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Abstract

Female sex workers (FSWs) and female prisoners experience elevated HIV prevalence relative to 

the general population because of unprotected sex and unsafe drug use practices, but the 

antecedents of these behaviors are often structural in nature. We review the literature on HIV risk 

environments for FSWs and female prisoners, highlighting similarities and differences in the 

physical, social, economic, and policy/legal environments that need to be understood to optimize 

HIV prevention, treatment, and policy responses. Sex work venues, mobility, gender norms, 

stigma, debt, and the laws and policies governing sex work are important influences in the HIV 

risk environment among FSWs, affecting their exposure to violence and ability to practice safer 

sex and safer drug use behaviors. Female prisoners are much more likely to have a drug problem 

than do male prisoners and have higher HIV prevalence, yet are much less likely to have access to 

HIV prevention and treatment and access to drug treatment in prison. Women who trade sex or are 

imprisoned and engage in substance use should not be considered in separate silos because sex 

workers have high rates of incarceration and many female prisoners have a history of sex work. 

Repeated cycles of arrest, incarceration, and release can be socially and economically destabilizing 

for women, exacerbating their HIV risk. This dynamic interplay requires a multisectoral approach 

to HIV prevention and treatment that appreciates and respects that not all women are willing, able, 

or want to stop sex work or drug use. Women who engage in sex work, use drugs, or are 

imprisoned come from all communities and deserve sustained access to HIV prevention and 

treatment for substance use and HIV, helping them and their families to lead healthy and 

satisfying lives.
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INTRODUCTION

Global sex trade is perceived to be increasing, as is the number of female prisoners.1,2 

Although global estimates of the number of female sex workers (FSWs) is lacking, a 

national US survey conducted in 1992 found that approximately 2% of women had ever sold 

sex.3 The number of incarcerated women is growing in all 5 continents, increasing by an 

average of 16% in the last 6 years.2 In 2012, more than 600,000 women and girls were 

detained in prisons worldwide, with one third in the United States.3

Many FSWs use drugs and alcohol; for some, drug dependence may have precipitated their 

entry into sex work, whereas others may turn to substance use to cope or numb the 

challenging lifestyles associated with sex work. Women who trade sex and inject or use 

drugs are also vastly over-represented in prison populations.4 Incarcerated women are much 

more likely to have a drug problem than do male prisoners and are more likely to have been 

imprisoned for a drug offense than incarcerated men.5 Globally, 30%–60% of females used 

illicit drugs in the month before entering prison compared with 10%–48% of males.4 In 

Latin America, 60%–80% of female prisoners are incarcerated for drug-related offenses.6 In 

the United States, the number of women incarcerated for drug-related offenses has increased 

by more than 800% over the past 30 years, compared with a 300% increase for men.3

FSWs and female prisoner populations have elevated HIV prevalence relative to the general 

population. In a review of 50 lower- and middle-income countries, HIV prevalence was 12 

times higher among FSWs than among other women of reproductive age.7 In another 

review, HIV prevalence was higher in female than male inmates in 15 countries and lower 

than male inmates in only 7 countries.8 For example, elevated HIV prevalence among 

female prisoners relative to male prisoners has been reported in Uganda (13% vs 11%),9 

Kenya (19.3% vs 5.5%),10 Indonesia (6% vs 1%),11 and the republic of Georgia (5% vs 

1%).12

This article was motivated by the recognition that women who trade sex or are imprisoned 

and engage in substance use are often considered in separate silos. Although not all FSWs 

use drugs or are imprisoned, and not all female prisoners have engaged in drug use or sex 

work, we note that there is often considerable overlap between these populations. 

Postrelease periods are especially destabilizing for women who are current or former 

substance users because these periods are often characterized by a return to preincarceration 

behaviors that can include increases or relapses in substance use with the elevated risk of 

overdose, sex work, and elevated HIV incidence.13–15 In some countries, such as the United 

States large populations of women are under community supervision as an alternative to 

incarceration (ie, on probation); yet, there is little research on these populations.15,16

FSWs and female prisoners both experience heightened risk for HIV infection because of 

unprotected sex and unsafe drug use practices, but the antecedents of these behaviors are 
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often structural in nature.5,7,17 HIV risk behaviors do not occur in a vacuum; they are 

influenced by risk environments, which are the social or physical spaces in which macro- 

and micro-level factors exogenous to the individual interact to influence HIV 

vulnerability.18 For example, male dominance over women in the form of gender-power 

imbalances, gender-based violence (GBV) and laws governing sex work and drug use are 

important social and policy drivers of HIV risk at the macrolevel,19 whereas the built 

environment of sex work establishments and prisons represent physical characteristics that 

influence HIV risk at the microlevel (Fig. 1).

