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Abstract
Transgender female sex workers (TFSW) are highly affected by HIV, with a global prevalence of 27%. HIV self-testing 
(HIVST) to screen sexual partners has helped men who have sex with men and female sex workers make informed sexual 
decisions and avoid HIV exposure. This is the first report on TFSW’s experiences screening clients using HIVST. Ten TFSW 
were each given ten HIVST kits and returned after 3 months to complete an online questionnaire and undergo an interview. 
Eight of them reported using HIVST with potential partners. Among fifty potential partners who were asked in person to test, 
42 (84%) were clients. Thirty-four out of fifty (68%) accepted and 16 (32%) refused. Very few violent incidents occurred, 
and participants felt empowered by offering HIVST to others. Nevertheless, HIVST market cost was prohibitive for future 
use. HIVST use with clients could be feasible for TFSW if the cost were lowered or subsidized.
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Resumen
Globalmente, las trabajadoras sexuales transgéneros (TSTG) tienen un 27% de prevalencia VIH. El uso del autotest para 
VIH (HIVST) para examinar a parejas sexuales ha ayudado a los hombres que tienen relaciones sexuales con hombres y a las 
mujeres trabajadoras sexuales a tomar decisiones informadas sobre las relaciones sexuales y evitar exponerse al VIH. Éste 
es el primer reporte sobre las experiencias que tuvieron TSTG usando el HIVST para examinar a sus clientes. Diez TSTG 
recibieron diez equipos de prueba de HIVST cada una y regresaron después de tres meses para completar un cuestionario 
por Internet y ser entrevistadas. Ocho de ellas reportaron haber usado HIVST con posibles compañeros sexuales. De los 
cincuenta posibles compañeros sexuales que fueron invitados en persona a usar la prueba, 42 (84%) eran clientes. Treinta y 
cuatro de los cincuenta (68%) aceptaron usar la prueba y 16 (32%) se negaron. Hubo muy pocos incidentes de violencia, y 
las participantes se sintieron empoderadas al ofrecer HIVST a los demás. Sin embargo, las TSTG encontraron que el precio 
comercial del HIVST es una barrera para el uso futuro. El uso del HIVST con clientes podría ser factible para las TSTG si 
el costo fuera más bajo o fuera subvencionado.
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Introduction

Transgender female sex workers (TFSW) represent one of 
the populations most affected by HIV, with an estimated 
global prevalence of 27.3% [1–5]. Among TFSW, exter-
nal factors such as limited coverage of healthcare services, 
criminalization of sex work, and competing priorities (e.g., 
securing stable housing and income), in addition to sub-
jective factors such as discrimination, stigma, and mistrust 
of the healthcare system, all serve as primary barriers to 
accessing  HIV  prevention and testing services [6–15]. 
Therefore, targeted HIV prevention interventions to reduce 
TFSW’s risk of contracting or transmitting HIV, including 
increasing access to HIV testing, could prove beneficial [1, 
14].

An emerging strategy for increasing access to HIV test-
ing, HIV self-testing (HIVST), has been found to be highly 
acceptable among key populations, including TFSW [16], 
due to its convenience, privacy, painlessness, and ease of use 
[17]. Its use is supported by the World Health Organization, 
particularly for populations such as TFSW who have low 
healthcare service coverage, are at higher risk for HIV, and 
may not otherwise have access to HIV testing services [18]. 
The use of HIVST could also enable TFSW to operate at the 
margins of a healthcare system they often encounter as hos-
tile. Research on the effects of HIVST found few instances of 
harm (i.e., suicide, self-harm, or intimate partner violence) 
attributable to self-testing; instead, HIVST was associated 
with increased uptake and testing frequency [19–21].

