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Abstract

- Judith Dean’ - Candi Forrest? - Jesse Jones? - Lisa Fitzgerald'

Access to safe and effective sexual healthcare services for transgender and male sex workers (TMSW) is a human right.
Globally, TMSW experience a higher prevalence of human immunodeficiency virus (HIV) and sexually transmitted infec-
tions than the general population or other sex workers, suggesting the existence of unique challenges for this group when
accessing healthcare. A systematic database search identified 22 qualitative papers addressing barriers to accessing sexual
healthcare services for TMSW. These papers were critically evaluated for adherence to best practice standards for qualitative
research and research with sex workers. A coding process identified five themes. Stigma was the predominant barrier, and
was divided into stigma related to sexuality, gender identity, HIV status, sex worker status, and internalised stigma. Other
barriers were confidentiality concerns, sexual health literacy, fatalism, and structural barriers. Each of these themes were
informed by the wider context of stigma. The literature presents a complex syndemic of social disadvantage and exclusion
acting to produce and reinforce health disparities related to sexual health and access to screening and treatment for TMSW.

Keywords Sex work - Transgender - Male sex work - Sexual health - Systematic review

Introduction

Accessing safe and effective sexual healthcare services for
transgender and male sex workers (TMSW) is a human right
[1, 2]. However, TMSW experience disproportionately high
prevalence of human immunodeficiency virus (HIV) and
sexually transmitted infections (STI) in low, middle, and
high-income countries [3—5]. This disease burden has made
TMSW a priority population within the worldwide HIV
response [6].

Epidemiological evidence regarding the sexual health of
TMSW is limited. Few countries provide HIV/STI preva-
lence data for TMSW as a population [6, 7]. The available
evidence, however, does indicate higher prevalence of HIV
among male sex workers (MSW) in comparison to female
sex workers (FSW), and in comparison to men who have
sex with men (MSM) not engaged in sex work [8, 9]. This
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difference is more acute in Latin America and Sub-Saharan
Africa [10]. In many parts of the world transgender sex
workers (TSW) also experience a larger HIV burden than
MSW or FSW [4].

The greater burden of HIV/STIs within this population
suggests that TMSW may face unique barriers to access-
ing healthcare. The accessibility of sexual health screening,
counselling, and treatment can be restricted in settings per-
vaded by stigma, marginalisation, and resource constraints
[11, 12], thereby contributing towards serious disparities
in health [11-13]. TMSW can experience discrimination
related to sexual identity, gender identity, or sex work-related
stigma [14-16]. Stigma related to HIV can also discourage
sex workers from accessing testing, delaying diagnosis and
treatment [17]. Multiple co-existing forms of stigma have
been implicated in reduced service access and HIV dispari-
ties between ethnic groups [18] and for MSM [19] and FSW
[20-22]. However, limited research has addressed the social
and cultural contexts that produce these access barriers for
TMSW.

Understanding the complex process of healthcare access
for TMSW requires research approaches that move beyond
a focus on measuring individual HIV-related ‘risk’ [23].
TMSW encompass a diversity of experiences, strengths, and
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needs which necessitate a research methodology that can cap-
ture these realities [24]. Quantitative research can be prone
to under-reporting or misclassification of TMSW in contexts
where transgender identities are not acknowledged, or same-
sex relationships are criminalised [25]. Divergent research
methods, and varied definitions of sex work also complicate
sample comparisons, and challenge generalised understand-
ings of TMSW as a population [7]. Sex workers are consid-
ered a ‘hard to reach’ group due to structural factors such as
stigma and criminalisation [26]. Hard to reach populations can
be more difficult for quantitative researchers to access due to
inflexible research protocols and resource limitations [27].
Survey or questionnaire formats can also potentially efface
some of the complex local nuances of hard to reach groups in
dynamic environments [28, 29]. Qualitative approaches such
as semi-structured interviews, focus groups, and ethnographic
fieldwork have been effectively utilised to explore the social
reality of service barriers for this population [30-35]. Qualita-
tive data can depict the individual and their environment with
the depth and specificity necessary to understand complex
social and biomedical processes such as the accessing of sex-
ual healthcare by marginalised groups [29]. This paper reviews
and summarises qualitative research addressing TMSW access
to sexual healthcare.