Herein, we review selected literature concerning the HIV risk environment for FSWs and 

female prisoners, highlighting similarities and differences in the physical, social, economic, 

and policy environments that need to be understood to optimize HIV prevention, treatment, 

and policy responses for these vulnerable subgroups of women.

RISK ENVIRONMENTS FOR FSWs

Physical Influences

The physical setting in which FSWs live and work is a critical element of the HIV risk 

environment, such that different sex work venues afford different sets of risk or protective 

factors. Brothels can afford women protection from police and violence, even in settings 

where sex work is illegal, because managers can pay off police and supervise transactions.19 

In some venues, managers promote informal policies such as offering “ladies drinks” with 

lower alcohol content to minimize their vulnerability and providing free condoms.20 

However, managers may also be a source of exploitation, affecting women’s control over 

their work by interfering with condom use negotiations, price, and client selection as well as 

extorting money.21 In some bars or entertainment venues, regulation of the sex work 

environment may be poor, and expectations of alcohol consumption by both FSWs and 

clients may compromise their ability to negotiate safety and condom use.20,22 Alternatively, 

oversight by peers can allow women to refuse risky clients, insist on condoms, and avoid 

violence.23

FSWs who use or inject drugs may be shunned from entertainment venues and displaced to 

street settings or less centrally located areas where they are less safe, more likely to be 

pressured into unprotected sex, and where HIV and harm reduction resources are scarce.17,23 

FSWs who conduct sex work in public places (eg, on the street, in cars) are more likely to 

experience difficulties negotiating condom use and have greater exposure to violence, police 

harassment, and arrest, which collectively increase HIV vulnerability19 and the possibility of 

imprisonment. Injecting on the street, in shooting galleries, or other unsafe public places is 

also associated with increased needle sharing.17,23 Communities with high levels of in-

migration and those close to major transport routes are often settings with more FSWs, 

drugs, and higher HIV/sexually transmitted infection (STI) prevalence.23 Furthermore, 

changes in local drug markets can shape both sex work and drug use patterns. Studies in the 

United States and Canada suggest that the spread of crack lowered the price of sexual 

services and increased HIV risk behaviors.24,25 These factors mediate HIV vulnerability by 

reducing FSWs’ access to condoms, sterile injection equipment, HIV prevention and 

treatment, and exposing them to potential harassment by law enforcement (Fig. 1). In this 
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special issue, Blankenship et al26 discuss structural intervention strategies that alter the 

physical risk environment, which may reduce women’s vulnerability to HIV infection, such 

as the provision of child care at harm reduction programs and women-only drug treatment 

programs.

Social Influences

FSWs’ vulnerability to HIV can be positively or negatively influenced by actors in their 

social sphere, including clients, police, managers, other FSWs, intimate partners, and 

children. FSWs’ ability to refuse unprotected sex is lower with regular clients, on whom 

they are more dependent for ongoing financial support, than with casual clients.27 GBV 

perpetrated by clients, police, managers, and male partners can also reduce women’s 

condom-negotiating power, increasing HIV risk.28 Furthermore, HIV risk and exposure to 

violence may be shaped by whether sex workers work for a pimp or other manager and the 

nature of this relationship, including whether the manager is an intimate or sexual partner, 

their involvement in women’s drug use, and their level of control over the woman and her 

work.29 For women who are drug dependent or inebriated, self-efficacy for negotiating 

condom use or safer injection may be compromised and drug withdrawal may lead FSWs to 

acquiesce to clients’ demands for unprotected sex.30

Stigma is a pervasive influence on FSWs’ HIV risk behaviors, due in part to the illegality of 

sex work.17 Some forms of substance use—such as injection drug use—are also highly 

stigmatized, which relegates FSWs who inject drugs to the margins of both communities 

where they are socially isolated, more prone to violence, and earn less money.17,23 In 

countries in which drug or alcohol use among women is a cultural taboo, FSWs may feel 

pressured to hide their substance use, which may discourage women from accessing 

services.31 Underlying these stigmas, the social organization of gender and power promotes 

gender inequalities and norms supporting GBV, which may heighten FSWs’ vulnerability to 

