess the eligibility of each person
approached. Eligible persons were invited to
participate in a standardized interview and
HIV testing and were escorted to a private
room at the event.

Surveys, Counseling, and Specimen

Collection

Interview and counseling staff administered
the risk-behavior survey, provided HIV
pretest counseling, collected an oral mucosal
fiuid sample using an OraSure device (Ora-
Sure, Bethlehem, Pennsylvania), collected suf-
ficient contact information to facilitate the
provision of HIV test results, and provided re-
ferrals for sodal support and medical services
as needed. The entire process took an aver-
age of 45 minutes to complete. For those who
could not be interviewed at that time, inter-
views were scheduled for another day. All
participants provided written proof of in-
formed consent. For persons younger than 18
years, a waiver of parental permission was
obtained. All contact information and other
personal identifiers that were linked to study
data were destroyed once the study was com-
pleted. Participants were reimbursed $50
after completion of the interview, HIV pretest
counseling, and specimen collection.

The interviewer entered all survey re-
sponses directly into a handheld computer.
The survey questions assessed social and de-
mographic characteristics, sexual identity, sex-
ual behaviors and drug use during the previ-
ous 12 months, history of sexually transmitted
diseases, HIV testing experiences, community
identity, mental health, and experiences with
stressful life events. Psychometric measures
included an adaptation of the Community
Cohesion Sçale,̂ ** the Center for Epidemiolog-
ical Studies Depression (CES-D) Scale,^''^'' and
an adaptation of the Psychiatric Epidemiology
Research Interview Life Events Scale.^'

The survey was also used as a needs as-
sessment tool to enable field staff to conduct
pre- and posttest HIV counseling and pro-
vide appropriate referrals based on results of
the participant's needs assessment. A com-
puter-based system was developed to fiag
risks (i.e., depression, violence, unprotected

anal and vaginal intercourse, suicidal
ideation) disclosed during the interview so
that these risks could be addressed during
the pretest counseling sessions. A risk-
reduction client-centered counseling model
was used for the HIV counseling session as
part of the interview.^*'̂ ^

Oral mucosal transudate specimens were
tested for HIV antibodies by enzyme-linked
immunosorbent assay. Specimens that were
repeatedly reactive according to enzyme-
linked immunosorbent assay testing under-
went confirmatory testing with a Western blot
assay. Western blots with antibody bands for
at least 2 of 3 genè products (p24, gp41, and
gp 120/160) were considered HIV-antibody
positive. The field staff who conducted the in-
terview and pretest counseling sessions also
provided peer-based HIV posttest cotmseling
and direct referral linkage to local providers
for social support and medical services. A
mental health specialist was on call through-
out the fieldwork period.

Data Analysis

Gender classification was based upon the
participant's self-identification provided dur-
ing the interview. The gender categories used
in the study were male, female, transgender,
and other (ambiguous gender). We created
the following categories from the questions
assessing race and Hispanic ethnicity: Black,
Latino, White, and Other (Asian Pacific Is-
landers, American Indian, and multiple races).
The Latino category was comprised lcu^ely of
persons with Puerto Rican (58%) or Domini-
can (25%) backgrounds. For regression analy-
ses, the White category was grouped with the
Other category. The term "exchange partner"
refers to persons who gave or received
money, food, drugs, transportation, or shelter
for sex. Unprotected sexual intercourse was
defined as any episode of anal or vaginal in-
tercourse in which a condom was not used in
the previous 12 months. Similarly, unpro-
tected anal intercourse was defined as any re-
ported episode of anal intercourse in which a
condom was not used in the previous 12
months.

For analytic purposes, the result of the
participant's most recent seif-reported HIV
test result was compared with the HFV test
result obtained through the study, resulting
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in the number of participants who were un-
aware of their HIV-positive status at the time
of the interview.