In addition to identifying sexual healthcare access bar-
riers for TMSW, this review also aimed to examine valid-
ity and ethics in qualitative sex worker research. Despite
the significant complexities and methodological challenges
when engaging in research with TMSW [36], and calls for
more research into sex worker health [37], there is to date
no set of principles to guide ‘best practice’ research in this
area. Some of the ethical and methodological issues encoun-
tered in research with marginalised groups are addressed by
community based participatory research (CBPR), which has
been described as ‘best practise’ in this area [38—40]. CBPR
foregrounds equitable partnerships and tangible community
benefits, by developing research practices that empower sex
workers as drivers of research priorities and protect sex
worker participants from exploitation [36, 40, 41]. As part
of the review process for this paper, a set of guiding princi-
ples were developed based on literature regarding ethics and
standards for research with sex workers, with an emphasis
on the CBPR model [36, 41-43]. These principles enabled
the authors to explore how TMSW have been engaged and
empowered by research conducted around their community.

Methods
Search Strategy

The review was conducted as per the PRISMA guidelines
[44]. Systematic database searches were conducted of

Cochrane Library, PsycINFO, PubMed, Scopus, and Socio-
logical Abstracts. The search was restricted to research pub-
lished since 2000 to focus on contemporary literature. Medi-
cal subject heading (MeSH) terms and plain text words were
used. These databases were searched using the following
terms: ‘sex work’, ‘male sex work’, transgender, prostitut®,
and HIV. The intention was to use a high sensitivity, low
specificity search strategy to collect all research related to
TMSW. Given the limitations of database indexing, these
searches were supplemented by a hand search of titles and
abstracts in the following journals: AIDS and Behavior,
Transgender Health, International Journal of Transgen-
derism, The Lancet HIV, HIV and AIDS Review, Culture,
Health and Sexuality, and Journal of HIVIAIDS and Social
Services. These journals were selected based on their scope
and history of publishing research relevant to the research
question. Grey literature such as government reports, case
reports, reviews, and opinion pieces, and unpublished uni-
versity theses were excluded. Results were imported into
bibliographic management software Endnote.

Papers selected for inclusion were original qualitative
research articles published in a peer reviewed journal after
the year 2000. Additional criteria were that all or part of
the sample were specified to be TMSW, and that barriers
to accessing sexual healthcare services experienced whilst
engaging in sex work were either discussed by participants
or by the authors in their findings or discussion.

The initial database search results were subject to a title
and abstract review, which selected original peer reviewed
articles, published since 2000 and with an appropriate
sample. During the full manuscript review papers were
evaluated for discussion by participants or authors of bar-
riers to accessing sexual healthcare services. A large body
of research has focused on factors experienced by TMSW
which are also known to be barriers to healthcare access,
such as criminalisation, marginalisation, and mental health
concerns. Papers were only included if participants or the
author discussed these issues explicitly in the context of
healthcare access. The original database search included
both quantitative and qualitative research, as it was unknown
whether enough qualitative research addressing the research
question was available to permit a meaningful review and
meta-summary. Once it was established a significant number
of papers remaining after full manuscript review used quali-
tative methods, studies that utilised only quantitative meas-
ures were excluded. Manual inspection was then conducted
of the reference lists in the final sample of qualitative papers.

Study Quality Assessment
The basic details and quality scores of each study are

reported in Table 1. Two authors independently reviewed
the final sample and assigned quality scores using the
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Table 2 Guiding principles for best practise research with sex workers

1 Research should address priorities identified by sex workers and sex work representative organisations through a process of consultation [41]

2 The research is oriented towards working in partnership with communities, sex workers and sex work organisations in a manner that leads to

action for tangible positive change [42]

3 Researchers employ research methodologies and conceptual frameworks that are participant-centred and strengths based, and take a harm-

reduction/human rights based approach [36]

4 Research should involve sex worker representatives connected to peak-body peer-sex-worker organisations during the design of research, data
collection, data analysis, and editing and dissemination of final reports [41, 43]