Furthermore, studies of the provision of HIVST to at-risk 
populations to screen sexual partners have demonstrated its 
feasibility as a risk reduction method that can increase test-
ing rates and help testers avoid HIV exposure. A study in NY 
with men who have sex with men (MSM) found that partici-
pants who were given HIVST kits to screen partners reported 
that the intervention was acceptable and that they were able 
to avoid sexual intercourse with partners who had positive 
results [22]. Additionally, studies of HIVST for partner-test-
ing among cisgender female sex workers (CFSW) showed 
that they were able to introduce tests to partners, including 
commercial sex clients, and could to make more informed 
sexual decisions [23], such as avoiding sex or using con-
doms in the case of a positive test result [24]. Despite the 
potential for violent interactions with clients in the context 
of sex work, studies to date have reported very low rates of 
violence following the provision of HIVST, ranging from 
1-2% of participants [24, 25]. Although TFSW expressed 
concern in a previous study about hypothetical use of HIVST 
with clients due to a possible breach of confidentiality in 
the case of a positive test result and the potential for violent 
situations [26], no research to date has examined actual use 
of HIVST with clients among TFSW. This article will report 

on the experiences of TFSW in Puerto Rico (PR) and New 
York (NY) who used HIVST kits to screen clients, including 
strategies for using the test with clients, how they handled 
challenges such as violent situations or issues with confi-
dentiality, and their likelihood of using HIVST in the future 
to prevent HIV.

Methods

Sample

The ISUM (I’ll Show You Mine) study was a 5-year, rand-
omized controlled trial in New York, NY and San Juan, PR 
that explored sexual risk behaviors among a population at 
high risk of HIV acquisition with access to rapid HIVST 
kits. Participants were HIV-uninfected, non-monogamous 
MSM and transgender women who never or seldom used 
condoms during anal intercourse (insertive and/or recep-
tive). To be eligible, participants could not be taking pre-
exposure prophylaxis (PrEP), and had to have reported at 
least three sexual occasions with a partner of discordant or 
unknown statust within the last 3 months.

Recruitment

Participants were recruited between 2014 and 2017. A total 
of 279 participants were enrolled, 22 (8%) of whom were 
transgender women who reported receiving money, goods, 
or other services in exchange for sex. A description of 
recruitment strategies has been previously published [27]. 
Briefly, participants were recruited in-person, online, and 
via word-of-mouth through other participants.

Procedures

Participants underwent a prescreen by phone to determine 
initial eligibility and then came to our office for a screening 
visit (Visit 1) in which they completed a baseline behavio-
ral questionnaire via computer administered self-interview 
(CASI), completed rapid HIVST correctly without direction 
from staff (within two attempts), and were administered a 
confirmatory test by staff. Those who were eligible based 
on the questionnaire and the test results were invited to 
return for the enrollment visit (Visit 2) within 1 week. At the 
enrollment visit, a block-randomization strategy was used to 
assign participants to either the intervention group (n = 11 
TFSW), in which they were given ten rapid oral HIV test kits 
to take home and viewed a video that included key points for 
consideration when using the tests to screen sexual partners 
or clients (https​://www.youtu​be.com/watch​?v=uq6Qb​4BJLd​
M), or to the control group (n = 11 TFSW), in which they 

https://www.youtube.com/watch?v=uq6Qb4BJLdM
https://www.youtube.com/watch?v=uq6Qb4BJLdM
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were not given tests to take home but were given condoms. 
During the 3-month study period, participants reported 
through daily SMS their sexual behavior and (for interven-
tion group participants) the number of HIVST kits they had 
left; they could request additional kits. A description of 
the SMS system has been published previously [28]. After 
3 months, participants returned for a follow-up visit (Visit 
3), in which they completed an HIV test administered by 
staff and a follow-up CASI. In addition, participants in the 
intervention group underwent an in-depth interview (IDI, 
n = 10 TFSW). All procedures were reviewed and approved 
by the Institutional Review Boards at New York State Psy-
chiatric Institute and the University of Puerto Rico Medical 
Sciences Campus.

