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Chapter 11
Best Practices and Challenges to Sex 
Worker Community Empowerment 
and Mobilisation Strategies to Promote 
Health and Human Rights

Cynthia Navarrete Gil, Manjula Ramaiah, Andrea Mantsios, 
Clare Barrington, and Deanna Kerrigan

 Community Empowerment Among Sex Workers: Principles 
and Approach

Community empowerment is an approach where sex workers come together to gen-
erate solidarity and mobilise their collective power to address structural barriers to 
their health and human rights [1]. In this process, sex worker communities seek 
allies—including governmental and non-governmental groups—as well as chal-
lenge institutions and individuals who inhibit progress towards social and policy 
change [1]. Community empowerment is a social process or movement. It is also a 
crucial component of effective planning, implementation, and monitoring of rights-
based programming to address the health and human rights of sex workers [2]. 
Components of a comprehensive, community empowerment approach in the con-
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text of HIV prevention may include sex worker-led outreach and peer education and 
navigation; community-led drop-in-centres; community mobilisation and sex 
worker advocacy to promote socio-economic rights and opportunities; access to 
legal services and support; and improved sexual and reproductive health services 
tailored to the needs of sex workers.

Community empowerment approaches recognise sex work as work and as a pro-
fession. They aim to ensure the labour and human rights of sex workers, including 
their right to health, rather than trying to rescue or rehabilitate them [3]. Organising 
into sex worker-led groups is an effective strategy for sex workers to collectively 
challenge structural barriers such as stigma, discrimination, violence, and other 
forms of social inequality such as gender-related inequalities [4, 5].

Legal and policy environments often limit the reach and potential impact of sex 
worker groups. For example, structural constraints such as criminalisation may 
restrict the ability of sex workers to organise, thus challenging community empow-
erment efforts [6]. Despite these barriers, sex worker groups have formed and been 
sustained in multiple geographic regions to address the broader needs of the com-
munity. There are well-documented examples of such groups in South Asia [7–13], 
where community empowerment efforts among sex workers have received com-
paratively substantial resource investments as part of large-scale targeted HIV pre-
vention efforts from external donors. This has also been the case in Latin America 
and the Caribbean [14–16]. Implementation and evaluation of community empow-
erment approaches among sex workers in other regions, such as sub-Saharan Africa, 
have been less common but are slowly increasing in places like South Africa, Kenya, 
and Tanzania [17].

 Impact of Community Empowerment Among Sex Workers 
on HIV and Health Outcomes

Based on the evidence and outcomes from earlier programmes from South Asia, 
community empowerment is recognised as a best practice effectively addressing the 
health and human rights of sex workers [5, 9, 10, 18], and was acknowledged as a 
critical component for programming by the Joint United Nations Programme on 
HIV/AIDS investment framework [19]. In 2013, guidance on implementing sex 
worker-led, rights-based programming aimed at empowering sex workers was pro-
vided in the World Health Organization (WHO)-led, multi-agency collaborative 
document, and tool entitled “Implementing Comprehensive HIV/STI Programmes 
with Sex Workers: Practical Approaches from Collaborative Interventions”, the 
document is also known as the Sex Worker Implementation Tool (SWIT) [3].

Two years later, the Global Network of Sex Work Projects (NSWP) conducted a 
case study to measure the impact of the SWIT and found that sex worker-led groups 
around the world were using this guidance as they successfully implemented rights-
based programming, ramped up advocacy efforts, and held trainings to build capac-
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ity among other sex worker groups [2]. NSWP has committed to supporting global 
and regional sex worker networks in building capacity at regional, national, and 
local levels to advocate for rolling out the SWIT, given what a powerful tool it has 
proved to be for sex worker organisation and mobilisation across settings.

Given the scientific evidence supporting its impact, community empowerment 
has increasingly gained recognition as a key approach for addressing HIV among 
sex workers [6, 20]. A systematic review and meta-analysis of the effectiveness of 
community empowerment approaches among female sex workers found that these 
programmes were associated with a 32% reduction in HIV infection, significantly 
decreased odds of sexually transmitted infections (STI), and about a three-fold 
increase in the odds of consistent condom use between female sex workers and their 
clients across geographic settings [1]. The most well-known examples of commu-
nity empowerment approaches to HIV prevention come from India, starting with the 
Durbar Mahila Samanwaya Committee. This organisation, begun as part of the 
Sonagachi Project [7], is a community-driven initiative that achieved significant 
increases in consistent condom use and reductions in HIV prevalence among 
brothel-based female sex workers in Kolkata [21–23].