5 Consideration should be given to potential misuse or misinterpretation of research results by media, government, policy makers, or anti-sex

work campaigners [41]

standardised 14 item quality appraisal checklist developed
by the National Institute for Health and Care Excellence
(NICE) [45]. One of three quality scores could be applied
(++, +, or —), indicating whether the article fulfilled nearly
all the criteria, some criteria, or very few of the criteria. The
purpose of this review was to appraise the methodological
rigor and theoretical consistency of the sample [46]. This
framework was selected due to its utilisation in multiple
reviews of similarly marginalised populations [47, 48]. This
appraisal did not influence whether studies were included in
the review.

The articles were then evaluated for adherence to best
practise standards in the field of sex worker research. In
the absence of established criteria, a set of general prin-
ciples were developed for best practise research with sex
workers based on a review of the literature regarding sex
worker research methodologies [36, 40, 41, 43] and with an
emphasis on the principles of CBPR [38, 42]. These guid-
ing principles are detailed in Table 2 and were endorsed
by a steering committee of sex worker representatives who
were also advising on a qualitative research project that was
informed by this review at the University of Queensland.
These principles were translated into a ranking system mir-
roring that used by NICE [45] and employed for the critical
appraisal process in this review. Articles were awarded one
of three quality scores (++, +, or —), based on whether they
demonstrated adherence to all, some, or none of these guid-
ing principles.

Data Extraction

Descriptive details of the sample were extracted into a
standardised tool. These details included the authors, year
of publication, aims of the study, country in which the study
was conducted, sample characteristics, method of data col-
lection and analysis, and limitations. The results and discus-
sion sections of each study were then read multiple times to
identify mentions of perceived and experienced barriers to
service access for TMSW. Findings and conclusions relevant
to the research question were then extracted to identify first
order constructs within participant quotes, and second order

constructs in the author’s discussions [49]. In two studies
which included cis-gendered FSW [50, 51], when authors
made comments regarding the experiences of their sample
without specifying the gender of particular participants,
these were not included in the data analysis.

Data Synthesis

Thematic anlaysis was the primary method of analysis used
by the articles included in this review, providing descrip-
tive summaries of the data. Therefore a ‘qualitative meta-
summary’ approach was utilised as the most appropriate
method of synthesis [52]. An open coding process was used
to categorise barriers into distinct and separable themes. In
cases where very few papers identified a certain barrier, this
was incorporated under another heading where appropri-
ate. After this coding process, the results were entered into
a table to assess the prevalence of each identified barrier.
These themes are summarised in Table 3.

Results
Sample Selection

The literature search process is summarised in Fig. 1. The
database search and hand search of relevant journals identi-
fied 1236 different articles and reports, 394 of which were
found to be published original research related directly to
TMSW, based on title and abstract screening. After full man-
uscript review, 19 qualitative articles were selected. This
sample included two papers derived from the same research
study as they addressed different elements of service access
[53, 54]. Two articles included in this sample were the result
of hand searches [55, 56]. Reference list searches of this final
sample of 19 identified three additional articles for inclusion
[17, 30, 57].
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Fig. 1 Flowchart of literature
search and identification process

Database Search: PubMed, Cochrane Library, PsycINFO, Scopus, Sociological

Abstracts

(n=1281)

A4

Hand searches of title and abstract: Transgender Health, International Journal of
Transgenderism, The Lancet HIV, HIV & AIDS Review, Culture, Health & Sexuality, and

Journal of HIV/AIDS & Social Services.

n=2)

v

Search Results combined (n = 1283)

Duplicates removed (n = 1236)

A4

Atrticles screened on basis of title and abstract

Excluded (n = 842) due to:
Unrelated to review subject matter
Book chapters, editorials, unpublished theses

Addressing female sex workers only

Included (n =394)

A4

Manuscript review and application of inclusion criteria

Excluded (n = 347) due to:
Addressing female sex workers only

Failure to discuss barriers to accessing sexual health
services

Insufficient detail to allow critical appraisal

Included (n =47)

A

Y

Qualitative papers

n=19)

