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Abstract
Background: Female sex workers, MSM, and transgender women—collectively referred to as key populations (KPs)
—are disproportionately affected by gender-based violence (GBV) and HIV, yet little is known about the violence they
face, its gender-based origins, and responses to GBV. The purpose of this study was to understand the nature and
consequences of GBV experienced, to inform HIV policies and programming and to help protect KPs’ human rights.
Methods: Using a participatory approach, FSWs, MSM, and transgender women in Barbados, El Salvador, Trinidad and
Tobago, and Haiti conducted 278 structured interviews with peers to understand their experiences of and responses to
GBV. Responses to open-ended questions were coded in NVivo and analyzed using an applied thematic analysis.
Results: Nearly all participants experienced some form of GBV. Emotional and economic GBV were the most commonly
reported but approximately three-quarters of participants reported sexual and physical GBV and other human rights
violations. The most common settings for GBV were at home, locations where sex work took place such as brothels, bars
and on the street; public spaces such as parks, streets and public transport, health care centers, police stations and—for
transgender women and MSM—religious settings and schools. The most common perpetrators of violence included:
family, friends, peers and neighbors, strangers, intimate partners, sex work clients and other sex workers, health care
workers, police, religious leaders and teachers. Consequences included emotional, physical, and sexual trauma; lack of
access to legal, health, and other social services; and loss of income, employment, housing, and educational opportunities.
Though many participants disclosed experiences of GBV to friends, colleagues and family, they rarely sought services
following violence. Furthermore, less than a quarter of participants believed that GBV put them at risk of HIV.
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Conclusions: Our study found that across the four study countries, FSWs, MSM, and transgender women experienced
GBV from state and non-state actors throughout their lives, and much of this violence was directly connected to rigid and
harmful gender norms. Through coordinated interventions that address both HIV and GBV, this region has the
opportunity to reduce the national burden of HIV while also promoting key populations’ human rights.
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Background
The HIV epidemic in Latin American and the Caribbean—as in many other regions—is mainly concentrated
among female sex workers (FSWs), gay men and other
men who have sex with men (MSM), and transgender
women—collectively referred to as key populations (KPs)
affected by HIV [1]. While the HIV prevalence among the
adult population in Latin America is estimated at around
0.4% and in the Caribbean at 1.1%, the prevalence is much
higher among KPs [2]. In El Salvador for example, where
the HIV prevalence among the adult population is
estimated at around 0.8%, the prevalence is 3.1% among
sex workers, 10.5% among MSM, and 19% among transgender women [3]. Similarly, in Jamaica, the HIV prevalence rate in the general adult population is estimated at
1.6%, while prevalence among FSWs is estimated at 4.1%,
prevalence among MSM is estimated at 31.4%, and estimates of prevalence among transgender women range between 25.2 and 52.9% [4–7].
Key populations in Latin America and the Caribbean
also experience high levels of gender-based violence
(GBV), defined as any violence directed at an individual
based on their biological sex, gender identity (e.g., transgender), or behaviors that are inconsistent with social expectations of “being” a man or woman [8]. Gender-based
violence includes emotional, sexual, physical, or economic
abuse or discrimination by state and non-state actors, and
violates the fundamental human right to live free from
violence [9, 10]. Although data are lacking in many countries, global and regional studies show that GBV against
FSW, MSM, and transgender women is prevalent, frequent, and often severe [11–18]. For example, 31% of
MSM surveyed in the Caribbean and 34% of those surveyed in Latin America in 2014 had been physically
assaulted due to their sexual orientation [19], and data
from 2014 found that 28% of MSM and transgender
women (data not disaggregated) experienced psychological abuse in San Salvador in the previous 12 months
[17]. Individuals who are members of multiple KP groups,
such as transgender sex workers, are disproportionately
affected by GBV [20].
An increasing body of global research links experiences of GBV to increased HIV risk through intermediate risk factors including: multiple sex partners, coerced

sex, substance use, unprotected sex, poor access to health
services, lack of access to justice, and negative mental
health and emotional repercussions such as suicidal
behaviors, depression, and social isolation [12, 17, 21–26].
Moreover, GBV affects KPs’ uptake of and adherence to
antiretroviral treatment [27–30], and discrimination and
abuse from healthcare providers has been found to be a
barrier to accessing HIV-related services among sex
workers, MSM and transgender women [23, 31–33]. In
resource-constrained settings, such as those that presently
exist in Latin America and the Caribbean, the effects of
GBV could reverse the gains achieved against HIV and
derail the response to the epidemic in the region.
While we know the experience of GBV among FSWs,
MSM, and transgender women is common, relatively little is known about the nature of GBV across KPs’ lives,
whether and to whom KPs disclose experiences of GBV,
which services KP members access when GBV occurs,
and KP members’ perspectives regarding how HIV programs could increase their responsiveness to KP victims
of GBV, especially in the Latin American and Caribbean
region. Moreover, previous research has often treated
MSM and transgender women as one group, failing to
explore distinct experiences and risks unique to each
[17]. Additionally, research on violence among KPs has
generally focused on physical and sexual violence while
emotional and economic violence and human rights violations have not been extensively explored. [34]. Finally,
most previous research explores recent violence perpetrated by specific actors such as police or sex work
clients and does not take a life course perspective or
explore the gender-based origins of violence [34].
Achieving epidemic control and reaching the 90–90-90
goals requires that the HIV epidemic be better addressed
among key populations [35]. Understanding where and
when members of KPs face GBV, what they do after
GBV occurs, and how HIV programs can better integrate responses to GBV into their programming are
central to controlling the HIV epidemic, developing HIV
policies and programs that are more effective and
responsive to the needs of KPs, and realizing KPs’ human rights.
This research was intended to inform programs and
policies to more effectively prevent and respond to GBV
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against members of key populations in Latin American
and the Caribbean collectively. The purpose of this study
was to generate high-quality evidence on the nature of
GBV experienced by FSWs, MSM, and transgender
women, to describe the consequences of and responses
to GBV from the perspective of KP members, and to
inform HIV service delivery policies and programming
in Latin America and the Caribbean by making it more
responsive to the needs of KP victims of GBV.

Methods
Adapting the methodology used by The Right(s) Evidence: Sex work, violence and HIV in Asia [36], The
LINKAGES project, United Nations Development
Programme (UNDP), and The University of the West Indies (UWI) worked with local organizations providing
services to KPs to collect data on experiences of GBV
among FSW, MSM, and transgender women in San Salvador, El Salvador; Port of Spain, Trinidad and Tobago;
Bridgetown, Barbados; and Ouanaminthe, Jacmel, and
Port Au Prince, Haiti in 2016. The study team used two
criteria to identify study sites: 1) the presence of local
KP networks interested in this work, and 2) interest in
addressing GBV among KP groups from the government,
civil society, United Nations (UN), USAID Washington,
and USAID country missions. In Haiti, three cities were
included because they represented potentially different
risk environments for KPs and additional funding was
available.
A qualitative, participatory approach was used to identify FSWs, MSM, and transgender women study participants and explore GBV, a sensitive subject. Participatory
research aims to involve those traditionally seen as subjects in generating, validating and using knowledge and
creates a partnership between social groups and the scientific community to yield information that is more
legitimate and useful for social change. Key populations
were directly involved with the intention of increasing
the quality and credibility of data, empowering KPs to
conduct research, and ensuring the study was responsive
to KPs’ interests and needs. Members of KP groups were
actively engaged throughout the research process,
including study design, developing interview guides,
selecting sites, recruiting participants, conducting interviews, and interpreting study results. For example, KP
members decided which contexts would be covered in
the interviews: FSW representatives wanted to collect
data on workplace violence but did not wish to ask
about violence experienced before the age 18 or from an
intimate partner, while transgender women and MSM
representatives felt that these contexts were important
to include. It should be noted that some FSWs did spontaneously disclose GBV before the age of 18 and GBV
from a partner in response to open-ended questions.

