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Abstract

Limited data exists on intimate partner violence (IPV) among transgender women (TW), though 

global trends suggest IPV is associated with HIV risk in this population. We describe the 

prevalence of verbal, physical, and/or sexual violence as well as participant- and partner-level 

correlates of IPV among TW in Lima, Peru. Among 389 respondents,15.2% reported IPV with 

one or more of their last three sexual partners: 9.2% verbal, 8.2% physical, and 2.3% sexual 

violence. Physical and verbal violence were more common with stable partners (aPR 3.46, 

95%CI:1.17–10.25, aPR 2.46, 95%CI:1.14–5.28, respectively). Physical violence was associated 

with condomless receptive anal intercourse (cRAI) (aPR 2.22, 95%CI:1.19–4.13) and partner 

alcohol use (aPR 4.38, 95%CI:1.56–12.33) while verbal violence correlated with participant 

inebriation (aPR 4.86, 95%CI:1.63–14.46). Our results link IPV with stable partnerships, alcohol 

use, and cRAI, suggesting TW in Peru may benefit from multidimensional IPV prevention 

strategies to foster supportive relationships and reduce HIV transmission.
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Abstract
Resumen:

Existen datos limitados sobre la violencia de pareja (IPV) entre las mujeres transgénero (TW), 

aunque las tendencias globales sugieren que la IPV está asociada con el riesgo de VIH en esta 

población. Describimos la prevalencia de violencia verbal, física y / o sexual, así como factores 

asociados a IPV a nivel de participantes y parejas entre TW en Lima, Perú. De 389 encuestadas, el 

15.2% reportó IPV con una o más de sus últimas tres parejas sexuales: 9.2% por violencia verbal, 

8.2% física y 2.3% sexual. La violencia física y verbal fueron más comunes con parejas estables 

(aPR 3.46, CI 95%: 1.17–10.25, aPR 2.46, CI 95%: 1.14–5.28, respectivamente). La violencia 

física se asoció con el coito anal receptivo sin condón (cRAI) (aPR 2.22, CI 95%: 1.19–4.13) y el 

consumo de alcohol por parte de la pareja (aPR 4.38, CI 95%: 1.56–12.33) mientras que la 

violencia verbal se correlacionó con la embriaguez de los participantes (aPR 4.86, CI 95%: 1.63–

14.46). Nuestros resultados vinculan IPV con asociaciones estables, consumo de alcohol y cRAI, 

lo que sugiere que las TW en Perú puede beneficiarse de estrategias de prevención de IPV 

multidimensionales para fomentar relaciones de apoyo y reducir la transmisión del VIH.
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Introduction:

Intimate partner violence (IPV) involving transgender women (TW) is an understudied 

problem, though several reports suggest that TW frequently experience violence inflicted by 

their sexual partners [1–4]. As defined by the World Health Organization, IPV refers to any 

behavior within an intimate relationship that causes physical, psychological or sexual harm 

to those in the relationship [5]. To our knowledge, there are no reports describing the 

prevalence of IPV or associated factors among TW in Peru, though prior qualitative 

interviews suggest this group shares the burden of a global epidemic of gender-based 

violence [6, 7].

IPV against TW is often classified together with gender-based abuse, hate crimes, or general 

violence, without adequately differentiating the unique characteristics of intimate partner 

violence [8]. However, selected reports have documented a high frequency of partner-

inflicted physical, verbal, and sexual violence against TW in diverse global settings [2, 9–

13]. In a 2018 multi-site cohort study, the lifetime prevalence of IPV among TW in the 

United States was estimated as 52% [1]. A 2018 systematic review on gender-based violence 

against TW worldwide reported that episodes of sexual and physical violence were most 

often motivated by cisgender male partners’ (incorrect) perceptions of TW’s sexual 

orientation and/or gender identity, suggesting that violence against TW may be linked to a 

disruption of social boundaries between masculinity and femininity, or between 

heterosexuality and homosexuality [14].
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In addition to direct negative health outcomes, IPV may be indirectly linked with risk factors 

for HIV transmission. Though not clearly elucidated in TW populations, previous research 

explains causal links connecting IPV and HIV vulnerability in populations of cis-gender 

women and men who have sex with men (MSM). Dunkle et. al. describe a linkage model 

with two pathways that connect gender-based violence and HIV risk: 1) direct transmission 

from an infected perpetrator and 2) long-term increase in vulnerability resulting from 

experience of violence [15]. Additional research suggests that indirect vulnerabilities 

influence transmission as studies of cis-gender women show immune dysfunction after 

experiences of violence, coerced sex due to relationship power inequity, and institutional 

stigma mediate both HIV and IPV vulnerability [16–19]. Research on MSM populations is 

more limited. However, HIV and IPV have been linked directly through condomless sex 

with infected perpetrators and indirectly through lack of confidence in condom negotiation 

skills and frequency of sex while intoxicated [20–23]. A study of MSM in Peru showed HIV 

and IPV were associated with both condomless sex and substance use before sex [24]. While 

these associations may remain significant in TW populations, TW experience unique gender 

and sexual dynamics in intimate relationships that may uniquely influence IPV risk. Specific 

information on the prevalence of IPV and its association with HIV risk factors in TW 

populations is still lacking.

In Peru, machismo, transphobia, and the frequent occurrence of gender-based violence shape 

local social ecologies of gender, sexuality, and violence [6]. In previous qualitative 

interviews, TW in Peru described lives defined by limited education, employment, and 

housing opportunities, as well as by routine police harassment [6]. These multiple levels of 

marginalization and discrimination (social, economic, interpersonal, and structural), unique 

to the TW population, were seen to increase TW’s risks for violence and other public health 

problems, as IPV was frequently reported in stable, casual, and transactional sexual 

encounters [6, 25, 26].