Quantitative papers

(n=28)

v

Decision made to focus review on qualitative research

|

Reference List search (n = 3)

v

Final Sample (n = 22)

@ Springer



690

AIDS and Behavior (2020) 24:682-696

Study Characteristics and Methodology

The most common geographic locations of the selected stud-
ies were North America (n=06), Asia (n=06), and Africa
(n=35). The studies were published between 2008 and 2017.
Eighteen papers included MSW in their sample, nine of
which focused on MSW alone. Six papers reported on the
sexual identities of the MSW participants and included het-
erosexual, bisexual, and gay-identifying men. Twelve studies
included transgender participants, and seven involved both
male and transgender sex workers. Only one paper specified
including female-to-male transgender participants [58]. This
paper described female-to-male transgender sex workers
with male clients, whereas all other papers with transgen-
der participants focused on transgender women with male
clients and who engaged in personal relationships with men.
Other studies examined a combination of male and female
sex workers [50, 57], or female, male, and transgender sex
workers [51, 59]. Five papers were not intentionally focusing
on sex work but had sex workers included in their sample
as an incidental result of their sampling methods [17, 30,
35, 55, 58].

The majority of the papers included in this review used
qualitative in-depth interviews as their research method. Two
studies used focus group discussions [31, 60]. Six papers
used both in-depth interviews and focus groups [35, 51, 53,
57, 58, 61]. Three papers used mixed methods, including
qualitative in-depth interviews and cross-sectional quanti-
tative surveys [59, 62, 63]. Three papers combined ethno-
graphic fieldwork with qualitative interviews [57, 64, 65].

Seven papers included in the sample used thematic anal-
ysis as an analytic approach [31, 34, 50, 51, 53, 56, 59].
Another eight papers did not report a specific method for
analysing data, however most described an inductive pro-
cess of coding transcripts and identification of themes [32,
54, 57, 58, 60, 61, 64, 65]. The remaining papers ascribed
to framework analysis [33], cross-case analysis [55], the
constant comparative method [17, 30], descriptive content
analysis [62], grounded theory approach [63], and concept
analysis [35].

Results of the critical appraisal process using the NICE
[45] guidelines are included in Table 1. Seven papers
achieved a (++) rating, 12 were rated (+) and 4 were rated
(—). The most common limitation observed when applying
the NICE guidelines was a lack of methodological transpar-
ency, such as discussion of recruitment, researcher charac-
teristics or training, and ethical considerations. Papers were
also evaluated according to the five best practise principles
for research with sex workers developed for this review.
Overall, this sample exhibited few features of best practise
sex worker research. Only one study described a process of
involving sex worker representatives in the research process
[34]. Reza-Paul et al. [57] frame their research as a staged
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evaluation of a community-based intervention, and there-
fore also describe examples of empowering their respond-
ents through a participatory action research process. The
use of peer-researchers has been increasingly recognised as
an effective approach to overcome power differences and
increase qualitative data validity [66], however this sample
rarely engaged peer-researchers at any stage. The limited
use of empowerment-focused research methods is a critical
limitation of some articles in this review.

Clear descriptions of author’s theoretical positioning is
necessary to determine the orientation of a research pro-
ject towards key issues in sex work research such as human
rights, harm reduction, and strengths-based intervention
[36]. Adequate explanations and justifications for the use of
conceptual frameworks are also of particular importance in
the context of qualitative research with marginalised pop-
ulations, and are another component of the NICE guide-
lines [45]. The orientation of the researcher’s conducting
the studies in this review towards gender, sexuality, or sex
work theory, and the subsequent theoretical and conceptual
frameworks for their research were often unclearly reported.
Several studies in this review did refer conceptually to the
influence of stigma across multiple levels of social organi-
sation [30, 55, 63]. Others provided insightful and nuanced
thematic descriptions [32, 56, 62]. In each of these cases,
however, these allusions and descriptions did not extend to
interpretive or theoretical analysis of results in the context of
sex work theory. Xavier et al. [58] provided a rich introduc-
tory account of stigma concepts and their potential applica-
tion to transgender healthcare, however this framework was
not brought to bear on their findings. The strongest applica-
tion of interpretive theory in this sample was by Samudzi
and Mannell [31] in their use of hegemonic masculinity con-
cepts [67] to understand gender identity and exclusion in
South Africa. There is a need for engagement in more theo-
retically engaged research with TMSW to further develop
the valuable findings of these studies.