Page 3 of 14

Additionally, to facilitate collaboration with regional
and national actors and ensure they could function as
key partners for translating study results into action, the
study team also formed regional and national advisory
groups—including civil society organizations, UN agencies, USAID, UWI, government representatives, and the
study team—to discuss the content and procedures for
data collection. Sample sizes were derived according to
norms for qualitative data collection to ensure data saturation, the point at which no new information is added
by additional participants. [37]. Additionally, during analysis, the study team reviewed data and held discussions
to ensure saturation had occurred. As this was qualitative research, results were not designed to be statistically
representative of the study populations in each country.
Fifteen FSW and transgender women were interviewed
in each study site (El Salvador, Trinidad and Tobago/
Barbados and in each of three study sites in Haiti). Based
on guidance from the technical advisory group, 20 interviews with MSM were conducted in each site as they
were expected to be more socioeconomically diverse
than FSW and transgender women.
Structured interview guides covered experiences of GBV
in a variety of settings and included a list of closed-ended
questions about participants’ specific experiences (such as
whether they had been assaulted or received negative or
stigmatizing comments), as well as open-ended questions
such as what types of violence they experienced, the location and perpetrators of that violence. Additional questions
were asked regarding to whom they disclosed GBV, what
services they sought, and what types of support they
wanted to receive. Participants were asked about violence
they had experienced as members of the three study populations; time frames were not specified so that participants
could share experiences of their own choice regardless of
when they occurred. To make participants comfortable and
be responsive to the potential psychological consequences
of discussing traumatic experiences, participants were given
the option of not answering any questions they felt uncomfortable with, though few opted not to fully answer
questions.
Development of the interview guides was informed by
existing research on GBV experienced by FSWs, MSM, and
transgender women, as well as the validated World Health
Organization Violence Against Women and Girls instrument [38]. We developed the guides in conjunction with
the study’s regional technical advisory group and guides
were reviewed by and piloted with individuals from the
Global Network of Sex Work Projects, the Global Forum
for MSM and HIV, and the Innovative Response Globally
for Transgender Women and HIV, as well as KP members
in each country [39]. Following piloting, the guides were
further revised to improve clarity and relevance of the questions, accuracy of the translation, and question flow.
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All interviews were conducted by peer data collectors
who interviewed study participants of their respective
KP group (FSWs, MSM, or transgender women). Data
collectors, recruited from local KP organizations, were
trained in qualitative research, interviewing skills, study
procedures, and research ethics, and were supervised by
local researchers. Study participants were recruited by
peer data collectors from KP-focused civil society organizations’ offices or during outreach activities with
FSWs, MSM, and transgender women in each study
country. All data were collected in 2016. All participants
were 18 years of age or older and were either 1) cisgender women who reported selling sex; 2) cisgender men
who reported having sex with other men; or 3) transgender women who either self-identified as transgender
or who, in responding to a two-question participant
eligibility questionnaire, noted that they were assigned
male sex at birth and now identified as women. Individuals currently being detained by the police or awaiting
trial were not eligible for participation. Members of KP
groups who worked on HIV-related interventions or
conducted peer outreach activities with KPs were also
excluded from the study, as they were likely to be more
informed and empowered than others.
The study received ethical approval from the FHI 360
Protection of Human Subjects Committee; the El Salvador
National Ethics Committee on Health Research; The University of West Indies Faculties of Medical Sciences Ethics
Committees at Cave Hill (Barbados) and St. Augustine
(Trinidad and Tobago); and the Ministry of Public Health
and Sanitation National Committee of Bioethics in Haiti.
All participants provided oral informed consent prior to
the interview. All study staff were trained in research ethics and study procedures to ensure the confidentiality of
study participants. All interviews were conducted in a private space and were audio recorded and transcribed in
English, Spanish, or Haitian Kreyol, and then translated
into English as applicable. Responses to closed-ended
questions were also documented by the interviewer on the
interview guide. Identifying information was collected by
study staff only to schedule interviews and invite participants to data interpretation events. Identifying information was not written on documents that contained any
information about the study, and this information was
kept separate from interview guides, transcripts, notes,
and audio recordings, accessible only by study staff and
will be destroyed following dissemination.
Qualitative data from Barbados, Trinidad and El Salvador were coded by a team of six researchers at FHI 360
using QSR NVivo qualitative data analysis software
program [40]. The researchers developed a detailed
codebook, including deductive codes generated from the
data collection instruments and inductive codes emerging from the data. For each country, teams of analysts
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independently coded transcripts and resolved discrepancies through discussion until inter-coder agreement was
achieved. After that, inter-coder agreement was assessed
periodically, and the codebook revised as necessary.
Overall, 20% of transcripts were coded by a team of
analysts to assess agreement. Following analysis from the
three other countries, qualitative results from open-ended
sections of interviews conducted in Haiti were coded
using a structural matrix, as these interviews were shorter
and provided fewer details.
Study analysts ran code reports and reduced and organized the data into themes, including supporting quotes.
Data was organized to identify the settings where violence occurred, the type of violence (emotional, physical,
sexual, economic and other human rights violations),
and perpetrators of violence. The data were summarized
separately for FSWs, MSM, and transgender women and
for each country, and then summarized across participant groups. After this initial analysis was completed, an
interpretation meeting was held in each country to review the data, ensure accuracy in the interpretation,
prioritize results, and discuss the dissemination plans including the optimal format in which to present the data.
Meeting participants included peer data collectors, study
participants, local researchers, and representatives from
national key population organizations, regional NGOs,
ministries of health, other governmental agencies,
UNAIDS, UNDP, UWI and LINKAGES. Following
individual country analysis and interpretation meetings,
the analysts merged and summarized the data across
countries.
Responses to closed-ended questions were entered
using EpiData data entry software with double data entry
for accuracy, exported to STATA, and analyzed descriptively by country and KP group to produce means and
frequencies of responses to demographic questions and
questions on the most common settings, perpetrators
and types of GBV that participants experienced [41, 42].

Results
A total of 278 individuals (119 FSW, 74 transgender
women, 85 MSM) were interviewed across the four
countries (Table 1). Participants were on average 29
years old and most frequently had attended or
completed secondary education; slightly less than half of
participants reported paid employment, which could
include sex work.
We found some variation in participants’ educational
status and employment by KP group. Fourteen percent
of participants overall had attended university or technical school, while nearly one-third of MSM participants
had achieved this education level (27%). FSWs were
most likely to have no education, with 9% reporting this
compared to 1% of transgender women and no MSM.
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Table 1 Participant demographics
All KP groups (n = 278) N, mean or % FSW (n = 119) n, mean, or % TGW (n = 74) n, mean, or % MSM (n = 85) n, mean, or %
Countrya
Trinidad

30

8

10

12

Barbados

20

7

5

8

Haiti

178

89

44

45

El Salvador

50

15

15

20

Age (years)b

29.2

30.4

29.5

27.1

8.6%

1.4%

0.0%

c

Highest education level
None
Primary

4.0%
20.1%

30.2%

16.4%

9.4%

62.4%

56.0%

71.2%

63.5%

University/technical 13.5%

5.2%

11.0%

27.1%

Paid employmentc

48.0%

57.8%

46.6%

35.7%

Ever engaged in
sex workc

48.9%

100.0%

60.6%

38.7%

Secondary

a

Participants per country is reported as number
Age is reported as a mean
c
Education, paid employment and ever engaged in sex work are reported as percentages
b

Transgender women had the highest rate of self-reported
paid employment in Trinidad and Tobago/Barbados and
El Salvador (80 and 33% respectively, data not shown)
while in Haiti 39% reported paid employment, considerably lower than FSWs at 67% but slightly higher than
MSM at 33%. All participants in El Salvador reported
markedly lower levels of paid employment (16%, data not
shown) than participants in all other countries.
Settings where GBV occurs

