Appendix 1. Search syntaxes
Pubmed
("sex workers"[title/abstract] OR prostitutes[title/abstract] OR "transactional Sex"[title/abstract] OR "sexual services" [title/abstract] OR "selling sex" [title/abstract] OR "exchanged sex" [title/abstract] OR "sex trade" [title/abstract] OR "commercial sex"[title/abstract] OR "sex industry"[title/abstract]) AND ("health services accessibility"[title/abstract] OR "access to health care"[title/abstract] OR "access to care"[title/abstract] OR "health care"[title/abstract] OR "sexual health"[title/abstract] OR "sexual health services"[title/abstract] OR "reproductive health"[title/abstract] OR "reproductive health services"[title/abstract]) AND (strategy [title/abstract] OR strategies [title/abstract] OR interventions [title/abstract] OR intervention [title/abstract] OR program [title/abstract] OR programs [title/abstract] OR project [title/abstract] OR projects [title/abstract] OR outreach [title/abstract]) NOT (minors [title/abstract] OR minor [title/abstract] OR adolescent [title/abstract] OR adolescents [title/abstract] OR child [title/abstract] OR children [title/abstract] OR "survival sex"[title/abstract])

Redalyc
("sex workers" OR prostitutes OR "transactional Sex" OR "sexual services") AND ("health services accessibility" OR "access to health care" OR "access to care" OR "health care" OR "sexual health" OR "sexual health services" OR "reproductive health" OR "reproductive health services") AND (strategy OR strategies OR interventions OR intervention OR program OR programs OR project OR projects) NOT (minors OR minor OR adolescent OR adolescents OR child OR children OR "survival sex") 

SCIELO
("sex workers" OR prostitutes OR "transactional Sex" OR "sexual services") AND (strategy OR strategies OR interventions OR intervention OR program OR programs OR project OR projects OR outreach) 

Google academic
allintitle: ("sex workers" OR prostitutes OR "transactional Sex" OR "sexual services" OR "selling sex" OR "exchanged sex" OR "sex trade" OR "commercial sex" OR "sex industry") AND ("health services accessibility" OR "access to health care" OR "access to care" OR "health care" OR "sexual health" OR "reproductive health services") AND (strategy OR strategies OR interventions OR intervention OR program OR programs OR project OR projects OR outreach) -minors -minor -adolescent -adolescents -child -children -"survival sex" 

Embase
('sex workers':ti,ab,kw OR prostitutes:ti,ab,kw OR 'transactional sex':ti,ab,kw OR 'sexual services':ti,ab,kw) AND ('health services accessibility':ti,ab,kw OR 'access to health care':ti,ab,kw OR 'access to care':ti,ab,kw OR 'health care':ti,ab,kw OR 'sexual health':ti,ab,kw OR 'sexual health services':ti,ab,kw OR 'reproductive health':ti,ab,kw OR 'reproductive health services':ti,ab,kw) AND (strategy: ti,ab,kw OR strategies:ti,ab,kw OR interventions:ti,ab,kw OR intervention:ti,ab,kw OR program:ti,ab,kw OR programs:ti,ab,kw OR project:ti,ab,kw OR projects:ti,ab,kw OR outreach:ti,ab,kw) NOT (minors:ti,ab,kw OR minor:ti,ab,kw OR adolescent:ti, ab,kw OR adolescents:ti,ab,kw OR child:ti,ab,kw OR children:ti,ab,kw OR 'survival sex':ti,ab,kw) AND ([english]/lim OR [portuguese]/lim OR [spanish]/lim) AND [humans]/lim 


Appendix 2: Main characteristics of included articles

	Author
	Intervention´s country 
Participants number
	Population
	Intervention setting or context
	Intervention
	Comparison or control
	Outcomes

	Ampt et al.(2020) 40
	Kenya

54
	FSW in the previous 6 months at least 16 years old, not currently pregnant or planning a pregnancy in the next year, and own and use a mobile phone.
	Drop-in centers and sex work hotspots.
	Tailored sexual and reproductive SMS health messages for FSWs based on behavior change theories and consultations with peer educators. The topics covered were contraception, dual protection strategies, HIV/STI, gender-based violence, stigma, and rights, alcohol and drug use, service information and access. 
	N/A
	FSWs found the intervention topics highly relevant. The social cognitive strategies to improve knowledge, expectations, skills, and self-efficacy resonated with participants, who felt empowered and expressed willingness to share the messages with others.

	Beattie et al.(2010) 41
	India

11490
	FSW.
	Drop-in centers.
	The multi-layered violence intervention within broader HIV prevention targeted:
Policy makers: establishing HIV/AIDS committees.
Secondary stakeholders (police, lawyers, media): statewide training of 12,000 police officers and 2,000 journalists, providing legal literacy, and prosecuting violence perpetrators.
Primary stakeholders (FSWs): community mobilization.
	Comparison with data taken three years earlier.
	FSWs who reported violence in the past year were less likely to use condoms with clients (AOR 0.4, 95% CI 0.3-0.5), access HIV intervention programs (AOR 0.7, 95% CI 0.4-1.0), and visit the sexual health clinic (AOR 0.7, 95% CI 0.6-1.0). They were more likely to be infected with gonorrhea (AOR 1.9, 95% CI 1.1-3.3). Follow-up showed a reduction in violence reported by FSWs (crude OR 0.5, 95% CI 0.4-0.5).