HIV/STIs.32

One of the most promising social factors associated with lowering vulnerability to HIV/STIs 

among FSWs is community-driven empowerment through the formal and informal 

organization of FSWs to support their rights, provide education, and protect FSWs from 

violence.17,33 FSWs’ intimate partners should also be included in prevention programing, 

which could be offered individually or as a couple.34 Because most FSWs have children 

who are major influences on their lives, consideration should be made for how to integrate 

their reproductive health and family needs with HIV prevention and enhance FSWs’ 

parenting skills so that their children are not apprehended by authorities.31,35

Economic Influences

Poor socioeconomic conditions often underlie women’s entry into sex work,28 but also 

increase work-related HIV risks.28 Economic vulnerability, including debt, is associated 

with reduced negotiating power with clients, resulting in increased unprotected sex and 

GBV, which are both HIV risk factors.28,36 High proportions (eg, 20%–26%) of FSWs 

report acquiescing to unprotected sex in exchange for clients’ offer of more money,28,36 

further underscoring the role of economic burden as a critical issue affecting FSWs’ 
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vulnerability to HIV. Although more work is needed to identify the precise economic factors 

underlying women’s entry into sex work, as well as factors that contribute to FSWs’ overall 

economic vulnerability (eg, need to financially support children or other household 

members, police bribery to avoid arrest, drug-related or venue-based debt), preliminary 

studies suggest that economic promotion initiatives among FSWs can reduce HIV risk.37 

Such initiatives may include business training or microfinance programs, debt reduction 

programs, savings or asset building, and financial planning.

Gender-based inequities in the economic sphere are often the basis for women’s economic 

reliance on sex work and also shape risk environments among FSWs (Fig. 1). For example, 

many FSWs report reliance on sex work as a result of dual roles as primary carers for 

children and sole breadwinners for their household,35 yet report reduced capacity for 

financial independence because of gender constraints in access to educational or vocational 

training, banking, and asset planning/management, as well as property ownership. Gender-

inequitable norms promote GBV among FSWs, reduce power in sexual negotiations with 

male clients, and sanction illegitimate interactions with male-dominated police forces (eg, 

requesting bribes, sexual services, or violence); altogether, these influences increase 

vulnerability to HIV among FSWs.28,38 Thus, economic promotion programing is needed 

that considers the intersection of gender-based inequities and encompasses a range of social 

and economic-based challenges across women’s lives. UNAIDS estimates that less than 

50% of FSWs worldwide are covered by ongoing HIV prevention programs, which suggests 

an opportunity for the expansion of programs that integrate the health, social, and economic 

needs of FSWs.39

Policy/Legal Influences

The legal environment also dictates FSWs’ ability to protect themselves from HIV infection 

or to access HIV care and treatment (Fig. 1). Sex work is illegal and criminalized in 116 

countries. Laws restricting sex work include those that criminalize adult consensual sex and 

related transactions (buying, soliciting, or procuring), brothel keeping, and management of 

sex work. Vagrancy, loitering, and public nuisance laws are also used to target sex workers 

or clients. These laws often force sex work underground, increasing FSWs’ vulnerability to 

violence and other work-related risks for HIV.17 In some regions (eg, Australia), HIV-

positive sex workers are not only criminalized for sex work, they are also subject to 

disclosure laws in some states and territories, which could deter them from seeking HIV 

prevention and treatment.

Women who are sex workers and use illicit drugs are doubly marginalized: they are victims 

of frequent harassment from police, clients, and abusive partners (who are usually also 

substance users), and they are frequently imprisoned.31 Policing often displaces FSWs to 

remote venues to avoid police interaction, creating distance from harm reduction services 

and less protection for FSWs against violence from pimps, managers, clients, and others in 

the context of sex work.40 Police practices such as workplace raids, arrest and threats of 

arrest, confiscation of condoms, forcing FSWs to pay bribes or provide sexual favors to 

avoid arrest are associated with decreased condom use with clients and increased 
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violence.38,41 Monetary bribes and arrests deplete women’s earnings, which can create an 

urgency to compensate by taking on more clients or agreeing to riskier clients.28

To remove these barriers to HIV prevention and treatment, legislative reforms that are 

reinforced by police education programs are needed,42 such as those supported by the Law 