Study participants reported that GBV occurred in a
range of settings and throughout their lives. Among
MSM and transgender women in all study countries,
nearly all study participants reported experiences of violence in their childhood homes. (FSWs were not asked,
as requested by FSW stakeholders.) All participants who
reported they engaged in sex work in Trinidad and
Tobago/Barbados reported experiencing violence in
brothels, bars and on the street. Violence in sex work
settings was also universally reported by FSW and transgender women in El Salvador and MSM in Haiti. Among
MSM in El Salvador and FSWs and transgender women
in Haiti who reported engaging in sex work, reports of
violence in sex work settings was also high. Violence
was also very common in public places such as parks,
streets and public transport among all participant groups
and in all study sites. Health care centers and hospitals
were reported as sites of violence by more than
three-fourths of participants overall, with transgender
women and MSM experiencing violence in this setting
slightly more often than FSWs and participants in El Salvador reporting more violence than in other study countries. Police stations, were another commonly reported

location of violence especially for transgender women;
again, violence in police stations was more common in
El Salvador than other study countries. Finally, violence
in both schools and churches or other religious settings
was reported by approximately three-quarters of MSM
and transgender women. Overall, while all groups experienced violence in numerous settings, transgender
women reported experiencing violence in more places
than FSWs or MSM. Only five individuals (three FSW
and two MSM) reported not experiencing GBV in any
setting. More than three-quarters of participants
reported experiencing violence in four or more settings
with FSWs reporting experiencing violence in the fewest
settings and transgender women the most. One of these
individuals was an MSM who reported that he “avoided”
GBV because he did not “portray” himself as gay in
public.
Types of violence reported

Nearly all participants reported experiencing emotional
violence. Emotional violence included psychological and
verbal abuse, threats of physical or sexual violence or
harm, coercion, controlling behaviors, name calling and
insults, intimidation, isolation and bullying. Economic
violence was reported by more than three-quarters of
transgender women and FSW and nearly two-thirds of
MSM. This included the use of money or resources to
control an individual or harm them economically, blackmail, refusing individuals the right to work or taking
their earnings, (including sex work clients refusing to
pay for services) and withholding resources as a punishment. Physical violence and other human rights
violations were each reported by approximately
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three-quarters of each study population across all study
sites. Physical violence included physical abuse as well as
kidnapping, being forced to consume drugs or alcohol
and being subjected to invasive searches. Sexual violence
included: rape, coercion or intimidation to engage in
sexual activity against one’s will and refusal to wear a
condom. Other human rights violations included denial
of basic necessities, arbitrary detention, arrest or threat
of arrest and denial of health care. Notably, more transgender women reported experiencing emotional, physical, and human rights violations compared to other
groups, while FSW reported economic and sexual GBV
more frequently. Although nearly all MSM reported experiencing emotional GBV, the other types of GBV were
reported somewhat less frequently compared to the
other population groups with approximately two-thirds
of MSM reporting economic, sexual, physical and human rights violations.
Perpetrators of violence

Perpetrators of GBV included individuals that participants were closest to such as family and partners, as well
as those with whom they had more limited contact.
Family members, typically male, and including immediate relatives such as parents, brothers and grandparents
as well as uncles and cousins, were common perpetrators of violence against participants, especially when the
participants were young. Friends, peers, neighbors and
community members were also commonly mentioned.
Along with people they knew, participants reported that
strangers, typically men encountered in public places,
also perpetrated violence against them. MSM also reported that members of the LGBT community enacted
violence against them. In Haiti “vagabonds” or charismatic and potentially dangerous men who cruise public
areas perpetrated violence against both MSM and transgender women. Intimate partners, both current and
former, were also commonly noted. For FSWs, the fathers of their children were mentioned. Among participants engaging in sex work, clients, other sex workers—
usually those working in the same establishments—and,
less commonly, people sex workers worked for such as
brothel or bar owners or members of their family, perpetrated violence. Health care workers, including doctors,
nurses, and staff such as receptionists were identified
along with other patients, though this last group was less
common. Police, and less often, soldiers and other uniformed personnel were also named; they were typically
male, though women were noted in some cases. Religious leaders and members of religious communities
commonly perpetrated violence, especially against transgender women. Finally, teachers were named as perpetrators of violence against MSM and transgender
women during childhood and young adulthood while
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principals and teachers enacted emotional violence
against adult FSWs when then interacted with their children’s schools.
Consequences of experiencing GBV

When asked about the consequences of GBV, participants most commonly reported emotional distress including feeling “sad,” “fearful,” “angry,” “hurt,”
“uncomfortable,” “humiliated,” “embarrassed,” “resigned,”
“overtaken,” “guilty,” “isolated,” “worthless,” “useless,”
“suicidal”, less trusting, and less self-confident. Experiences were described as “traumatic” and “damaging”
and participants thought “no, this isn’t right.” Some participants described feeling trapped and depressed:
“It affects me up to this day in a way that I don’t show
it but, it does, because it put me into a shell and it
lowered my self-esteem and […] I feel less than a
woman…me personally, sometimes I doan [don’t] have
no hope, there is no escape, it’s like a bond, I mean like
a prison you can’t get out of.”
- FSW, Barbados
Participants also described how their experiences
negatively impacted their relationships with other
people, such as their partners, colleagues, neighbors, and
especially their families, including feeling as though they
were not part of their family, feeling as though they were
not equal to other family members, or feeling as though
they were less of a person.
Fears of future GBV led to restricted movement and
behaviors such as participants isolating themselves or
changing their day-to-day routine to avoid certain
people or places, or changing the way they walked,
spoke, or dressed to avoid negative attention.
“Eventually, eventually, you know, with verbal abuse
sometimes as it becomes so constant the individual
tends to place themselves within a box, right. So that,
you know, they don’t venture out that box into society
where they feel, you know, that their life is more in
danger…I tend to prefer staying where I would be
more comfortable as opposed to venturing out into
public and society, where society would deem you
unfit, would, they would look at you like at you as you
were less than, you are not human.”
– Transgender woman, Trinidad and Tobago
Participants, particularly sex workers, reported a range
of economic consequences of GBV. Some had to leave
establishments where they worked or move to another
location. Some had trouble meeting their basic needs
after bosses or police made them pay fines or bribes,
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or after a client or brothel owner withheld payments
they were due. Participants who experienced GBV in
childhood reported they ran away from home or were
thrown out of their homes, and a few others tried to
do so or were threatened with withdrawal of support.
This was particularly common in El Salvador.
Additionally, a small number reported having to drop
out of school after their parents withdrew economic
support.
“My mom would say […] ‘If I had an effeminate
son,’ she would say, ‘I would put him into the army
so that they would make him a man. I would hit
him, I would tie him to a tree, I would kick him
out. I would never want a son like that.’ So then
when I was little, I used to hear all those comments
that my mom said. […] It was because of that that
I had to leave home, because I felt that when they
realized it, well, they were going to kick me out,
and to avoid that I ran away.”
-Transgender woman, El Salvador
FSWs in El Salvador described that when fathers of
their children withheld economic support, the respondents did not have enough money to care for their children. Partners also asked participants for money or
withheld money they owed to help with children. Some
participants, especially transgender women, were unable
to gain or maintain employment because of their gender
expression.
Interviewer: Reflect on what you just told me [is there]
anything you’d like to tell me more about [when] you
were applying for a job?
Participant: I didn’t- I don’t have the tangible
evidence to prove that…
Interviewer: You don’t, but you always knew?
Participant: I always knew. I just didn’t have the
substantial evidence to prove it. But I knew based
upon their actions and expressions. Facial
expressions and gestures. I could vouch that with
them that I was trans and you would see the ‘oohs’
and the ‘ahhs’ and the facial expressions. And you
knew that you wouldn’t get the job and they just
didn’t call.
–Transgender woman, Trinidad and Tobago
Some participants reported physical and sexual
trauma for which they had to seek medical care, including knife and gunshot wounds, STIs, burns, miscarriage,
pelvic hemorrhaging, bruises from being thrown from a
car, and losing consciousness.
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“It was bad, I had to throw myself from a car, because
the guy forced me in, because he thought he had taken
a biological woman with him…So, when we were
driving, he realized that I am a trans woman…and,
yeah, he told me he was going to take me somewhere
to kill me.”
– Transgender woman, El Salvador
A few participants reported attempting suicide. One
FSW from El Salvador described losing her pregnancy
after being gang raped; she described this experience as
her “biggest failure.”
Gender-based violence in health care facilities, by police, and in public institutions restricted respondents’
access to legal, health, and other social services. Respondents reported that their own and their peers’ negative experiences with providers—including encountering
providers who disregard KP members’ medical or legal
needs, refuse to provide them with services, make them
wait longer than others, or emotionally, physically, or
sexually abuse them—limited their willingness to seek
services. These experiences also resulted in participants
leaving services before getting care or caused them not
to report crimes or made them only attend known
providers that they could trust.
“Yes. There was a time I went out with a client.
We were involved in a conflict and I went to the
police station to make my complaint. The officer
told me if I wasn’t out so late this wouldn’t have
happened, and he told me to come into the back to
relay my statement, and he forced his self onto me
also.”
– FSW, Barbados
“They told me that whether you gay or not right,
umm, if you innocent, because you gay you guilty, one
officer said that to me when we were arrested the first
time.”
– MSM, Trinidad and Tobago
Some participants also shared that the process of coping with GBV led to positive outcomes including increased resilience and empathy. A few FSWs and
transgender women in El Salvador and Trinidad said
they learned to “depend on themselves,” “value themselves,” and “open a part of their identity they had been
suppressing.” Some participants reported that their experiences made them realize they should treat others with
respect and avoid judging people, or that the hardships
they faced made them want to help others who may be
going through the same thing.
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“So far, it brings up certain hurts and pain you rather
forget and leave in the past, yet still I would like if I
could help somebody along the way so they could
learn from my experience.”
– MSM, Trinidad
A small number of participants reported that GBV had
not had an impact on them. One MSM in El Salvador said:
“[it] makes no difference what people say [because] I accept
myself the way I am.” A few FSWs did not identify as victims and reported being empowered to stand up against
discrimination.
Disclosing GBV