The Avahan India AIDS Initiative [24], building on the experiences of Sonagachi, 
developed and implemented a multi-level intervention package that included peer-
mediated approaches as well as STI services to address structural and environmen-
tal barriers to HIV prevention among sex workers across several states in India. The 
Avahan programme also achieved significant increases in consistent condom use 
between sex workers and their partners, and decreases in the prevalence of STI 
among female sex workers exposed to the programme [11, 25, 26].

In the Dominican Republic, two similar efforts including Compromiso Colectivo 
(Collective Commitment) and later Abriendo Puertas (Opening Doors), included 
community empowerment approaches, and were successful in improving consistent 
condom use as well as HIV care engagement and antiretroviral therapy (ART) 
adherence [16, 27–29]. Additionally, in Brazil, Project Encontros (Coming Together) 
used clinical and social intervention strategies, including peer education and com-
munity outreach, to reduce HIV/STI rates and encourage adoption of consistent 
condom use among sex workers. Among women in the Encontros programme, 
decreased unprotected sex was associated with increased social cohesion and par-
ticipation in social networks [14]. In sub-Saharan Africa, fewer examples have been 
documented and are notably absent from peer-reviewed scientific literature. Project 
Shikamana (Let’s Stick Together) in Iringa, Tanzania is one such example, however. 
Project Shikamana is a randomised controlled trial of a community-driven combi-
nation prevention model, which significantly reduced HIV incidence and improved 
HIV care and treatment outcomes among female sex workers living with HIV [30–
32]. Additional examples from the practice-based literature include the work of 
Sisonke in South Africa and Bar Hostess Empowerment and Support Programme in 
Kenya, where sex worker groups have been formed and sustained over a number of 
years and have mobilised to address both HIV and other health and human rights 
concerns such as gender-based violence [17].
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While more limited research has been conducted on the impact of community 
empowerment approaches among male and transgender sex workers, promising 
community-led models have been established. One of these is HOYMAS (Health 
Options for Young Men on HIV/AIDS/STI), a male sex worker-led organisation in 
Kenya [33]. HOYMAS has worked to respond to the unique vulnerabilities of male 
sex workers in their settings and sought to help inform models of tailored HIV pre-
vention services elsewhere [33, 34]. Another example, Sex workers IN Group 
(SWING), is a Thai organisation working within male and transgender sex worker 
communities driven by the principles of community ownership and community rep-
resentation [35]. SWING focuses on empowerment through education, aiming to 
improve quality of life for its members and to enhance their abilities to participate 
in  local and national sex worker movements as peer leaders. South Africa’s Sex 
Workers Education & Advocacy Taskforce (SWEAT), co-founded by a male sex 
worker and committed to working with all adult sex workers, focuses on community 
development and engaging sex workers in issues related to health and legal reform 
[24]. SWEAT’s work includes the launching of the above mentioned Sisonke, a sex 
worker movement to unite sex workers, improve living and working conditions of 
sex workers, and fight for equal access to rights [36].

Beyond HIV, community empowerment approaches have an important role in 
addressing violence, safe work environments, and economic stability for sex work-
ers. Community-driven, multi-level interventions among female sex workers have 
successfully reduced their risk for HIV and violence in India [37–39]. These inter-
ventions, implemented as part of the Avahan initiative, have responded to female 
sex workers’ risks for intimate partner violence as well as from clients and police. 
Grounded in the concepts of collectivisation and the development of critical think-
ing and dialogue, these interventions included components such as trainings led by 
human rights lawyers educating sex workers on their rights and helping them bring 
perpetrators to justice. These programmes focus on shifting norms around the 
acceptability of violence, while challenging gender roles and encouraging new rela-
tionship models based on gender equity and respect [13, 38].

Community-led economic empowerment strategies, including co-operative 
banking and savings and loan mechanisms for female sex workers, have increased 
financial security and improved social and economic outcomes. They have also con-
tributed to reducing sexual risk behaviours. The co-operative bank of the aforemen-
tioned Durbar intervention, the Usha Multi-purpose Co-operative Society, improved 
economic status among programme participants by increasing savings and reducing 
the economic vulnerability that can affect the capacity of sex workers to negotiate 
condom use with clients [4, 5, 40]. Pragati, another multi-component intervention 
among sex workers in India, combined a co-operative bank structure that provided 
a savings and credit mechanism with community mobilisation and peer-based HIV 
prevention activities [41]. The programme significantly decreased incidence of STI, 
increased reported condom use at last paid sex [42], and documented over 3000 sex 
workers joining as shareholders of the co-operative bank, with more than half of 
them opening savings accounts [41]. In Iringa, Tanzania, female sex workers who 
participated in community savings groups were found to have nearly two times 
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greater odds of consistent condom use with new clients, compared to those who did 
not participate in such groups [43]. These examples highlight the important role co-
operative banks and savings groups can play in reducing sexual risk behaviours and 
underscore the importance of comprehensive community-led interventions to 
address financial insecurity among sex workers.

