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Abstract
Background: Trans-women sex workers bear the greatest brunt of HIV and other sexually transmitted infections
(STI). Trans-women are 49 times more at risk of HIV infections compared to the general population. However, they
remain underserved and continue to grapple with access to and utilisation of HIV/STI prevention services. This
study explored barriers to access and utilisation of HIV/STI prevention services and associated coping mechanisms.
Methods: This exploratory qualitative study was conducted among trans-women sex workers in the Greater
Kampala Metropolitan area, Uganda. A total of 22 in-depth interviews, 6 key informant interviews and 9 focus group
discussions were conducted to obtain data on barriers to access and utilisation of HIV and other STI prevention and
care services, and coping strategies of trans-women sex workers. Data were analysed through thematic analysis
using a hybrid of inductive and deductive approaches.
Results: Individual level barriers to access and utilisation of HIV/STI prevention and care services included internalised
stigma and low socio-economic status. Healthcare system barriers included social exclusion and lack of recognition by
other key population groups; stigmatisation by some healthcare providers; breach of confidentiality by some
healthcare providers; limited hours of operation of some key population-friendly healthcare facilities; discrimination by
straight patients and healthcare providers; stockout of STI drugs; inadequate access to well-equipped treatment centres
and high cost of drugs. At community level, transphobia hindered access and utilisation of HIV/STI prevention and care
services. The coping strategies included use of substitutes such as lotions, avocado or yoghurt to cope with a lack of
lubricants. Herbs were used as substitutes for STI drugs, while psychoactive substances were used to cope with stigma
and discrimination, and changing the dress code to hide their preferred gender identity.
(Continued on next page)

* Correspondence: tssekamatte@musph.ac.ug; ssekamattet.toca@gmail.com
1
Department of Disease Control and Environmental Health, Makerere
University School of Public Health, Kampala, Uganda
Full list of author information is available at the end of the article
© The Author(s). 2020 Open Access This article is licensed under a Creative Commons Attribution 4.0 International License,
which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if
changes were made. The images or other third party material in this article are included in the article's Creative Commons
licence, unless indicated otherwise in a credit line to the material. If material is not included in the article's Creative Commons
licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to obtain
permission directly from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.
The Creative Commons Public Domain Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the
data made available in this article, unless otherwise stated in a credit line to the data.

Ssekamatte et al. BMC Infectious Diseases

(2020) 20:932

Page 2 of 15

(Continued from previous page)

Conclusions: Individual, community and healthcare system barriers hindered access and utilisation of HIV/STI
prevention and care services among the trans-women sex workers. There is a need to create an enabling environment
in order to enhance access to and utilisation of HIV/STI prevention and care services for trans-women sex workers
through sensitisation of healthcare providers, other key population groups and the community at large on the
transgender identity.
Keywords: HIV/AIDS, Sexually transmitted infections, Trans-women, Sex work, Uganda

Background
The trans-women, defined as individuals who were
assigned the male sex at birth but identify as women [1],
globally are at an elevated risk of sexually transmitted infections (STIs), including human immunodeficiency virus
(HIV). More than 19.1% of the trans-women are living
with HIV. In addition, the risk of HIV infection is 49 times
higher among the trans-women compared to the general
population [2]. In Sub-Saharan Africa, the HIV prevalence
among the trans-women is as high as 59% [3]. Although
there are no reliable national estimates for the HIV burden among the trans-women in Uganda, King, Nanteza
[4] reported a prevalence as high as 20%.
Sex work, which is the main source of livelihood for
majority of the trans-women [4, 5], is usually associated
with high-risk behaviours such as incorrect and inconsistent condom use, having sex under influence of drugs
and other substances [6, 7], and multiple sexual partnerships/relationships [8], which are all known to escalate
the risk of HIV transmission [9, 10]. Thus, trans-women
sex workers, who are the focus of this study, experience
higher rates of STIs including HIV compared to nontrans-women sex workers [5, 11]. Besides, the high
prevalence of STIs and HIV among the trans-women sex
workers could be linked to the absence of a conducive
environment for accessing prevention, care, and treatment services [12, 13]. The low education status, social
exclusion [14] and lack of empowerment that are prevalent among the trans-women sex workers also make it
difficult for them to negotiate for HIV prevention strategies such as the correct and consistent use of condoms
[12, 15–17]. There is also evidence that social, cultural
and policy issues such as internalized stigma and violence, limited access to non-stigmatizing healthcare services, inaccurate perceptions of self and partners’ risk
escalate STI/HIV acquisition among the trans-women
sex workers [14].
Whereas STIs and HIV are highly prevalent among
the trans-women sex workers, there is limited evidence
of the facilitators and barriers to access and utilization of
STI/HIV prevention and care services globally. Majority
of the key population studies focus on understanding access to HIV and prevention services among the men
who have sex with men and female sex workers [18].

Besides, trans-women sex workers’ vulnerabilities, frustrations, and insecurities have been historically overlooked by mainstream society (Khan et al., 2009),
including among healthcare providers [18]. For example,
trans-women sex workers were (and are still in Uganda)
originally misclassified as men who have sex with men
(MSM), and remain absent from national HIV surveillance systems and program interventions [8].
In order to bridge the knowledge gap, our study used
the social ecological model [19, 20] and the Andersen and
Newman framework to understand the barriers to the utilisation of HIV/STI prevention and care services among
trans-women sex workers in the greater Kampala metropolitan region. The social ecological model aids in describing the interactive characteristics of individuals and
environments that underlie health outcomes [19, 20]. On
the other hand, the Andersen and Newman framework
gives insights into conditions that either facilitate or impede access and utilization, and are categorized as predisposing, enabling factors, and the perceived need for health
care services [21]. The Andersen and Newman framework
of health services utilization has been widely used to
understand barriers to access and utilisation of HIV prevention and care services among other high-risk populations [22–24].

Methods
Study area

This study was conducted in the Greater Kampala
metropolitan area (GKMA). The GKMA occupies about
970 km2 of land and geographically encompasses a circle
of about 30 km radius from Kampala city centre. The
GKMA comprises Kampala capital city, Mukono, and
Wakiso districts. This is also the most populated region
in Uganda. Wakiso district has the highest population in
Uganda, followed by Kampala, with a population of approximately 2 million and 1.5 million people, respectively, whereas Mukono district is the 7th most
populated in Uganda, with 596,804 people [25].
Study population

This study was conducted among trans-women sex
workers in the GKMA. Trans-women sex workers were
defined as women aged 18 and above who were assigned
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male at birth, self-identified as women sex workers and
had received money or goods in exchange for sexual services in the last 1 month.
Study design, data collection procedure and tools