Measures

The quantitative data reported in this manuscript come from 
the baseline (V1) and follow-up (V3) CASI questionnaires. 
The baseline included items on demographics and sexual 
behavior. The follow-up measured perceived ease or diffi-
culty of discussing HIVST with partners; number of times 
HIVST was used to test self and partners; number of partners 
asked in person to use HIVST (including clients); ease or dif-
ficulty of determining whether a partner could become vio-
lent; number of partners who accepted, refused, got angry, 
or got violent when asked in person to test; frequency of 
asking partners to test via call, chat or text; and reasons for 
not discussing HIVST with partners. Given that this study 
was not designed to examine HIVST use among sex workers 
specifically, data on clients cannot be disaggregated from 
that of partners, except where noted.

The qualitative data are reported from the IDI. The IDI 
was conducted using a guide with open-ended questions 
and probes, which was developed by our team based on 
items tested in a prior study of HIVST use with partners. To 
explore participants’ experiences using the tests with clients, 
the guide focused on decision-making around testing clients, 
broaching the topic of the HIVST, client reactions, violent 
experiences and potential for violence, privacy and confi-
dentiality concerns, and future use of HIVST.

Data Analysis

Given that this manuscript focuses on use of HIVST with 
clients, the data analysis was limited to the eleven partici-
pants in the intervention group (ten of whom returned for 
a follow-up visit). Frequencies were run on variables of 
interest from the CASI questionnaires using SPSS statis-
tical program (v25) for data analysis. Percentages, means, 
and medians (where applicable) are reported. All audio 
files from IDIs were transcribed and checked for accuracy. 

A codebook which included code names and definitions was 
developed based on the IDI guide. The codebook was modi-
fied as needed after coding a set of five initial transcripts. 
Transcripts were loaded into the NVivo v.11 qualitative data 
analysis program, and each was coded by two independent 
coders, who subsequently met to discuss discrepancies until 
reaching consensus. The code for sex work involvement was 
examined for common themes, and then each transcript was 
content analyzed thoroughly by the first author to identify 
other salient themes. Quotes included from participants at 
the PR site were translated from Spanish to English by the 
first author. The primary study findings, along with second-
ary study findings, have been published elsewhere [29–37].

Results

Quantitative Findings

Demographics

Participants’ median age was 26 years old, and all were high 
school or college graduates. A majority self-identified as 
Hispanic/Latina and half self-identified as Black/African-
American. Most self-identified as transgender, and the rest 
as women. Nearly half self-identified as gay/homosexual, 
with the rest considering themselves bisexual, hetero-
sexual, or other. Most reported being employed part-time 
or unemployed, with a median annual income of $1600 
(range = $0–$18,000). (See Table 1).

Sexual Behavior

At baseline, the median number of times participants 
reported receiving money, goods or services in exchange 
for sex in the 3 months prior was 50 (range = 1–700), 
with a median of 45 sexual partners and 15 occasions 
of receptive anal intercourse, most of them condomless 
(median = 10). (See Table 1)

HIVST Use

Eight of the ten participants reported using the HIVST 
to test themselves at least once during the study 
(median = 2.0 times, range = 0–20). Also, eight reported 
using the HIVST to test at least one potential sexual part-
ner (median = 6.5 times, range = 0–20). Regarding asking 
partners to test, most reported finding it very easy (N = 4) 
or fairly easy (N = 2), while some found it fairly hard 
(N = 4). Six of the ten participants reported asking at least 
one partner in person to use the kits. Table 2 summarizes 
the experiences and partner reactions reported by these 
six participants. In total, they asked 50 partners to use the 
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kits, 42 (84%) of whom were clients (median = 5.0 clients, 
range = 1–20). Out of those 50 partners, 34 (68%) agreed 
to test (median = 4.5, range = 0–15) and 16 (32%) refused 
(median = 1.5, range = 0–8). Four participants reported 
that a total of sixteen partners (32%) got angry or upset 
due to the request (median = 3, range = 0–8). Five people 

reported finding it very easy (N = 1) or fairly easy (N = 4) 
to judge whether a partner could become violent, while 
three others found it fairly hard and one very hard. Violent 
reactions were uncommon, but two participants reported 
a total of eight partners (16%) who got physically vio-
lent due to the request (median = 0, range = 0–7). Finally, 
one participant reported that four partners disclosed their 
HIV positive status, and none of the partners who tested 
received HIV positive results.