The body of literature on community empowerment approaches for addressing 
HIV and other health outcomes among sex workers illustrates the effectiveness of 
utilising these strategies to effectively address the social and structural vulnerabili-
ties facing sex workers. This evidence has generated calls for additional work to 
gather evidence on this strategy’s potential impact on other aspects of the health and 
human rights of sex workers. For example, NSWP has specifically identified critical 
gaps in the literature on community empowerment approaches, including its effec-
tiveness as a strategy for addressing economic vulnerability and promoting financial 
security of sex workers [44].

The two case studies detailed below highlight both best practices and challenges 
of community empowerment efforts led by sex workers in two distinct sociopoliti-
cal and cultural contexts: India and Mexico. The studies offer an in-depth look at 
strategies designed and implemented by sex worker groups to address human rights 
violations, advocate for health, and respond to punitive legal environments. By 
examining these dynamic processes, we explore existing successes as well as con-
tinued gaps in achieving sustained progress towards upholding the health and human 
rights of sex workers across different settings. The case studies were developed by 
sex worker leaders of local organisations in each of these settings. They reflect first-
hand perspectives and focus on the lived experiences, realities, and collective 
responses among sex workers.

 Mobilising the Sex Worker Community in Mysore, India: 
Ashodaya Samithi Case Study

Our case study describes our process of community empowerment in response to 
the HIV epidemic as well as other challenges that we face as sex workers in our 
environment. This story begins in 2004, when a technical team of public health 
experts and researchers from the University of Manitoba visited Mysore, India—a 
bustling tourist destination with a vibrant sex work industry—to design and imple-
ment an HIV prevention programme with sex workers as part of the Avahan India 
AIDS Initiative. At that time, sex workers in Mysore generally operated from the 
streets and faced many day-to-day challenges: police raids, extortion on the part of 
police, and violence, from police, pimps, and boyfriends, among others. We were 
initially cautious of the technical team as it was difficult for us to trust outsiders, 
given all of the stigma, discrimination, and abuse we were exposed to. However, the 
technical team spent time with us and engaged in conversations about our lives and 
our well-being. They also provided unconditional crisis support, including when 
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our fellow sex worker sisters were detained by police during a raid or when we were 
refused health care at a government facility. This combination of taking the time to 
get to know us along with advocating for and supporting us, facilitated a process of 
trust and collaboration grounded in our interests. This created a foundation for fur-
ther sex worker organising and mobilisation around our rights and needs.

Over time, sex workers from our community started meeting in small groups, 
identifying themselves around their shared profession, problems, concerns, and life 
experiences. Through these meetings and what became daily conversations with the 
technical team, we were encouraged to think about our lives, dreams, and aspira-
tions, and we began to realise that we were not alone. Through these dialogues, sex 
workers in Mysore began to understand sex work as work and not something that we 
needed to be ashamed of, which was a new and empowering concept for many of 
the women in our community.

Several sex workers joined the technical team as volunteers and were asked to 
provide insights into the community’s needs. This process was critical to garnering 
community interest and identifying a rallying point for our sustained community 
mobilisation. The sex workers identified three priorities for our community: the first 
was addressing police violence, as sex workers were experiencing serious and regu-
larly occurring violence from the police. The second was the establishment of safe 
spaces—since most sex workers operated from the streets at that time, they had 
nowhere to sleep, rest, or freshen up. We spent most of our free time in parks and on 
the street, and the local thugs and police would take our money, harass, and rape us. 
The third was access to health services; we lacked a clinic for sex workers where we 
could access respectful, quality services at accessible hours.

The sex workers who volunteered with the technical team started going to the 
field, talking to their friends about the problems they were facing, and, once they 
opened, began bringing them to the safe space and the clinic. These were critical 
steps in mobilising the community. These steps marked the beginning of our organ-
isation, Ashodaya Samithi (Dawn of Hope), as sex workers in Mysore began to 
come together. Through that process, mutual trust and awareness were generated 
among the community members who were ready to listen, learn, and implement 
collective actions related to working towards better health for sex workers. As a 
result, Ashodaya Samithi was registered as a sex worker-led organisation, one that 
is by, for, and comprised of sex workers.

