afrika focus — Volume 26, Nr. 2, 2013 — pp. 165-176

Characteristics, sexual behaviour and
access to health care services for sex
workers in South Africa1
Marlise Richter
International Centre for Reproductive Health, Ghent University, Belgium
School of Public Health & Family Medicine, University of Cape Town, South Africa
African Centre for Migration & Society, University of the Witwatersrand, South Africa

Sex workers in sub-Saharan Africa are vulnerable to a range of factors that ill-dispose them to poor
health outcomes. Their vulnerability to HIV and other STIs are many fold greater than the non-sex
worker population of the same age. Health care systems world-wide are not responsive to the special needs of sex workers, and many sex workers do not receive adequate health services, education
or HIV prevention tools. While the literature on female sex work in Africa is fairly robust, troubling
research gaps are evident on male and transgender sex work, and the intersections of migration
and sex work. A cross-sectional descriptive study was conducted with female, male and transgender sex workers in four sites in South Africa. The research results point towards the diversity of the
sex industry and the people who work in it. Sex work is an important livelihood strategy for many,
and provides an income for sex workers and their extended network of dependents. Migration is a
vital component in how sex worker lives and work are structured. Moreover, the article highlights
the shortcomings of health care services to respond adequately to the needs of sex workers, and
recommends the rolling-out of specialized, sex work-specific health care services in areas of sex
work concentration, and sex work-friendly services in mainstream health care facilities in areas of
low sex work concentration.
Key words: sex work, South Africa, HIV/AIDS, STIs