	Boisvert et al. (2022) 42
	Benin

29
	FSW 18 and over.
	Community-based and facility-based.
	Pilot study of the distribution of saliva‑based HIV self‑testing (HIVST) among FSWs. The HIVST promotion and distribution model included three complementary strategies: community‑based, facility‑based and secondary distribution.
	N/A
	Only 6.9% were aware of HIV self-testing (HIVST), but all expressed interest in using it if available. Barriers included fear of unreliability, lack of psychological support and medical follow-up, and concern about result concealment. FSWs’ boyfriends and clients also showed interest, and some FSWs used HIVST for serosorting or to inform condom use decisions.

	Brody et al.(2022) 43
	Cambodia

Intervention: 435
Control: 683
	FSW aged 18 to 30 who had sex in the past 3 months, possessed a mobile phone, knew how to retrieve voice messages and SMS, and were willing to receive two messages per week for one year.
	Automated short Message Service (SMS) and voice messages (VMs) through cellphone.
	The intervention was created through participatory research involving FSWs, outreach workers, and local stakeholders. It included messages on cervical cancer, contraception, HIV/STI prevention, pregnancy, alcohol use at work, hygiene, and gender-based violence, delivered twice weekly for 60 weeks, with an option to connect with outreach workers.
	The control group received standard care including face-to-face counseling, free HIV/STI testing, condoms, and access to hotline services but did not receive the SMS/VM.
	Positive intervention effects were found for secondary outcomes: contacting an outreach worker at 30 weeks (AOR 3.29, 95% CI 1.28-8.47), receiving an escorted referral at 30 weeks (AOR 2.86, 95% CI 1.09-7.52) and 60 weeks (AOR 8.15, 95% CI 1.65-40.25), and never being forced to drink at work at 60 weeks (AOR 3.95, 95% CI 1.62-9.60). No significant differences were observed between intervention and control groups for primary outcomes over time.

	Chakrapani et al. (2023) 44
	India

50
	Transgender women or non-binary individuals aged 18 or older, engaged in sex work in the past 3 months, able to read and understand the local language, and had access to an Internet-enabled mobile phone.
	WhatsApp videos and messages
	The intervention was developed using the information-motivation-behavioral skills (IMB) model, targeting specific deficits identified in formative research. It lasted three weeks and included 3 videos (one per week) and 6 messages (two per week) focused on HIV testing, condom use, and mental health.
	Compared to baseline information.
	After the intervention, participants were less likely to engage in condomless anal sex and alcohol use before sex. They showed increased intentions for HIV testing every six months, consistent condom use, higher condom use self-efficacy, accurate knowledge of HIV testing frequency, and improved mental well-being. A one-unit increase in transgender identity stigma was linked to a 14-point decrease in well-being (b coefficient: 0.14, 95% CI 0.26-0.01).

	Cowan et al.(2018) 45
	Zimbabwe

8231
Intervention: 4619 
Control: 3612
	Women 18 and over who exchanged sex for money in the previous 30 days and lived or worked for at least 6 months in the cluster where they were interviewed.
	Drop-in centers based in primary care clinics.
	Usual care consisted of free condoms and contraception, HIV testing on demand, counseling, ART referral, STI management, health education, community mobilization, and legal advice. The intervention enhanced this with regular HIV testing, on-site ART initiation, pre-exposure prophylaxis, adherence support, increased community mobilization to promote ART and PrEP, stronger support networks, and leadership development.
	Control group received standard HIV care without the intensified intervention components.
	Half as many female sex workers were tested and diagnosed as HIV positive in the usual-care clusters. Viral loads ≥1000 copies/mL decreased from 30% to 19% in the usual-care group and from 30% to 16% in the intervention group, with a risk difference of –2.8% (95% CI –8.1 to 2.5). Among HIV-positive women, 68% in usual care and 72% in the intervention group had viral loads <1000 copies/mL, with an adjusted risk difference of 5.3% (95% CI –4.0 to 14.6).

	Dugas et al.(2015) 46
	Benin

FSW: 42 in intervention areas
23 in other areas.
community health workers: 24
	Sex workers identified by peer educators and community health workers.
	Sex work venues and community health centers.
	The intervention combined community mobilization via peer-led education and behavior change groups, personalized outreach by peer educators and community workers to promote testing and distribute condoms, and advanced strategies such as mobile testing and home visits. It was implemented by local health workers and peer educators, with active involvement of sex workers as peer educators.
	HIV testing behavior was compared between women in intervention areas versus those outside them.
	In intervention areas, 56% of participants underwent regular HIV testing compared to 26% in non-intervention areas. Lack of awareness about serological status was 23% in intervention areas versus 30% elsewhere. Participants engaging with peer educators reported greater support and empowerment. Forty-seven percent credited outreach strategies for motivating their testing. Barriers to proper HIV testing behavior included fear or low motivation, limited care access, and perceived poor care quality.