A formative qualitative study was conducted. Implementation of the study was spearheaded by researchers from
the Makerere University School of Public Health in collaboration with the programs department of Transgender Equality Uganda (TEU). TEU played a central
role in linking the study team to trans-women sex
workers, and all non-governmental organisations working with transgender persons. Besides, some transwomen sex workers participated in data collection and
mobilisation of study participants. Interviews were conducted with trans-women sex workers who had sought
Sexual and Reproductive Health (SRH) from 7 key
population-friendly healthcare facilities (3 public and 4
private) in the GKMA. At the time of data collection,
the study participants were purposively selected and
recruitted using the snowball tecnique.
We conducted 9 focus group discussions (FGDs), each
comprising between 7 to 8 participants, 3 per district
using an FGD guide (Additional file 1). The FGDs provided an opportunity to capture views on access and
utilization of HIV/STI prevention and care services from
the trans-women sex workers community. Specifically,
these FGDs were used to explore the SRH issues that
affect the trans-women sex workers, their health-seeking
behaviours, and attitudes towards available healthcare
services as well barriers faced. In order to ensure privacy
and confidentiality, FGDs were conducted in secluded
places where trans-women sex workers usually gathered
during their free time. These included entertainment
places like restaurants or hotels. The actual time for the
interview was agreed on with the selected study participants. Interviews were conducted during the day after
11.00 am when most trans-women sex workers were
awake and before going for work in the evening. With
help of an IDI guide (Additional file 3), we conducted a
total of 22 follow-on in-depth interviews (IDIs) (10 for
Kampala city, 6 for Mukono and 6 for Wakiso district)
with selected trans-women sex workers from FGD participants. The IDIs provided an opportunity to capture
the lived experiences, and to gain a deeper understanding of SRH issues identified during FGDs. A Key Informant Interview (KII) guide (Additional file 2) was
administered to a total of 6 key informants who included
policy makers at the Ministry of Health and managers of
healthcare facilities (both private, public and key
population-friendly healthcare facilities), where the
trans-women usually access SRH services. Data were collected on the main SRH problems faced by the transwomen sex workers' community, experiences while
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accessing HIV and STIs prevention and care services,
availability of SRH services, delivery of SRH services,
quality and attitudes towards available SRH services, and
barriers to utilisation of SRH services. The FGD, KII and
the IDI guides were developed and modified by the
study team following a thorough review of literature on
access to HIV/STI prevention and care services among
trans-women sex workers. The total number of IDIs and
KIIs conducted was determined by the principle of theoretical saturation [26].
Data management and analysis

All interviews were digitally recorded with permission
from the study participants. These were then transcribed
verbatim by two experienced transcribers. Interviews conducted in the local dialect were also transcribed and translated by experienced bilingual personnel without losing
meaning. Transcripts were read several times by two
members of the study team, who then developed codes
and code book definitions based on the study objectives
while integrating emerging themes from the data. The
code book was discussed and agreed upon by all members
of the core study team. Coding of the transcripts was done
using ALTAS-ti software in order to ease analysis. The
code reports generated by ALTAS-ti were read and discussed by study investigators who afterwards agreed on
themes, organising themes and basic codes. A social ecological model was used in the presentation of findings.
Quality control

Research assistants with a good command of English
and the local language (Luganda) were trained to ensure
validity and reliability of the study results. The interview
guides were back- translated from English to the local
language by two experienced translators. The original
English version was compared with the version translated from the local languages to ensure consistency of
meaning. Furthermore, research assistants were also oriented on the common slangs and terminologies used by
the trans-women sex workers' community.

Results
The median age of study participants for IDIs was 21.0
years. The majority, 90% (20/22) of the participants were
aged between 18 and 24 years; 50% (11/22) had attained
an ordinary level of education, and 72% (16/22) had
never been married. About 50% (11/22) of the study participants did not have any other source of income other
than sex work, and 55% (12/22) stayed with a fellow
trans-woman. With regard to sex work, 55% (12/22) had
engaged in sex work for less than 5 years, and the majority, 41% (9/22) operated from their residences or homes.
Less than half of the study participants, 36% (8/22) had
ever tested for HIV. (Table 1).
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Table 1 Characteristics of the study participants for in-depth interviews
Variable

Category

Frequency (N =
22)

Percentage
(%)

Age

18–24 years

20

90.9

25–27 years

2

9.1

Primary

1

4.5

Highest level of education

Marital status

Religion

Other sources of income other than sex
work

Who do you currently live with?

Type of sex work

Duration in sex work

O′ level

11

50.0

A level

8

36.4

University

2

9.1

Divorced/Separated

1

4.5

Single, never married

16

72.7

Not Married but in relationship with biologically male born
person

4

18.2

Widowed

1

4.5

Catholic

9

40.9

Muslim

5

22.7

No religion

1

4.5

Pentecostal

2

9.1

Protestant

5

22.7

Casual Worker

3

13.6

Other Businesses

4

18.2

Salaried

4

18.2

No other source of income

11

50.0

Live with fellow trans-woman

12

54.5

Live with family members

6

27.3

Live alone (no one to stay with)

4

18.2

Street based

3

13.6

Entertainment place based

7

31.8

Residence/home-based

9

41.0

Online/phone

3

13.6

Less than 5 years

12

54.5

More than 5 years

10

45.5

Ever tested for HIV

Yes

8

36.4

Missing information/refused to answer

14

63.6

Frequency of testing for HIV (N = 8)

Three or more times per year

7

87.5

Twice

1

12.5

Emerging themes from our data were classified as barriers to access and utilisation of HIV/STI prevention and
care services, and coping strategies. The “barriers theme”
encompassed the following organising themes; individual
level barriers, community level barriers and healthcare
system barriers. The healthcare system barriers, unless
stated otherwise were evident at both the general (private and public) and key population-friendly healthcare
facilities. The “coping strategy theme” encompassed the
following organising themes; coping with lack of lubricants and STI drugs and coping with stigma and

discrimination. The findings are presented following
these themes. (Table 2).
Barriers to access and utilisation of HIV/STI prevention
and care services (Table 2)
Individual level barriers

Internalised stigma Internalised stigma among transwomen sex workers was mentioned as a key barrier to
access and utilisation of HIV/ STI prevention services.
According to the study participants, some trans-women
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Table 2 Barriers to access and utilisation of HIV/STI prevention services and coping strategies among trans-women sex workers in
the greater Kampala metropolitan region, Uganda
Themes

Organising themes

Barriers

Individual level barriers

Basic themes
Internalised stigma
Low socio-economic status

Community level barriers

Transphobia

Healthcare system barriers

Social exclusion and lack of recognition by other key population groups
Stigmatisation by some healthcare providers at key population-friendly healthcare
facilities
Breach of confidentiality by some healthcare providers
Limited hours of operation of some key population-friendly healthcare facilities
Discrimination by some healthcare providers due to the transgender identity
Discrimination by straight patients because of being a transgender
Stockout of STI drugs, lubricants and other medical supplies
Inadequate availability of well-equipped treatment centres
High cost of drugs

Coping
strategies

Coping with inadequate access to lubricants
and STI drugs

Use of substitutes such as lotions, avocado, egg white or yoghurt to cope with a
lack of lubricants
Resorting to use of herbs to cope with inadequate access to STI drugs

Coping with stigma and discrimination

Use psychoactive substances to cope with stigma and discrimination
Changing the dress code to hide their preferred gender identity

felt once they went out to seek healthcare services, they
would not be welcomed by healthcare providers, while
others felt that the public would accuse and pinpoint at
them as those pretending to be what they are not. Internalised stigma among trans-women sex workers was
portrayed in the following forms.
Perception of being viewed as abnormal
This study revealed that some trans-women sex
workers suffer from trauma, mainly resulting from the
perception of being viewed by the rest of the community
as being abnormal. This feeling hindered transwomen sex workers from associating with other members of the community, consequently preventing them
from accessing information on SRH services.
“When the community around gets to know that you
are a transgender, you feel shy to move out of the
house; you cannot be bold enough. Whenever you
are sick, there is no one you can talk to because of
trauma. Now like for my situation, I understand
that there are other people who may think that am
abnormal and they do not like it. So, I think that is
another factor that hinders me from going to those
health centres” (IDI participant).
Low self-esteem
Trans-women sex workers found it difficult to identify
with their gender, sex work and health condition while
at healthcare facilities, thereby making diagnosis of SRH