In addition to IPV, the social marginalization experienced by many TW in Peru is associated 

with increased risk for HIV acquisition and transmission [24]. Surveillance data from 1996–

2002 demonstrate the disproportionate impact of HIV infection on TW as the prevalence of 

HIV among TW in Peru ranged from 33.3–44.8%, compared to 18.0–26.2% among gay-

identified men who have sex with men (MSM) [27]. Further, a study published in 2015, 

reported a 27.8% (35/207) prevalence of HIV infection in Peruvian TW [28]. Overlapping 

risks for HIV and IPV among TW in Peru have been identified in factors including 

involvement in transactional sex, use of alcohol or drugs before sex, and condomless 

receptive anal intercourse (cRAI) [29–31]. While these factors, studied in cis-gender women 

and MSM populations, are all independently associated with IPV and HIV transmission, 

previous research has not defined a causal pathway linking these phenomena through TW 

partnerships. In order to design effective prevention programming that responds to the 

unique health needs of TW, it is important to address how social and public health problems 

like IPV and HIV intersect, and how they can be jointly addressed, within the sexual 

partnerships of TW. We sought to describe the prevalence of IPV, demographic and 

behavioral characteristics associated with partner violence, and the association of IPV with 

risk factors for HIV transmission in the sexual partnerships of TW in Lima, Peru.
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Methods:

Study Design and Population

We conducted a secondary analysis of data from two concurrent studies of HIV prevention 

and treatment among TW in Lima, Peru: Féminas (an integration of gender-affirming 

primary care and peer navigation with HIV prevention and treatment services; 

Clinicaltrials.gov [Registration Number: NCT03757117]), and TransPrEP (a study of a 

social network-based PrEP adherence intervention; Clinicaltrials.gov [Registration Number: 

NCT02710032]). Participants were recruited for Féminas by peers visiting TW-specific 

socialization venues (e.g., commercial sex work areas, beauty parlors, sporting events, 

community events), where they approached potential participants and referred them to the 

study site. TransPrEP used community-based peer recruiters to identify six socially well-

connected, HIV-uninfected TW from different social network clusters as seed participants. 

Each seed participant recruited 2–3 other HIV-uninfected TW from their social network, 

each of whom was asked to recruit 2–3 HIV-uninfected members of their network until 

enrolling clusters of 10–15 participants. Participants were enrolled between October 2016 

and April 2018.

Eligibility Criteria

For both studies, inclusion criteria included: 18 years of age or older, assigned male sex at 

birth, and current gender different from their assigned natal sex. Screening for the Féminas 

study was limited to TW who were unaware of their HIV serostatus or living with HIV but 

not engaged in HIV treatment. Screening for the TransPrEP study was limited to individuals 

who had not previously tested positive for HIV. All participants received 40 Nuevos soles 
($12 USD) compensation for the screening visit.

Procedures

After providing written informed consent, participants completed a baseline computer-

assisted self-interview survey in Spanish. For participants who screened for both the 

Féminas and TransPrEP studies (n=22), only the first survey’s responses were included in 

this analysis. All responses (N=389) from unique participants were included.

Measurements

Both studies asked identical questions about demographics, gender and sexual identity, 

participation in sex work, and characteristics of and behavior with each of participants’ last 

three sexual partners. Participants were asked to describe the characteristics of their last 

three sexual partners, including perceived partner gender and sexual identity, relationship 

status (i.e., stable, casual, anonymous, or transactional), and length of the relationship. 

Sexual behavior during the last contact with each partner were assessed, including contact-

specific sexual practices, condom use, and participant and partner alcohol and drug use 

before sex. Our analysis specifically addressed two behavioral risk factors for HIV 

acquisition: cRAI and alcohol use before sex. cRAI was determined through a two-step 

process asking: 1) If receptive anal intercourse (RAI) occurred during the last contact with a 

partner; and, 2) If yes, whether a condom was used during RAI. A similar approach was 
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used to understand whether participants and/or their partners: 1) Used any alcohol before 

sex; and 2) Whether one or both partners were inebriated during sex. Participants were asked 

if they had ever experienced three types of IPV with each of their last three sexual partners: 

verbal (“they intentionally used words to shame and offend me”), physical (“they hit or 

assaulted me”), and/or sexual violence (“they physically forced me to have sex when I didn’t 

want to”).

Statistical analysis

Dichotomous variables describing whether participants had experienced verbal, physical, 

and/or sexual IPV with any of their three most recent sexual partners were generated. 

Univariate analyses using Chi-square tests estimated participant, partner, and sexual 

encounter characteristics associated with physical, sexual, and/or verbal IPV.

GEE was used to assess participant- and partner-level correlates of physical and verbal IPV. 

Due to the low number of incidents of sexual assault reported (0.77%, 9/1167), frequency of 

sexual violence was described, but not included in our statistical models. Separate 

multivariable models were constructed for physical and verbal IPV. Variables included in 

each adjusted analysis differed based on bivariate results as variables were selected for 

inclusion using a p-value ≤ 0.05 in crude analysis to determine eligibility. Multivariate 

models for verbal violence included participant relationship status, partner type, partner and 

participant alcohol use before sex, while physical violence models include these same 

variables, as well as cRAI. Models were constructed under the GEE extension with an 

exchangeable working correlation structure to account for correlations between the last three 

partners reported by the same participant. Prevalence ratios were calculated and IPV 

subtypes were regressed as dichotomous outcomes on participant- and partner-level 

correlates in multivariate analyses. All analyses were conducted using Stata 12.0 (StataCorp, 

College Town, TX).