Enforcement and HIV Network (http://www.leahn.org/). A recent modeling scenario in 3 

cities (Vancouver, Canada, Bellary, India, and Mombasa, Kenya) found that full 

decriminalization of sex work could reduce HIV incidence among FSWs and clients by up 

to 43%.17

HIV RISK ENVIRONMENTS FOR FEMALE PRISONERS

Physical Influences

The physical setting of correctional institutions that house female inmates plays a crucial 

role in determining their HIV risk. In the contained environment of prisons, women are 

especially susceptible to sexual abuse by both male staff and male prisoners. Because most 

countries have fewer numbers of female inmates relative to men, female prisoners may be 

held in small facilities adjacent to, or within, prisons for men. Often, female inmates are 

supervised by male guards who may abuse their power. These conditions foster a 

susceptibility to sexual exploitation, in which some women engage in sex in exchange for 

goods such as food, drugs, cigarettes, and even toiletries.43 In one US study, 22% of female 

inmates reported being subjected to prisoner-on-prisoner sexual victimization (most often 

abusive sexual contact such as inappropriate touching) in the last 6 months.44 At least 1 type 

of staff-on-prisoner sexual victimization was reported by 8% of female inmates.44 As 

Gilbert et al report in this special issue, sexual abuse and victimization increase both 

unprotected sex and needle sharing,32 thereby elevating women’s vulnerability to HIV 

infection. Transgender women (ie, persons born as male but who identify as female) are held 

in male prisons and are often the target of serious sexual assault. Policies on the allocation of 

housing these inmates need revising urgently. Prison administrators can reduce sexual 

violence by ensuring proper classification of vulnerable inmates so that they are separated 

from sexual predators, by establishing a reporting mechanism for offenses and by employing 

female guards.

The main risk for HIV infection that women in prison face is from the shared use of 

injecting and tattooing equipment,45 both of which are prohibited in most prisons; 

possession is punished in virtually every country. Women who inject drugs are forced to 

share syringes with many other individuals because sterile injecting (and tattooing) 

equipment is unavailable in the majority of prison systems.

Social Influences

The social structure in a prison can provide basic needs (eg, food and shelter) and a 

routinized schedule. For many women, meeting these needs was a challenge before they 

entered prison. But with fewer prisons for women than men, women tend to be imprisoned 

farther from their home and family, which makes visitation by their partners and families 

less likely than for incarcerated men. Two thirds of women incarcerated in US state prisons 

are mothers of children under 18 years, 70% of whom had custody of their dependent 

Strathdee et al. Page 6

J Acquir Immune Defic Syndr. Author manuscript; available in PMC 2015 July 07.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://www.leahn.org/


children before incarceration, and 6% are pregnant when they enter prison.46 In almost all 

cases, female prisoners are abruptly separated from their infant after giving birth.46 

Separation from families increases isolation and is a source of anxiety and depression, which 

can lead to increased substance use.28,47 Alternatives to incarceration for these mothers need 

to be explored so that they can reside with their infant while incarcerated, or preferably in 

the community.

Women, like men, may initiate drug use and injecting in prison. However, the prevalence of 

substance use disorders in female prisons is almost twice that in the male prisons.48 Women 

who are more vulnerable to HIV infection because of their past involvement in sex work 

and/or drug use are also more vulnerable to arrest and imprisonment (Fig. 1). Those with co-

occurring mental health disorders may be especially at risk.49 Within prison settings, 

women’s usual social support networks are disrupted or absent, which can lead women to 

resist HIV testing or be discouraged from seeking HIV care and treatment. This is 

compounded by stigma and discrimination against HIV-positive women in prisons, which 

may further increase vulnerability. Once released, the stigma of having been imprisoned 

weighs heavily on women; in some settings, women are discriminated against by both 

family and law enforcement and feel unable to return to their communities.

Economic Influences

Economic factors are an important aspect in determining whether women are imprisoned or 

not because those who are poor and uneducated are more likely to be arrested and less likely 

to afford legal counsel. In the United States, the majority of women in prisons (53%) and 

jails (74%) were unemployed before incarceration.46 Once incarcerated, these women are 

less likely to be able to afford extra food, toiletries, or legal aid. In the United States, women 

prisoners are disproportionately women of color, with African American women comprising 

46%, white women comprising 36%, and Hispanic women comprising 14% of the prison 

population nationwide.46

Few countries provide the type and coverage of HIV programs in prison that they provide in 

the community. Limited funding for HIV prevention and treatment, harm reduction in 

prisons, and the lack of funding for appropriate training of correctional staff are important 

economic barriers.50 One study found that sterile syringes in prison cost up to $100 on the 

black market,24 which significantly increases the likelihood of syringe sharing among 

women who inject drugs, increasing the risk of HIV infection. Most women in prison are 

denied evidence-based drug treatment that would reduce their demand for drugs. Recent 

studies in Australia found that when Medication Assisted Treatment for Opioid Dependence 

(MATOD) was provided in prison or after release, it significantly reduced mortality51,52 and 

recidivism,53 suggesting that expansion of MATOD to those under community supervision 

would be extremely cost-effective.