conditions difficult. It was also evident that some transwomen sex workers were afraid of mentioning that they
had sexual feelings for men and associating themselves
with sex work.
“It is difficult to express ourselves while at healthcare
facilities. I cannot easily say that I am a transwoman or even a sex-worker, and that I am suffering
from this condition (STI) or that, yet they do not
understand who we are. Again, having a low selfesteem because the trans-women are not well recognized as a key population.” (IDI participant).
“Explaining to somebody that you are a trans-woman
is not easy. Telling a healthcare provider that “I am a
trans-woman, I behave like a woman although I am a
man, my sexual feelings are for men, I am only
attracted to men, so, I have sex with men and I am
actually a sex-worker.” If you say it today, you will
also need to explain to another healthcare provider
next month. It is not easy!” (IDI participant).
Feeling embarrassed to declare STIs
Trans-women sex workers reported to have feared
healthcare providers, felt embarrassed or did not have
the confidence to report the STIs they suffered from,
while at both general and key population-friendly healthcare facilities, thereby affecting access to SRH services.
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“Most Trans-women lack the confidence to express
themselves, and fear healthcare providers. If I know
that I have STIs like anal warts, I feel embarrassed
to tell the healthcare provider what I am suffering
from. Therefore, as the trans, we need that confidence to be able to express ourselves and what we
are suffering from to the healthcare providers in
order to get the treatment we need.” (IDI
participant).
Internalised stigma among trans-women sex workers
was also highlighted by one of the key informants who
mentioned that:
“Trans-women sex workers also stigmatize themselves. They often think that they will be discriminated against while at healthcare facilities. They
also at times believe that they will be referred to as
homosexuals yet they are not” (Key informant).
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behaviour. As a result, many trans-women sex workers
tend to socially exclude themselves and only move out
of their homes to visit bars at night.
“Some trans-women sex workers fear that they may
be attacked by the community because of the way
they dress, and of course the society expectation. If
you are a man, you are supposed to dress and walk
like a man, yet, you know the trans-women dress as
females” (Key informant).
“We fear community gossip and sometimes physical
assault. Actually, due to fear and community gossip,
most trans-women sex workers travel at night to visit
bars. It is rare to find us visiting friends during the
day because even gay men do not welcome us. My
husband can’t allow any unknown person to enter
our house, they are trans-phobic” (IDI).
Health system barriers

Low socioeconomic status

It was evident that many trans-women sex workers have
a low socioeconomic status and rely solely on sex work
as their source of livelihood. A limited source of income
implied that many trans-women sex workers failed to
access SRH services at both the general and key
population-friendly healthcare facilities due to lack of
money to pay for transport and to foot medical bills.
“The first issue is the distance from the healthcare
facility. I for example, stay in Buziga [suburb] and
the healthcare facility is in Namuwongo [another
suburb]. You may think that it is a short distance,
but once you’re “broke” [lack of money] you can actually fail to access it. You may also get an STI and
fail to get treatment due to lack of money” (FGD).
“Poverty is one of the challenges that hinder transwomen sex workers from accessing HIV/STI prevention and care services. Some trans-women sex
workers claim that they do not have transport to
come and access SRH services. So, they would rather
sit back and not access the services” (Key informant).

Social exclusion and lack of recognition at some key
population-friendly healthcare facilities Trans-women
sex workers were branded by healthcare providers at
some key population-friendly healthcare facilities as
“proud” because they did not want to associate, and had
a poor relationship with other members of the key population group, particularly the lesbians, gays and female
sex workers. The poor relationship with other members
of the Lesbians, Gay, Bi-sexual, Transgender and Intersex (LGBTI) community mainly stemmed from competition for sex clients and wanting preferential treatment
while at healthcare facilities. Wanting special treatment
was irrespective of whether it was a general, key
population-friendly or an NGO-managed healthcare facility. Failure to get the preferential treatment at the different healthcare facilities stopped some of them from
seeking HIV and other STI prevention services.
“They (trans-women sex workers) do not want to associate with the rest of the LGBTI community. They
always want special treatment yet the LGBTI community here does not recognize them”. (Key informant key population friendly healthcare facility).

Community level barriers

Transphobia Some trans-women sex workers were not
able to access both general and key population-friendly
healthcare facilities due to fear of community perpetrated violence and gossip. Trans-women sex workers
were discriminated against by the community because
they defied societal expectations such as dress code and

“Trans-women sex workers always want to be
treated in a very special way when they come to the
healthcare facility. They always want to be served
faster than other key populations. They are proud,
very proud, and always want to be handled like
princesses. They think they are better than the lesbians, and often despise other genders. That is why,
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in most cases, they are not always welcomed by other
members of the LGBTI community. We always find
that challenge. If they find a queue of other patients,
for instance patients who may have come in the
morning, they always want to bypass and enter the
clinical room and tell you “handle me and I go”.
When you tell them to wait in the queue they reply;
“Musawo (healthcare provider), I have told you I
want to go, I have to go and sell sex” so they see the
other genders as competitors for sex clients so they
always want to be served first”. (Key informant NGO
managed healthcare facility).

Stigmatisation by some healthcare providers at key
population-friendly healthcare facilities Some transwomen sex workers were often embarrassed and stigmatised by healthcare providers who saw them as a disgrace
and people pretending to be what they are not. Some
healthcare providers even went to an extent of telling
them to quit “homosexuality”, threatening that they
(trans-women) would even miss heaven.
One of us had gone for a check-up at healthcare facility XY (key population healthcare facility) because
the client she had had sex with the previous night
was not feeling well. When she entered the doctor’s
room, the doctor started preaching to her while saying “why don’t you stop practicing homosexuality?
You are going to miss heaven.” (FGD).

Breach of confidentiality by some healthcare
providers Trans-women sex workers reported that some
healthcare providers in both general and key populationfriendly healthcare facilities breached the ethics principle
of confidentiality. As a result, some healthcare providers
disclosed information about their patients' (trans-women
sex workers) gender identity to other healthcare providers, and other patients. This was seen as a deterrent
to seeking healthcare services from these healthcare
facilities.
“Ohhh my God, it’s really a challenge (breach of confidentiality). Sometimes, they (healthcare providers)
back bite us, they can go and tell other health
workers or patients what has happened while in
their office. Some healthcare providers are too religious, some are too much into their culture. They
think a man is supposed to be a man and a woman
is supposed to be a woman, period! That’s what they
perceive. So, by the time you get out, all healthcare
providers and patients are aware of who you are.”
(IDI).
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Limited hours of operation in key populationfriendly healthcare facilities Access and utilisation of
HIV prevention and care services in key populationfriendly healthcare facilities was hindered by the limited
hours of operation of key population-friendly healthcare
facilities. Majority of these healthcare facilities did not
operate 24 h and were also closed over the weekends.
This meant a discontinuity in access to services when
needed.
“Facility XXX closes at 4:00 pm, after which you
cannot access any service, yet they don’t work over
the weekend. So, it’s really a challenge. They also
don’t work at night so if you get any problem at
night, you will not be worked on. There are times
when these healthcare facilities (key populationfriendly healthcare facilities) are closed for example
over the weekends, which prevents you from getting
the treatment on time.” (FGD).

Ignorance of healthcare providers about the
transgender identity It was common in both general
and key population-friendly healthcare facilities to find
healthcare providers that were ignorant about the transgender. Respondents revealed that some healthcare providers, despite working in key population-friendly
healthcare facilities did not understand the transgender
identity. In reference to a key population-friendly healthcare facility, one of the trans-women was quoted;
“I am going to talk about XXX, that is where I get
my treatment. Before I came to Kampala, I was staying in Mukono. One day, I was arrested and beaten
severely while in Mukono. So, my friend took me to
that healthcare facility (Key population-friendly
healthcare facility) for treatment. I had put on a
trouser and a shirt but my hair was woven. When I
arrived at the health facility, the health worker
asked me; “who are you? What are you? I don’t
understand you!” I explained to her that I am a
trans-woman. She asked me, “who are the transwomen? I don’t understand the trans-women.” The
health worker did not have any idea about the
trans-woman. She did not have any information
about the trans-women. The health worker came
and attended to me but she said; “But I have not
understood you.” After three days, I went back but I
did not meet the one I had explained myself to that
I am a trans-woman. That day I found a different
one, and this time it was worse. I was very sick and
had to be admitted. When I was on the bed, the
health provider asked me, ‘what are you? I don’t
understand you. I expected you to have breasts
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because you have plaited your hair. I don’t understand your things.”

some key population-friendly healthcare facilities, some
respondents were quoted;

Ignorance of the healthcare providers on the transgender
identity was also evident in public and private general
healthcare facilities. From the quote below, it was evident that some healthcare providers do not know the
difference between the trans-women and the MSMs.