Ethics statement

The protocol for TransPrEP was approved by the institutional review boards of UCLA and 

Asociacion Civil Impacta Salud y Educacion. The protocol for the Féminas trial was 

approved by Asociacion Civil Impacta Salud y Educacion. Brown University and The 

Fenway Institute deferred review to the UCLA OHRPP for both trials. Written informed 

consent was obtained from all participants prior to the initiation of study procedures.

Results:

Table I lists the baseline characteristics and recent experiences of IPV of the 389 

participants. Participants were 18–58 years of age (median age: 26) and used terms like 

trans, femenina, mujer, and transgenero to describe their gender identity, and transgenero, 

heterosexual, or homosexual to describe their sexual orientation. Most participants identified 

themselves as sex workers (62.21%, 242/389) and many reported transactional sex in the last 

30 days (48.59%,189/389). One or more types of violence with a recent partner was reported 

by 15.17% (59/389) of respondents [9.25% (36/389) reported verbal abuse, 8.23% (32/389) 

physical aggression, and 2.31% (9/389) sexual assault]. TW who reported having a stable 
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partner reported a greater frequency of IPV overall (21.67% of partnered versus 12.55% 

unpartnered, p = 0.04) and of verbal abuse specifically (15.00% versus 6.84%, p = 0.03) than 

participants who did not identify as being in a stable partnership.

Table II lists the characteristics of participants’ 1167 most recent sexual partnerships. The 

majority of relationships were short-term, with 66.30% (787/1176) less than six months in 

duration. Partners were most frequently described as cis-gender male (91.69%, 1070/1167), 

heterosexual (41.05%, 479/1167), and activo (insertive) sexual role (79.61%, 929/1167). 

Stable partners comprised 23.22% (242/1167) of all partners reported and were almost 

universally described as cis-gender male (96.28%; 233/242) and activo (89.26%; 216/242). 

Participants reported engaging in RAI in 82.78% (966/1176) of their last three sexual 

encounters.

Bivariate and multivariable models assessing the association of participant- and partnership 

characteristics with physical and/or verbal IPV are reported in Table III. In multivariate 

analysis, occurrences of both physical and verbal violence were more frequently reported 

with stable partners [adjusted prevalence ratio (aPR) 3.46, 95% confidence interval (CI): 

1.17–10.25, aPR 2.46, 95% CI: 1.14–5.28, respectively]. Physical violence was associated 

with cRAI (aPR 2.22, 95% CI: 1.19–4.13) and with alcohol use by the partner before last 

sex (aPR 4.38, 95% CI:1.56–12.33). Verbal violence was associated with stable partners 

(aPR 1.99, 95%CI: 1.01–3.93) and partnerships where participants reported drinking to 

excess before last sex (aPR 4.86, 95%CI: 1.63–14.46).

Discussion:

In this cross-sectional study of TW from Lima, Peru, 15% of participants reported 

experiencing IPV with one or more of their last three sexual partners. Verbal violence was 

most commonly reported and occurred most often with stable partners and when participants 

were inebriated. Physical violence was 3.5 times more likely to occur during sexual contacts 

with stable partners, who were typically cis-gender men who assumed an activo sexual role, 

rather than with casual, anonymous, or commercial partners. cRAI and alcohol use before 

sex were also associated with physical and verbal IPV, suggesting that IPV may intersect 

with other risks for HIV transmission in specific partnership contexts. Our findings can 

inform the development of integrated prevention programming to address IPV, substance 

use, and HIV in TW populations of Lima, Peru.

Stable or primary partners, rather than casual, anonymous, or commercial contacts, were 

more frequently reported as the source of physical and verbal IPV in our study population. 

While prior IPV research in Peru has focused on cis-gender women and MSM populations, 

their findings are similar to our observations among TW [32–34]. In one study, cis-gender 

male sex workers more often reported IPV with stable partners compared to casual or 

transactional partners [34]. In contrast, a 2014 global review of violence against sex workers 

found that street-based sex workers were the highest risk category for violence [35]. While a 

majority of our participants engaged in transactional sex, including street-based sex work, 

commercial sex partnerships were not associated with IPV in our analysis. Possible reasons 

for the lack of an observed association may include the high prevalence of both commercial 
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sex and IPV in our sample (such that there is no statistical basis for comparison), or 

variations in how participants understood IPV in different partnership contexts (such that 

behavior that is considered routine with a transactional partner may be considered abusive 

when performed by a romantic partner). Regardless of the reason, our data clearly 

demonstrate the importance of stable partnerships as a framework for intimate partner abuse 

among TW in Peru and as a key area for future research.

Stable partnerships may act as a complex nidus of both supportive and harmful behavior for 

MSM and TW [6, 36, 37]. Previous research shows that partnership status influences 

violence risk, as cis-gender women that are divorced or separated experience more IPV [38, 

39]. Again, this differs from our findings, as TW in stable partnerships reported violence 

more frequently in our analysis. However, it has been suggested that relationship power 

imbalance puts women at risk for violence and HIV infection [17, 18, 40, 41]. Therefore, it 

may be that TW lack power in stable partnerships leading to high HIV and IPV prevalence. 

In a study of partnership formations and risk for HIV and sexually transmitted infections 

(STIs), Cambou et al. suggested that perceptions of emotional intimacy and commitment in 

stable partnerships led to a reduced frequency of condom use and increased risk for HIV and 

STI transmission [36]. Other qualitative research has suggested that stable partnerships 

provide an important source of gender affirmation for some TW, but also included an 

account of IPV by a Peruvian TW that equated femininity with submissive victimization in 

the face of partner aggression [6, 37]. As a result, stable partnerships between TW and cis-

gender men in Peru, through their alignment with traditional concepts of masculinity and 

femininity, provide a double-edged tool that both supports TW in a gender-affirming process 

of love and commitment while exposing them to the negative effects of misogyny in Peru’s 

machisto social context.