Data analyses consisted of a description of
the sododemographics, behavioral characteris-
tics, and HIV prevalence of the sample of par-
ticipants who were currently or had ever been
a house member or had attended at least 1
ball prior to the event at which they were re-
cruited. Analyses were also performed to ex-
amine the characteristics assodated with HIV
infection in the 2 gender groups vwth at least
1 positive HIV test—men and mde-to-female
transgender persons. Assodations among HIV
infection, demographic variables, and behav-
ioral risks were examined with the x^ test and
the calculation of odds ratios. Variables were
dichotomized based on frequency distribu-
tions. Multiple logistic regression was applied
to examine factors assodated with HIV infec-
tion among those who reported negative or
unknown status. Based on prior knowledge of
the literature, factors assodated with HIV in-
fection were included as covariates in multiple
logistic regression models. Statistical analyses
were conducted with SAS software version
8.0 (SAS Institute lnc, Cary, North Carolina).

RESULTS

Study Population
From June 1 to December 31,

sampling events were conducted.
2004, 35
Of 753

persons approached for screening, 645 (86%)
were determined to be eligible (Figure 1). Of
those eligible, 504 (78%) consented to partic-
ipate in the survey and HIV counseling and
testing. Of those who consented to psirtidpate,
39% were recruited at ball events, 28% àt
bars iind clubs, 22% at house meetings, and
11 % at street locations. Approximately 50%
of the partidpants took the survey at the re-
cruitment venue.

Sixty-seven percent of partidpants identified
themselves as male, 14% as female, 15% as a
male-to-female transgender person, and 3% as
a female-to-male transgender person (Table 1).
The majority of partidpants were Black or
Latino Eind younger than 29 years. Almost
80% of partidpants identified themselves as
gay, lesbian, or bisexual. Almost half of the
partidpants reported annual incomes of less
than $10000, and similar proportions reported
living with parents or relatives. Approximately .
67% of partidpants were current or previous
house members, and 45% had attended 5 or
more balls in the previous 12 months (median:
4; range: 0-70). More than 90% of the partid-
pants agreed or strongly agreed with at least 1
of the 5 statements used to measure cohesion
with the house ball community.

Overall, 86% of partidpants had had sex-
ual intercourse with a male partner during
the previous 12 months. Unprotected inter-
course with a male partner was reported by
40% of partidpants, and 9% had engaged in

Approached
N=753

Eligible
n=645 (86%)

Enrolled
n=S04 (78%)

Sexually active with male partner
n=431

No male sexual partner
n=73

Females
n=37

Transgender
n=16

Males and
ambiguous gender

n=20

FIGURE 1-House ball community study sample: New Yori< City, 2004.

TABLE 1-Characterlstics and Risk
Factors of Study Participants (N = 504):
NewYork City, 2004

Gender identity

Maie

Female

Transgender, male to femaie

Transgender, femaie to maie

Other

Race/Ethnicity

Blaci( '

Latino

White

Other

Age, y

15-19

20-29 .

30-39

>40

Annuai income, $

<10000

10000-19999

20000-29999

. 30000-39999

> 40 000

Uni<nown

Sexuai identity

Gay

Lesbian

Bisexuai

Heterosexual

Other or unknown

Living situation

With parents or other reiatives

Alone

With friend, roommate, or house member

With partner or spouse

Other"

House membeiship

Yes, cunintiy a house member

Yes, previously a house member

No, never a house member

Yes, ever member but uniinown current

member

No. baiis attended, previous 12 months

0-4

>5

Unitnown

No.(%)

336 (67)

73(14)

76(15)

16(3)

3(1)

275 (55)

203(40)

12(2)

14(3)

147 (29)

266(53)

64 (13)

27(5)

227(45)

92 (18)

69 (14)

45(9)

47(9)

24(5)

265 (53)

51 (10)

89 (17)

64(13)

35(7)

236(47)

126(25)

68 (13)

38(8)

36(7)

282 (56)

52 (10)

169(33)

1(0.2)

277 (55)

225 (45)

2 (0.4)

Cotitinued
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TABLE 1-Contlnueä

Male respondents who had sexual

intercourse with a female partner.

previous 12 months (n=336)

Had > 5 male sexual partners, previous

12 months

Had unprotected sexuai intercourse'' with

a maie partner, previous 12 months

Exchanged sex for money, dmgs, or shelter.

previous 12 months

Sexuaiiy transmitted disease diagnosis.

previous 12 months
Noninjection drug use, previous 12 months

injection drug use, ever

Had>5drinksina day, previous month

Stressful life events,' ever

CES-D score > l e , ' previous 7 days

49 (15)