“Some healthcare providers make us appear like
tourist attractions. When you get to a healthcare facility, she (healthcare provider) first calls her colleagues saying; “you come and see this abomination
(while referring to a trans-woman)”. They make you
sit and wait for drugs so that her colleagues can
come and look at your appearance. Sometimes you
feel out of place (embarrassed) and just decide to
leave the healthcare facility without getting the SRH
service you want”. (FGD).

“I will talk about my experience at YYY facility., It is
my friend who took me to this healthcare facility.
The first time I went to the healthcare facility,
healthcare providers asked me a number of questions. They asked me why I behave like a woman
and I told them that I am a trans-woman and that
is why I behave like a woman. Again, they asked;
“What are you? Are you gay?” They had not been
taught much about us.”

Discrimination while at healthcare facilities Besides
internalised stigma, discrimination by the communities
where they live and members of other key population
groups such as female sex workers and men who have
sex with men, the trans-women sex workers reported
being harshly judged by some healthcare providers in
both the general and some key population-friendly
healthcare facilities. Trans-women sex workers also felt
that they were not satisfactorily recognized under the
key population umbrella by other key population groups
and healthcare providers, despite being the face of the
LGBTIQ community. It was due to this discrimination
and lack of recognition that many trans-women sex
workers shunned visiting healthcare facilities for SRH
services. The forms of discrimination are elaborated in
the following subthemes.
Discrimination by some healthcare providers It was
evident that some trans-women sex workers were discriminated by healthcare providers in general and key
population-friendly healthcare facilities on the basis of
their gender identity. Some respondents pointed out that
they were made to wait for longer hours as healthcare
providers in both general and some key populationfriendly healthcare facilities called upon their colleagues
to come and see an ‘abomination’ (a trans-woman) at
the healthcare facility. It was also mentioned that some
healthcare providers, particularly in general healthcare
facilities shunned providing SRH services to some transwomen sex workers, a problem that the respondents attributed to their dress code and physical appearance,
which was not considered by some healthcare providers
as being normal. In response to the main challenges that
trans-women sex workers faced while at general and

“Some healthcare providers do not want to treat
us because we are trans. I may do my makeup
and carry a hand bag as I go to the facility. But
once you reach the healthcare facility, you may
hear her (healthcare provider) call a colleague;
“you come and work on this one, am very busy”.
Some of them just don’t want to work on us”.
(FGD).

Discrimination by straight patients in public and
private general healthcare facilities Trans-women sex
workers pointed out that discrimination by straight patients in general healthcare facilities was prevalent, and
prevented them from accessing and utilising SRH services. These mentioned that there was a common practice of straight patients back biting them due to their
gender identity. As a result, some are forced to leave the
healthcare facility even before interacting with the
healthcare provider.
“It is worse with fellow patients. Once you meet
them, it is like you have met fire. They see you as
Satan! They judge us as very evil”. (FGD).
“I was dressed up in my clothes but not sexy. So,
when I reached the healthcare facility, other patients
started pointing at me while telling their friends,
“come and see the homosexuals”, a man who takes
himself to be a woman.” (FGD).
“Imagine going to seek health services in the general
healthcare facilities and your fellow patients start
back biting you. They say; “Look at this one, now
what has brought him here.” Then they make fun of
you, they laugh at you. So, there is a way even as
you are waiting in the general clinic, you are being
harassed. So, if you cannot not be patient you may
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even leave before you see the doctor because of fellow
patients.” (IDI).

Stockout of hormones, lubricants, STI drugs and
other medical supplies The utilisation of a wide range
of HIV and other STI prevention and care services at
key population-friendly healthcare facilities was hindered by stock out of STI drugs, lubricants and hormones (oestrogen-based pills). Availability of
lubricants at some key population-friendly healthcare
facilities attracts some trans-women to also seek other
HIV or STI prevention and care services and vice
versa. However, respondents reported that there was
inadequate access to hormones required for expression of feminine characteristics. The few who are able
to access hormones bought them from private pharmacies with neither prescriptions nor counselling on
how to use them from trained personnel. The lack
and improper use of hormones dampened the desire
of some trans-women sex workers to undergo transitioning. Besides, stockout of STI drugs, lubricants and
other medical supplies at key population-friendly
healthcare facilities was attributed to the limited supply of such items from the central medical stores.
Additionally, some healthcare facilities failed to conduct STI tests due to limited funding of SRH
services.
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“Drugs! Some trans-women want to transition but
we have a challenge of hormones. Many people want
to start using hormones but we do not have them.
So, if they have money, they will run to Nairobi,
Kenya or other private pharmacies” (Key informant).
Healthcare managers acknowledged that drug stockouts compromised the treatment of STIs among the
trans-women and the general population at large.
Whereas it was revealed that STI testing was done every
three months, treatment remained a challenge. However,
it was pointed out that strides had been made by some
stakeholders to equip key population-friendly healthcare
facilities with essential STI drugs.
“STI treatment has been “hmm … ” a challenge, but
it has been routinely offered whenever HIV testing is
being done. We have been able to screen for STIs …
as we do HIV tests. Therefore, screening is being
done, but the problem is treatment for those who are
found with STIs. Most public healthcare facilities do
not have enough STI drugs. However, efforts are being made by PEPFAR to stock key population healthcare facilities with STI drugs. Although we still hear
that some facilities have stockouts for now, yes.” (Key
informant).

“There are times you go to a healthcare facility and
you don’t find medicine, yet, it is the only place
you’re comfortable with. There is a healthcare facility where I get my medication, they know me very
well. They usually welcome me, hug me and I feel at
home while with healthcare providers. However,
there are times I go to the healthcare facility and
they tell me that the drugs are out of stock, and this
can take like three to four months”. (IDI).

Drug stock outs were further validated through a key
informant interview with one of the Ministry of Health
officials who pointed out that they had obtained similar
evidence in a recent validation study for STI and Prevention of Mother to Child Transmission (PMTCT). Furthermore, it was found out that most of the STI drugs in
supply were not liked by patients, and that, STIs regimens being supplied by the central medical stores to
healthcare facilities were not those recommended by the
new STI treatment guidelines. As a result, trans-women
sex workers experienced a recurrence of STIs.

“We have challenges of drug stock outs. Healthcare
facilities may not be able to offer some of the tests if
there are no kits. Right now, healthcare facility XXX
does not have enough funding and is not able to do
STI tests”. (Key informant).

“One of the major problems is limited supply of
drugs. We recently conducted a validation study for
treatment of STI and PMTCT and also discovered
that STI drugs are not liked by patients, and are expensive.” (Key informant).

Managers of healthcare facilities and ministry of
health officials re-emphasized that stock out of STI
drugs and other medical supplies was a challenge to
most of the healthcare facilities in Uganda. On being
asked the biggest challenges faced by healthcare facilities in the delivery of HIV and other STI prevention
services, one of the healthcare facility managers of an
NGO-managed key population clinic responded;

“The National Medical Stores doesn’t supply the
drugs that were recommended by the 2010 STI treatment guidelines. Even when you are in meetings with
the health workers, they tell you that “you are telling
us to treat STIs using drugs that are not being supplied”. And, if you are not supplying them, they resort to treat STIs using drugs recommended in the
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old treatment guidelines, of which research was done
and most of those treatments are not helpful to the
patient.” (Key informant).