	Kerrigan et al. (2019) 47
	Tanzania

496
	Women 18 years or over who reported exchanging sex for money in the last month.
	Drop-in center.
	The intervention included:
A community-led drop-in center promoting social cohesion and mobilization with workshops on stigma, discrimination, GBV, family planning, HIV/STI prevention, condom negotiation, ART adherence, financial security, sex worker rights, and community mobilization strategies.
Venue-based peer education, condom distribution, and HIV counseling and testing.
Peer service navigation and social support to enhance HIV treatment access and adherence.
Sensitivity training for HIV clinical care providers and police.
Text messages promoting solidarity and engagement with the intervention.
	The control community received standard of care HIV services which included access to HIV testing and treatment, HIV-related health education and condom promotion.
	Participants in the intervention community were significantly less likely to become infected with HIV at the 18-month follow-up study visit (OR 0.38; p=0.047). Lower rates of inconsistent condom use in the last month in the intervention arm vs. the control arm at follow-up with an RR of 0.81, p=0.042.
At follow-up, 79.1% of participants in the intervention arm were linked to care versus 55.0% in the control arm (RR 1.44; p=0.002) and 81.3% were on ART at follow-up in the intervention arm vs. 63.8% in the control arm (RR 1.27; p=0.013). Reported adherence to ART in the last 4 days was also significantly higher at follow-up in the intervention vs. the control arm (RR 1.54; p=0.002). 

	Lafort et al.(2018) 48
	South Africa, Mozambique,Kenya

Baseline: 1111
Follow-up: 1207
	Women aged 18 or older who had sex in exchange for money or goods at least three times in the past six months. In Mozambique, FSWs aged 15–17 are considered emancipated minors and were also eligible.
	Public health facility specializing in sexual and reproductive health services, night clinic, mobile clinical services, drop-in centers.
	The study used a "diagonal" approach combining sex worker–targeted services with efforts to make public health services more inclusive. This included targeted peer outreach and community mobilization, specialized clinical services, improved access to general health services, FSW empowerment, peer health system navigators at some sites, referral mechanisms to public facilities, and training healthcare providers in FSW-friendly methods.
	Comparison with data taken one and a half years earlier.
	Having used all services for contraception, STI care, HIV testing, HIV care, cervical cancer screening and sexual violence, if needed, increased from 12.5% to 41.5% in Durban, 25.0% to 40.1% in Tete and 44.9% to 69.1% in Mombasa. Across cities, the effect was greatest in having been tested for HIV in the past six months which increased from 40.9% to 83.2% in Durban, 56.0% to 76.6% in Tete and 70.9% to 87.6% in Mombasa. 

	Lafort et al.(2018) 49
	Mozambique

key informants:14 
FSW at the public health facilities :4.
Peer outreach workers: 16
	Participants who played an important role in defining or influencing sexual and reproductive health policies for key populations at the national level, or who had a relevant role in managing programs at the provincial or district level.
	Night clinic, mobile clinical services.
	The study implemented a "diagonal" approach that combined services specifically targeted at sex workers with actions to make public health services more inclusive: targeted peer outreach and community mobilization, targeted clinical services, improve access to the general health services, linkages and referral systems and monitoring systems.
	N/A
	The expansion of targeted services was limited by insufficient funding, institutional capacity, and lack of support from local government and private partners. While there was broad agreement on the need for FSWs to access SRH services, there was no consensus on how to achieve this. Stakeholders felt the piloted model was neither fully sustainable nor replicable nationwide due to reliance on short-term project funding, absence of government endorsement for targeted clinical services, and the perception that community activities are civil society’s responsibility.

	Lafort et al.(2018) 50
	India, Kenya, Mozambique, and South Africa

Surveys 404 
Individuals in focus groups: 46
	FSWs 18 and over living or working in Tete-Moatize, Mozambique
	Public health centers, Night Clinic, outreach/mobile clinical services
	The intervention used a "diagonal" strategy combining targeted activities for FSWs with enhanced access to general health services. Vertical activities included an exclusive health center (Night Clinic) and community outreach for education, condom distribution, and HIV testing. Horizontal activities focused on improving public health service access through provider training and designating “focal points” to ensure FSW-friendly care.
	Comparison with data taken two years earlier.
	Significant improvements included consistent condom use rising from 55.3% to 67.7%, HIV testing in the past 6 months increasing from 56.0% to 76.6%, modern contraceptive use going from 84.5% to 95.4%, and cervical cancer screening rising from 0% to 16.9%. Contact with peer educators also increased notably. However, use of public health services did not significantly improve. Barriers like supply stock-outs, informal charges, stigma, and disrespectful treatment—particularly toward foreign sex workers—persisted.