Themes

The themes identified via the meta-summary process are
presented in Table 3. Stigma was reported as the most sig-
nificant barrier. Five forms of stigma were identified: that
relating to sexuality, gender identity, sex work history, HIV,
and also internalised stigma. Four other barriers to access-
ing sexual healthcare services for TMSW were identified:
confidentiality concerns, fatalism, sexual health literacy, and
structural barriers.

Stigma

The predominant barrier to accessing sexual healthcare
services identified in this review was a multi-dimensional
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experience of stigma, which emerged as a theme in all but
one study [53]. These experiences of stigma included stigma
related to HIV [62, 63], MSM status [32, 56], gender iden-
tity [33, 35], sex work [51, 56], and internalised stigma.
The concept of internalised stigma refers to occasions where
individuals may endorse stereotypes about themselves, or
anticipate social rejection [68], and was observed by eight
studies in this review [31, 32, 34, 35, 54, 60, 63, 64]. Mul-
tiple mental health concerns were incorporated under this
theme, including substance use, depression, and low self-
efficacy. Whilst there are many factors that can cause or
exacerbate these issues, the participants and researchers in
these studies interpreted, and understood them to be a result
of, internalised stigma, and a barrier to effectively accessing
sexual healthcare services. Most authors did not identify
particular overriding forms of stigma for TMSW, instead cit-
ing the interactive and compounding nature of these various
forms of marginalisation.

Enacted and perceived stigma was experienced frequently
from healthcare workers. This occurred along a broad spec-
trum, from the US where participants reported a lack of
competency in transgender healthcare and undue focus on
the patient’s sex work history [58], to blatant disregard for
patient confidentiality [51], ridicule [31], or complete refusal
of care in some contexts in Sub-Saharan Africa [56]. Cul-
tural conservatism in Malaysia and Lebanon also exacer-
bated cultural taboos related to MSM or gender diversity
within the healthcare system and was a further impediment
to HIV education and prevention efforts [32, 33].

The consequences of stigma were wide-ranging and inter-
acted in complex ways. Some MSW avoided HIV testing,
due to fear of their sexual behaviour becoming known to
partners, family, or their community [31, 32, 55, 62]. One
study in Puerto Rico investigated attitudes towards HIV self-
tests, and found that TMSW would not use a self-test with
clients in case a positive test caused the client to become
aggressive or violent [59]. Some transgender participants
in the US were concerned that a HIV diagnosis could exac-
erbate the stigma they already experience and result in fur-
ther marginalisation from their community [58]. Stigma also
operated within TMSW networks. MSW working in a Leba-
nese brothel avoided testing because they knew they would
lose their employment if the proprietor discovered they
were HIV-positive [32]. Some TSW in Guatemala feared
that a HIV diagnosis would alienate them among their peers,
endangering the fragile social sphere in which they had
found security and acceptance [55]. Stigma can also limit
the care that TMSW receive when they do access health
services. In addition to the examples of direct discrimination
highlighted above, the fear of stigma caused some TMSW
participants in Sub-Saharan Africa to not disclose the actual
reason for their presentation if it was related to their sexual
behaviour or sex work [51, 61]. This could result in the

provision of incorrect health advice, insufficient risk coun-
selling or disease screening, and inappropriate medication
prescriptions.

Confidentiality

Eleven studies in the sample identified concerns over con-
fidentiality to be a barrier to access [30, 31, 34, 50, 51, 53,
55, 58, 62, 63, 65]. This included concerns about being seen
attending a HIV testing service, or the staff breaching their
confidentiality to co-workers or other people outside the
clinic [34, 55]. These concerns were more pronounced in
less metropolitan areas where privacy was more difficult to
maintain [58]. Some respondents travelled long distances
to access clinics unconnected to their local communities to
ensure confidentiality [55]. In some resource poor contexts
such as Sub-Saharan Africa, lack of confidentiality was
related to the practical restrictions of the service [30], how-
ever in the majority of cases it was driven by stigma from
healthcare workers who disclosed TMSW health information
to friends and co-workers [31, 51].