Inadequate availability of well-equipped treatment
centres Trans-women sex workers faced challenges in accessing STI drugs from general healthcare facilities. This was attributed to the fact that most general healthcare facilities serve
heterosexual populations which may not suffer from STI in
peculiar parts of the body such as anal region. Such infections
require proctoscopy for better diagnosis and management, yet,
it is not readily available in the general healthcare facilities.
“There are times you go to a healthcare facility and
the equipment are not available. The infections we
suffer from are different from those of straight people,
especially infections that are sexually transmitted.
You cannot go to general healthcare facilities to seek
such treatment because they do not have those specific machines. So, you have to go to key populationfriendly healthcare facilities like XXX and YYY for
such treatment. You cannot just go to other healthcare facilities because even talking to the healthcare
provider will be a problem. You cannot easily open
up and tell them, I have this infection on the anal
area. They will not understand you.” (IDI).

High cost of STI drugs Respondents pointed out that,
besides unavailability, they found it expensive to buy STI
drugs from general healthcare facilities. Some argued
that they only depended on sex work thus making it difficult for them to save money to drugs.
“The problem we always get is that when you get to
the healthcare facility and ask for treatment, they
tell you that some of the medicines are not in stock,
which means you have to use some of the money the
client paid you to go and buy the medicine. In most
cases, the medicines are very expensive. So, you end
up spending all the money in buying medicine and
saving nothing”. (FGD).
“Sometimes our clinics (key population-friendly
healthcare facilities) do not have the medicines yet
we may be in need of them. You may also find that
you do not have money to buy from the pharmacy
since these are very expensive. For instance, the cost
of treatment for anal warts ranges from UGX 25,000
(equivalent to 7 USD) to UGX 40,000 (equivalent to
11 USD) which I don’t have since I mainly depend
on sex work” (IDI).
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Coping strategies (Table 2)
Use of substitutes such as lotions, avocado, egg white or
yoghurt

Some trans-women sex workers used lotions while
others made local lubricants by blending avocado, egg
white, margarine, or yoghurt to cope with lack of lubricants. However, the use of lubricants made of yoghurt,
margarine and jellies was associated with side effects
such as a burning sensation in the anal area, abdominal
pain and diarrhoea. When asked how the trans-women
sex workers coped with a lack of lubricants, some of the
IDI participants said;
“Improvising! It’s actually a funny story. We use eggs!
You get an egg; remove the yolk and you remain with
albumen. It’s what we use as lubricants. That’s option one. Option two; We use yoghurt; the PH of yoghurt is not really harsh and aggressive to the rectum.
If not, yoghurt and avocado, you get the avocado,
blend it to get a smooth cream because avocado has
an oily part. And the last option would be ‘blue
band (brand name for margarine)’ or margarine”
(IDI).
“At times we go to meet clients without lubricants
due to lack of money to purchase them. Therefore,
we decide to use quick items like oils or jelly to lubricate “down” (anal area). These items have chemicals
that can even burn the skin. As a result, the anus
changes and turns red, and it feels like it is burnt.
Some of these oils reach inside the digestive system
and changes the internal system, you start feeling
stomach ache, and diarrhoea. You may also realize
that the behind is full of wounds to the extent that
you can’t do anything by yourself.” (IDI).
Psychoactive substances use

Trans-women sex workers resorted to the use of psychoactive substances such as alcohol in order to cope with
discrimination, reduce stigma and depression, and to increase their esteem. Some trans-women sex workers
mentioned that the use of psychoactive substances
would boost their confidence thereby making it easy to
approach healthcare providers for SRH services. When
asked how they coped with stigma, one of the IDI participants said;
“As transgender persons, we sometimes use drugs to
gain confidence, fight off depression or to relieve ourselves of stigma” (FGD).
This was also reaffirmed by one of the healthcare providers who said;
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“Drinking alcohol and the use of drugs; anyway,
when I ask them why they drink or use drugs, they
say the reason is to cope or survive.” (Key
informant).
Use of herbs to treat STIs

Some trans-women sex workers resorted to the use of
herbal medicines to treat STIs such as syphilis in order
to cope with a high cost, limited access and stockout of
STI drugs.
“We have these herbalists who claim to cure STIs,
and some of us have used these herbal medicines to
cure these infections. Therefore, they (herbalists) are
alternatives. Some trans-women sex workers go to
these “Sengas” (female herbalists) and take natural
herbs or botanical plants that have healing properties for STIs like syphilis.” (IDI).

Changing the dress code to hide their preferred gender
identity

Trans-women sex workers in this study pointed out that
they often dressed in a way that met the societal expectations. The trans-women pointed out that prior to
accessing any general or key population-friendly healthcare facility they had to assess the environment and then
dress accordingly. The respondents revealed that it was
difficult for them to cross-dress, even on their way to a
key population-friendly healthcare facility since these
had to traverse the community before reaching the
healthcare facility. Consequently, these dressed in “men’s
trousers” as opposed to their desired feminine attires.
“What really happens when we want to go to any
healthcare facility is that we look at our environment. Cross dressing would bring me a lot of problems, and if am to walk or access a healthcare
facility, I have to wear like a normal man so that I
don’t attract people’s attention.” (IDI).
“If I am to access a facility, I dress like a normal man,
without a jegging or even tight pants. I just behave like a
normal person. That is the only way you can access a
healthcare facility without being discriminated.” (IDI).