121(24)

200(40)

44 (9 )

32 (6 )

198 (39)

11(2)

190 (38)

327(65)

210 (42)

Noie. CES-D=Center for Epidemioiogicai Studies
Depression scaie.
'Other iiving situations inciuded schooi housing, hotel,
halfway home or safe house, homeiess shelter, on the
street, or unspecified.
''Unprotected sexual intercourse was defined as no
condom use during anai intercourse.
'̂ Stressfui life events included friend's death,
acquaintance's death from AIDS, being robbed, family
member's accident or iilness, being arested, and job
ioss. Stressfui iife event criteria were adapted from the
Psychiatric Epidemioiogy Research Interview Life Events
Scale,
''We used a CES-D scale score of more than 16 as
probable evidence of ciinicai depression.

exchange sex (Table 1). Thirty-nine percent of
participants reported using some type of non-
injection drug: 38% used marijuana, 11%
Ecstasy (MDMA), 9% cocaine, and 5%
methamphetamine. Of the 198 persons re-
porting noninjection drug use, 70% also re-
ported having sexual intercourse while under
the influence of drugs. About one third of
partidpants reported binge drinking (> 5
drinks a day) at least once during the previ-
ous month.

More than 60% of participants reported
having experienced at least 1 stressful life
event during the previous 12 months. The
most commonly reported stressful events
were a friend's death (26%), an acquain-
tance's AIDS-related death (20%), being
the victim of a robbery (19%), a family
member's accident or illness (19%), being
arrested (14o/o), and job loss (12%). On the

CES-D measure, 42% scored greater than
16, a score indicative of probable clinical
depression.

Eour hundred thirty (85%) partidpants
had previously been tested for HIV, and
299 (60%) had been tested during the pre-
vious 12 months. Five hundred and one
partidpants consented to HIV testing at the
interview, and 3 did not. Among those partic-
ipants who consented to HIV testing, 84
(17%) tested positive for HIV, and 61 of
those (73%) were not previously aware that
they were HIV positive. Black partidpants
were significantly more likely to be unaware
of their HIV infection status than were Latino
partidpants (83% vs 33%; x^= 15.58;
P<.001). Of those not aware of their HIV in-
fection status, 42 (69%) had not been tested
in the previous 12 months. Of the 42 persons
who were unaware of their infection status
and had not been tested within the previous
12 months, 55% said one reason they had
not been tested was that they were afraid of
finding out that they were HIV infected.

Characteristics and Beiiaviors
Associated With HiV infection

During the previous 12 months, 431
(86%) participants reported having had a
sexual partner who was a biological male. Of
these partidpants, 36 females and 1 other did
not test HIV positive and therefore were ex-
cluded from the multiple logistic regression to
predict HIV infection. Among male and trans-
gender partidpants, 23 reported being HIV
positive, and 371 (86%) reported being HIV
negative or having an unknown serostatus.
Only these 371 partidpants were included in
the logistic regression model (Table 2).

In the univariate analysis, HIV infection
was assodated with being older than 29
years, being Black, and not having been
tested for HIV during the previous 12
months. After we controlled for demograph-
ics, sexual and drug-using risks, and fre-
quency of ball attendance in the logistic re-
gression, the significant factors of HIV
infection at the univariate level remeiined
significant: Latino partidpants and partid-
pants of other race/ethnidty were less likely
than were Black partidpants to be HIV in-
fected; partidpants older than 29 years were
almost 6 times more likely to be HIV infected

than partidpants 19 years or younger; and
those who had not had an HIV test during
the previous 12 months were 4 times more
likely to be HIV positive than were those who
had been tested.