Participants most often shared their experiences of GBV
with a trusted friend or family member, or with another
sex worker, MSM, or transgender woman. Participants
felt supported when people expressed concern, empathized, shared similar experiences, encouraged and reassured them, or just listened. An FSW in Barbados said
that sharing with a colleague made her feel supported
because she “actually could understand where I was
coming from”. Some participants appreciated receiving
advice or instrumental support such as information
about filing reports, referrals to support services, or being bailed out of jail, while some also noted that they appreciated when people respected their decisions and did
not pressure them into seeking services.
Participants did not feel supported when people minimized their experiences “She started laughing and said,
‘bad luck’” (transgender woman, El Salvador); told them
to ignore the violence, defend themselves, or avoid the
setting or perpetrator; or blamed the victim for instigating the GBV. These types of negative interactions happened even when KPs disclosed experiencing GBV as
children; participants reported that after disclosing
sexual GBV that happened to them before the age of 18,
family members did not believe them, blamed them, or
even beat them.
A few participants said that they disclosed their experiences not to find support for themselves, but to
support others experiencing GBV:
“For me, to talk about certain situations, there’re
people out there [….] under the LGBT or trans that
would need to know that somebody has been through
it [and] is there to help them […] who cares and who
would understand.”
– Transgender woman, Barbados
Many participants chose not to disclose GBV they had
experienced because they felt guilty or ashamed, did not
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want to re-live their experiences, did not want to out
themselves or reveal that they were engaged in sex work,
or were afraid of punishment or further discrimination.
Participants reporting GBV from a partner often
described not disclosing because they felt it was a private
matter or because they felt it was not significant enough
to share. Sex workers said they did not disclose GBV
because they were afraid of losing their job, especially
when GBV came from brothel or bar owners. Some did
not disclose because their perpetrators had threatened
them with more violence if they told anyone. Others had
accepted GBV as a part of life:
“There comes a moment when maybe you get used to
it and maybe you say that you’ve received as much as
you can from life. So, many experiences that I have
experienced, now they seem normal to me. So then,
who is going to solve it for you? What are you going to
talk about it for? What solutions are they going to give
you? You know that they don’t expect it if you mention
it. So then why are you going to mention it?”
– MSM, El Salvador
When asked about disclosing GBV in a health care
context, only one-third of participants reported ever
being asked by a healthcare provider about GBV, and
slightly less than this shared their experiences with
providers. Some participants saw their GBV experiences
as irrelevant to their health care; others said the GBV
they experienced was personal, and they did not want to
share with providers. Participants also talked about
healthcare providers being untrustworthy, inattentive,
insensitive, discriminatory, or unable to address their
problems. Fewer transgender women and MSM
described sharing their experiences with a health care
worker compared to FSWs.
Service seeking

Some participants reported seeking counseling, legal,
and healthcare services for the GBV they experienced
and a few reported that receiving services that were
helpful including: counseling that helped them to
process the GBV they experienced or medical care for
physical injuries. In a few cases police or legal actions
lead to perpetrators being arrested and serving jail time.
A few mentioned that social norms were changing
slowly and that work from key population advocacy
groups and civil society organizations was helping to
make progress in ensuring people were treated equally.
This was mentioned most often in El Salvador.
“Well, the positive thing is that nowadays, the NGOs
provide workshops for the national police, the soldiers,
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the metropolitan police…[…] They are starting to take
the LGBTI community into account more. […] You can
see that they’re talking about us on the news. […]
Nowadays it’s spreading, we're not as, you know,
singled out. We're a bit more visible nowadays, we're
taken into account more. You could say that things are
progressing”
– MSM, El Salvador
Unfortunately, however, the majority of participants
who talked about seeking services said that services did
not meet their needs, or they were further victimized by
service providers. Healthcare staff told an FSW in El Salvador “that it [an experience of GBV] happened to me
because I am a street whore, and that if I were a respectable woman then that wouldn’t have happened.” The police told another FSW after she was raped: “that’s what
you get for working in the street.” People who reported
GBV to the police usually said no legal action took place
as a result.
Most participants did not seek any services for the
GBV they experienced. Participants said they did not
think they needed services because their experiences
were not severe enough, they did not think they would
get the help they needed, getting help was too burdensome, or they did not know services were available. A
transgender woman from Barbados said she did not “feel
like there’s anything the police could really do.” Participants were also fearful of being outed and experiencing
discrimination from service providers:
“[When] people do something to me, I don’t go to the
police. Because I already see that both the police
officer and the judges that are working in the public
institutions, they humiliate people like me a lot.”
– Transgender woman, Haiti
“They already assume that you’re guilty and that you
were the one who initiated everything, the culprit, the
criminal. Never the other person. It unconsciously
makes you feel like you’re guilty. I was scared. I said, ‘I
don’t want to report it, I don’t want to be asked if I’m
homosexual.’”
– MSM, El Salvador
Participants identified unique challenges to accessing
services after experiencing GBV when they were under
the age of 18. They said they were too young to seek
services by themselves, could not travel to services by
themselves, or were too young to understand that they
needed help. An FSW from El Salvador said, “at the
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time, I knew nothing” and wasn’t aware she could report
the abuse; another FSW from Barbados said that she did
not seek services because “I dismissed it [the experience
of GBV] mentally” while another FSW in Barbados said
she was going to seek services, but then decided it was
“too much of work.” Participants who did receive services
for sexual GBV experiences under the age of 18 reported
their families were instrumental in responding to and
seeking services.
Services wanted