	Lazarus et al. (2012) 51
	India 

20
	People living with HIV, members of Ashraya, and active participants in the community.
	Community-based organization Ashodaya and public hospitals
	The community-based peer support intervention, led by Ashraya—a collective of HIV-positive FSWs—involved twelve trained HIV-positive FSW volunteers placed in eight government HIV testing and treatment centers. They provided peer counseling, ART adherence support, accompaniment to referrals, home visits, and organized support groups. The volunteers also sensitized healthcare providers to reduce stigma and discrimination. The intervention aimed to improve care access, treatment adherence, and solidarity among HIV-positive FSWs.
	N/A
	FSW participants found the intervention highly relevant and impactful. Peer support from HIV-positive FSW volunteers was essential for increasing comfort and confidence in accessing healthcare. Peer accompaniment reduced stigma and discrimination in healthcare settings and supported ART initiation and adherence. This emotional and practical support fostered solidarity and empowerment among HIV-positive FSWs. Remaining barriers included poverty, transportation difficulties, and deep-rooted social stigma.

	Leyva-Flores et al. (2013) 52
	Costa Rica–Panama, Nicaragua–El Salvador–Honduras–Guatemala–Mexico

558
	Sex workers operating in selected transit-border communities.
	Transit stations and border communities
	The multi-component community intervention in transit stations and border communities targeted FSWs with activities including STI/HIV prevention information and human rights promotion, condom promotion and distribution with correct use demonstrations, counseling and facilitation of rapid HIV testing, promotion of gynecological care, healthcare provider training on STI/HIV diagnosis and treatment, and provision of free condoms, HIV tests, and STI treatment. HIV-positive individuals were linked to antiretroviral therapy regardless of migration status.
	Communities without intervention but with similar sociodemographic and mobility characteristics, receiving no project-specific activities or enhanced services.
	FSWs in intervention communities reported higher access to preventive STI/HIV information (99% vs. 87%), free condoms (98% vs. 75%), HIV testing (89% vs. 61%), contraceptive use (74% vs. 65%), and gynecological care (83% vs. 57%) than those in non-intervention areas. Condom use with the last client was significantly higher in intervention areas (OR 3.96, 95% CI 1.23–12.77). HIV testing was also positively associated with condom use (OR 4.61, 95% CI 1.41–15.07).

	MagalhãesI et al. (2017) 53
	Brazil

Interviewed: 402 Eligible for vaccination: 284
	FSW 18 and over with no prior hepatitis B vaccination or be unaware of vaccination status living in Teresina, Brazil
	Community-based, vaccination at workplaces
	The Hepatitis B vaccination program targeted FSWs who were unvaccinated or unaware of their vaccination status. The first dose was offered at their workplaces to improve accessibility, with follow-up doses scheduled according to participant preference. Educational counseling emphasized the importance of completing the vaccine series, focusing especially on high-risk groups like illicit drug users and women working in clubs.
	N/A
	Of 284 eligible FSWs, 90.8% (95% CI: 86.9%–93.7%) received the first hepatitis B vaccine dose. Among these, 60.8% (95% CI: 57.8%–66.6%) completed the second dose, and 26.3% (95% CI: 21.4%–32.1%) completed the full three-dose series. Working at clubs (OR 23.21, 95% CI: 3.08–175.39) and illicit drug use (OR 2.19, 95% CI: 1.11–4.31) were significant predictors of noncompletion.

	Marin et al. (2015) 54
	Argentina

950
	Women and transgender individuals engaged in sex work registered in Argentine Sex Workers' Union AMMAR.
	Community Night Health Center and Workplace
	The comprehensive healthcare program, co-managed by the SWs union (AMMAR) and local health authorities, included in-situ health promotion, mobile medical consultations, HIV testing, gynecological care, STI treatment, psychological support, legal assistance, a specialized health center managed by SWs representatives, and (re)training programs for labor reintegration.
	Pre-post intervention comparison
	Healthcare access increased significantly from 21.81% to 94.11% (p < 0.001). Risky sexual behavior declined 25-fold, changing from 1 in 4.89 contacts without condom use to 1 in 126 contacts (p < 0.001). HIV testing rose from 23.36% to 79.79% (p = 0.003). The program achieved broad coverage, with over 90% of SWs in the region participating. Community leadership and active involvement of SWs in managing the health center fostered trust and sustained engagement.