Sexual Health Literacy

Many authors also identified that the level of knowledge
possessed by some TMSW with regards to sexual health and
STI transmission affected their risk perception and subse-
quent intention to access sexual healthcare services [32, 50,
51, 53, 59, 61, 63-65]. Some MSW in Vietnam perceived
that they could minimise their HIV risk by carefully select-
ing clients that seem clean and well dressed and were una-
ware that infections could be contracted from asymptomatic
clients [62]. Underhill et al. [53] also found some MSW
participants believed they did not need HIV testing because
their partner had recently tested negative.

A range of broader structural factors also contributed
to the variable levels of knowledge with regards to sexual
healthcare. The effects of criminalisation were observed
more acutely in regions such as Kenya and Malaysia
where sexual intercourse between men is illegal, hamper-
ing attempts to provide HIV targeted education [33, 61].
Levels of sexual health knowledge were also mediated by
professional isolation. Networks of sex workers in Germany
were able to support and mentor younger workers, whereas
isolated newcomers were less aware of their level of sexual
health risk [64]. Findings from a study with Lebanese MSW
suggested, however, that the influence of peers could also
sometimes inhibit access to services [32], due to group per-
ceptions such as HIV testing being unimportant.
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Fatalism

Participants reported fatalistic attitudes towards their sex-
ual health in five studies, including contexts with highly
resourced health systems [30, 32, 53, 62, 63]. Fatalism is a
belief in one’s own lack of agency, and has been associated
with environments in which social alienation and fragmenta-
tion inhibits long-term, goal directed behaviour [69]. Some
participants claimed they did not seek out sexual health-
care due to a lack of concern over their HIV status or other
potential conditions. In two studies from the US, participants
explained this perspective by arguing that contracting HIV
was inevitable, or that HIV is a terminal disease with a poor
prognosis, and so formal diagnosis would not change their
behaviour or cause them to seek treatment [53, 63]. Other
participants in Lebanon and Vietnam also expressed that the
inevitability of HIV/STI infection made testing irrelevant
[32, 62]. Transgender participants in India reported fatal-
ism with regards to accessing HIV treatment, even after a
positive diagnosis [30]. They explained this perspective with
reference to their belief that they could never have a family,
leading them to expect a low quality of life, and so accept a
shorter life expectancy due to HIV.

Structural Barriers

Structural barriers to access were most prevalent in studies
conducted in Sub-Saharan Africa. Participants were some-
times unable to travel to the service, either because transport
was unavailable or because the required time would signifi-
cantly disrupt their workday [51]. The quality and organi-
sation of the service was also an obstacle. These included
issues such as long waiting times, lack of coordination, and
inability to ensure privacy and confidentiality [31, 50, 51].
Studies in multiple regions found the cost of services was
also an obstacle [31, 51, 55]. Two studies in South America
reported that participants’ preferred private clinics to the
public system, due to there being less discrimination and
more discretion, but often were unable to afford these ser-
vices [55, 65]. Researchers from Germany [64] and Lebanon
[32] also noted that the migrant status of some TMSW in
some cases made them ineligible for health insurance, fur-
ther reducing their ability to pay for healthcare.

Discussion

TMSW are considered a priority population within the inter-
national HIV response, due to higher prevalence of HIV/
STIs [6], and the presence of unique impediments to access-
ing healthcare. The purpose of this review was to appraise
and summarise the qualitative literature regarding these bar-
riers. The findings demonstrate the diversity and complexity
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of the challenges faced by TMSW in different regions and
contexts, underlined by the near universality of stigma and
marginalisation.

This review clearly highlights stigma as the primary bar-
rier to accessing sexual healthcare for TMSW. The signifi-
cance of stigma has been reflected in other research with sex
workers [20, 70]. A recent systematic review of healthcare
accessibility for TMSW and FSW also found stigma to be
the most significant barrier [70]. Lazarus et al. [20] surveyed
252 FSW and also found occupational stigma experienced
in healthcare settings to be the primary access barrier even
after controlling for individual demographics, and social and
work environments. The relationship between stigma and
health outcomes has also been established for the general
population of MSM [14, 71] and transgender people [15].