Despite limited or unhelpful service-seeking experiences,
participants expressed a desire for additional GBV
services, most commonly mental health services like
counseling or support groups. Many participants, especially in Haiti, also stated the need for healthcare services more generally. Some wanted better police
services, and participants from El Salvador and Haiti
specifically mentioned employment opportunities or
assistance getting jobs as important for preventing or
recovering from GBV. Participants emphasized that
services should be KP-friendly and safe, and service providers should be respectful, supportive, accepting, and
protect clients’ privacy and confidentiality:
“I would like for the police to pay more attention to
you and to help you the way they should, just like with
any other person, treat you the same. That they should
help you like they are supposed to. Same goes for
health, that they should help you, not discriminate
against you, not single you out for who you are. They
should treat you like a regular person, normal, just
like everyone else who is waiting there at the clinic.”
– Transgender woman, El Salvador
“I would like it to be taught at the police academy
that they should respect people’s rights, that they
should know everyone is a person and everyone is free,
they have their own choices. They should be taught to
respect people’s rights.”
– Transgender woman, Haiti
More than half of participants said they would like healthcare workers to ask clients about GBV so that providers
would better understand clients’ needs and provide better
quality care, including mental health services, referrals to
GBV services, and access to safe spaces. There was variation
among KP groups, however, with slightly less than threequarters of FSWs in all countries reporting a desire for
healthcare workers to ask, with half of transgender women
reporting they wanted health care workers to ask and less
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than half of MSM reporting the same. There was also variation between countries from more than three-quarters of
FSW in El Salvador wanting providers to ask, compared to
a low of approximately one-quarter of MSM in Haiti. Some
said that asking about GBV was part of healthcare providers’ job and would show that they care about their clients but stipulated that providers should keep clients’
information confidential. Participants in El Salvador explicitly stated that providers asking clients about GBV could
reduce perpetration of GBV within the health care system,
change attitudes towards stigmatized groups, and encourage key populations to seek care.
Perceptions of HIV risk

Across study settings and participant groups, less than one
quarter of participants thought GBV increases risk of HIV
infection; this was much lower in Haiti compared to other
study countries. In Trinidad and Tobago, Barbados and
Haiti transgender women were the most likely to identify
GBV as a risk for HIV while in El Salvador, FSWs were
most likely to see the connection between GBV and HIV
infection. Many respondents reported that their HIV risk
came from personal choices, such as not wanting to use
condoms, or accidents, such as broken condoms, but did
not link their risk to GBV. Some explained that they did
not think GBV increased their HIV risk because they always used condoms or because the GBV they had faced
was not sexual in nature. Participants who believed that
GBV increased their HIV risk reported healthcare providers
do not help KP members or are otherwise violent toward
them, limited service seeking, and experiences of sexual
GBV could result in HIV infection. One transgender
woman noted that the feelings of isolation she had because
of discrimination made her more likely to agree to unprotected sex in order to feel companionship. FSWs, more so
than transgender women and MSM, linked GBV with
increased risk of HIV because of clients or other perpetrators who refused to wear condoms. This was brought up
most frequently in El Salvador:
“When you engage in sex work, you’re really exposed to
all types of diseases, even more so when you are forced
to have sexual relationships without protection, that’s
really a factor that could result in you being infected
with HIV.”
– Transgender woman, El Salvador

Limitations

While data from all countries were included in the analysis, the data from Haiti contained much less information
than in other countries. We hypothesize this could be due
to increased levels of stigma around issues of gender
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identity and sexual orientation leading to a reluctance to
openly discuss these issues. Additionally, peer data collectors in Haiti were less experienced with research and did
not probe participants for more detailed answers as much
as in other countries. Furthermore, as transcripts were
translated from Haitian Kreyol to English, and some of
the translations were unclear. Participants’ identification
as transgender varied by country; while there was a strong
local identity of transgender women in Trinidad and
Tobago, Barbados and El Salvador, the presence of a transgender identity was relatively limited in Haiti and transgender women often referred to themselves as MSM. We
worked with the local research team in Haiti to develop
terminology and ways of asking about gender identity that
spoke to the local concept of transgender women, though
these participants rarely openly identified as women.
This study did not specifically explore how GBV
affects HIV-positive KP’s ability to access care and
adhere to HIV treatment, important considerations for
improving KP’s health beyond the scope of this research.
Finally, the findings offer insight to common experiences
of GBV faced by these populations, but given the
purposive sampling and qualitative approach, the results
are not generalizable to broader population groups’
experiences either within countries or across the region.

Discussion
Our study found that FSW, MSM and transgender
women faced GBV throughout their lives in a wide range
of settings. GBV was largely perpetrated by those who
were meant to support and protect KPs, including family
members, health care workers, and police as well as the
wider community and strangers throughout their lives.
Violence took many forms and included not only sexual
and physical violence but emotional, economic and
human rights violations as well. We also found that KP
members’ perceptions of violence, current responses to
the violence, and desires for violence prevention and
response provide a foundation on which HIV programs
can integrate GBV and HIV services. These findings
expand the breadth of the current literature by describing the types, settings and perpetrators of violence
across the life course [34, 43, 44].
For MSM and transgender women, violence starts in
childhood and, for all participants, violence extends
throughout their public and private lives. Transgender
women faced particularly high levels of violence.
Gender-based violence was so pervasive that many KPs
perceived it as a regular part of their daily lives and not
a violation of their human rights. If they did recognize
GBV as unjust or illegal, many felt powerless to stop it.
Participants recognized the negative impact of GBV on
their mental and physical health as well as their relationships, economic stability, and ability to move freely but
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generally not on their HIV risk other than in the case of
rape or unprotected sex. Many expressed desire for services
and support to help cope with and prevent GBV, including
being asked about violence by health care providers and a
desire for services to cope with and prevent GBV.
Though many participants disclosed experiences of
GBV, they rarely sought services from health care workers
or police following violence. Those who disclosed GBV
were often met with blame, advice to restrict their own
movement, or the observation that there was nothing to
be done. At the same time, KP members recognized and
articulated the types of support they wish to receive upon
disclosure: empathy, information on services, and equal
treatment.
While study participants generally did not identify a link
between GBV and HIV outside of sexual violence, the
consequences of GBV that participants described have
clear implications for KP members’ ability to receive information or services that could help them prevent, detect,
and treat HIV and other sexually transmitted infections.
These consequences include relationships with healthcare
providers and police marked by discrimination, stigma,
and concerns over confidentiality; a limited ability to
report GBV and receive services from police or lawyers;
lack of access to appropriate and acceptable health care;
limited or constrained economic lives; disempowerment
and hopelessness that limit a desire to seek care; and isolation and restricted freedom of movement that can impede
physically reaching services.
This research makes several key contributions to the literature. Using a peer-lead approach coupled with substantial engagement from KPs allowed for a through discussion
of sensitive topics with hard-to-reach populations including
the opportunity for KPs to both share their experiences of
violence and their perspective on the services they would
like to address and prevent violence. We identified a range
of settings where violence occurs, perpetrators and types of
violence faced by KPs across their lifespan. Previous quantitative research from sub-Saharan Africa has documented
GBV perpetrated by different groups including police,
partners, family, and community members [45–52]; but
qualitative research to contextualize these experiences and
provide data specific to the LAC region is currently lacking
[28, 53, 54]. Similarly, few studies to date have taken the approach of documenting experiences of violence across the
life course among populations at risk for HIV [28, 55, 56]
or documenting early experiences of GBV among KP
groups [54]. Finally, this study provides information on the
gender-based origins of violence which will enable KP programs to build on existing initiatives to address GBV in the
general population and to more systematically integrate
gender into KP programming.
This study’s results reinforce previous research which
note that gender-based discrimination including
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discrimination based on sexual orientation, gender expression and gender non-conformity, results in violence [43,
57–59]. Study participants report multiple examples of violence triggered by violation of gender norms and these experiences point to the need to address the deep-rooted
gender norms behind GBV. Recognizing gender-based origins of violence also opens opportunities to collaborate
with organizations addressing GBV in the general population [60].
The link identified between experience of GBV and
subsequent service seeking suggests that HIV programs
should integrate GBV prevention and response to
improve their effectiveness. And, indeed, global and
regional strategy and guideline documents state that
violence should be addressed as part of the HIV
response for KPs [61, 62], but these policies must be
translated into concrete practices to prevent and address
violence at the global, regional, and national levels.
Informed by this study, the LINKAGES project has
developed guidelines for integrating services to address
violence with HIV prevention and treatment. This guidance details how violence should be prevented, detected
and responded to as part of outreach and clinical
services for KPs; it also describes work with civil society
and law enforcement to create an enabling environment
in which KP members understand their rights and can
seek support from the police (Personal communication,
Robyn Dayton, Technical Advisor, LINKAGES). In line
with the study findings, the guidance details how
gender-based origins of violence should be directly
addressed, a departure from some KP programs that
have often failed to examine issues affecting key populations using a gender lens [63].
Working with health care providers and police in the
context of an HIV program is logical as these actors are
both service providers and perpetrators, are more accessible than family, intimate partners, or even clients and
among the most common perpetrators of violence. These
groups are also well-placed to help individual KPs begin
to see violence as a rights violation and violence must be
treated as a violation and not the fault of the victim to
reduce the likelihood of revictimization upon disclosure.
As the WHO notes in their 2003 guidance on caring for
those who have experienced violence, “Many survivors of
sexual assault have described the kindness of the treating
personnel as being beneficial to their recovery. Conversely,
many describe comments made by police, doctors, counsellors and other persons with whom they have had contact
as a result of the assault that have haunted them for
years” [64]. The LINKAGES project conducts gender
transformative trainings with police, health care workers
and peers to sensitize these groups to the needs of KPs
and provide them with skills in first-line support tailored
to key populations [65].
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Providing documentation of the violence faced by KPs
is also essential. At the regional level UNDP, has worked
with regional and local civil society organizations to support KPs to document violence and record human rights
violations and implement a monitoring system to provide data on violence and demand attention from governments. Finally, government partners, civil society
organizations, UNAIDS and UNDP have developed
“zero discrimination” indicators for countries in Latin
America and the Caribbean to report regionally on violence and HIV among transgender women [66, 67].
Responses to the findings of this study will require political will. The frequency and pervasiveness of GBV and lack
of service seeking described in this study indicate a clear
need for government and civil society to do more to protect
vulnerable populations from human rights violations. Data
from this study provide concrete country- and populationspecific data on violence faced by KPs that will help programmers working with violence, community-based organizations and advocates to highlight and address human
rights violations faced by KPs.