Discussion
This qualitative study explored barriers to access and
utilisation of HIV/STI prevention and care services
among trans-women sex workers. The themes that
emerged from this study were classified as individual,
community and healthcare system barriers to access and
utilisation of HIV/STI prevention and care services. It is
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worth noting that this specific subgroup faces both access and utilisation challenges related to gender identity
and transphobia, as well as those related to sex work. In
this section, we discuss the implications of existing barriers to the future of prevention and treatment of HIV
and other sexually transmitted infections in low resource
and transphobic settings. Furthermore, we endeavour to
elaborate how trans-women sex workers cope with the
existing barriers, in a setting that is unquestionably
transphobic [27].
Background characteristics of our study participants
for IDIs indicated that only 8 out of the 22 respondents
reported ever testing for HIV. This may not be surprising, given the limited innovations in increasing access to
HIV prevention services to this unique key population
subgroup. Trans-women sex workers are known to be a
socially excluded population [14], which requires innovative approaches in increasing access to SRH services
such as HIV testing and treatment of STIs. This would
also require breaking the structural barriers at individual,
community and healthcare facility level, thus creating an
enabling environment for access and utilisation of existing services.
At individual level, internalised stigma, expressed
through a low self-esteem, perception of being viewed as
abnormal, feeling embarrassed to identify with the sex
work, and feeling embarrassed to declare STIs not only
compromises prevention efforts but also the quality of
care obtained at both general and key populationfriendly healthcare facilities. Trans-women sex workers
in our study feared to declare STIs, especially to private
healthcare providers and those working in public healthcare facilities without specialised key population-friendly
healthcare facilities. This is so because trans-women sex
workers suffer infections in unique parts of the body
such anal warts, which would arouse curiosity from
healthcare providers to find out the underlying causes.
This could in turn force transgender persons to declare
their gender identity and occupation as sex workers,
which they may not want due to fear of discrimination,
stigmatisation and legal consequences. Our findings reaffirm those by Ganju and Saggurti [28] and Rael, Martinez [29] which indicated that internalised stigma,
including a low self-esteem affected access and utilisation of HIV prevention and care services among transgender persons. In addition, Fisher, Fried [30] and
Chambers, Rueda [31] pointed out that transgender persons may not discuss their sexual healthcare needs with
healthcare providers because they anticipate being stigmatised, and a breach of privacy and confidentiality by
healthcare providers. Based on this school of thought, it
is not surprising that less than half of our study participants had ever tested for HIV. It is also worth noting
that some trans-women sex workers resorted to the use
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of psychoactive substances such as alcohol and thus increasing their risk to HIV and other STIs.
A low socio-economic status, evidenced by half of the
study participants not having an alternative source of income hindered access and utilisation of HIV/STI prevention and care services. The low socio-economic
status of trans-women sex workers could be due to the
fact that they are denied education and employment opportunities [32]. This can limit their ability to reach
healthcare facilities. It may not be surprising that transwomen sex workers in close proximity to public healthcare facilities may not bother to attend them due to the
fear that they will be requested to buy drugs for STIs,
after all most healthcare facilities acknowledged persistent drug stockouts. This coupled with a high cost of STI
drugs, forced many trans-women sex workers to resort
to the use of traditional medicines such as herbs for the
treatment of STIs such as syphilis. The use of herbal
treatments for treatment of STIs among transgender
persons in Uganda has also been reported by [33].
Transphobia including violence greatly compromised
decisions to seek appropriate medical help, reaching an
appropriate healthcare facility and receiving adequate
care. The fear of violence, expressed in forms of physical
assaults and gossip not only affects the social life but
also health seeking behaviours of transgender persons.
Issues of violence toward transgender persons in Uganda
are widely documented [34–38]. Due to fear of violence,
trans-women sex workers in our study coped by changing the dress code to the one that meets societal expectations in order to access HIV/STI prevention and care
services, despite not being in conformity with their gender identity. The use of dress code to mask the gender
identity of transgender persons has been reported in
Malaysia and the United States [39, 40].
The current study reveals that trans-women sex
workers did not access services due to the lack of recognition by other key population groups such as female
sex workers and MSMs at some key population-friendly
healthcare facilities. The lack of recognition by other
members of the key population umbrella forced some
trans-women into social exclusion. The lack of recognition and social exclusion that characterises the transwomen in our study could be due to the fact that transwomen sex workers are seen as competitors for sexual
partners and clients. Besides being competitors for sexual clients and partners, lack of recognition and discrimination by other key population groups might have
arisen due transgender behavioural dynamics, gender
identity and physical appearance [41].
Our study brings to light stigmatisation of some transwomen sex workers by some healthcare providers at key
population-friendly healthcare facilities as hindrance to
access and utilisation of HIV/STI prevention and care
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services. Whereas key population-friendly healthcare facilities are known to be receptive to their target group, it
was not always the case in our study setting. This may
be attributed to the fact that many key population programs in Uganda focus on the female sex workers, lesbians and MSMs, largely ignoring the transgender.
Besides, the knowledge gap on trans-women sex workers
in Africa limits funding to trans-specific HIV/STI prevention, treatment and care interventions [42], including
those targeting a reduction in stigmatisation and psychosocial support.
Breach of confidentiality by some healthcare providers
in both general and key population-friendly healthcare facilities hindered some trans-women sex workers from
accessing and utilising HIV/STI prevention and care services. The breach of confidentiality could be as a result of
transphobia and the trans-women engagement in sex
work. Besides, a few healthcare providers have been
trained on the transgender identity and their involvement
in sex work to enable them change their perception towards this specific sub group. Moreover, our study reports
that healthcare providers in general and some in key
population-friendly healthcare facilities were ignorant
about the transgender identity and some viewed the transwomen as “tourist attractions.” The breach of confidentiality of the trans-women, including those engaged in sex
work in healthcare settings has recently been documented
[43]. Therefore, in order to achieve better HIV/STI prevention and care outcomes for trans-women sex workers,
there is need to train all healthcare providers including in
the use of chosen names and pronouns and how to avoid
breaches of confidentiality.
This study revealed limited hours of operation in key
population-friendly healthcare facilities as a hindrance to
the access and utilisation of HIV/STI prevention, care
and treatment services. The fact that majority of the key
population-friendly healthcare facilities in the greater
Kampala Metropolitan area operate during weekdays
and from 8:00 am to 5:00 pm, limits the trans-women
sex workers access to HIV/STI prevention and care services especially during the weekends and at night when
services are most needed. Access to services like preand post-exposure prophylaxis is required irrespective of
time of the day. Limited hours of operation as a barrier
to utilisation of HIV/STI prevention services in Uganda
was also reported by Magala, Tapati [44]. A review of
the hours of operation of key population-friendly healthcare facilities would therefore, be critical in improving
access and utilisation of HIV/STI prevention and care
services. Besides, key population-friendly healthcare facilities may explore the use of peer leaders and other
community health workers in improving access to HIV/
STI prevention services, beyond the usual hours of operation of healthcare facilities.
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This study revealed that discrimination of the transwomen by some healthcare providers in both general
and key population-friendly healthcare facilities, and
straight patients barred them from accessing HIV/STI
prevention and care services. The discrimination reported in our study could be due to the fact that transwomen sex workers do not behaviourally conform to the
expected gender norms and roles, and thus prone to
transphobia from healthcare providers and straight patients. To put this into context, some trans-women sex
workers visit healthcare facilities dressed in a way that is
against the expectation of healthcare providers and other
patients in these healthcare facilities. Therefore, it is important to break all forms of discrimination by healthcare providers and other patients in order to improve
disclosure and confidence in the healthcare system, and
consequently access to quality sexual and reproductive
healthcare services. Our findings are not different from
those of Ganju and Saggurti [28], Poteat, Reisner [32]
and Bradford, Reisner [45] which indicated that transwomen sex workers face widespread discrimination in
healthcare. Additionally, this study re-echoes the importance of non-discriminatory and inclusive SRH services
for trans-women sex workers [46].
The current study also revealed that a stockout of hormones, lubricants and an inadequate access to STI drugs
was pronounced in both general and key populationfriendly healthcare facilities. Availability of hormones
and lubricants often facilitates access and utilisation of
other HIV/STI prevention and care services. However,
unavailability of lubricants deterred some trans-women
sex workers from visiting healthcare facilities, and consequently accessing HIV/STI prevention and care services.
Trans-women sex workers coped with inadequate access
to lubricants by using substitutes such as lotions, margarine, avocado, egg white or yoghurt. The use of eggs,
lotions, margarine as a lubricant among transgender persons is documented [38, 47]. However, these may have
health effects to the users. It was also reported that some
trans-women sex workers resorted to the use of traditional medicines such as herbs for the treatment of
STIs. The use of herbal medicines for treatment of STIs
including HIV is not novel in Uganda and is widely documented [48–50]. However, there is need to understand
the efficacy and health effects of using herbs in the treatment of STIs. The inadequate access to STI drugs and
drug stockouts reported in our study have also been
found in high-income countries, where it was attributed
to failure of drug authorities to provide an adequate supply of medical supplies to healthcare facilities working
with transgender persons [51]. In Uganda’s context,
however, a limited supply of essential drugs and lubricants could also be associated with limited funding for
SRH interventions, and transphobia not only among
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healthcare managers but also policy makers. Due to inadequate access to STI drugs, healthcare managers and
policy makers pointed out that healthcare providers had
resorted to the use of regimens that were not being recommended by the current STI treatment guidelines.
This could exacerbate antimicrobial resistance thereby
making the treatment of these conditions more
expensive.
Strengths and limitations

This is one of the few studies that has so far examined barriers to access and utilisation of HIV/STI prevention and care services among trans-women sex
workers in a low resource setting. However, our participants for FGDs were not a homogenous group as
per socio- demographic characteristics in terms of age
group, education level, tribe, and religious background. Our intention was to capture the commonalities of lived experiences of trans-women sex workers
who live in Greater Kampala and not differences in
socio- demographics. In addition, findings from FGDs
were triangulated with findings from IDIs and key informants, thus increasing credibility of findings. According to the Ugandan culture a topic on sex is
considered very sensitive issue. Besides sex work is illegal in Uganda. This could have led some participants not to fully share some lived experiences,
although there was trust build between our research
assistants and study participants. For this study we
only interviewed trans-women sex workers from the
Greater Kampala metropolitan area, which is an
urban setting. Therefore, our results cannot be generalised to all transgender individuals as some of the
observed barriers are specifically related to sex work.