The governing body of Ashodaya Samithi consists of representatives from all 
three subpopulations of sex workers: female, male, and transgender sex workers. 
From our inception, we realised that our sex work circuits (the client base of these 
three subpopulations) overlapped. This is why there has always been a strong bond 
and mutual understanding and support among the female, male, and transgender sex 
worker community in Mysore. Hence, when we came together to form our own 
organisation, we decided that it would comprise female, male, and transgender sex 
workers. However, over the years we realised that, although we have some issues in 
common, there are many other challenges and issues specific to male and transgen-
der sex workers. The male and transgender sex workers formed their own collective 
called Adasha, which functions under the broad umbrella of Ashodaya. While we 
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address most sex workers’ issues as a unit, Adasha takes up issues specific to male 
and transgender sex workers.

Ashodaya Samithi leadership came to understand that community mobilisation 
is an ongoing process and that social cohesion is key to sustaining this process. Over 
the years, as women’s circumstances changed, so did our needs. From the early 
demand for a safe space to rest during the day, the needs shifted to include wanting 
to provide our children with a good education, to build our own houses, and to save 
money for the future. Ashodaya Samithi was committed to helping facilitate solu-
tions to each of these demands. We partnered with the Women and Child Welfare 
Department (WCD) of the Government of Karnataka to enrol sex workers’ children 
in boarding schools, free of cost. Our organisation has also led the process of regis-
tering and issuing national identity documents for sex workers, which are essential 
for accessing social benefits.

We have also supported the establishment of a co-operative society to address the 
financial needs of our community. The co-operative society was set up with support 
from Ashodaya Samithi and was registered as an independent entity in November 
2013. It is run and managed by an independent, 11-member board of directors who 
are all sex workers. The co-operative society provides low-interest loans and flexi-
ble payment schedules. This provides sex workers with a reliable place to save their 
money, enabling them to plan for the future. The savings account holders are also 
shareholders in the co-operative and benefit from the dividend payments made out 
of the co-operative’s profits.

While these were some of the immediate needs that brought the sex worker com-
munity together in Mysore, other hard-hitting realities continued to keep the com-
munity tight-knit and working together. The first Integrated Behavioural and 
Biological Assessment (IBBA), conducted in August–September 2004, revealed 
26% HIV prevalence among female sex workers in Mysore city. The realisation that 
one in four sex workers was living with HIV created a sense of alarm. Understanding 
that one person alone cannot control the spread of HIV forced the community to 
think critically about possible solutions we could embark on together.

Sex workers started holding community meetings to speak about HIV as an issue 
affecting their community and families. The discussions focused on finding ways to 
protect all sex workers from HIV infection. This process led us to reach the one-
point agenda of “No Condom. No Sex”. We began spreading the “No Condom. No 
Sex” message through street plays and other community events. This message 
became a community norm and all sex workers in the community were urged to 
follow it. There was general recognition that there were problems common to all 
that could only be addressed if we confronted them together.

The initial challenges that inspired community mobilisation of sex workers in 
Mysore included police violence and raids, stigma and discrimination, and violence 
and exploitation. We were constantly harassed and abused by police, sexually, phys-
ically, and verbally, and we were forced to pay fines and to provide sex without 
being paid. Stigma and discrimination came in many forms, including from doctors 
and nurses at hospitals and clinics who treated us poorly. Sex workers were required 
to get an HIV test before receiving any other clinical examination. In some cases, 
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this resulted in their deaths, as staff refused to provide emergency treatment without 
first seeing a patient’s HIV test result.

Female sex workers also experienced violence and exploitation from various per-
petrators including boyfriends, partners, “pimps”, and thugs on the street. Female 
sex workers, closely controlled by boyfriends and “pimps”, experienced violence in 
different forms. We often had to give these men a portion of our daily income, and 
they would prevent us from partaking in any activity that would compromise our 
earnings. Many sex workers struggled with low self-esteem and lack of personal 
and collective agency and empowerment. Reflecting the pervasive nature of stigma 
surrounding sex work, we were scared of expressing our problems to others and 
worried that our families and friends would discover we were sex workers and 
disown us.

To address these challenges and build on our foundation of empowerment, sex 
workers continued to work together to affect change at multiple levels including the 
following:

Self-respect and self-esteem: First with the technical team and then within the sex 
worker community, we worked to create authentic and critical dialogue around 
the issues of who we are and what we think about ourselves. This process helped 
us to build self-esteem and believe that our work was of no less worth than other 
work.

Crisis response system and team: Building on the unconditional, 24/7 crisis support 
that the technical team offered in response to police incidents or episodes of 
violence, we created our own crisis response team, providing around-the-clock 
crisis support to our community members. Our peer first responders in different 
areas can be mobilised to respond to violence and other crises. We have also cre-
ated a system of “crisis mitigation”, where we recognise potential threats and 
work to neutralise the threat before it creates a problem.