Another factor contributing to IPV in our sample was alcohol use by both participants and 

their partners. Alcohol consumption is often considered part of the social fabric in Lima, 

with numerous studies documenting the routine nature of problem drinking and 

demonstrating event-level associations between alcohol use and sexual risk behavior in Peru 

[42–45]. In cis-gender heterosexual relationships, alcohol use can be a risk factor for IPV 

due to its disinhibitory effects, and it is reasonable to assume a similar effect exists among 

TW and their partners [46–48]. In addition, while the literature on relationships of TW is 

scarce, studies of cis-gender IPV have identified conflict within relationships, control, and 

jealousy as mediators of alcohol-associated violence by male partners [46, 49]. In the same 

line of reasoning, it is possible that alcohol use unmasks and weaponizes the suppressed 

feelings of gender-based stigma and shame voiced by cis-gender male partners of TW in 

previous qualitative studies [50, 51].

In understanding the association between physical violence and cRAI, a plausible 

explanation is that condomless intercourse results from forced (receptive) sex on a TW by 

their abusive (insertive) partner. Substance use and condomless sex are known mediators of 

HIV and IPV in MSM and cis-gender women populations. A 2015 review demonstrates that 

cis-gender females who have experienced IPV use condoms less frequently suggesting a 

history of IPV may reduce one’s ability to negotiate condom use [52]. Further, a 2014 

review of IPV against MSM correlates IPV with HIV-infection, unprotected anal sex, and 
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substance use [21]. To understand our findings, it may be more informative to juxtapose this 

observation with the increased risk of IPV seen in stable partnerships with cis-gender men, 

and in sexual encounters involving alcohol use. These findings can be collectively 

interpreted as a unified pathway that links IPV, substance use, and sexual risk behavior in an 

integrated structure of HIV risk for TW in Peru. Through this lens, substance use can be 

seen to destabilize the fragile boundaries that underlie some partnerships of TW with cis-

gender, heterosexual-identified men, in which dominant heterosexual masculinity is 

threatened by, but also depends upon, submissive queer femininity, and where romantic 

partnerships alternate between supportive romantic intimacy and destructive domestic abuse. 

Within this conceptual framework, our findings allude to a complex constellation of risk 

factors for IPV, alcohol use, and HIV that highlight the importance of an integrated response 

to these dynamic threats to the physical, sexual, and emotional health of TW in Peru.

Associations of IPV and HIV risk factors prevail across populations of cis-gender females, 

MSM, and potentially TW, as indicated by our results. However, unique to TW, a recent 

qualitative study on TW from four Latin American countries depict early and recurrent 

gender-based violence in educational environments, when seeking health care, by police, 

and other state institutions [53]. Devastatingly, 78% TW murdered were reported from Latin 

American countries and the life expectancy of TW living in Latin America is 30–35 years 

[54, 55]. Therefore, extreme victimization of TW and unique experience of gender, 

sexuality, and social exclusion may augment the manifestation of IPV and HIV risk factors.

Our analysis must be considered in the context of several limitations. First, the cross-

sectional data does not allow for a temporal relationship to establish causation or outcomes 

of IPV and, although the sample size was relatively large, our results cannot be generalized 

due to recruitment strategies used. For example, exclusion of HIV-infected participants from 

one of the contributing studies limited the number of HIV-infected participants included in 

this analysis and precluded stratification of results by HIV-infection status. Second, the 

primary aim of the original studies was not assessment of IPV, so that questions were not 

specifically tailored to obtain detailed information on IPV or to assess potential socio-

behavioral pathways linking IPV with HIV risk. While our findings establish a high 

prevalence of IPV in participants’ last three sexual partnerships, this measure is not 

comparable to other studies that report lifetime experiences of violence. It does, however, 

provide essential information on the immediate context of our participants’ lives and allows 

for a better assessment of how experiences of IPV may be associated with other HIV risk 

factors. Finally, partner-inflicted violence was evaluated from the victim’s perspective, 

which fails to elucidate partner motivations for violence and prevents us from developing a 

comprehensive, dyadic analysis of how IPV functions in TW’s sexual partnerships.

Conclusions:

Our results highlight the connections between IPV, partnership type, alcohol, and condom 

use in the sexual partnerships of TW in Lima, Peru, suggesting a complex pattern of 

intersecting risks to the sexual, physical, and emotional health of these women. The 

interrelationship of risk behaviors seen in our study population suggests that IPV may 

function as part of a broader context of risk where gender-based violence, substance use, 
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condomless sex, and interpersonal dynamics negatively structure the partnership formations 

of some TW. To appropriately address the array of overlapping problems facing these 

women, multidimensional approaches may be needed to empower TW in developing 

intimate relationships that are supportive, mutually fulfilling, and gender-affirmative. New 

research and programming for TW in Lima, Peru has begun to develop this multi-

dimensional approach through interventions designed to address the diverse experiences of 

violence, structural discrimination, social marginalization, and disempowerment of TW in 

Peru [56]. In addition to these efforts, future research should take a multidisciplinary 

approach to understanding and addressing how the primary sexual partnerships of TW can 

act as a nexus for IPV, substance use, and HIV risk that negatively affects the health and 

well-being of TW throughout Latin America.

Acknowledgements:

We would like to thank the study participants and staff that worked to make this project possible. ECM would also 
like to acknowledge and thank Faiez K. Saiyed, Vincent B. Ofori, and R. Colby Passaro for their guidance and 
support throughout the research process. Funding for this work was provided by the US National Institute of Health 
grants R25 MH087222 and R34 MH105272 to JLC, and K23 AI110532 to JEL and amfAR, The Foundation for 
AIDS Research, Grant #109071–57-HGMM to JRL.