Conclusions
This study revealed that trans-women sex workers face
challenges with access to and utilisation of HIV/STI prevention care and treatment services. At individual level,
access to and utilisation of HIV/STI prevention and care
services are hindered by self-enacted stigma and a low
socio-economic status. At community level, the main
barrier to access and utilisation of HIV/STI prevention
and care services is transphobia, while at the healthcare
system level, barriers include: social exclusion and lack
of recognition by other key population groups, stigmatisation by some healthcare providers at key populationfriendly healthcare facilities, breach of confidentiality by
some healthcare providers, limited hours of operation of
some key population-friendly healthcare facilities, discrimination by straight patients and healthcare providers
at both general and key population-friendly healthcare
facilities due to the transgender identity, stockout of STI
drugs, lubricants and other medical supplies, inadequate
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access to well-equipped treatment centres, and high cost
of drugs. These findings suggest the need for the different stakeholders to break these barriers through training
healthcare providers on trans-friendly services, sensitisation of the community on who the transgender persons
are, and increased funding of SRH programs.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12879-020-05649-5.

Page 14 of 15

Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.
Author details
1
Department of Disease Control and Environmental Health, Makerere
University School of Public Health, Kampala, Uganda. 2Programs Department,
Transgender Equality Uganda, Kampala, Uganda. 3Department of Community
Health and Behavioural Sciences, Makerere University School of Public
Health, Kampala, Uganda.

Additional file 1. Focus Group guide for understanding barriers to
access and utilisation of HIV/STI prevention and care services among
trans-women sex workers.

Received: 30 June 2020 Accepted: 22 November 2020

Additional file 2. Key Informant Interview guide for understanding
barriers to access and utilisation of HIV/STI prevention and care services
among trans-women sex workers.

References
1. CDC. HIV and Transgender People 2019 [cited 2020 19-11-2020]. Available
from: https://www.cdc.gov/hiv/group/gender/transgender/index.html.
2. Baral SD, Poteat T, Strömdahl S, Wirtz AL, Guadamuz TE, Beyrer C.
Worldwide burden of HIV in transgender women: a systematic review and
meta-analysis. Lancet Infect Dis. 2013;13(3):214–22.
3. Poteat T, Ackerman B, Diouf D, Ceesay N, Mothopeng T, Odette K-Z, et al.
HIV prevalence and behavioral and psychosocial factors among transgender
women and cisgender men who have sex with men in 8 African countries:
a cross-sectional analysis. PLoS Med. 2017;14(11):e1002422.
4. King R, Nanteza J, Sebyala Z, Bbaale J, Sande E, Poteat T, et al. HIV and
transgender women in Kampala, Uganda - double jeopardy. Cult Health
Sex. 2019;21(6):727–40.
5. Operario D, Soma T, Underhill K. Sex work and HIV status among
transgender women: systematic review and meta-analysis. JAIDS J Acquired
Immune Deficiency Syndr. 2008;48(1):97–103.
6. Arayasirikul S, Pomart WA, Raymond HF, Wilson EC. Unevenness in health at
the intersection of gender and sexuality: sexual minority disparities in
alcohol and drug use among transwomen in the San Francisco Bay Area. J
Homosex. 2018;65(1):66–79.
7. Bukenya J, Vandepitte J, Kwikiriza M, Weiss HA, Hayes R, Grosskurth H.
Condom use among female sex workers in Uganda. AIDS Care. 2013;25.
8. Poteat T, Wirtz AL, Radix A, Borquez A, Silva-Santisteban A, Deutsch MB,
et al. HIV risk and preventive interventions in transgender women sex
workers. Lancet. 2015;385(9964):274–86.
9. Reback CJ, Fletcher JB. HIV prevalence, substance use, and sexual risk
behaviors among transgender women recruited through outreach. AIDS
Behav. 2014;18(7):1359–67.
10. Ssekamatte T, Tetui M, Kibira SP, Isunju JB, Mugambe RK, Nabiwemba E,
et al. Multiple sexual partnerships and associated factors among young
psychoactive-substance-users in informal settlements in Kampala, Uganda.
PLoS One. 2020;15(10):e0239323.
11. UNAIDS. UNAIDS guidance note on HIV and sex work. Geneva: UNAIDS;
2012.
12. UNAIDS. The gap reportJoint United Nations Programme on HIV/AIDS; 2014.
13. Reisner SL, Perez-Brumer AG, McLean SA, Lama JR, Silva-Santisteban A,
Huerta L, et al. Perceived barriers and facilitators to integrating HIV
prevention and treatment with cross-sex hormone therapy for transgender
women in Lima, Peru. AIDS Behav. 2017;21(12):3299–311.
14. The Crane survey. Bio-Behavioral Surveys among Groups at Increased Risk
for HIV in Kampala-Uganda 2017.
15. Coleman E, Bockting W, Botzer M, Cohen-Kettenis P, DeCuypere G, Feldman
J, et al. Standards of care for the health of transsexual, transgender, and
gender-nonconforming people, version 7. Int J Transgend. 2012;13(4):165–
232.
16. Arístegui I, Vazquez M, Dorigo A, Lucas M. Percepciones y experiencias
sobre estigma y discriminación en poblaciones trans, HSH y usuarios de
drogas. Buenos Aires: Fundación Huésped; 2012.
17. Scheim AI, Travers R. Barriers and facilitators to HIV and sexually transmitted
infections testing for gay, bisexual, and other transgender men who have
sex with men. AIDS Care. 2017;29(8):990–5.
18. Bianchi FT, Reisen CA, Zea MC, Vidal-Ortiz S, Gonzales FA, Betancourt F, et al.
Sex work among men who have sex with men and transgender women in
Bogotá. Arch Sex Behav. 2014;43(8):1637–50.

Additional file 3. In-depth interview guide for understanding barriers to
access and utilisation of HIV/STI prevention and care services among
trans-women sex workers.
Abbreviations
AIDS: Acquired immunodeficiency syndrome; HIV: Human immunodeficiency
virus; SRH: Sexual and Reproductive health; STI: Sexually transmitted
infections
Acknowledgements
We would like to thank the community of trans-women sex workers, healthcare providers in the participating healthcare facilities and all other stakeholders for sparing their time to participate in this study. Special thanks also
go to Beyonce Karungi whose tireless efforts contributed to the successful
implementation of this study. We remain indebted to the research assistants
(Robinah Komuhendo, Kikomeko Joel, Kibuuka Grace, Nakiggala Joanna) who
diligently collected the data.
Authors’ contributions
TS, JBI, MN and JNB obtained the funding for this work, conceptualised the
study, drafted and reviewed study tools, participated in data collection and
analysis, and participated in drafting the manuscript. EB, RKM and RKW
participated in the analysis and drafting of the manuscript. The authors
reviewed and approved the final manuscript.
Funding
This study was funded by AIDS fonds, the Netherlands. However, the funders
played no role in the design of the study and collection, analysis, and
interpretation of data and in writing the manuscript.
Availability of data and materials
The data analysed during the current study are not publicly available due to
illegality of sex work, hence the need to protect individual privacy and keep
the names of healthcare facilities and other socialising places anonymous.
However, data are available from the corresponding author on reasonable
request.
Ethics approval and consent to participate
Ethical approval was obtained from the Makerere University School of Public
Health Research and Ethics Committee (Protocol No. 636). The study was
also registered by the Uganda National Council of Science and Technology
(Ref. No. SS 4868). Informed written consent was obtained from all the study
participants. Prior to data collection, the research assistants explained to the
study participants the objectives, benefits and risks that could have been
associated with participating in the study. Study participants were paid UGX
10,000 (an equivalent of USD 3.0) as compensation for their time. All the
data gathered from the study participants was treated as confidential, and
anonymous identifiers were used. Data were only accessible to the study
team.