Multi-level advocacy: Once we had become organised, we undertook advocacy at 
various levels. Teams of sex workers approached the local police constable, 
shopkeepers, and healthcare providers to sensitise them about who we are and 
our needs and struggles as sex workers. We started working in partnership with 
the police department to organise trainings about how to create enabling environ-
ments to promote the health and well-being of sex workers.

Healthcare navigators: Stigma and discrimination inflicted by doctors and nurses 
was a historical and ongoing problem for female sex workers in Mysore so we 
trained sex worker healthcare navigators to work in healthcare settings and form 
working relationships with the providers to improve access and quality of care. 
These healthcare peer navigators served as a bridge between the healthcare pro-
viders and the community to ensure access to respectful services.

Boyfriends’ Club: The Boyfriends’ Club was an initiative to engage and educate our 
intimate partners on the challenges facing sex workers, including violence, 
harassment over money, and negotiation of safe sex behaviours. Boyfriends/hus-
bands and other regular partners were identified as major perpetrators of vio-
lence, and a collective roadblock for women wishing to participate in our 
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programmes. These men strongly influenced members’ decision-making around 
condom and contraceptive use. It became clear that we needed to work with 
them. Our work with partners helped to neutralise some of the barriers they had 
presented and enabled women to become part of our larger network of people 
who could respond to crises among sex workers.

The Integrated Behavioural and Biological Assessment (IBBA), carried out in 
2004, provided baseline data on HIV-related outcomes among female sex workers 
in Mysore city prior to the start of Ashodaya Samithi’s concerted intervention 
efforts. In 2006, another IBBA measured the same indicators after the implementa-
tion of Ashodaya activities in the sex worker community. This allowed for pre- and 
post-assessments, as shown in Table 11.1 [8]. All STI measures declined signifi-
cantly during this period, and condom use at last sex increased significantly with all 
different partner types. HIV prevalence remained stable over this period (26% and 
24%). However, a detuned assay (a testing method designed for the purpose of HIV 
incidence estimation) suggested a decline in recent HIV infections during this 
time [8].

Indicating the sustained effect of this earlier impact over time, the DIFFER Study 
(Diagonal Intervention to Fast-Forward and Enhance Reproductive Health), con-
ducted between 2011 and 2016, documented continued improvements in sex work-
ers’ condom use and STI outcomes.

Ashodaya Samithi has identified several goals and next steps for our future com-
munity-led action. We have set up a community-led academy (Ashodaya Academy), 
through which we provide hand-holding support to other community-based organ-
isations engaged in the process of successfully working with sex workers to address 
their health challenges. We have supported organisations in the sub-Saharan Africa 
and Asia-Pacific regions, including providing technical expertise in setting up the 
Sex Workers Academy of Africa (SWAA) in collaboration with another sex worker-
led organisation, VAMP from India and NSWP. Ashodaya aims to further dissemi-
nate our experiences and the lessons we have learned to help facilitate more 
community-led responses in other settings. Ashodaya also aims to branch out from 
just HIV prevention services into awareness, prevention, detection, care, and sup-
port regarding other diseases, including tuberculosis.

Table 11.1 Pre-post Ashodaya Samithi implementation changes in HIV-related indicators [8]

IBBA, 2004
(Baseline, n = 429) (%)

IBBA, 2006
(Follow-up, n = 425) (%)

HIV prevalence 26 24
Syphilis infection 25 12
Trichomonas 33 14
Gonorrhoea 5 2
Chlamydia 11 5
Condom use with occasional clients 65 90
Condom use with repeat clients 53 66
Condom use with regular partners 7 30
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While still integrating sexual and reproductive health and rights (SRHR) initia-
tives into its existing service provision, the organisation further aims to expand 
SRHR initiatives on a larger scale to create a more holistic approach to health. 
Resource constraints have made it more challenging for Ashodaya Samithi to oper-
ate, particularly since the end of the Avahan initiative, but we continue to work to 
mobilise resources from different sources to sustain initiatives responding to the 
needs and interests of the sex worker community.

 Addressing Institutional Violence and Punitive Laws 
in Mexico: APROASE Case Study

Established in Mexico City in 1984, APROASE (Asociación en Pro Apoyo a 
Servidores) was the first civil organisation formed and led by sex workers, with the 
mission of advocating for and defending the health, labour, and human rights of sex 
workers. We were legally recognised in 1997 and opened a sex worker friendly 
health clinic offering HIV testing, medical care for STI, gynaecological exams, and 
reproductive health services.