Conclusion
In Latin America and the Caribbean, where levels of
GBV in some countries are high among the general
population, decision-makers and others may not be
aware that those who are the most marginalized—including FSWs, MSM, and transgender women—require
specific interventions and support. Without addressing
the GBV that members of KPs experience, an effective
response to HIV will remain out of reach. Our study
found that across the four study countries—varying
widely in cultural, social, and legal systems—KPs experienced GBV from state and non-state actors, received
limited support, and experienced a wide range of
impacts that affected HIV service uptake. Through coordinated interventions that address both HIV and GBV
against KPs, this region has the opportunity to improve
both KPs’ overall well-being and the national burden of
HIV while respecting each individual’s humanity and
helping each reach her or his fullest potential.
“…My final comment would be that above all, we need
to be recognized as human beings. We are women that
pay the Municipal Council taxes, we pay for our
homes, we pay for our telephone, we pay for our water,
we pay for our electricity, we pay taxes, even for a
pound of salt. And I think that the same taxes I pay, a
Municipal Council employee or a cafeteria worker or a
civil servant pays the same. I think that we are all
equal. I don’t feel that I am better or worse than any
other person.”
– FSW, El Salvador

Page 12 of 14

Abbreviations
FSW: Female sex worker; GBV: Gender-based violence; KP: Key population;
LINKAGES: Linkages across the Continuum of HIV Services for Key
Populations Affected by HIV Project; MSM: Men who have sex with men;
UN: United Nations; UNAIDS: Joint United Nations Programme on HIV/AIDS;
UNDP: United Nations Development Programme; USAID: United States
Agency for International Development; UWI: University of the West Indies
Acknowledgements
The authors would like to thank the study participants who shared their
stories and time with us and the data collectors for their hard work and
insight. We also want to thank the many community-based organizations
that helped provided input into study design and recruit study participants.
We would also like to thank the Global Forum on Men Who Have Sex with
Men and HIV (MSMGF), the Global Network of Sex Work Projects (NSWP) and
the Innovative Response Globally for Trans Women and HIV (IRGT) for their
help developing and piloting the interview guides. Additionally, this research
could not have been conducted without help from the following individuals:
Kileha Anderson, Sarahdjaine Cadet, Mike Campbell, Mandeep Dhaliwal,
Michele Doyens, Shari Grant, Hannah Hodge, Theresa Hoke, Mikala HopeFranklyn, Sommer Hunte, Steeve Laguerre, Adriana Lein, Jacob Michel, Yolanda Paul, Monique Springer, Alejandra Trossero, Rose Wilcher and Lauren
Zalla.
Funding
This publication is made possible by the support of the American People
through the United States Agency for International Development (USAID)
under cooperative agreement number AID-OAA-A-14-00045 as well as
through the Joint United Nations Programme on HIV/AIDS (UNAIDS) Unified
Budget, Results and Accountability Framework. The contents of this publication are the sole responsibility of FHI 360 and do not necessarily reflect the
views of USAID or the United States Government.
Availability of data and materials
The datasets supporting the conclusions of this article are not available
publicly as the data are qualitative and deductive disclosure of participants
could occur.
Author’s contributions
EE, ML, KS, JC, KR, GM, CP, MdB, RM, MM, and RD contributed to the design
of the study and data collection forms. EE, KS, JC, KR, GM, CP, PD, XD, MD,
RM, MM, RBH participated in data collection oversight. EE, ML, KR, GM, CP,
CB, DD and RBH analyzed study data. EE, ML, KS, KR, GM, CP, CB, DD, RBH
and RD drafted the paper and EE, ML, KS, JC, KR, GM, CP, CB, MdB, XD, MD,
RM, MM, DD, RBH and RD critically reviewed the paper. All authors read and
approved the final manuscript.
Ethics approval and consent to participate
The study received ethical approval from the FHI 360 Protection of Human
Subjects Committee; the El Salvador National Ethics Committee on Health
Research; The University of West Indies Faculties of Medical Sciences Ethics
Committees at Cave Hill (Barbados) and St. Augustine (Trinidad and Tobago);
and the Ministry of Public Health and Sanitation National Committee of
Bioethics in Haiti. All participants provided oral informed consent prior to the
interview as written consent would be an additional link between the
participant and the research, thus potentially increasing the risk of social
harm and/or breach of confidentiality.
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Author details
1
FHI 360, 359 Blackwell Street, Durham, NC 27707, USA. 2United Nations
Development Programme, Panama City, Panama. 3University of the West

Evens et al. BMC International Health and Human Rights

(2019) 19:9

Indies, Mona Campus, Kingston, Jamaica. 4LINKAGES Project, FHI 360,
Port-au-Prince, Haiti. 5United Nations Development Programme, San
Salvador, El Salvador. 6Centre for Health Economics, The University of the
West Indies St. Augustine Campus, St Augustine, Trinidad and Tobago.
7
Asociación Diké de Hombres y Mujeres Transgénero y LGBTI+, San Salvador,
El Salvador. 8Gillings School of Global Public Health, University of North
Carolina, Chapel Hill, USA.
Received: 6 November 2017 Accepted: 9 January 2019