Ssekamatte et al. BMC Infectious Diseases

(2020) 20:932

19. Golden SD, Earp JAL. Social ecological approaches to individuals and their
contexts: twenty years of health education & behavior health promotion
interventions. Health Educ Behav. 2012;39(3):364–72.
20. Wold B, Mittelmark MB. Health-promotion research over three decades: the
social-ecological model and challenges in implementation of interventions.
Scand J Public Health. 2018;46(20_suppl):20–6.
21. Andersen R, Newman J. Andersen and Newman framework of health
services utilization. J Health Soc Behav. 1995;36:1–10.
22. Upadhyay P. Sexual and reproductive health services: utilization pattern of
adolescents in Nepal; 2018.
23. Kerridge BT, Mauro PM, Chou SP, Saha TD, Pickering RP, Fan AZ, et al.
Predictors of treatment utilization and barriers to treatment utilization
among individuals with lifetime cannabis use disorder in the United States.
Drug Alcohol Depend. 2017;181:223–8.
24. Nowotny KM. Health care needs and service use among male prison
inmates in the United States: a multi-level behavioral model of prison
health service utilization. Health Justice. 2017;5(1):9.
25. UBOS. The National Population and housing census. In: (UBOS), U. B. O. S.
(ed.) Main report. Kampala, Uganda. Kampala: Uganda Bureau of Statistics
2016.
26. Saunders B, Sim J, Kingstone T, Baker S, Waterfield J, Bartlam B, et al.
Saturation in qualitative research: exploring its conceptualization and
operationalization. Qual Quant. 2018;52(4):1893–907.
27. Thapa SJ. LGBT Uganda today: continuing danger despite nullification of
anti-homosexuality act. Global Spotlight. 2015. Available from: https://
assets2.hrc.org/files/assets/resources/Global_Spotlight_Uganda__designed_
version__September_25__2015.pdf.
28. Ganju D, Saggurti N. Stigma, violence and HIV vulnerability among
transgender persons in sex work in Maharashtra, India. Cult Health Sex.
2017;19(8):903–17.
29. Rael CT, Martinez M, Giguere R, Bockting W, MacCrate C, Mellman W, et al.
Barriers and facilitators to Oral PrEP use among transgender women in new
York City. AIDS Behav. 2018;22(11):3627–36.
30. Fisher CB, Fried AL, Desmond M, Macapagal K, Mustanski B. Perceived
barriers to HIV prevention Services for Transgender Youth. LGBT Health.
2018;5(6):350–8.
31. Chambers LA, Rueda S, Baker DN, Wilson MG, Deutsch R, Raeifar E, et al.
Stigma, HIV and health: a qualitative synthesis. BMC Public Health. 2015;
15(1):848.
32. Poteat T, Reisner SL, Radix A. HIV epidemics among transgender women.
Curr Opin HIV AIDS. 2014;9(2):168.
33. Minor PM. ‘They wrote “gay” on her file’: transgender Ugandans in HIV
prevention and treatment. Cult Health Sex. 2016;18(1):84–98.
34. Smith A, Clark M, Bourne A, Kabuti R, Babu H, Weatherburn P, et al. ‘How
come you are a refugee, yet in Uganda there is no war?’: Social, sexual and
psychological wellbeing of east African MSM and transgender (MSM/TG)
migrants in Nairobi; 2019.
35. McQuaid K. ‘There is violence across, in all arenas’: listening to stories of
violence amongst sexual minority refugees in Uganda. Int J Human Rights.
2017:1–22.
36. Jjuuko A, Mutesi F. The multifaceted struggle against the anti-homosexuality
act in Uganda. Downloaded from the Humanities Digital Library; 2018. p.
269.
37. Anna B-J, Oppegaard SMN, Berntsen ØI, Flatås MD, Rindal E, Sarpong SP,
et al. Forms of discrimination of LGBT people in Ghana, Uganda, Russia and
Norway. A report by ISFiT research group 1/2017; 2017.
38. Naughton J. LGBTQ Ugandans balance Hope and fear: four years after an
anti-gay bill attracted global notoriety, queer Ugandans are cautiously
coming out from the shadows. World Policy J. 2018;35(1):70–83.
39. Sa'dan A, Awang J, Nur Farhana A. A preliminary study on transgender
issues: a case study on justice for sister (JFS) as a new social movement in
Malaysia. In: 3rd international seminar on Islamic thought PROCEEDINGS;
2018.
40. Valentine SE, Shipherd JC. A systematic review of social stress and mental
health among transgender and gender non-conforming people in the
United States. Clin Psychol Rev. 2018;66:24–38.
41. Rodriguez A, Agardh A, Asamoah BO. Self-reported discrimination in healthcare settings based on Recognizability as transgender: a cross-sectional
study among transgender U.S. citizens. Arch Sex Behav. 2018;47(4):973–85.
42. Jobson GA, Theron LB, Kaggwa JK, Kim H-J. Transgender in Africa: invisible,
inaccessible, or ignored? SAHARA-J: J Soc Aspects HIV/AIDS. 2012;9(3):160–3.

Page 15 of 15

43. The Lancet. Creating respectful health care for trans patients. Lancet. 2019;
394(10192):2.
44. Magala I, Tapati D, Nalubega R. Factors affecting utilization of HIV care
services among men in TASO Masaka, Uganda: an exploratory study. J Clin
Microbiol Infect Dis. 2018;2(1).
45. Bradford J, Reisner SL, Honnold JA, Xavier J. Experiences of transgenderrelated discrimination and implications for health: results from the Virginia
transgender health initiative study. Am J Public Health. 2013;103(10):1820–9.
46. Seelman KL, Colón-Diaz MJP, LeCroix RH, Xavier-Brier M, Kattari L.
Transgender noninclusive healthcare and delaying care because of fear:
connections to general health and mental health among transgender
adults. Transgend Health. 2017;2(1):17–28.
47. Lee M, Sandfort T, Collier K, Lane T, Reddy V. Breakage is the norm: use of
condoms and lubrication in anal sex among black south African men who
have sex with men. Cult Health Sex. 2017;19(4):501–14.
48. Anywar G, Kakudidi E, Byamukama R, Mukonzo J, Schubert A, Oryem-Origa
H. Indigenous traditional knowledge of medicinal plants used by herbalists
in treating opportunistic infections among people living with HIV/AIDS in
Uganda. J Ethnopharmacol. 2020;246:112205.
49. Francis SC, Looker C, Vandepitte J, Bukenya J, Mayanja Y, Nakubulwa S, et al.
Bacterial vaginosis among women at high risk for HIV in Uganda: high rate of
recurrent diagnosis despite treatment. Sex Transm Infect. 2016;92(2):142–8.
50. Nakanwagi S, Matovu JK, Kintu BN, Kaharuza F, Wanyenze RK. Facilitators
and barriers to linkage to HIV care among female sex workers receiving HIV
testing services at a community-based organization in Periurban Uganda: a
qualitative study. J Sexually Transmit Dis. 2016;2016:5–8.
51. Geffen S, Horn T, Smith KJ, Cahill S. Advocacy for gender affirming care:
learning from the injectable estrogen shortage. Transgend Health. 2018;3(1):
42–4.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