Stigma is described by Goffman [72] as a product of soci-
ety’s attitudes towards attributes considered ‘significantly
discrediting.” In the context of TMSW, the enactment of
stigma produces and reinforces economic, cultural, and
social inequalities relating to these stigmatised attributes,
such as gender, sexuality, and occupation [73]. This process
can be clearly observed within this sample. In terms of the
TMSW in these studies, multiple stigmatised social catego-
ries, such as MSM, sex worker, or being transgender, are
concentrated in a single population with higher HIV/STI
prevalence and restricted access to healthcare services. This
symbiotic relationship between biological pathology and
social conditions has been understood in terms of syndemic
theory [74, 75]. Syndemics refers to how biomedical and
social processes can combine to cause the progressive repro-
duction of marginal health and living conditions, particularly
for transgender women [76]. Rather than a linear accumula-
tion of stigmatised identities, these social categorisations
are interactive and mutually reinforcing. Diverse gender or
sexual identities, for example, can sometimes contribute to
social marginalisation which can promote participation in
unsafe forms of sex work, thereby increasing the individual’s
risk for HIV or other sexual health conditions. This dynamic
and synergistic process of disadvantage can become a major
access barrier for TMSW, by exacerbating fatalism, inhibit-
ing sexual health literacy, and limiting individual’s resources
with which to manage their health [75].

Goffman’s [72] formulation of stigma also included a
separation between those who are discredited, and those who
are only potentially ‘discreditable,” in the eyes of society.
The findings summarised in this review highlighted a similar
dichotomy in the experience of stigma for MSM compared
to people who are transgender. Many MSM participants had
the option of concealing their sexual behaviour from friends,
family, and other intimate partners [32, 54, 62]. Sex work
could therefore be a sustainable way to achieve financial
independence for them and their family, whilst minimising
the associated stigma, and allowing them to also engage



AIDS and Behavior (2020) 24:682-696

693

in other forms of work. Transgender individuals, however,
often reported stigma in all spheres of life, as their gender
identity could be a more visible social marker [34, 73]. Some
transgender women in South Africa reported maintaining
a masculine appearance in order to reduce the possibility
of discrimination or violence [31]. Stigma could also be
experienced by MSM who were more overt in the expres-
sion of their sexual identity [55]. This difference between
public versus private identities could influence what kind of
services people access. Boyce et al. [55] found that heter-
osexual-identifying MSM preferred clinics that would not
identify them as members of this group, whereas transgender
participants preferred a sense of belonging and community
related to sexual health services.

Finally, the other barriers to healthcare access identified
in this review that were not explicitly produced by stigma
were still informed by it. The widespread concerns regarding
confidentiality were often related to anticipated stigma from
healthcare workers. Service providers broke confidentiality
out of an apparent lack of respect for their patient’s identity
or privacy [31, 55]. Stigma also limited sexual health lit-
eracy for TMSW. In contexts where same-sex relationships
or transgender identities were not recognised, the social
exclusion of these populations made education more dif-
ficult and exacerbated this barrier [33, 61]. There is also a
close relationship between fatalism and internalised stigma.
Participant’s expressions of fatalism were often driven by
misperceptions of HIV risk or treatment, or by their expecta-
tions of life in an environment where options such as mar-
riage, family, and social acceptance were unavailable [30,
62]. These common and consistent experiences of stigma
can translate into an internalisation of deviance narratives
and perceptions of natural or even deserved isolation, exclu-
sion, and pathological abnormality among sexual minori-
ties and gender diverse individuals [34]. The impact of this
on the mental and physical health and social functioning
of a group such as TMSW is wide ranging and complex,
sometimes manifesting as the fatalism expressed by some
participants in these studies. Feelings of shame and guilt
for perceived transgressions combined with an apparently
irremediably low social status may contribute to this harmful
passivity towards sexual health, as well as exacerbating asso-
ciated issues such as mental health concerns and harmful
substance use. Therefore, both enacted and perceived stigma
fostered these fatalistic attitudes towards sexual health, dis-
couraged service access, impaired health literacy, and made
many services an unsafe place to disclose personal infor-
mation. Goffman’s [72] original formulation of stigma is
clearly expressed by this syndemic of social exclusion and
poor sexual health. For participants in these studies, there-
fore, stigma was the most significant factor in producing and
reinforcing barriers to accessing sexual healthcare.