Bibliography

1. Garthe RC, Hidalgo MA, Hereth J et al. Prevalence and Risk Correlates of Intimate Partner Violence 
Among a Multisite Cohort of Young Transgender Women. LGBT Health 2018; 5(6): 333–340. 
[PubMed: 30059268] 

2. James SE, Rankin JL, Keisling M, Mottet L, Anafi M. The Report of the 2015 U.S. Transgender 
Survey. Washington, DC: National Center for Transgender Equality 2016.

3. Goldenberg T, Jadwin-Cakmak L, Harper GW. Intimate Partner Violence Among Transgender 
Youth: Associations with Intrapersonal and Structural Factors. Violence Gend 2018 5(1): 19–25. 
[PubMed: 29588911] 

4. Langenderfer-Magruder L, Whitfield DL, Walls NE, Kattari SK, Ramos D. Experiences of Intimate 
Partner Violence and Subsequent Police Reporting Among Lesbian, Gay, Bisexual, Transgender, 
and Queer Adults in Colorado: Comparing Rates of Cisgender and Transgender Victimization. J 
Interpers Violence 2016; 31(5): 855–71. [PubMed: 25392392] 

5. World Health Organization, Understanding and Addresing Violence Against Women, Information 
Sheet Series: Intimate Partner Violence 2012.

6. Pollock L, Silva-Santisteban A, Sevelius J, Salazar X. ‘You should build yourself up as a whole 
product’: Transgender female identity in Lima, Peru. Glob Public Health 2016; 11(7–8): 981–93. 
[PubMed: 27080150] 

7. Juarez-Chavez E, Cooney EE, Hidalgo A, Sanchez J, Poteat T. Violence Experiences in Childhood 
and Adolescence Among Gay Men and Transgender Women Living in Peru: A Qualitative 
Exploration. J Interpers Violence 2018; Epub.

8. Goodmark L, Transgender People, Intimate Partner Abuse, and the Legal System. Havard Civil 
Rights-Civil Liberties Law Review 2013 48: 51–104.

9. Roch A, Ritchie G, Morton J et al. Out of Sight, Out of mind? Transgender People’s Experience of 
Domestic Abuse. Edinburgh, Scotland: The Equality Network 2010.

10. Valentine SE, Peitzmeier SM, King DS et al. Disparities in Exposure to Intimate Partner Violence 
Among Transgender/Gender Nonconforming and Sexual Minority Primary Care Patients. LGBT 
Health 2017; 4(4): 260–267. [PubMed: 28719246] 

11. Henry RS, Perrin PB, Coston BM, Calton JM. Intimate Partner Violence and Mental Health 
Among Transgender/Gender Nonconforming Adults. J Interpers Violence 2018: 1–26.

Murphy et al. Page 9

AIDS Behav. Author manuscript; available in PMC 2021 June 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



12. Brown TNT, Herman JL. Intimate Partner Violence and Sexual Abuse Among LBGT People, A 
Review of Exisiting Research. The Williams Institute, UCLA School of Law 2015.

13. Castro R, DeBoni RB, Luz P et al. Health-related quality of life assessment among people living 
with HIV in Rio de Janeiro, Brazil: a cross-sectional study. Qual Life Res 2018.

14. Blondeel K, de Vasconcelos S, Garcia-Moreno C, Stephenson R, Temmerman M, Toskin I. 
Violence motivated by perception of sexual orientation and gender identity: a systematic review. 
Bull World Health Organ 2018; 96(1): 29–41. [PubMed: 29403098] 

15. Dunkle KL, Decker MR. Gender-based violence and HIV: reviewing the evidence for links and 
causal pathways in the general population and high-risk groups. Am J Reprod Immunol 2013; 
69(1): 20–6. [PubMed: 23216606] 

16. Tsuyuki K, Cimino AN, Holliday CN, Campbell JC, Al-Alusi NA, Stockman JK. Physiological 
Changes from Violence-Induced Stress and Trauma Enhance HIV Susceptibility Among Women. 
Curr HIV/AIDS Rep 2019; 16(1): 57–65. [PubMed: 30762216] 

17. Dunkle KL, Jewkes RK, Brown HC, Gray GE, McIntyre JA, Harlow SD. Gender-based violence, 
relationship power, and risk of HIV infection in women attending antenatal clinics in South Africa. 
Lancet 2004; 363(9419): 1415–1421. [PubMed: 15121402] 

18. Jewkes RK, Dunkle K, Nduna M, Shai N. Intimate partner violence, relationship power inequity, 
and incidence of HIV infection in young women in South Afirca: a cohort study. Lancet 2010; 376 
(9734): 41–48. [PubMed: 20557928] 

19. Decker MR, Lyons C, Billong SC et al. Gender-based violence against female sex workers in 
Cameroon: prevalence and associations with sexual HIV risk and access to health services and 
justice. Sex Trans Infect 2016; 92(8): 599–604.

20. Stephenson R, Finneran C. Receipt and Perpetration of Intimate Partner Violence and Condomless 
Anal Intercourse Among Gay and Bisexual Men in Atlanta. AIDS Behav 2017; 21(8): 2253–2260. 
[PubMed: 28176169] 

21. Buller AM, Devries KM, Howard LM, Bacchus LJ. Associations between intimate partner violence 
and health among men who have sex with men: a systematic review and meta-analysis. PLoS Med 
2014; 11(3): e1001609. [PubMed: 24594975] 

22. Stephenson R, Freeland R, Finneran C. Intimate partner violence and condom negotiation efficacy 
among gay and bisexual men in Atlanta. Sex Health 2016; 13(4): 366–372.