References
1. Joint United Nations Programme on HIV/AIDS. The prevention gap report.
Geneva: Joint United Nations Programme on HIV/AIDS; 2016.
2. Joint United Nations Programme on HIV/AIDS. The gap report. Geneva:
Joint United Nations Programme on HIV/AIDS; 2014.
3. Andrinopoulos K, Hembling J, Guardado ME, de Maria Hernandez F, Nieto
AI, Melendez G. Evidence of the negative effect of sexual minority stigma
on HIV testing among MSM and transgender women in San Salvador, El
Salvador. AIDS Behav. 2015;19:60–71.
4. Bailey A, Figueroa JP. A framework for sexual decision-making among
female sex workers in Jamaica. Arch Sex Behav. 2016;45:911–21.
5. Figueroa JP, Cooper CJ, Edwards JK, Byfield L, Eastman S, Hobbs MM, Weir
SS. Understanding the high prevalence of HIV and other sexually
transmitted infections among socio-economically vulnerable men who have
sex with men in Jamaica. PLoS One. 2015;10:e0117686.
6. Logie CH, Lacombe-Duncan A, Wang Y, Jones N, Levermore K, Neil A, Ellis T,
Bryan N, Harker S, Marshall A, Newman PA. Prevalence and correlates of HIV
infection and HIV testing among transgender women in Jamaica. AIDS
Patient Care STDs. 2016;30:416–24.
7. HIV and AIDS estimates in Jamaica [http://www.unaids.org/en/
regionscountries/countries/jamaica].
8. U.S. President’s emergency plan for AIDS relief. FY 2014: updated gender
strategy. Washington, DC: Office of the U.S. Global AIDS Coordinator; 2013.
9. United Nations Population Fund, Harvard School of Public Health. A human
rights-based approach to programming: practical implementation manual
and training materials. Geneva: United Nations Population Fund; 2010.
10. United Nations Women. Ending violence against women and girls:
programming essentials. Geneva: United Nations Women; 2013.
11. Carroll A, Mendos LR. State sponsored homophobia: a world survey of
sexual orientation laws: criminalisation, protection and recognition. Geneva:
International Lesbian, Gay, Bisexual, Trans and Intersex Association; 2017.
12. Decker MR, Crago AL, Chu SK, Sherman SG, Seshu MS, Buthelezi K, Dhaliwal
M, Beyrer C. Human rights violations against sex workers: burden and effect
on HIV. Lancet. 2015;385:186–99.
13. Deering KN, Amin A, Shoveller J, Nesbitt A, Garcia-Moreno C, Duff P,
Argento E, Shannon K. A systematic review of the correlates of violence
against sex workers. Am J Public Health. 2014;104:e42–54.
14. Latin American and Caribbean Women Sex Workers’ Network (RedTraSex).
Sex work and institutional violence: rights violations and power abuse of
women sex workers. Buenos Aires: RedTraSex; 2016.
15. United Nations High Commissioner for Human Rights. Discriminatory laws
and practices and acts of violence against individuals based on their sexual
orientation and gender identity. Geneva: United Nations General Assembly;
2011.
16. Reisner SL, Poteat T, Keatley J, Cabral M, Mothopeng T, Dunham E, Holland
CE, Max R, Baral SD. Global health burden and needs of transgender
populations: a review. Lancet. 2016;388:412–36.
17. Wheeler J, Anfinson K, Valvert D, Lungo S. Is violence associated with
increased risk behavior among MSM? Evidence from a population-based
survey conducted across nine cities in Central America. Glob Health Action.
2014;7:24814.
18. World Health Organization. Global and regional estimates of violence
against women: prevalence and health effects of intimate partner violence
and non-partner sexual violence. Geneva: World Health Organization; 2013.
19. Beck J, Peretz JJ, Ayala G. Services under siege: the impact of anti-LGBT
violence on HIV programs. Oakland: The Global Forum on MSM & HIV; 2015.
20. Budhwani H, Turan B, Hasbun J, Rosario S, Tillotson L, McGlaughlin E, Waters
J. Association between violence exposure and condom non-use among
transgender sex workers in the Dominican Republic: the mediating role of
trust. Int J STD AIDS. 2017;28:608–12.

Page 13 of 14

21. Clements-Nolle K, Marx R, Katz M. Attempted suicide among transgender
persons: the influence of gender-based discrimination and victimization. J
Homosex. 2006;51:53–69.
22. Decker MR, Wirtz AL, Pretorius C, Sherman SG, Sweat MD, Baral SD, Beyrer C,
Kerrigan DL. Estimating the impact of reducing violence against female sex
workers on HIV epidemics in Kenya and Ukraine: a policy modeling exercise.
Am J Reprod Immunol. 2013;69 Suppl 1:122–32.
23. Decker MR, Lyons C, Billong SC, Njindam IM, Grosso A, Nunez GT,
Tumasang F, LeBreton M, Tamoufe U, Baral S. Gender-based violence
against female sex workers in Cameroon: prevalence and associations
with sexual HIV risk and access to health services and justice. Sex
Transm Infect. 2016;92:599–604.
24. Dunkle KL, Decker MR. Gender-based violence and HIV: reviewing the
evidence for links and causal pathways in the general population and highrisk groups. Am J Reprod Immunol. 2013;69 Suppl 1:20–6.
25. Guadamuz TE, Wimonsate W, Varangrat A, Phanuphak P, Jommaroeng R,
Mock PA, Tappero JW, van Griensven F. Correlates of forced sex among
populations of men who have sex with men in Thailand. Arch Sex Behav.
2011;40:259–66.
26. Lombardi EL, Wilchins RA, Priesing D, Malouf D. Gender violence:
transgender experiences with violence and discrimination. J Homosex.
2001;42:89–101.
27. Machtinger EL, Haberer JE, Wilson TC, Weiss DS. Recent trauma is
associated with antiretroviral failure and HIV transmission risk behavior
among HIV-positive women and female-identified transgenders. AIDS
Behav. 2012;16:2160–70.
28. Mendoza C, Barrington C, Donastorg Y, Perez M, Fleming PJ, Decker MR,
Kerrigan D. Violence from a sexual partner is significantly associated with
poor HIV care and treatment outcomes among female sex workers in the
Dominican Republic. J Acquir Immune Defic Syndr. 2017;74:273–8.
29. Schafer KR, Brant J, Gupta S, Thorpe J, Winstead-Derlega C, Pinkerton R,
Laughon K, Ingersoll K, Dillingham R. Intimate partner violence: a predictor
of worse HIV outcomes and engagement in care. AIDS Patient Care STDs.
2012;26:356–65.
30. Zulliger R, Barrington C, Donastorg Y, Perez M, Kerrigan D. High dropoff along the HIV care continuum and ART interruption among female
sex workers in the Dominican Republic. J Acquir Immune Defic Syndr.
2015;69:216–22.
31. Buck M, Dickson-Gomez J, Bodnar G. Combination HIV prevention strategy
implementation in El Salvador: perceived barriers and adaptations reported
by outreach peer educators and supervisors. Glob Qual Nurs Res. 2017;4:
2333393617703198.
32. Mtetwa S, Busza J, Chidiya S, Mungofa S, Cowan F. “You are wasting our
drugs”: health service barriers to HIV treatment for sex workers in
Zimbabwe. BMC Public Health. 2013;13:698.
33. Sevelius JM, Patouhas E, Keatley JG, Johnson MO. Barriers and facilitators to
engagement and retention in care among transgender women living with
human immunodeficiency virus. Ann Behav Med. 2014;47:5–16.
34. Trout C. Annotated Bibliography: Violence Against Members of Key
Populations. Chicago: IL Heartland Alliance International; 2018. pending
35. Joint United Nations Programme on HIV/AIDS. 90–90-90 - an ambitious
treatment target to help end the AIDS epidemic. Geneva: Joint United
Nations Programme on HIV/AIDS; 2014.
36. Bhattacharjya M, Fulu E, Murthy L, Seshu MS, Cabassi J, Vallejo-Mestres M.
The Right(s) Evidence - sex work, violence and HIV in Asia: a multi-country
qualitative study. Bangkok: United Nations Populatoin Fund, United Nations
Development Fund, Asia Pacific Network of Sex Workers, and Centre for
Advocacy on Stigma and Marginalization; 2015.
37. Guest G, Bunce A, Johnson L. How many interviews are enough? An
experiment with data saturation and variability. Field methods. 2006;18:59–82.
38. Ellsberg MC, Heise L. Researching violence against women: a practical guide for
researchers and activists. Washington: World Health Organization, PATH; 2005.
39. Sausa L, Sevelius J, Keatley J, Iniguez J, Reyes M. Policy recommendations
for inclusive data collection of trans people in HIV prevention, care &
services. San Francisco: Center of Excellence for Transgender HIV Prevention,
University of California, San Francisco; 2009.
40. QSR Software. Nvivo qualitative data analysis software. Version 11.
Doncaster, Australia: QSR International Pty Ltd; 2015.
41. EpiData Association. EpiData-Comprehensive Data Management and Basic
Statistical Analysis System. Version 3.1. Odense, Denmark: EpiData
Association; 2010.