	Mujugira et al. (2021) 55
	Uganda

40
	Cisgender women, cisgender men and trans-gender women SW 
	Community-based and study clinics
	Participants received HIV self-testing (HIVST) kits for personal use and partner testing, with instructions to self-test monthly between quarterly PrEP clinic visits. A one-month supply of PrEP was dispensed every three months. The intervention also provided individualized HIV risk-reduction counseling, free condoms, and STI screening and treatment. HIVST use and PrEP adherence were monitored via electronic devices, blood tests, and structured interviews. Participants were encouraged to use HIVST mainly with intimate partners or clients at their discretion.
	Control group received quarterly clinic-based HIV testing without self-test kits.
	Ninety-seven percent of participants were willing to use HIVST, 80% were concerned about acquiring HIV, and 77% believed PrEP could protect them. All self-reported using HIVST at each quarterly visit. Disclosure of sex work to intimate partners was low but increased slightly from 18% at baseline to 26% at 12 months, while 71% reported nondisclosure to anyone during the study. Self-reported good or excellent PrEP adherence was 65% across visits. Participants described HIVST and PrEP use as empowering economically, relationally, and for sexual health.

	Ngo et al. (2023) 56
	Vietnam

251
	Women 18 and over reporting having unprotected vaginal or anal sex with a male client in the previous month; being able to read text messages in Vietnamese; and possessing a personal smart mobile phone with access to internet.
	Mobile health (mHealth) platform, iConnect
	iConnect employed an integrated mobile health (mHealth) intervention to address unsafe abortion among FSWs. The app featured three interconnected systems: (1) a communication system offering access to peer educators, reminders, chat, and appointment scheduling; (2) a digital toolkit with interactive decision aids and manuals on pregnancy, safe abortion, and post-abortion care; and (3) a client record system to track service use. Three tailored app versions were developed for FSWs, peer educators, and healthcare providers. The intervention also included automated educational SMS, virtual peer counseling, and referrals to safe abortion services.
	N/A
	Knowledge of the correct gestational age (≤22 weeks) for medical abortion increased from 78.9% to 96.8% (p=0.001), and knowledge of appropriate gestational ages for medical abortion at private clinics rose from 45.3% to 63.1% (p =0.001). Awareness of the consequences of unsafe abortion improved from 75.2% to 92.1% (p =0.001). Perceived stigma when seeking abortion services decreased from 36.5% to 27.8% (p =0.036), and concerns about confidentiality dropped from 23.3% to 15.5% (p =0.035).

	O’Farrell et al. (2008) 57
	Cambodia

44 STI clients and 64 health care providers and staff
	Direct (brothel-based) female sex workers (DFSWs) in 4 border provinces
	STI clinics and public health centers
	The community-based STI intervention involved renovating and re-equipping STI clinics, training and re-training healthcare workers, providing STI drugs and diagnostic supplies, forming mobile STI teams, and introducing laboratory services. FSW-specific activities included local promotion campaigns, distribution of educational materials, and implementing the 100% condom use program. The intervention also included advocacy with local authorities and salary supplements for staff.
	Comparison with data taken two years earlier.
	STI clinic attendance by DFSWs increased from 72% to 93%. The proportion of DFSWs diagnosed with presumed STIs decreased from 86.5% to 25.5%, and cervicitis cases dropped from 32.8% to 12.6%. Attendance by men at STI clinics decreased from 26.9% to 9.4%, and the proportion of presumed STI cases among all health center visits decreased from 7.0% to 4.3%. The introduction of laboratory testing coincided with a significant reduction in cervicitis diagnoses among DFSWs.

	Reza-Paul et al. (2019) 58
	India

Baseline: 458
Follow-up: 415
	Women 18 years or older that received money or gifts for sex at least three times in the last six months.
	Ashodaya Community Clinic; Well Women Clinic for women living with HIV
	The multi-component intervention included community mobilization and peer outreach; strengthening HIV/STI services at Ashodaya clinic; introduction of VIA cervical cancer screening and referrals; provision of long-acting contraceptives and dual protection counseling; healthcare navigation and linkage to government hospitals; sexual and gender-based violence prevention; and establishment of a Well Women Clinic for HIV-positive women with referrals via trained healthcare navigators. Training was given to existing clinic staff.
	N/A
	Cervical cancer screening increased from 11.5% to 56% (aOR 9.85, p<0.001), and HIV testing within the last 3 months rose from 26.3% to 73.3% (aOR 7.25, p<0.001). Overall use of SRH services doubled from 25.7% to 51.4% (aOR 2.91, p<0.001). High satisfaction levels with the services were reported, and qualitative data confirmed the intervention’s feasibility and acceptability among FSWs and key stakeholders.

	Rosenberg and Bakomeza. (2017) 59
	Uganda

50
	Refugee cisgender women engaged in sex work in Kampala
	Drop-in center at RHU clinic
	The program trained peer educators on human rights, sexual and reproductive health, violence management, and counseling skills. Peer educators led community outreach activities including condom distribution, rights awareness sessions, and support networks. The intervention aimed to enhance access to health services and social support and was later expanded to a refugee settlement.
	N/A
	Participants showed improved knowledge of sexual and reproductive health (SRH), legal rights, and condom use, with many learning for the first time that condoms are single-use only. Peer educators were committed to educating peers and building protective networks. Thirty percent tested HIV-positive during training, all of whom were linked to treatment. Refugee women experienced higher levels of violence, stigma, and discrimination compared to host community sex workers. Peer education was identified as empowering for sharing information and improving service access.