23. Wheeler J, Anfinson K, Valvert D, Lungo S. Is violence associated with increased risk behavior 
among MSM? Evidence from a population-based survey conducted across nine cities in Central 
America. Glob Health Action 2014; 7: 24814. [PubMed: 25361722] 

24. Silva-Santisteban A, Raymond HF, Salazar X et al. Understanding the HIV/AIDS epidemic in 
transgender women of Lima, Peru: results from a sero-epidemiologic study using respondent 
driven sampling. AIDS Behav 2012; 16(4): 872–81. [PubMed: 21983694] 

25. Salazar X, Villayzán J, Silva-Santisteban A, Caceres C. Las personas trans y la epidemia del VIH/
SIDA en el Perú: Aspectos sociales y epidemiol gicos. Lima: IEESSDEH, UPCH, UNOSIDA, 
AMFAR 2010.

26. Perez-Brumer AG, Reisner SL, McLean SA et al. Leveraging social capital: multilevel stigma, 
associated HIV vulnerabilities, and social resilience strategies among transgender women in Lima, 
Peru. J Int AIDS Soc 2017; 20(1): 21462. [PubMed: 28362064] 

27. Sanchez J, Lama Javier, Kusunoki L et al. HIV-1, Sexually Transmitted Infection, and Sexual 
Behavior Trends Among Men Who Have Sex With Men in Lima, Peru. J Acquir Immune Defic 
Syndr 2007; 44(5): 578–585. [PubMed: 17279049] 

28. Castillo R, Konda KA, Leon Sr, et al. HIV and Sexually Transmitted Infection Incidence and 
Associated Risk Factors Among High-Risk MSM and Male-to-Female Transgender Women in 
Lima, Peru. J Acquir Immune Defic Syndr 2015; 69(5): 567–75. [PubMed: 25950207] 

29. World Health Organization, Violence against sex workers and HIV prevention. Information 
Bulletin Series 2005; 3.

30. Shuper PA, Joharchi N, Irving H, Rehm J. Alcohol as a Correlate of Unprotected Sexual Behavior 
Among People Living with HIV/AIDS: Review and Meta-Analysis. AIDS Behav 2009; 13(6): 
1021–1036. [PubMed: 19618261] 

Murphy et al. Page 10

AIDS Behav. Author manuscript; available in PMC 2021 June 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



31. Hladik F, McElrath MJ. Setting the stage: host invasion by HIV. Nat Rev Immunol 2008; 8(6): 
447–57. [PubMed: 18469831] 

32. Perales MT, Cripe SM, Lam N, Sanchez SE, Sanchez E, Williams MA. Prevelance, Types, and 
Pattern of Intimate Partner Violence Among Pregnant Women in Lima, Peru. Violence Against 
Women 2009; 15(2): 224–250. [PubMed: 19126836] 

33. Svec J, Andic T. Cooperative Decision-Making and Intimate Partner Violence in Peru. Popul Dev 
Rev 2018; 44(1): 63–85. [PubMed: 29662254] 

34. George PE, Bayer AM, Garcia Jose PJ et al. Is Intimate Partner and Client Violence Associated 
with Condomless Anal Intercourse and HIV Among Male Sex Workers in Lima, Peru? AIDS 
Behav 2016 20(9): 2078–89. [PubMed: 26880321] 

35. Deering KN, Nesbitt A, Shoveller J, Amin A, Garcia-Moreno C, Shannon K. A systematic review 
of the correlates of violence against sex workers. Am J Public Health 2014; 104(5): e42–54.

36. Cambou MC, Perez-Bruer AG, Segura ER et al. The risk of stable partnerships: associations 
between partnership characteristics and unprotected anal intercourse among men who have sex 
with men and transgender women recently diagnosed with HIV and/or STI in Lima, Peru. PLoS 
One 2014; 9(7): e102894. [PubMed: 25029514] 

37. Melendez RM, Pinto R. ‘It’s really a hard life’: Love, gender and HIV risk among male-to-female 
transgender persons. Cult Health Sex 2007; 9(3): 233–45. [PubMed: 17457728] 

38. O’Donnell CJ, Smith A, Madison JR, Using Demographic Risk Factors to Explain Variations in the 
Incidence of Violence Against Women. J Interpers Violence 2016; 17(12): 1239–1262.

39. Brownridge D, Violence against women post-separation. Aggression and Violent Behavior 2006; 
11(5): 514–530.

40. Teitelman AM, Ratcliffe SJ, Morales-Aleman MM, Sullivan CM. Sexual Realtionship Power, 
Intimate Partner Violence and Condome Use Among Minority Urban Girls. J Interpers Violence 
2008; 23(12): 1694–1712. [PubMed: 18349344] 

41. Pulerwitz J, Amaro H, De Jong W, Gortmaker SL, Rudd R. Relationship power, condom use and 
HIV risk among women in the USA. AIDS Care 2010; 14(6): 789–800.