Comprehensive coverage of a range of harm reduction measures is essential in the prison 

settings if HIV is to be prevented. Such measures include needle and syringe programs 

(NSPs), MATOD, and ART,54 but could also integrate vocational training, financial skills, 

and asset planning/management.
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Policy/Legal Influences

Imprisonment compounds the HIV risk for women in several ways (Fig. 1). Judicial corporal 

punishment for drug and alcohol offenses exists in 12 countries despite being a violation of 

international law, and only 30 countries have reformed their drug policies to permit some 

form of depenalization.42 In many jurisdictions, a larger proportion of women than men are 

in prison for drug-related offenses.4 In a systematic review of 62 studies, 30%–60% of 

females used illicit drugs in the month before entering prison, compared with 10%–48% of 

males.48 This leads to a higher HIV prevalence among female prisoners, greater numbers of 

women who inject drugs, and comparably fewer HIV prevention services than found in male 

prisons. In the United States, punitive policies may continue after release, such as denying 

public housing and food stamps to those with drug felony convictions.

Prison may be a setting in which women start drug use, switch from using one substance to 

another, or begin a more harmful pattern of drug use.18 Because the half-life of cannabis in 

urine is weeks, whereas that of heroin is days, some inmates may switch from smoking 

cannabis to injecting heroin to avoid detection from mandatory urinalysis that inevitably 

leads to further punishment, including more time in prison.55 In the absence of sterile 

injecting equipment, women will inject with used needles or with home-made syringes.56 

The risk of acquiring HIV for women who inject drugs in prison is greater than that of male 

prisoners who inject drugs because HIV prevalence is higher among female prison 

populations.57

As of 2014, few countries provided ART (59 countries), MATOD (41 countries), prevention 

of mother-to-child HIV transmission (31 countries), or operated NSPs in prison,57 

demonstrating a missed opportunity for prevention and treatment. Instead, the contained 

environment of correctional settings should serve as a place where HIV, viral hepatitis, 

STIs, and drug or alcohol dependence are diagnosed and treated. Prevention of mother-to-

child HIV transmission should be incorporated into women’s health programs in prison and 

aligned with national guidelines.

Relative to men, incarceration has a disproportionate effect on women’s adherence to HIV 

care and treatment that persists after release. A US study found that women released from 

prison are significantly less likely than men to receive an ART prescription, adhere to an 

ART regimen, be retained in HIV care and to maintain viral suppression.3 Although ART is 

available in some prison settings, female prisoners tend to serve shorter sentences than do 

males, which interrupts their treatment and compromises viral suppression.3 Additional 

efforts are needed to ensure confidentiality for HIV testing, care, and ART provision to 

reduce gender disparities in morbidity and mortality for inmates and those under community 

supervision.

IMPLICATIONS FOR STRUCTURAL LEVEL HIV PREVENTION AND 

TREATMENT AMONG FSWs AND WOMEN IN PRISON

The physical, social, economic, and policy influences we discuss above overlap to some 

extent because repeated cycles of detention, incarceration, and release can be physically, 

socially, and economically destabilizing for women, exacerbating their HIV risk. There is 
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ample evidence that criminalization and enforcement-based approaches toward sex work 

and drug use increase one’s risk of HIV infection40 and that imprisonment compounds these 

risks.55 This dynamic interplay requires a multisectoral approach to HIV prevention and 

treatment that appreciates and respects that not all women want to stop sex work or drug use. 

Increasingly, advocates, researchers, and policy-makers have called for the repeal of laws 

that criminalize sex work.17,58,59 Research is needed to evaluate models of sex work 

regulation and decriminalization to inform national policies, taking advantage of natural 

experiments in which legislative changes have been enacted (eg, New Zealand, Canada, 

Germany, and Australia).

Although female prisoners are much more likely than male prisoners to have a drug 

problem, they are much less likely than men to have access to drug treatment in prison. For 

example, in Iran, methadone maintenance was available in men’s prisons long before it was 

available in women’s prisons. At a minimum, full access to free evidence-based drug and 

alcohol treatment should be offered to all women who need it, both inside and outside 

prison. Alternatives to incarceration for drug-involved women are also needed. Because 

most women are in prison for nonviolent offenses and pose no risk to the public, we call on 

all governments to grant amnesty to women imprisoned on drug possession offenses. 