Two participants did not ask anyone to test in person, but 
did report asking potential partners to test via chat, call, or 
text. The most common reasons given by the eight partici-
pants who did not discuss the test with at least one potential 
partner included feeling the person might react negatively 
(50%), feeling uncomfortable bringing it up (38%), not want-
ing to risk ending the encounter (38%), or not having the test 
kit on hand (38%) (See Table 3).

Qualitative Findings

Decision to Test Clients

Participants’ decisions to propose the HIVST to clients 
were based on calculations of risk, whether that of the 
sexual encounter itself or that of possible client reactions. 
To reduce the risk of the sexual encounter, the HIVST was 
used as a risk reduction alternative with clients who did 
not want to use condoms:

They have to do the test with me if they want to be 
intimate without protection. (ID 058, 21 yo, PR)

However, if an encounter was seen as low risk, based on 
planned condom use or level of familiarity with the client, 
they did not feel the need to test:

Because I’ve known him for a long time and I always 
use condoms [with him], that’s why I didn’t ask him 
to test. (ID 164, 35 yo, PR)

To reduce the risk of unpleasant interactions, partici-
pants used their judgment to avoid introducing HIVST to 
those who might have bad reactions:

There’s a particular type of attitude that certain 
people who contact me have. It’s this very sort of 
aggressive alpha male type of mentality and people 
who had that type of attitude, I didn’t offer it to… I 
assumed that they’d say no and further assumed that 
they might say no in an aggressive, unpleasant way. 
(ID 190, 24 yo, NY)

Some felt safer asking only clients they already knew, 
not first-time clients:

Table 1   Demographics and sexual behavior

a Eight participants were from San Juan, PR and three were from New 
York, NY

(n = 11)a

median (range)

Age 26.00 (21–44)
Annual income $1600 (0–18,000)

N (%)

Education level
 Eighth grade or lower 0 (0)
 Partial high school 0 (0)
 High school graduate/GED 6 (55)
 Partial college 2 (18)
 College graduate 3 (27)
 Graduate school degree 0 (0)
 Hispanic (% yes) 9 (82)

Race
 Black 5 (50)
 White 2 (20)
 Other 3 (30)

Gender (self-identified)
 Woman 4 (36)
 Transgender 7 (64)

Sexual identity
 Gay/homosexual 5 (46)
 Bisexual 1 (9%)
 Heterosexual 3 (27)
 Other 2 (18)

Employment status
 Full-time 1 (9)
 Part-time 4 (36)
 Unemployed 6 (55)

Student (% yes) 1 (9)

Median (range)

Sexual behavior (prior 3 months)
 Number of occasions of sex in exchange for 

receiving money or other goods or services
50 (1–700)

 Number of sexual partners 45 (4–720)
 Number of occasions of receptive anal inter-

course
15 (4–400)

 Number of occasions of condomless receptive 
anal intercourse

10 (4–256)
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If it was someone who I was meeting for the first 
time, I wouldn’t bring it up with them, because I – 
even for me, that seems a little uncomfortable. (Par-
ticipant ID 045, 24 years old, NY)

In sum, the decision whether to propose HIVST to cli-
ents required participants to weigh the risk of HIV trans-
mission during the sexual encounter against the risk of an 
aggressive reaction from a client.