Evens et al. BMC International Health and Human Rights

(2019) 19:9

42. StataCorp LP. Stata/SE 13.1 for Windows. Version 13.1. College Station:
StataCorp LP; 2016.
43. McKay T, Lindquist CH, Misra S. Understanding (and acting on) 20 years of
research on violence and LGBTQ+ communities. Trauma, Violence, & Abuse.
2017:1524838017728708.
44. Friedman MS, Marshal MP, Guadamuz TE, Wei C, Wong CF, Saewyc EM, Stall
R. A meta-analysis of disparities in childhood sexual abuse, parental physical
abuse, and peer victimization among sexual minority and sexual
nonminority individuals. Am J Public Health. 2011;101:1481–94.
45. Anderson AM, Ross MW, Nyoni JE, McCurdy SA. High prevalence of stigmarelated abuse among a sample of men who have sex with men in Tanzania:
implications for HIV prevention. AIDS Care. 2015;27:63–70.
46. Muldoon KA, Akello M, Muzaaya G, Simo A, Shoveller J, Shannon K.
Policing the epidemic: high burden of workplace violence among
female sex workers in conflict-affected northern Uganda. Global public
health. 2017;12:84–97.
47. Mgopa LR, Mbwambo J, Likindikoki S, Pallangyo P. Violence and depression
among men who have sex with men in Tanzania. BMC psychiatry. 2017;17:296.
48. Lim S, Peitzmeier S, Cange C, Papworth E, LeBreton M, Tamoufe U,
Kamla A, Billong S, Fokam P, Njindam I. Violence against female sex
workers in Cameroon: accounts of violence, harm reduction, and
potential solutions. JAIDS Journal of Acquired Immune Deficiency
Syndromes. 2015;68:S241–7.
49. Baral S, Trapence G, Motimedi F, Umar E, Iipinge S, Dausab F, Beyrer C. HIV
prevalence, risks for HIV infection, and human rights among men who have sex
with men (MSM) in Malawi, Namibia, and Botswana. PLoS One. 2009;4:e4997.
50. Lyons CE, Grosso A, Drame FM, Ketende S, Diouf D, Ba I, Shannon K,
Ezouatchi R, Bamba A, Kouame A. Physical and sexual violence affecting
female sex workers in Abidjan, Côte d'Ivoire: prevalence, and the
relationship with the work environment, HIV, and access to health services.
JAIDS Journal of Acquired Immune Deficiency Syndromes. 2017;75:9–17.
51. Crowell TA, Keshinro B, Baral SD, Schwartz SR, Stahlman S, Nowak RG,
Adebajo S, Blattner WA, Charurat ME, Ake JA. Stigma, access to healthcare,
and HIV risks among men who sell sex to men in Nigeria. J Int AIDS Soc.
2017;20:21489.
52. Micheni M, Rogers S, Wahome E, Darwinkel M, Van Der Elst E, Gichuru E,
Graham SM, Sanders EJ, Smith AD. Risk of sexual, physical and verbal
assaults on men who have sex with men and female sex workers in coastal
Kenya. AIDS (London, England). 2015;29:S231.
53. Onyango MA, Adu-Sarkodie Y, Agyarko-Poku T, Asafo MK, Sylvester J,
Wondergem P, Green K, Wambugu S, Brennan AT, Beard J. “It’s all about
making a life”: poverty, HIV, violence, and other vulnerabilities faced by
young female sex Workers in Kumasi, Ghana. JAIDS Journal of Acquired
Immune Deficiency Syndromes. 2015;68:S131–7.
54. Logie, Carmen H., et al. Factors associated with sex work involvement
among transgender women in Jamaica: A cross-sectional study. J Int AIDS
Soc. 2017;20(1):1–10.
55. Farley M, Cotton A, Lynne J, Zumbeck S, Spiwak F, Reyes ME, Alvarez D, Sezgin
U. Prostitution and trafficking in nine countries: an update on violence and
posttraumatic stress disorder. Journal of trauma practice. 2004;2:33–74.
56. Schulkind J, Mbonye M, Watts C, Seeley J. The social context of genderbased violence, alcohol use and HIV risk among women involved in highrisk sexual behaviour and their intimate partners in Kampala, Uganda.
Culture, health & sexuality. 2016;18:770–84.
57. Katz-Wise SL, Hyde JS. Victimization experiences of lesbian, gay, and
bisexual individuals: a meta-analysis. Journal of sex research. 2012;49:142–67.
58. D’Augelli AR, Grossman AH, Starks MT. Childhood gender atypicality,
victimization, and PTSD among lesbian, gay, and bisexual youth. Journal of
interpersonal violence. 2006;21:1462–82.
59. Toomey RB, Ryan C, Diaz RM, Card NA, Russell ST. Gender-nonconforming
lesbian, gay, bisexual, and transgender youth: school victimization and
young adult psychosocial adjustment. Dev Psychol. 2010;46:1580.
60. Everyone deserves to live free from violence: Assessing a model to increase
access to holistic GBV-response services in Puerto Plata, Dominican Republic
[https://linkagesproject.wordpress.com/2017/12/06/].
61. United Nations Development Programme. Connecting the dots: strategy
note: HIV, health and development strategy 2016–2021. Geneva: United
Nations Development Programme; 2016.
62. World Health Organization. Consolidated guidelines on HIV prevention,
diagnosis, treatment and Care for key Populations. Geneva: World Health
Organization; 2014.

Page 14 of 14

63. Spratt K. Integrating PEPFAR gender strategies into HIV programs for mostat-risk populations; 2011.
64. World Health Organization: Guidelines for medico-legal care of victims of
sexual violence. 2003.
65. World Health Organization, United Nations wWomen, United Nations
Population Fund. Health care for women subjected to intimate partner
violence or sexual violence: a clinical handbook. Geneva: WHO; 2014.
66. Joint United Nations Programme on HIV/AIDS. Additional guidance for Latin
American and Caribbean countries. Regional indicators to measure progress
towards zero discrimination. New York: United Nations; 2018.
67. Second Latin American and Caribbean Forum on the Continuum of HIV
Care: “Enhancing Combination HIV Prevention to Strengthen the
Continuum of Prevention and Care” [http://onusidalac.org/1/images/2016/
febrero/Call_to_Action.pdf].