	García et al. (2018) 60
	Guatemala

1554
	FSW
	STI clinics integrated in primary health care centers
	The multilevel community-based intervention combined biomedical, behavioral, and structural components. Biomedical efforts included establishing three STI clinics within community health centers and strengthening laboratory services. The behavioral component offered individual counseling, group discussions, and health education workshops focused on condom negotiation skills for sex workers. The structural component worked to reduce criminalization and improve service access by sensitizing police, advocating with policymakers, and engaging civil society organizations.
	N/A
	Consistent condom use increased from 94.3% to 99.1% with new clients and from 90.4% to 97.2% with regular clients. Knowledge of condom use for HIV prevention rose from 87.0% to 97.2%. STI incidence significantly declined for gonorrhea (11.3 to 6.4/100 person-years), chlamydia (10.7 to 6.2/100 person-years), trichomoniasis (6.9 to 4.8/100 person-years), and candidiasis (8.2 to 6.2/100 person-years). HIV incidence decreased from 1.9 to 0.4 per 100 person-years (p=0.046).

	Reza-Paulet al. (2008) 61
	India

Baseline: 429 
Follow-up: 425
	FSWs 
	Community-based drop-in center and outreach services
	The community-led HIV prevention intervention used a rights-based approach with three key components: community mobilization and peer-mediated outreach including condom promotion and distribution; increased access to and use of sexual health services alongside expanded condom availability through social marketing and nontraditional outlets; and structural interventions aimed at creating an enabling environment for FSWs through community advocacy and rights promotion.
	N/A
	Condom use at last sex increased significantly: from 65% to 90% with occasional clients, 53% to 66% with repeat clients, and 7% to 30% with regular partners (p<0.001). Syphilis prevalence declined from 25% to 12% (p<0.001), trichomoniasis from 33% to 14% (p<0.001), chlamydia from 11% to 5% (p=0.001), and gonorrhea from 5% to 2% (p=0.03). HIV prevalence remained stable (26% vs. 24%), but detuned assay results indicated a reduction in recent HIV infections.

	Torri (2014) 62
	Cambodia

35
	Current or former FSW enrolled in or having completed vocational courses organized by local NGOs.
	Drop-in center.
	The integrative intervention combined vocational skills training with sexual health education for female sex workers. Programs included practical skills like candle making, sewing, handicrafts, and cosmetics, along with HIV/STI prevention education by trained former sex workers. It also covered business management and entrepreneurship to provide alternatives to sex work. Activities were held in a safe community center, empowering women to diversify their livelihoods and improve sexual health knowledge and behaviors.
	N/A
	One-third of participants reported increased self-esteem after completing vocational and sexual health training, especially those with over five years of sex work experience. The training improved knowledge about HIV/STI transmission, filling prior gaps for many. However, negotiating condom use with clients remained challenging for some. Only three women established sustainable businesses, while five returned to sex work due to financial pressures, highlighting both positive impacts and ongoing socioeconomic challenges.


	Traore et al. (2015) 63
	Burkina Faso

321
	FSW born in Burkina Faso, between 18 and 25 years, and had at least three sexual contacts per week and three different sexual partners during the last three months.
	Sex work venues and community health centers
	The comprehensive intervention involved peer-led educational sessions, syndromic STI management, free condoms and hormonal contraceptives, psychological and general medical care, plus HIV testing and treatment. It included daily clinic sessions, weekly outreach, individualized care, and regular behavioral and medical assessments over 21 months. 

	Modeled expected HIV incidence based on data from FSW clients (no physical control group).
	No participants seroconverted for HIV during the study (0/409 person-years), while the expected modeled number was 5.05/409 person-years (95% CI, 5.01-5.08) or 1.23 infections per 100 person-years (p=0.005). These zero incidences were linked to a reduction in the number of regular partners and clients, and increased consistent condom use with casual clients (aOR 2.19; 95% CI, 1.16-4.14, p=0.01) and regular clients (aOR 2.18; 95% CI, 1.26-3.76, p=0.005).

	Vassall et al. (2014) 64
	India

For Belgaum this ranges from 806 in 2004 to 3072 in 2011; and in Bellary from 2741 in 2004 to 5743 in 2011.
	Not specified
	Drop-in centers, peer groups, community mobilization spaces
	Core HIV prevention services such as peer outreach, condom distribution, STI clinics, and behavior change communication were enhanced with community mobilization and empowerment activities. These included drop-in centers, rural peer groups, income generation projects, assistance in accessing social benefits, formation of community-based organizations, involvement of female sex workers (FSWs) in program design, legal empowerment sessions, and sensitization workshops for local leaders and stakeholders aimed at reducing violence. These efforts were supported by capacity building from state-level partners.
	Core HIV prevention package without community mobilization component
	Over seven years (2004–2011), community mobilization and empowerment interventions in Belgaum and Bellary, India, prevented an estimated 1,257 (SD 308) and 2,775 (SD 1,260) HIV infections, respectively. The incremental cost per DALY averted was approximately US$14 in both locations, well below WHO cost-effectiveness thresholds for India. When factoring in savings from antiretroviral therapy, the intervention became cost-saving. Community mobilization contributed significantly, accounting for 31% and 39% of total HIV infections averted in Belgaum and Bellary, respectively. This evidence supports sustained funding for community mobilization as a key component of HIV prevention programs for female sex workers. 