DISCUSSION

In a diverse sample of male, female, and
transgender persons assodated with the house
ball community in New York City, we found
that 40% reported unprotected sexual en-
counters with a male partner, a proportion
that is similar to findings fh)m previous sur-
veys of MSM and transgender persons.*'^'^"
In addition to reporting HIV infection and
sexual risk taking, a high proportion of partid-
pants reported illidt noninjection drug use
during the previous 12 months, a majority of
whom reported being under the influence of
drugs during sexual intercourse. A majority of
partidpants had experienced at least 1 stress-
ful ufe event in the previous 12 months, and
nearly half of partidpants reported having had
feelings consistent with depression within the
7 days prior to their interview. Almost half of
the partidpants reported annual incomes of
less than $10000, and 10% reported having
engaged in exchange sex. The high proportion
of study partidpants reporting stressfiil life
events, depressive symptoms, and illidt drug
use is consistent with studies describing so-
daily and culturally marginalized populations
and could suggest how vulnerable the house
ball community might be.̂ ""^^ HIV preven-
tion counseling should not only target specific
risk behaviors but should also consider other
psychological and sodoeconomic aspects of
the client's life that may contribute to the
practice of risk behaviors.'*''̂ ^ Therefore,
there is a need for culturally sensitive and
affirming support services in New York City to
address the psydiosodal challenges, mental
health issues, and economic pressures experi-
enced by this community.

The findings that HIV prevalence and
being unaware of HIV-infection status were
higher among Black partidpants are consis-
tent with other studies of MSM."'^" A recent
comprehensive review of the literature re-
ported evidence for and against various hy-
potheses for the higher rates of HIV infection
among Black MSM.̂ * The authors discussed
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TABLE 2-Factors Associated With HiV infection Among Maie and Transgender Participants
(n = 371) Wiio Had Sex With iVIen and Seif-Reported HiV-Negative or Unicnown Serostatus:
New Yori( City, 2004 ¡

1

Total

Gender {

Male (Ref)

Transgender"

krta 1/ Í
"6C, y

15-19 (Ref)

20-29

>30
1

Race/ethnicity !

Black (Ref) '

Latino

Other

No. balls attended

0-4 (Ref)

>5

Exchange sex for money, dmgs, or shelter

Yes

No (Ref)

Tested for HIV

Yes (Ref)

No

Noninjection drug use

Yes

No (Ref)

UAI' with a steady sexual partner

Yes

No (Ref)

UAI with a casual sexual partner

Yes

No (Ref)

High on any dmg or dmnk with a steady partner

Yes

No (Ref) i

High on any dmg or dmnk with a casual partner

Yes

No (Ref)

Tested for

HIV, No.

371

301

70

123

190

58

197

158

16

Tested

Positive for

HIV,No.(%)

57(15)

48(16)

9(13)

11(9)

23(12)

23(40)

52 (26)

4(3)

1(6)

In ths previous 12 months

186

185

37

334

227

144

157

214

121

250

47

324

28(15)

29(16)

7.(19)

50(15)

19(8)

38(26)

22(14)

35(16)

17(14)

40(16)

11(23)

46(14)

During last sexual encounter

73

298

80

291

16(22)

41(14)

13(16)

44(15)

OR
(95% CI)

1.00

0.78(0.36,1.67)

1.00

1.40(0.62,3.20)

6 .69" (2.78,16.39)

1.00

0.07" (0.02,0.22)

•0.19(0.01,1.40)

1.00

1.05(0.60,1.84)

1.33(0.55,3.18)

1.00

1.00

3 .92" (2.16,7.14)

0.83(0.47,1.49)

1.00

0.86(0.46,1.59)

1.00

1.85(0.88,3.89)

1.00

1.76(0.92,3.35)

1.00

1.09(0.55,2.14)

1.00

Adjusted

OR"
(95% CI)

1.00

0.72(0.28,1.86)

1.00

1.38(0.59,3.24)

5 .74" (2.21,14.93)

1.00

0 .09" (0.03,0.27)

0.09* (0.01,0.85)

1.00

1.41(0.69,2.88)

1.22(0.37,4.02)

1.00

1.00

3 .98" (1.94,8.16)

0.85(0.40,1.82)

1.00

0.68(0.30,1.52)

1.00

1.41(0.52,3.79)

1.00

1.94(0.82,4.61)

1.00

0.89(0.37,2.12)

1.00

Note. UAI - unprotected anal intercourse.'

°The model controlled for variables measured in the previous 12 months (sexual intercourse with a female, number of male

sexual partners, sexually transmitted disease diagnosis, ever using irijection dmgs) and during last sexual encounter

(discussing HIV status with a steady or casual sexual partner).