Broaching the Topic of HIVST

Participants developed techniques for broaching the topic of 
testing to maximize client acceptability of the HIVST and 
reduce negative reactions by considering timing and context. 
A few explained to clients that they were in a study and had 
been given tests to use with others:

I’m like, “You know, I’m a part of this study and I have 
these HIV kits, so now, you know, you put the Q-tip in 
your mouth, just simple.” (ID 045, 24 yo, NY)

Many found it easier to introduce the test right at the start 
of an interaction:

Every time a client comes over, I say, “Come to my 
bedroom,” I look for the tests and take them out, we 
go to the bedroom and I say, “Look my dear, I’m going 
to test you for HIV. All you have to do is open your 

mouth and I will pass this swab over your gums.” (ID 
009, 23 yo, PR)

Others routinely discussed the importance of safe sex 
with clients, so they incorporated the HIVST into this 
conversation:

At the point when I was bringing up issues of protec-
tion and issues of –and the health issues that could 
potentially arise … I was like, “Well, I have these 
kits that I get for free from this study that I’m doing. 
They take 20 min, and you know really quickly, so that 
would make you feel more safe.” (ID 190, 24 yo, NY)

Participants found that broaching the topic became easier 
with time and practice:

The first time, with the first one, it was difficult. But 
by the second one, it wasn’t. I didn’t have any qualms. 
(ID 088, 39 yo, PR)

In sum, introducing the HIVST to clients was a matter 
of practice, but useful techniques included explaining the 
context of the study, bringing it up at the start of the interac-
tion, and incorporating into routine safe sex conversations.

Client Reactions

Most clients were initially surprised, but overall they reacted 
well to being asked to take an HIV test:

They were like, “Wow, how do you have this?” It was 
something really surprising to them. (ID 095, 37 yo, 
PR)

Even some who initially refused often changed their 
minds as they considered the test:

They refused, but then they said, “OK, I’ll do it, I don’t 
have a choice, now I’m dying to know.” (ID 058, 21 
yo, PR)

However, some did refuse to test. A few became suspi-
cious, asking participants if they had HIV:

Table 2   Use of HIVST and 
partner reactions N = 6

Experiences reported by six participants who asked at least one partner to use HIVST in person

Mean (SD) Median (range)

Number of clients asked in person to use HIVST 7.00 (6.78) 5.00 (1–20)
Number of partners who used test 5.67 (5.20) 4.50 (0–15)
Number of partners who refused to test 2.67 (3.20) 1.50 (0–8)
Number of partners who got angry or upset 3.67 (3.83) 3.00 (0–8)
Number of partners who got physically violent 1.33 (2.81) 0.00 (0–7)
Number of partners who disclosed they were HIV-positive 0.67 (1.63) 0.00 (0–4)
Number of partners who tested HIV-positive 0.00 (0.00) 0.00 (0–0)

Table 3   Reasons for not discussing HIVST N = 8

N (%)

Felt partner/client might react negatively 4 (50)
Felt uncomfortable bringing it up 3 (38)
Did not want to risk ending encounter 3 (38)
Didn’t have test kit on hand 3 (38)
Believed partner/client was HIV-negative 2 (25)
Knew would not have intercourse 1 (13)
Was too drunk/high 1 (13)
Didn’t want to go through the hassle 1 (13)
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The first thing they’re going to think is, “She has 
something. She has HIV.”…I had to start by telling 
them that this had nothing to do with my personal 
character. (ID 088, 39 yo, PR)

Others were simply disinterested or did not want to wait 
20 min for the result:

Some people I offered it to said no, that we could use 
a condom, and let’s go because it’s late. (ID 164, 35 
yo, PR)

Finally, a few became angry, but subsequently calmed 
down:

I was surprised that some of them who I knew already, 
when I brought it up, they started to get angry…I am 
such a calm person that I know how to say things so 
that they are not misinterpreted…so I didn’t have any 
problems. (ID 095, 37 yo, PR)

In sum, participants described a variety of client reac-
tions, ranging from surprise to curiosity, from suspicion or 
impatience to anger. Nevertheless, a majority of those who 
were asked to test agreed, and participants were able to han-
dle a range of client reactions skillfully.