While still mostly providing services to sex workers, in an effort to reduce stigma 
and generate more resources, we expanded our clinic in 2004 to serve the general 
public. Sex workers who were members of APROASE received medical services 
free of charge. Other sex workers who were not APROASE members were granted 
a subsidy from 50% to 100%, depending on their economic situation. Those who 
were not sex workers could access clinic services by paying in full. These fees cov-
ered the expenses of those who could not cover their medical care at the time. Many 
of the treatments and consultations were subsidised by federal and state government 
financing projects.

In addition to operating the clinic, we facilitated trainings for peer educators on 
HIV/STI prevention and crime in the workplace and stimulated the exchange of les-
sons learned within the sex worker community. With financial support from the 
Mexican government, we developed a model for effective partnership between civil 
society organisations and the government to promote the health of key populations 
and the community.

In addition to providing health services, for over two decades we have struggled 
to gain recognition of sex work as a profession and to guarantee the human and 
labour rights of sex workers; concepts that are central to the effectiveness and sus-
tainability of community empowerment efforts. One of the main issues APROASE 
addresses is clarifying the distinction between sex work and human trafficking. This 
distinction has been complicated by international protocols, laws, and agreements 
conflating the two. As a result of this conflation, in many settings (including 
Mexico), sex workers are barred from their constitutional rights related to labour 
and health, and are excluded from legal protection and the freedom to self-organise. 
Our case study highlights how the misinterpretation and manipulation of laws 
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related to human trafficking ultimately led to the closure of our community-based 
clinic, and essentially forced our organisation to cease our community-led health 
and mobilisation efforts.

In 2000, the United Nations issued the “Protocol to Prevent, Suppress and Punish 
Trafficking in Persons, Especially Women and Children” [45]. Known as the 
“Palermo Protocol”, it is intended to prevent and combat trafficking of persons, to 
protect and help trafficking victims, and to promote cooperation among the States 
that are part of it. Mexico signed the Palermo Protocol in 2000, and in 2007 enacted 
the Mexican Law to Prevent and Punish Trafficking in Persons. Article 10 of this 
law defined trafficking in persons as “any act or intentional omission of one or sev-
eral persons to capture, engage, transport, transfer, retain, deliver, receive, or accom-
modate one or more persons for the purpose of exploitation” [46].

The law did not distinguish between sex work and trafficking, nor did it mention 
coercion or its opposite—willingness to engage freely in organising and contracting 
with third parties to guarantee the security of sex workers in their places of work. As 
a consequence of this poorly defined law, sex workers in Mexico were denied con-
stitutional rights as workers, and sex worker leaders were subject to unjust applica-
tion of legislation related to human trafficking.

In 2012, the General Law to Prevent, Sanction, and Eradicate Crimes Related to 
Trafficking in Persons was published in Mexico, which significantly changed the 
country’s definition of human trafficking [47]. Under the earlier law and within the 
Palermo Protocol, “acts”, “means”, and “purpose” are defined as the three elements 
of human trafficking. The new law passed in 2012, however, eliminates the “means” 
and only considers “acts” and “purpose” as the key elements of trafficking in per-
sons [48]. By removing the means, trafficking becomes one of many forms of 
exploitation. The definition of trafficking in Article 10 of this 2012 Mexican law 
includes “prostitution” and other forms of sexual exploitation among the categories 
it identifies as human trafficking.

As a result of these laws conflating sex work and trafficking, venues where sex 
workers are found, such as bars, have closed following constant raids to rescue vic-
tims of human trafficking and defendants of sexual exploitation. This has compelled 
sex workers from those establishments to work in the streets, where they lack social 
organisation and security measures to protect them from violence and extortion.

While sex work is not a crime in Mexico, it is not officially recognised as an 
occupation, either. Another civil society organisation, called Brigada Callejera en 
Apoyo a la Mujer “Elisa Martínez” (Street Brigade in Support of Women “Elisa 
Martinez”), advocates for the human, civil, and labour rights of sex workers. They 
effectively negotiated with authorities in Mexico City to establish a system of cre-
dentials for sex workers, providing them with some formal recognition as workers’ 
protections to compensate for their lack of legal protection. This negotiation is a 
great example of innovation and achievement in the face of a very challenging and 
ambiguous legal context. Unfortunately, it remains the exception rather than norm 
with regard to sex worker mobilisation in Mexico.