42. Brown SE, Vagenas P, Konda KA et al. Men Who Have Sex With Men in Peru: Acceptability of 
Medication-Assisted Therapy for Treating Alcohol Use Disorders. Am J Mens Health 2017; 11(4): 
1269–1278. [PubMed: 25787988] 

43. Ludford KT, Panagiotis V, Lama J et al. Screening for drug and alcohol use disorders and their 
association with HIV-related sexual risk behaviors among men who have sex with men in Peru. 
PLoS One 2013 8(8): e69966. [PubMed: 23936364] 

44. Vagenas P, Brown SE, Clark JL et al. A Qualitative Assessment of Alcohol Consumption and 
Sexual Risk Behaviors Among Men Who Have Sex With Men and Transgender Women in Peru. 
Subst Use Misuse 2017; 52(7): 831–839. [PubMed: 28426357] 

45. Delgado JR, Segura ER, Lake JE et al. Event-level analysis of alcohol consumption and condom 
use in partnership contexts among men who have sex with men and transgender women in Lima, 
Peru. Drug Alcohol Depend 2017; 170: 17–24. [PubMed: 27865150] 

46. Foran HM, O’Leary KD. Alcohol and intimate partner violence: A meta-analytic review. Clin 
Psychol Rev 2008; 28(7): 1222–34. [PubMed: 18550239] 

47. Eckhardt CI, Parrott DJ, Sprunger JG. Mechanisms of Alcohol-Facilitated Intimate Partner 
Violence. Violence Against Women 2015; 21(8): 939–57. [PubMed: 26059921] 

48. Flanzer JP. Chapter 10: Alcohol and Other Drugs Are Key Causal Agents of Violence, in Current 
Controversies on Family Violence. Loseke DR, Gelles RJ, Cavanaugh MM Editors. 2005, SAGE 
Publications, Inc: Thousand Oaks, CA.

49. Neal AM, Edwards KM. Perpetrators’ and Victims’ Attributions for IPV A ritical Review of the 
Literature. Trauma Violence Abuse 2017; 18(3): 239–267. [PubMed: 26346749] 

50. Operario D, Burton J, Underhill K, Sevelius J. Men Who Have Sex with Transgender Women: 
Challenges to Category-based HIV Prevention. AIDS Behav 2007; 12(1): 18–26. [PubMed: 
17705095] 

51. Munoz-Laboy M, Severson N, Levine E, Martinez O. Latino men who have sex with transgender 
women: the influence of heteronormativity, homonegativity and transphobia on gender and sexual 
scripts. Cult Health Sex 2017 19(9): 964–978. [PubMed: 28276924] 

Murphy et al. Page 11

AIDS Behav. Author manuscript; available in PMC 2021 June 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



52. Maxwell L, Devries K, Zionts D, Alhusen JL, Campbell J. Estimating the effect of intimate partner 
violence on women’s use of contraception: a systematic review and meta-analysis. PLoS One 
2015; 10(2): e0118234. [PubMed: 25693056] 

53. Lanham M, Kathleen R, Dayon R, et al. “We’re Going to Leave You for Last, Because of How You 
Are”: Transgender Women’s Experiences of Gender-Based Violence in Healthcare, Education, and 
Police Encounters in Latin America and the Caribbean. Violence Gend 2019; 6(1): 37–46. 
[PubMed: 30937323] 

54. Trans Respect Verus Transphobia Worldwide. TMM Update - Trans Day of Remembrance 2017. 
Trans Murder Monitoring Project 2017, cited 2019; available from: https://transrespect.org/en/
tmm-update-trans-day-remembrance-2017/.

55. Inter-American Commission on Human Rights. Violence Against Lesbian, Gay, Bisexual, Trans 
and Intersex Persons in the Americas; The Organization of American States, Washington, DC; 
2015.

56. Universidad Peruana Cayetano Heredia. Unicxs: Trans People for the Social Inclusion 2018, cited 
2019; available from: https://www.unicxs.org.

Murphy et al. Page 12

AIDS Behav. Author manuscript; available in PMC 2021 June 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://transrespect.org/en/tmm-update-trans-day-remembrance-2017/
https://transrespect.org/en/tmm-update-trans-day-remembrance-2017/
https://www.unicxs.org


A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Murphy et al. Page 13

Table I:

Characteristics of TW and recent experiences of intimate partner violence (IPV) in Lima, Peru; 2016–2018.

Participant Characteristic Total N=389 
(100.0)

No IPV n=330 
(84.8)

Verbal IPV n=36 
(9.2)

Physical IPV n=32 
(8.2)

Sexual IPV n= 9 
(2.3)

n (%) n (%) n (%) n (%) n (%)

Age Median (n=388, 99.7)

18–26 204 (52.6) 171 (52.0) 18 (50.0) 19 (59.4) 5 (55.6)

27–58 184 (47.4) 158 (48.0) 18 (50.0) 13 (40.6) 4 (44.4)

Education (n=383, 98.4)

< Secondary 74 (19.3) 64 (19.7) 7 (20.0) 7 (22.6) 3 (33.3)

≥ Secondary 309 (80.7) 261 (80.3) 28 (80.0) 24 (77.4) 6 (66.7)

Employment (n=343, 88.2)

No Work 74 (21.6) 63 (21.7) 7 (21.2) 6 (22.2) 2 (25.0)

Formal Work 133 (38.8) 113 (39.0) 14 (42.4) 8 (29.6) 3 (37.5)

Informal Work 136 (39.7) 114 (39.3) 12 (36.4) 13 (48.2) 3 (37.5)

Relationship Status (n=383, 98.4)

Not Partnered 263 (68.7) 230 (71.0) 18 (50.0) 18 (56.2) 7 (77.8)

Partnered 120 (31.3) 94 (29.0) 18 (50.0) 14 (43.8) 2 (22.2)

Monthly household income in Nuevos Soles (n=243, 62.5)

<500 110 (45.3) 87 (42.9) 13 (56.5) 12 (57.1) 3 (37.5)

500–1500 88 (36.2) 78 (38.4) 7 (30.4) 5 (23.8) 4 (50.0)

>1500 45 (18.5) 38 (18.7) 3 (13.0) 4 (19.0) 1 (12.5)

Sex Work (n=389, 100)

History of selling sex ever 242 (62.2) 208 (63.0) 21 (58.3) 20 (62.5) 6 (66.7)

Recent Sex Work (n=389, 100.0)

Sex work in last 30 days 189 (48.6) 161 (48.8) 16 (44.4) 18 (56.2) 6 (66.7)

Sex Work Recruitment Location (n=389, 100.0)

Street-based 132 (33.9) 109 (33.0) 13 (36.1) 15 (46.9) 5 (55.6)

Bold text = p-value <0.05.
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Table II:

Partnership characteristics associated with recent IPV among TW in Lima, Peru; 2016–2018.