	Vazquez et al. (2024) 65
	Cameroon

Intervention: 40
Control: 20
	FSW 18 years and over, New Life Club (NLC) membership HIV negative, fluency in the local language, ability to interact in the group chat and ownership of an android phone with internet access.
	Secret Facebook groups (SFGs), community-based NGO (New Life Club), urban centers
	The intervention used Secret Facebook Groups (SFGs) to deliver 12 short educational videos over 8 weeks, covering topics such as HIV prevention, PrEP, PEP, condom use, sex work-related stigma, and global sex work issues. Participants used pseudonyms to protect their identities due to the criminalization of sex work in Cameroon. Videos were shared weekly or biweekly, accompanied by interactive group chats moderated by New Life Club (NLC) staff, who also offered follow-up through calls and messages. The intervention complemented ongoing HIV services at NLC, and participants received compensation for internet and transportation costs. This approach provided a safe, supportive digital space for HIV education and stigma reduction among female sex workers.
	Participants were randomized in groups; Arm B served as a control during the first phase and received the intervention later (cross-over design)
	All participants said they would recommend the program to coworkers. The main challenge was poor network connection (80%). Interest in PrEP among Arm A participants increased from 40.5% to 67.5% (p=0.01), along with a significant rise in confidence about PrEP knowledge (p<0.0001). By the third survey, all Arm B participants showed strong interest in PrEP (p=0.0013). Consistent condom use rose in both groups (Arm A: 20% to 61.5%; Arm B: 15% to 65%). PrEP-related stigma significantly decreased in both arms, with more participants strongly disagreeing with concerns about being seen as HIV positive or feeling ashamed about taking PrEP.

	Wechsberg et al. (2006) 66
	South Africa 

93
	Black South African woman 18 and over who engage in sex work in the past 90 days, have multiple sexual partners, have a positive urine test for cocaine and self-report weekly cocaine use in the past 90 days.
	Community-based outreach at sex work venues and public spaces
	The Standard Intervention included two one-hour educational sessions on HIV awareness, risk reduction, and proper condom use, providing cue cards and risk-reduction kits to enhance communication about safer sex. The Woman-Focused Intervention covered similar content but added discussions on violence prevention, cultural barriers, and personalized risk reduction plans, emphasizing assertiveness and empowerment in negotiating safer sex. Both groups received support and were followed about a month later to assess outcomes.
	Randomized controlled trial comparing Woman-Focused intervention (WFI) with Standard HIV intervention (SHI)
	At one-month follow-up, consistent condom use with paying clients increased to 97% in the Woman-Focused Intervention (WFI) group but declined to 82% in the Standard HIV Intervention (SHI) group. The WFI group also showed increased male condom use with boyfriends (23% to 33%) and a large increase in female condom use with boyfriends (3% to 48%). Substance use decreased in both groups: daily alcohol use dropped from 15% to 5% in WFI and 18% to 10% in SHI; daily cocaine use fell from 64% to 33% in WFI and 75% to 40% in SHI. Women in the WFI group reported slightly lower odds of substance use at follow-up. Although reports of violence remained high, the WFI group experienced fewer events on average (4.5 vs. 6.3) compared to SHI.
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	Article´s first author 
Publication year
	Checklist used15
	Criterion 1*
	Criterion 2*
	Criterion 3*
	Criterion 4*
	Criterion 5*
	Criterion 6*
	Criterion 7*
	Criterion 8*
	Criterion 9*
	Criterion 10*
	Criterion 11*
	Criterion 12*
	Criterion 13*
	Overall quality (%) 

	Traore et al. 
2015 63
	Cohort Studies
	Unclear
	N/A
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	**
	**
	90

	MagalhãesI et al.
2017 53
	Cohort Studies
	Yes
	Yes
	Unclear
	Yes
	Yes
	Yes
	Yes
	Yes
	Unclear
	Yes
	Yes
	**
	**
	82

	Leyva-Flores et al
2013 52
	Quasi-Experimental
	Yes
	Yes
	Not
	Yes
	Not
	Yes
	Yes
	Not
	Yes
	**
	**
	**
	**
	67

	 Vassall et al.
2014 64
	Quasi-Experimental
	Yes
	Not
	Not
	Yes
	Not
	Yes
	Yes
	N/A
	Yes
	**
	**
	**
	**
	63