Despite the important work of the Brigada Callejera, the lack of formal recogni-
tion of sex work as work facilitates ongoing institutional violence against sex work-
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ers because they are not protected as workers, by the constitution or any other 
legislation. One example of the unjust application of the trafficking law is the case 
of our founding director, Alejandra Gil. She was arrested by Mexican law enforce-
ment authorities in March 2014 and accused of engaging in human trafficking activ-
ities based on the very laws and legal interpretations that conflate sex work with 
trafficking. She is currently serving a 15-year prison sentence.

Part of APROASE’s work is to protect the rights of sex workers. Before Mexico’s 
anti-trafficking law was signed into law in 2007, Alejandra and other sex workers 
developed and signed an agreement with neighbours and authorities in the Sullivan 
neighbourhood of Mexico City where they worked. In it, they defined the roles and 
responsibilities of all parties involved. It included clauses prohibiting violence 
towards sex workers by clients, substance use in the workplace, and participation of 
anyone under 18 in sex work. These measures, however, were ultimately trumped 
by the misapplication of the subsequent trafficking legislation and its use to justify 
the accusations lodged against Alejandra. Local law includes coercion as a condi-
tion for considering someone to be involved in the trafficking of persons, however, 
coercion was not proven in her case nor was evidence to the contrary taken into 
account in the trial. The prosecution’s conflation of sex work and human trafficking, 
along with the lack of a clear definition of coercion in the law, allowed the evidence 
to be ignored. These factors led to the court failing to recognise sex work as work 
and to the reinforcement of sex workers’ stigmatised status.

The arrest of APROASE Director Alejandra Gil was rife with stigma and dis-
crimination as the media manipulated the case as a triumph of the Mexican authori-
ties over human trafficking. Television and newspaper coverage showed images of 
Alejandra’s face. Without any consideration of the possibility of her innocence, the 
press declared her guilty before she had even been sentenced, further violating the 
rights to which she was denied access, and further illustrating the social injustice 
experienced by sex workers as a result of punitive laws and a context of stigma and 
discrimination.

Following Alejandra’s arrest, APROASE became the victim of media violence, 
extortion, police harassment, and death threats. The impact of these events on the 
organisation has been far-reaching. We have closed APROASE and no longer have 
a safe space to meet or conduct workshops. The situation overall has been devastat-
ing and stigmatising, to the point where no lawyer wants to take on the case for fear 
of being linked to human trafficking.

Alejandra’s case is emblematic of the highly punitive legal environment that con-
flates sex work and trafficking in Mexico, and how this directly impacts the ability 
of sex workers to meaningfully and safely organise and advocate for improved 
labour, health, and human rights.

Based on our experience, we argue that it is necessary for government authorities 
at all levels to recognise that sex workers organising themselves as a community 
does not in any way equate with or indicate engagement in coercion or sexual 
exploitation. Sex workers have the right to work and be protected. A critical next 
step is to work with the Mexican government to review and amend the laws against 
human trafficking to ensure they differentiate between sex work, which is, by defini-
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tion, consensual, and trafficking. It is necessary to design and implement strategies 
in conjunction with both the federal and state governments to ensure the recognition 
of sex work as a legitimate occupation, and to guarantee the fulfilment of sex work-
ers’ constitutional rights. This work is essential to protect human rights; ensure our 
country’s ability to contribute to successful programmes for the prevention of HIV 
and other STI; and to deal justly with the occupational violence experienced by sex 
workers. Once these amendments have been made, sex workers can partner with the 
government to work collaboratively on improving health conditions and ensuring 
safe workplaces for sex workers, as well as empowering them to exercise their con-
stitutional right to form civil organisations or unions as protected by the constitu-
tion. As long as sex work is not recognised as labour, sex workers will continue to 
be seen only as victims of trafficking, limiting community empowerment efforts.

 Discussion

Community empowerment is a critical component of efforts to address the multiple 
social determinants of health and well-being experienced by sex workers across the 
world. The case studies from India and Mexico highlight multiple challenges related 
to community empowerment and mobilisation among female sex workers, from the 
interpersonal to the structural level, as well as illustrating effective strategies sex 
worker-led groups have devised to confront these obstacles.

Among the key principles and processes of community empowerment-based 
approaches is the recognition of sex work as work [49]. As reflected in both case 
studies, developing a critical consciousness enabling sex workers to understand the 
structural causes of their vulnerability and marginalisation is essential to the process 
of mobilising for collective action [1]. Community empowerment approaches facili-
tating critical consciousness and the agency to take up collective action can promote 
mobilisation of sex worker communities to bring about social and structural 
change [50].