Serious attention should be paid to development and implementation of noncustodial 

sentences for women, particularly during pregnancy and when they have young children.

Given the complex HIV/STI prevention needs of drug-involved FSWs and incarcerated 

women, a broad set of gender-specific HIV/STI prevention tools for this population need to 

be identified, developed, and implemented, as Figure 1 suggests. Although some 

interventions for FSWs who are drug or alcohol dependent have been developed,60,61 there 

are few evidence-based HIV/STI prevention interventions for incarcerated women or those 

under community supervision. An example is Project POWER, which is a behavioral 

intervention aimed to reduce risk of acquiring or transmitting HIV and STIs among 

incarcerated women returning to their communities.62 POWER was adapted based on 

formative research with prison staff and administration, incarcerated and previously 

incarcerated women, and community advisory boards. A randomized trial using this 

adaptation with 521 women in 2 North Carolina correctional facilities showed that POWER 

participants had significantly less occasions of unprotected sex with both main and casual 

male partners. POWER participants also reported significantly fewer barriers to using 

condoms and greater HIV knowledge, health-protective communication, and tangible social 

support. However, the intervention had no significant effects on incident STIs.63

Because of the high rates of serious mental illness along with substance use disorders in 

incarcerated women49 who rarely receive treatment for these conditions, there is a need for 

targeted attention to the chronic medical, psychiatric, and drug treatment needs of women at 

risk for incarceration, in jail and after release. Lessons can be learned from a successful pilot 

project treating major depressive disorders in prison settings conducted in Rhode Island, 

USA, where of the 25 study participants, 72% were free of all depressive disorders after 

treatment.64
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Existing prison facilities, programs, and services for women inmates have all been 

developed initially for men, who account for the larger proportion of prison populations. 

Women prisoners present specific challenges for correctional authorities despite, or perhaps 

because of, the fact that they constitute a very small proportion of prison populations. Their 

profile and background and the reasons for which they are imprisoned differ from those of 

incarcerated men. Once in prison, women’s psychological, social, and health care needs are 

also different. It follows that all facets of prison facilities, programs, and services must be 

tailored to meet the particular needs of women offenders.

CONCLUSIONS

In this article, we highlighted the physical, social, economic, and policy environments that 

contribute to HIV risk among FSWs and female prisoners, noting important intersections 

and unique aspects that influence risk for these 2 populations (Fig. 1). Although the physical 

environment for FSWs and female prisoners may look different, the controlled environment 

of prisons and FSW venues represents a missed opportunity for the provision of HIV 

prevention and treatment as well as drug treatment services. These physical spaces may 

provide an opportunity to deliver key services, including HIV testing, ART, MATOD, NSP, 

pre-exposure prophylaxis, and interventions to promote linkages to care and adherence. 

Similarly, although the social organization of FSWs compared with that of women in 

prisons may differ, the social structure of gender and power often underlies women’s 

involvement in sex work and is a major contributing factor to HIV risk among both FSWs 

and female prisoners (eg, affecting condom use in sex trades, experiences of violence, and 

access to sterile syringes). Community mobilization of FSWs has shown promise for 

improving health and well-being and could also be beneficial within prison and community 

supervision settings to increase womens’ collective power to advocate for improved access 

to treatment and prevention for HIV and substance use. Economic vulnerability is also an 

antecedent to both sex work and imprisonment; yet, there is a dearth of programs that 

integrate HIV prevention and treatment with the economic needs of FSWs or women 

recently released from prison. This is an important avenue for future research. Furthermore, 

both sex work and drug-related policies work in tandem to increase the size of the 

incarcerated female population but also exacerbate vulnerabilities to HIV by increasing 

stigma, disrupting social support structures, and obstructing the provision of key HIV 

services.

In summary, the literature on HIV prevention among FSWs and female prisoners highlights 

the unique risk environments of these 2 populations, but also the ways these risks intersect. 

It is in this intersection that we propose as key opportunities for improved HIV prevention 

and care. Women who engage in sex work, use drugs, or are imprisoned come from all 

communities and deserve sustained access to HIV prevention and treatment for substance 

use and HIV, helping them and their families to lead healthy and satisfying lives.
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FIGURE 1. 
HIV risk environment and opportunities for intervention and prevention among FSWs and 

prisoners.
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