	Marin et al.
2015 54
	Quasi-Experimental
	Yes
	Not
	Yes
	Yes
	Yes
	Yes
	Not
	Yes
	Yes
	**
	**
	**
	**
	78

	Kerrigan et al.
2019 47
	Quasi-Experimental
	Yes
	Yes
	Not
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	**
	**
	**
	**
	89

	Chakrapani et al. 2023 44
	Quasi-Experimental
	Yes
	Not
	Not
	Yes
	Yes
	Yes
	Not
	Not
	Yes
	**
	**
	**
	**
	56

	Ngo et al.
2023 56
	Quasi-Experimental
	Yes
	Not
	Not
	Yes
	Yes
	Yes
	Not
	Not
	Yes
	**
	**
	**
	**
	56

	Vazquez et al. 
2024 65
	Quasi-Experimental
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Not
	Yes
	Yes
	**
	**
	**
	**
	89

	Wechsberg et al.
2006 66
	Randomized controlled trial
	Yes
	Not
	Yes
	Not
	Not
	Yes
	Not
	Yes
	Yes
	Not
	Not
	Yes
	Yes
	54

	Cowan et al.
2018 45
	Randomized controlled trial
	Yes
	Not
	Yes
	Not
	Not
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	77

	Brody et al.
2022 43
	Randomized controlled trial
	Yes
	Not
	Yes
	Not
	Not
	Yes
	Yes
	Yes
	Yes
	Not
	Yes
	Yes
	Yes
	69

	O’Farrell et al.
2008 57
	Cross-Sectional
	Yes
	Yes
	Not
	Yes
	Not
	Not
	Yes
	Yes
	**
	**
	**
	**
	**
	63

	Reza-Paul et al.
2008 61
	Cross-Sectional
	Yes
	Yes
	Not
	Yes
	Not
	Yes
	Yes
	Yes
	**
	**
	**
	**
	**
	75

	Garcia et al.
2018 60
	Cohort Studies
	Yes
	Yes
	Yes
	Yes
	Not
	Yes
	Yes
	Yes
	Not
	Not
	Yes
	**
	**
	73

	Beattie et al.
2010 41
	Cross-Sectional
	Yes
	Yes
	Not
	Yes
	Yes
	Yes
	Not
	Yes
	**
	**
	**
	**
	**
	75

	Lafort et al.
2018 50
	Cross-Sectional
	Yes
	Yes
	Not
	Yes
	Not
	Yes
	Not
	Yes
	**
	**
	**
	**
	**
	63

	Lafort et al.
2018 49
	Cross-Sectional
	Yes
	Yes
	Not
	Not
	Not
	Not
	Not
	Not
	**
	**
	**
	**
	**
	25

	Lafort et al.
2018 48
	Cross-Sectional
	Yes
	Yes
	Not
	Yes
	Yes
	Yes
	Not
	Yes
	**
	**
	**
	**
	**
	75

	Reza-Paul et al. 2019 58
	Cross-Sectional
	Yes
	Yes
	Not
	Yes
	Not
	Yes
	Not
	Yes
	**
	**
	**
	**
	**
	63

	Lazarus et al.
2012 51
	Qualitative research
	Yes
	Yes
	Yes
	Yes
	Yes
	Not
	Yes
	Yes
	Yes
	Yes
	**
	**
	**
	90

	Torri, 2014 62
	Qualitative research
	Yes
	Yes
	Yes
	Not
	Yes
	Not
	Not
	Yes
	Yes
	Yes
	**
	**
	**
	70

	Dugas et al.
2015 46
	Qualitative research
	Yes
	Yes
	Yes
	Yes
	Yes
	Not
	Not
	Yes
	Yes
	Yes
	**
	**
	**
	80

	Rosenberg & Bakomeza
2017 59
	Qualitative research
	Yes
	Yes
	Yes
	Yes
	Yes
	Not
	Not
	Yes
	Yes
	Yes
	**
	**
	**
	80

	Ampt et al.
2020 40
	Qualitative research
	Yes
	Yes
	Yes
	Yes
	Yes
	Not
	Not
	Yes
	Yes
	Yes
	**
	**
	**
	80

	Mujugira et al. 2021 55
	Qualitative research
	Yes
	Yes
	Yes
	Yes
	Yes
	Not
	Not
	Yes
	Yes
	Yes
	**
	**
	**
	80

	Boisvert et al.
2022 42
	Qualitative research
	Yes
	Yes
	Yes
	Yes
	Yes
	Not
	Not
	Yes
	Yes
	Yes
	**
	**
	**
	80


* Methodological quality was assessed using Joanna Briggs Institute (JBI) critical appraisal tools. Checklist criteria range from 8 to 13 items depending on the study design. For full details on the criteria, refer to the official JBI methodology guidelines.15
** The criterion does not apply to the study design.
Overall quality: percentage of “Yes” items out of the total applicable items.
N/A: Not applicable.
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