Sexual Encounter 
Characteristics

Total Partnerships 
N=1,167 (100.0)

No IPV n=1,085 
(93.0)

Verbal IPV n=45 
(3.9)

Physical IPV n=41 
(3.5)

Sexual IPV n=9 
(0.8)

n (%) n (%) n (%) n (%) n (%)

Partner Type (n=1,167, 100.0)

Casual/Anonymous 508 (43.5) 487 (44.9) 11 (24.4) 11 (2.2) 2 (0.4)

Stable 242 (20.7) 203 (18.7) 22 (48.9) 20 (8.3) 4 (1.6)

Transactional 271 (23.2) 255 (23.5) 10 (22.2) 6 (2.2) 3 (1.1)

Other 146 (12.5) 140 (12.9) 2 (4.4) 4 (2.7) 0 (0.0)

Partner Perceived Gender Identity (n=1,167, 100.0)

Cisgender-Male 1,070 (91.7) 993 (91.5) 43 (95.6) 38 (3.6) 8 (0.8)

Other 97 (8.3) 92 (8.5) 2 (4.4) 3 (3.1) 1 (1.0)

Partner Perceived Sexual Orientation (n=1,167, 100.0)

Heterosexual 479 (41.0) 448 (41.3) 12 (26.7) 19 (4.0) 5 (1.0)

Homo/Bisexual 496 (42.5) 454 (41.8) 27 (60.0) 19 (3.8) 4 (0.8)

Other 192 (16.4) 183 (16.9) 6 (13.3) 3 (1.6) 0 (0.0)

Partner Role in Sexual Encounter (n=1,167, 100.0)

Activo 929 (79.6) 865 (79.7) 39 (86.7) 28 (3.0) 6 (0.6)

Pasivo/Moderno 131 (11.2) 116 (10.7) 5 (11.1) 11 (8.4) 3 (2.3)

Other 107 (9.2) 104 (9.6) 1 (2.2) 2 (1.9) 0 (0.0)

cRAI (n=1,167, 100.0)

Yes 361 (30.9) 325 (30.0) 19 (42.2) 19 (5.3) 3 (0.8)

No 806 (69.1) 760 (70.0) 26 (57.8) 22 (2.7) 6 (0.7)

Partner Alcohol Use Before Sex (n=1,078, 92.4)

No 829 (76.9) 779 (78.0) 23 (53.5) 25 (64.1) 6 (66.7)

Yes, Not Drunk 160 (14.8) 150 (15.0) 6 (14.0) 9 (23.1) 3 (33.3)

Yes, Drunk 89 (8.2) 70 (7.0) 14 (32.6) 5 (12.8) 0 (0.0)

TW Participant Alcohol Use Before Sex (n=1,086, 93.1)

No 858 (79.0) 809 (80.3) 23 (54.8) 26 (66.7) 7 (77.8)

Yes, Not Drunk 144 (13.3) 137 (13.6) 2 (4.8) 6 (15.4) 0 (0.0)

Yes, Drunk 84 (7.7) 62 (6.2) 17 (40.5) 7 (18.0) 2 (22.2)
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Table III.

Crude and adjusted GEE Analysis of Factors Associated with IPV Among TW in Lima, Peru; 2016–2018.

Characteristic Verbal IPV (n=45) Physical IPV (n=41)

cPR 95% CI aPR 95% CI cPR 95% CI aPR 95% CI

Participant-Level Characteristic

TGW Participant Relationship Status

No Stable Partner Ref Ref Ref Ref Ref Ref Ref Ref

Stable Partner 2.74 1.39–5.40 1.99 1.01–3.93 1.40 0.68–2.88 - -

Partnership-Level Characteristics

Partner Type

Casual/Anonymous Ref Ref Ref Ref Ref Ref Ref Ref

Stable 3.41 1.70–6.82 2.46 1.14–5.28 3.80 1.48–9.73 3.46 1.17–10.25

Transactional 1.11 0.43–2.87 1.12 0.46–2.74 0.82 0.26–2.63 0.82 0.28–2.41

Partner Sexual Role

Activo (Insertive) Ref Ref Ref Ref Ref Ref Ref Ref

Pasivo (Receptive)/Moderno (Versatile) 0.85 0.29–2.51 - - 2.46 1.25–4.83 2.61 0.85–8.02

Condomless Receptive Anal Intercourse by Participant

No cRAI Ref Ref Ref Ref Ref Ref Ref Ref

cRAI 1.65 0.93–2.95 - - 2.62 1.31–5.25 2.22 1.19–4.13

Partner Alcohol Use Before Sex

No Ref Ref Ref Ref Ref Ref Ref Ref

Yes, Not Drunk 1.44 0.68–3.07 1.59 0.52–4.81 2.52 1.28–4.99 4.38 1.56–12.33

Yes, Drunk 4.82 2.35–9.87 1.24 0.38–4.03 2.46 0.95–6.40 2.40 0.77–7.51

TW Participant Alcohol Use Before Sex

No Ref Ref Ref Ref Ref Ref Ref Ref

Yes, Not Drunk 0.57 0.16–2.10 0.22 0.03–1.53 1.43 0.61–3.35 0.54 0.16–1.87

Yes, Drunk 6.79 3.53–13.05 4.86 1.63–14.46 2.85 1.12–7.26 0.80 0.21–3.01

Bold text = p-value <0.05
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