Violent Experiences and the Potential for Violence

Violent experiences were not very common, although they 
did occur. Whether or not participants’ clients reacted vio-
lently, all TFSW interviewed recognized the potential for 
violence and had a plan for dealing with it if it did occur. 
Only one participant described in the interview a violent 
interaction when proposing the test to a client after he 
offered her more money if she agreed not to use condoms:

I asked him if he wanted to do the OraQuick test with 
me, and he got violent. He threw the kits on the floor 
and he said…why the hell would he want to do that 
test, why the hell did I bring those tests… he grabbed 
my arm and dragged me… I left, grabbed the two 
kits… it was hard to leave because he didn’t want me 
to leave and he said, “I paid you and you came here to 
fulfill my fantasy, and we’re doing it without a condom 
right now,” but I was able to get around him and leave. 
(ID 058, 21 yo, PR)

Participants described that working on the streets could 
lead TFSW to interact with a variety of personalities, and 
they recognized the potential for violence:

It’s concerning because some women who work on 
the streets doing sex work are exposed to many crazy 
people. They aren’t very selective. And sometimes the 
streets are very tough, it’s bad, they leave with any 

crazy person, and just imagine proposing the test. (ID 
083, 32 yo, PR)

Nevertheless, participants offered recommendations for 
avoiding violent situations, such as:

Do it somewhere – not, like, in public, but like, if 
you’re working out of a hotel, I would say do it in a set-
ting like that. Somewhere where you can be assisted. 
(ID 045, 24 yo, NY)
If the partner is using [drugs or alcohol], there is a 
greater likelihood of some kind of violence if test use 
is proposed. (ID 083, 32 yo, PR)

A few mentioned that people in their line of work are 
used to dealing with all types of situations. One stated she 
felt confident she could handle any situation:

They know they’re going to get it when they try to kill 
me or something. I’m violent too, and I don’t hit like 
a girl. (ID 009, 23 yo, PR)

In sum, TFSW were aware of the potential for violence 
when proposing HIVST use to clients, but had strategies 
for avoiding such situations or handling them effectively if 
they occurred.

Privacy and Confidentiality Concerns When Testing 
with Clients

Given the potential for privacy concerns and breach of confi-
dentiality when testing oneself for HIV with another person, 
participants were asked whether they tested themselves in 
front of clients. Four reported testing themselves in front of 
a client at least once. One stated that this helped her clients 
feel more comfortable:

I did one myself so that they would feel they could 
trust me, and so they would say “well, she is going 
to do it, so I will do it too.” So, I did it with them and 
I told them step-by-step how to test themselves. (ID 
058, 21 yo, PR)

Among those who tested themselves in front of clients, 
none mentioned feeling concerned about a possible breach 
of confidentiality if clients were to see a positive result, as 
they were confident in their negative status. However, one 
participant believed that her client refused to test because he 
did not want her to see the result:

I’m not his girlfriend or his wife… we just have busi-
ness together… maybe that’s something he might want 
to conquer on his own. (ID 045, 24 yo, NY)

While privacy was not a big concern in this sample, par-
ticipants recognized that it could influence clients’ accept-
ability of the HIVST in the context of sex work.
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Empowerment

Seven of those interviewed described feeling empowered 
by using the HIVST with clients. They felt they were in a 
position of authority since they could administer the tests 
for others:

If I have the test…like, someone depends on you. So, 
it’s like, if you find out someone’s positive by doing 
an at-home test, it’s like, then this person kind of looks 
to you for comfort. And then if you find out it’s nega-
tive, it’s still, like, you know, that suspense and they 
still kind of depend on you throughout. (ID 045, 24 
yo, NY)

This dynamic allowed TFSW to educate clients about the 
importance of HIV testing and the availability of an oral 
HIVST:

It’s learning to be aware of it, if they didn’t know 
about it or they didn’t know how to protect themselves. 
And at least with a test like this… well, some people 
thought it had to be with a syringe, taking a blood 
sample. (ID 083, 32 yo, PR)

Having the kits enabled them to build awareness among 
clients that they, too, are at risk for HIV:

It was a new experience for me to be able to tell them, 
“Look, you should do the test,” because as transsexuals 
and sex workers, they always tell us, “No, you have to 
take care of yourself, I have to be careful because of 
what you do.” It’s like they blame us and point fingers 
at us, and this allowed me to show them that, no, this 
is an issue for everyone. (ID 095, 37 yo, PR)

In addition, having HIVST led some to feel that their sta-
tus was elevated before clients:

They were like, “Oh, this is so professional.”… It made 
people think that I was less desperate, for lack of a bet-
ter word. Beggars can’t be choosers, and because I was 
doing something to allow me to choose, it meant that 
it reduced my perception as a beggar in their minds. 
(ID 190, 24 yo, NY)

Overall, possession of the HIVST kits empowered TFSW 
to take control of testing and to educate their clients about 
HIV risk.

Future Use of HIVST

Those who used the tests with clients liked the idea of con-
tinuing to use them in the future, and HIVST use to screen 
clients was seen as a good option for the TFSW community. 
As one participant stated:

In the case of the trans community, it’s clear, once they 
have this information, once you tell them that this is 
here, that they can come get tests, I think that they 
are going to use them and they are going to approach 
their clients. Because most of them are going to feel 
empowered, like, “Yes, they prepared me to do this 
test, and I have it in my purse, I have it at home, what-
ever. When my clients come, I am going to use it.” (ID 
088, 39 yo, PR)

Nevertheless, price was a significant concern for all of 
them, particularly those with a large volume of clients:

If I have ten clients lined up, at $40 per test, that’s 
$400! (ID 045, 24 yo, NY)

Most felt that they could pay up to around $10 per test, 
and that anything more would be too much of a financial 
burden:

I’m not going to pay for a test if it means I can’t buy 
food. (ID 088, 39 yo, PR)

Still, one participant recognized the possibility of passing 
the cost to the client:

I can improve my business because I can charge a little 
more just for doing the test. (ID 009, 23 yo, PR)

In sum, participants liked the idea of continuing to use 
HIVST for prevention; nevertheless, market cost was pro-
hibitive and strategies to reduce or mitigate the cost would 
be necessary for future use.

Discussion

This study demonstrated that the use of the HIVST to 
screen clients was feasible and acceptable among a sample 
of TFSW in NY and PR who reported rarely using con-
doms. A majority of participants who were given the HIVST 
kits were able to propose the tests to clients. For the most 
part, participants were able to determine whom they could 
approach and how to broach the topic safely. Although a 
few potential partners became angry or acted violently, most 
had favorable reactions and eventually agreed to test, despite 
initial surprise or refusal.

In a prior study, a similar sample presented with the 
hypothetical possibility of using HIVST with clients 
reported concerns about privacy and confidentiality of 
HIVST with clients [26]. Yet, in this sample even those 
who tested themselves in front of clients were uncon-
cerned. It is possible that having access to the test kits, 
which they could use to test themselves as frequently as 
necessary, alleviated their concerns about their own HIV 
status. These findings are consistent with those of several 



513AIDS and Behavior (2020) 24:506–515	

1 3

other studies that point to privacy and confidentiality as 
primary benefits of HIVST use [38–43]. In particular, 
transgender women may associate clinic-based testing 
with stigma and lack of privacy [38, 41], and possession 
of the HIVST may increase their sense of control over the 
testing process [39].

Another concern mentioned by participants in our previ-
ous study was the potential for violence. Fortunately, this 
sample reported very few instances of violence, which is 
consistent with findings from the overall study sample [30]. 
Participants recognized that proposing HIVST use with cli-
ents could lead to violent situations. Nevertheless, most felt 
prepared, by virtue of the nature of sex work, to handle such 
instances when they occurred. They had several strategies 
for minimizing the likelihood of violence, such as only test-
ing familiar clients, using the test in a public place where 
help could be readily available, and avoiding proposing the 
tests to clients who had consumed alcohol or drugs. Similar 
strategies have been reported by CFSW when presenting 
HIVST to clients [23].