'Either male-to-female or female-to-malel

'Defined as no condom use during anal intercourse.

•P<.05;"P<.001. !

infrequent or delayed HIV testing, higher
rates of sexually transmitted disease infec-
tions, sexual networks, and sexual mixing pat-
terns as contributing factors to higher rates of
HIV infection among Blacks. Another study
found that those who were unaware of their
HIV-positive status were more likely to en-
gage in behaviors that may lead to transmis-
sion compared with those who knew their
positive status.^^

Although the house ball community com-
prises both Black and Latino social and sex-
ual networks, little is known about how mem-
bers of each group select their sexual
partners. Continued research on racial differ-
ences in partner selection would enhance un-
derstanding the role of sexual networks as a
contributing factor to the disproportionately
higher rates of HIV infection among
Black MSM.

Despite a high proportion of participants
who reported having been tested for HIV in
their lifetime, many fewer reported having
been tested in the previous year. Partidpants
who self-reported an HIV status of negative
or unknown and who had not been tested
for HIV during the previous year were more
likely to test HIV positive at the interview
than were those who had been tested during
the previous year. Improving the availability
and acceptability of"HIV testing and increas-
ing the frequency of HIV testing are essential
to reducing the inddence of unrecognized in-
fection. Early detection of HIV leads to early
access to care and can prevent further trans-
mission.''" It is recommended that sexually ac-
tive men and transgender people with male
sexual partners be tested for HIV at least an-
nually.''°''" Provision of testing programs in al-
ternative settings where the target population
congregates (e.g., balls, clubs, and gay pride
events) would improve availability of HIV
testing to persons who may not otherwise
regularly access medical services or commu-
nity-based programs. Such testing programs
should be specific to the subculture to facili-
tate the acceptability of HIV testing. These
programs should address reasons for not
wanting to test and should find ways to al-
leviate some of the fear of finding out that
one is HIV positive.

The use of community-based participatory
research processes in conducting the study
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resulted in a culturally and scientifically com-
petent fieldwork team that performed recruit-
ment, survey administration, testing, and
counseling. The postsurvey activities currently
being conducted vividly illustrate the "action
research" paradigm: community partners and
field Stan' are engaged in interpretation of
study results, and study findings are being
disseminated to the local community through
presentations at conferences and community-
based meetings as a way to educate stake-
holders on the need for targeted prevention
efforts to reduce risk behaviors. Participation
in conducting this study also enhanced the
fieldworkers' careers, educations, and social
capital.

This study had several limitations. Our
findings may not generalize to the house ball
community outside New York City or to the
larger MSM and transgender communities
within the city. Study participants were lim-
ited to those persons in the house ball com-
munity who fi^equented the venues and
events we accessed during implementation of
the study. Participants were primarily young
and Black or Latino and thus may not be rep-
resentative of the broader MSM and trans-
gender communities, but the members of the
New York City house ball community who
actively participate in community functions
do appear to mostly be young minority men
and transgender persons. Data on risk behav-
ior, testing, and stressful life events were self-
reported Eind were therefore subject to recall
bias.**̂  Many questions were of a sensitive na-
ture (e.g., psychosodal factors, risk behaviors,
HIV status) and thus may have been under-
reported during the interviewer-administered
survey. The number of transgender women,
biological females, and racial groups other
than Black and Latino were relatively small
(less than 100), limiting the power of the sta-
tistical analysis.

The community profiled in this study has
not been systematically surveyed. Subculture-
tailored approaches to accessing and sampling
target populations are essential for successfiil
implementation of research and intervention .
activities, particularly for underground or
marginalized individucds, such as those in the
house ball community. HIV testing and tar-
geted referral services should be simultane-
ously provided to this community, whose

members may not otherwise routinely access
local community-based organizations or med-
ical establishments.

All of the community-based organizations
that sponsored the participation of front-line
staff in the community-based participatory re-
search process are working with segments of
the house ball community. Most have imple-
mented outreach HIV counseling and testing
services, prevention counseling, and referrals
for care and other services at specific ball
events. Ongoing culturally spedfic prevention
efforts'*^ are needed to promote and maintain
reduced risk behaviors in this community. •
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