Recommendations

Participants across multiple papers recommended two ways
in which barriers to sexual healthcare for TMSW could be
addressed. First was the need for multi-dimensional services
that integrated sexual health, mental health, and alcohol and
other drug services [60, 63]. This would enable the service
to reflect in its structure the prevalence and intersection of
these factors experienced by TMSW. The second recom-
mendation was that multi-disciplinary services be provided
by staff trained in managing issues specific to this population
[31, 35,50, 51, 56, 58]. There have been examples of sensi-
tivity training in Sub-Saharan African countries improving
health professional’s knowledge of health issues affecting
MSM and reducing homophobia [77, 78]. Clinics have also
been developed that specialise in holistic transgender health
and have observed significant improvements in access and
health outcomes [79]. The development of national policies
to support clinics that are sensitive to the needs of TMSW is
the foremost recommendation made by the WHO [80]. Tools
and best-practise standards do exist, therefore, to enable
healthcare services to transition to the kind of model recom-
mended almost unanimously by these studies’ participants.

Limitations

Limitations of this review include the translation services
employed by multiple studies when coding transcripts,
which may have obscured some nuances of participant
responses. All of the studies were also addressing sensi-
tive and personal issues, and it is difficult to evaluate the
degree to which recall bias or social desirability bias [81,
82] may have influenced responses. Several studies also
accessed their participants via community support or advo-
cacy organisations, therefore their available sample may
have been more engaged with healthcare services than the
general population of TMSW.

Previous researchers have also expressed concerns that the
conflation of cisgender male and transgender sex workers in
health research implies a homogeneity between these groups
that is not reflected in the experiences of TMSW [83]. Limit-
ing the review to peer-reviewed publications may also have
exposed the sampling process to publication bias. Three stud-
ies explicitly aimed to explore experiences of stigma [31, 34,
54], which may have inflated the significance of this factor in
relation to the other barriers that were identified.

Further research in this area should include a system-
atic meta-analysis of the quantitative literature regarding
TMSW healthcare access. Papers were excluded from this
review that addressed additional factors known to affect indi-
vidual’s capacity to access healthcare, but which were not
identified as such by authors or participants. These include
structural and interpersonal factors such as criminalisation
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[2, 20] social capital [75], and violence [84], each of which
can be viewed as structural manifestations of stigma, whilst
also acting to produce and reinforce marginalisation. The
relationship between criminalisation and HIV prevalence
has been recently reaffirmed by Shannon et al. [85], and
a decriminalisation process grounded in human rights has
been promoted as a key component of public health efforts
aimed at reducing HIV/STIs among sex workers [1, 2].
Future qualitative reviews should incorporate these broader
factors that contribute to the syndemic of health disparities
experienced by TMSW.

Conclusions

The research papers summarised in this review describe
TMSW’s experience of a complex syndemic, dominated by
the experience of stigma and marginalisation and resulting
in an increased prevalence of HIV/STIs in many contexts.
The evaluation of these articles in the context of best practise
sex worker research indicates that there is still progress to
be made regarding the implementation of action-oriented
research that empowers sex workers throughout the research
process. However, the qualitative evidence reported in these
studies provides essential context for the epidemiology of
HIV/STI within this population worldwide. Emphasis in the
wider literature on prevalence of HIV/STI and risk behav-
iours among TMSW should be tempered by the detailed
descriptions in this sample of the wider context of inequity
and disadvantage in which this population is so often situ-
ated. Finally, this review highlights the consistent request
from TMSW across multiple settings for integrated sexual
healthcare services, with appropriately trained staff, that
respect the dignity of all clients.
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