During the interviews, participants also spontaneously 
articulated a sense of empowerment when using HIVST with 
clients. Other studies have found empowerment to be a ben-
efit of using HIVST [38, 42–44]. In one study, transgender 
women reported feeling empowered by the use of HIVST 
as it gave them a level of control over testing and status 
awareness, particularly in the context of stigmatized clini-
cal interactions and unequal power dynamics in personal 
relationships [38]. Among sex workers, research has also 
found increased levels of personal confidence through par-
ticipation in HIV-prevention peer education programs which 
allow them to take on the role of experts in their communi-
ties and increase skills for workplace autonomy and nego-
tiation [45, 46]. Although this study was not designed as 
a peer education program, participants in the intervention 
arm were taught how to use the HIVST and given a chance 
to self-administer the test. They were also shown a video at 
enrollment with vignettes collected from participants in a 
prior study of HIVST with partners, discussing scenarios 
they had encountered when using the tests, one of whom was 
a TFSW. These findings on empowerment via HIVST use 
and HIV-prevention peer education programs, coupled with 
our findings on TFSW’s sense of empowerment when using 
HIVST as an HIV-prevention method with clients, merit 
continued research to evaluate best practices for building 
TFSW’s confidence and skills around using HIVST as a tool 
for HIV prevention with clients.

Finally, most participants reported that, while they would 
like to continue using the HIVST to screen clients, cost was 
a significant prohibitive factor. Although the test is avail-
able for sale over-the-counter in drug stores and pharma-
cies in both NY and PR for approximately $40USD, this is 
clearly too expensive for regular use by TFSW, who may 

have a high volume of clients for whom they would need 
tests. Research has shown that cost is a significant barrier to 
HIVST use [38–43], particularly since those with the high-
est prevalence of undiagnosed HIV are often those with the 
lowest socioeconomic status [40]. Studies that have assessed 
willingness to pay for HIVST kits among populations at risk 
for HIV have widely demonstrated that a majority cannot 
pay more than $10–$20 per test kit [17, 38, 43], which is 
consistent with our findings.

Policies that facilitate test kit subsidization and conveni-
ent methods of test kit distribution could mitigate the cost 
and increase uptake of HIVST by TFSW, given that our 
study demonstrated that TFSW are willing and able to use 
the HIVST with clients. Studies have offered numerous ideas 
for convenient and/or low cost test kit distribution including: 
offering free self-tests at health departments or community 
organizations [39], making them available at pharmacies 
without interaction with a pharmacist [40], sale through 
vending machines (401), home delivery via mail [40], offer-
ing HIVST through private and public insurance programs 
[40], and packaging kits in pairs to allow a single purchase 
to cover two partners [38] Because participants in our study 
informed their clients of the test’s availability and taught 
them how to use it, policies of this sort could deliver benefits 
to both groups at risk for HIV, TFSW and their clients.

Limitations
This study had some limitations. First, the study was not 

designed specifically to evaluate the use of the kits among 
sex workers; therefore, attitudes towards the use of kits with 
clients was not systematically assessed in the questionnaires. 
Second, although we were able to recruit a sample of twenty-
two TFSW between two study sites, due to the study design 
only eleven of them, those in the intervention arm, were 
given test kits to use with clients during the study; thus, our 
small sample does not provide generalizable data. Neverthe-
less, we were able to gather valuable information from the 
first TFSW to use the HIVST as an HIV prevention tool and 
demonstrate its feasibility, acceptability, potential for scale-
up, and limitations.

Conclusions

TFSW were willing and able to use HIVST to screen clients, 
and overall favorable reactions by clients led to expanded 
access to testing in populations that may be unaware of their 
status and less likely to be reached by traditional HIV testing 
outreach. As such, this HIV prevention strategy merits future 
study to determine its expanded feasibility and acceptabil-
ity, to develop guidelines for effective and safe use among 
TFSW and their clients, and to inform policies that can miti-
gate cost and facilitate convenient HIVST distribution.
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