There are multiple structural barriers facing sex workers and their ability to orga-
nise and mobilise within their communities. These include labour rights violations, 
financial insecurity, institutional and interpersonal violence, criminalisation and 
punitive laws, and stigma and discrimination. The literature on existing programmes 
and the case studies presented here support the use of community empowerment 
approaches, based within a health and human rights framework, to holistically 
address these multi-level barriers. Through social justice-oriented movements, sex 
workers will be able to advocate for their rights to health, freedom from violence, 
socio-economic opportunities, and safe working conditions and environments.

The experiences of Ashodaya Samithi illustrate interpersonal and structural chal-
lenges to sex worker organising and mobilisation, such as police violence and raids, 
stigma and discrimination, violence and exploitation by different perpetrators, and 
lack of personal and collective agency among sex workers in Mysore. In the face of 
these major challenges, by bringing the community together, the programme identi-
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fied solutions. Using a community mobilisation and empowerment approach includ-
ing peer-led outreach and increasing access to and utilisation of health services, the 
programme has achieved significant impacts including substantial increases in self-
reported condom use with all sexual partners, and significant reductions in the prev-
alence of STI, including HIV, among female sex workers [8]. The programme has 
also had a significant impact on structural violence experienced by sex workers in 
Mysore [8, 12]. In interviews conducted as part of qualitative research with 
Ashodaya sex workers, women expressed that violence from the police has been 
reduced [12]. Ashodaya programme monitoring data likewise showed a marked 
reduction in violence from the police [8]. Other community-based organisations in 
India have demonstrated that sex workers who are mobilised to prevent HIV can 
also effectively develop strategies to monitor and reduce harmful policing prac-
tices [51].

Ashodaya has implemented effective strategies for confronting interpersonal 
violence experienced from partners and clients (including the Boyfriends’ Club 
mentioned in the case study), working to address the challenges presented by the 
male partners of women participating in the programme, who are threatened by 
their empowerment. Ashodaya Samithi is an excellent example of using the princi-
pals and approaches of community empowerment within a sex worker community 
to reduce structural violence and human rights violations at various levels of society.

In the case of APROASE in Mexico, we see complex legal and policy challenges 
creating barriers to sex worker organisation and mobilisation. As described in the 
case study, sex workers in Mexico are trapped in a “legal limbo” as sex work is not 
prohibited but also not recognised formally as an occupation [52]. As a result, there 
are legal grey areas including the conflation of some forms of sex work and work 
environments with trafficking and sexual exploitation [52]. Early on, sex worker 
activists identified that it would be necessary to claim the title of “sex workers”, 
with all the stigma accompanying that label, in order to claim the recognition of 
their labour rights as they moved to take legal action against the government. 
Because of the efforts of Brigada Callejera along with the Red Mexicana de Trabajo 
Sexual, a credentialing process which grants licences to sex workers was estab-
lished, recognising sex workers as non-wage workers and allowing them to open 
bank accounts or request loans on declaring their sources of income. The credentials 
are also a form of protection against “anti-trafficking” police raids. Attaining their 
licences provides sex workers with a public and legal identity in society. The efforts 
to recognise sex work as work in Mexico have been able to provide sex workers 
with health, education, and training opportunities in addition to workers’ rights [52].

The legal complexities around sex work in Mexico are not unique. Similar legal 
and political challenges exist in settings around the globe. An increasing number of 
reports show how punitive laws and policies governing sex work are linked to 
increased HIV acquisition and transmission [6]. Modelling has shown that decrimi-
nalisation of sex work could avert 33–46% of HIV infections across geographic and 
epidemic settings in the next decade [6]. Beyond associations with HIV infections, 
criminalisation and punitive policies towards sex work have also been shown to be 
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related to increased stigma [8, 53], insecurity regarding food supply and finances 
[54, 55] and higher rates of inconsistent condom use [6] among sex workers.

In terms of gaps identified in this chapter, there is a lack of systematic commu-
nity empowerment-based approaches and evaluations of these efforts among male 
and transgender sex workers. Work in this area is urgently needed to realise the 
potential for community empowerment interventions with diverse populations of 
sex workers and, specifically, to understand the particular challenges and barriers to 
community organisation and mobilisation these populations face in different con-
texts. Additionally, efforts should be made to take community empowerment efforts 
to scale and to conduct longitudinal evaluation research assessing changes over 
time, particularly examining health and rights outcomes that can take significant 
time to show impact.

These two case studies illustrate, as has been found in other settings including 
Brazil [1], the challenges that sex worker organisations face when governmental 
and/or international donor support dissipate. However, they also represent the 
importance to local sex workers’ organisations of connections to regional and inter-
national networks of organisations led by sex workers. Moving forward, govern-
ment and donor support is critical for health-related programme and research 
funding among sex workers and for broader organisation and network strengthening.
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