Background
HIV/AIDS is the leading cause of burden of diseases in Africa (Regional Office for
Africa WHO, 2011). More than two thirds of the people with HIV/AIDS globally lived in
sub-Saharan Africa (SSA), while this region also contained 70.0% of all new HIV infections globally in 2010 (UNAIDS, 2011b). More women than men in SSA have HIV – in
2010, women comprised 59.0% [56–63%] of the people with HIV (approximately the
same proportion as in 2000)(WHO, UNAIDS, & UNICEF, 2011).
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A recent Global AIDS Response report noted that “continuing evidence indicates that
unprotected paid sex and sex between men are significant factors in the HIV epidemics in
several sub-Saharan African countries” (WHO, et al., 2011, p.26). HIV prevalence among
sex workers and sex work2 clients is about 10–20 times higher than among the general
population in SSA (WHO, 2011). A systematic review and meta-analysis of female sex workers (FSWs) in low and middle-income countries found that FSWs in SSA had the highest
pooled HIV prevalence at 36.9% (95% CI 36.2-37.5) while the pooled odds ratio of FSWs in
SSA having HIV compared with all women of reproductive age in low-income and middleincome countries was 12.4 (95% CI 8•9-17•2) (Baral et al., 2012). Data on HIV prevalence
among male and transgender sex workers is more limited than among FSWs.
In view of the immense burden of HIV that sex workers carry, it is paradoxical that
less than 1.0% of global HIV prevention funding focuses on sex work (UNAIDS, 2009),
while median coverage of HIV prevention programmes involves less than 50.0% of sex
workers (Shannon & Montaner, 2012; UNAIDS, 2011b).
Objectives
Given the vulnerability of sex workers to HIV and other STIs, and the lack of research
on sex work settings, the main objective and sub-objectives of this research component
were as follow:
1) To describe the characteristics, behavioural and other risk factors as well as health
care contact among sex workers in South Africa
−− a) To describe the socio-demographic characteristics and sexual behaviour, and
identify HIV risk factors among female, male and transgender sex workers in
South Africa; and
−− b) To describe the migration status, work conditions and utilization of health
services of female sex workers in South Africa.
Methods
Study sites & population
South Africa is situated at the southernmost tip of Africa and had a population of 51.8
million in October 2011 (Statistics South Africa, 2012). The World Bank classifies it as an
upper middle income country. It consists of nine provinces and has 11 official languages.
Gauteng province is the most populous with 12.3 million people and produces more than a
third of South Africa’s Gross Domestic Product. South Africa became a democracy in 1994.
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This article employs the term “sex work” instead of “prostitution”. UNAIDS advises against the use of the word
“prostitute” and recommends “sex worker” as it is deemed non-judgemental UNAIDS. (2011a). UNAIDS Terminology Guidelines. Geneva. Similarly, Kempadoo notes that the employment of “sex work” “[…] suggests we view
prostitution not as an identity – a social or psychological characteristic of women, often indicated by ‘whore’
– but as an income-generating activity or form of labour for women and men. The definition stresses the social
location of those engaged in sex industries as working people” Kempadoo, K. (1998). Introduction - Globalizing
sex workers' rights. In K. Kempadoo & J. Doezema (Eds.), Global sex workers - Rights, resistance, and redefinition. New
York: Routledge.p.3.
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South Africa’s antenatal survey estimated South Africa’s HIV prevalence among
pregnant women at 29.5% (95% CI 28.7-30.2%) in 2011, with 5.6 million people living
with HIV in the country (17.3% of adults between 15-49 years)(Department of Health,
2012). In 1998, HIV prevalence among different FSW groups in South Africa ranged between 46% and 69% (Ramjee, Karim, & Sturm, 1998; Rees, Beksinska, Dickson-Tetteh,
Ballard, & Htun, 2000; Williams et al., 2003).
In South Africa, the buying and selling of sex is criminalised under the Sexual Offences Act of 1957 and the Criminal Law (Sexual Offences and Related Matters) Amendment Act of 2007.
The study was conducted in four research sites in the cities of Johannesburg,
Rustenburg and Cape Town. Johannesburg is the largest city in South Africa and situated
in Gauteng province. Two contrasting areas of Johannesburg were selected: Hillbrow
and Sandton. The inner-city area of Hillbrow was chosen as it has a well-known, longstanding sex trade and is a popular destination for newly-arrived migrants (Nairne, 1999,
2000; Marlise Richter, 2008; Stadler & Delany, 2006; Jo Vearey, Oliveira, Madzimure, &
Ntini, 2011; Wojcicki & Malala, 2001). Sandton, by contrast, is a wealthy suburb and business district (Bähr & Jürgens, 2006) with a visible outdoor sex industry. Rustenburg is
in a predominantly rural province. This site comprised informal settlements3 within a
platinum mine area about 15 kilometres outside the city; its sex work industry mainly
serves the local mining community (Akileswaran & Lurie, 2010). The coastal city of Cape
Town is a popular international tourist destination (SA Cities Network, 2006), with a
relatively well documented sex work industry. The surveys were administered between
May-September 2010.
Study design & sampling procedures
A cross-sectional study design based on non-probability convenience sampling
was employed that relied on fieldworkers identifying sex workers from their own experience of the research sites. Self-identified female, male and transgender sex workers
in the study sites were interviewed by trained sex worker fieldworkers. University-based
researchers collaborated with two non-governmental organisations – the Sex Worker Education and Advocacy Taskforce (SWEAT) and Sisonke Sex Worker Movement.
SWEAT and Sisonke introduced the researchers to peer educators known to them in
the research sites who were requested to invite other peer educators or sex workers to a
half-day research training workshop. Selected fieldworkers were then requested to specify popular sex work venues that they worked at or were familiar with, and where they
felt comfortable recruiting prospective participants. To ensure comparable sampling
procedures across phases, each fieldworker agreed to adhere to the same procedures
over the three phases. Fieldworkers were requested to administer questionnaires at the
same pre-specified time of day, four days of the week, and at the identical venues as in
the preceding phase. Fieldworkers approached every third male, female or transgender
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person believed to be a sex worker in a particular sex work venue and invited her/him
to participate. During each phase, fieldworkers administered a 43-item semi-structured
questionnaire to 20 sex workers.
Questionnaires were based on previous studies with sex workers in Mombasa,
Kenya (S. Luchters et al., 2008), and research on migration history and access to health
care in Johannesburg (Joanna Vearey, 2008). Questionnaires were translated from
English into four local languages (isiZulu, isiXhosa, Afrikaans and Setswana) and administered during three periods. A cell-phone airtime or grocery voucher of 20 South
African Rand (~US $3) was provided for time spent in the interview. Fieldworkers referred participants to local counselling, health and legal assistance organizations, as
required. Fieldworkers distributed female condoms and information about the tollfree sex worker helpline4 to participants.
Selected findings
Sex work is a key livelihood strategy
Sex work was a full-time profession for two-thirds of female sex workers, while a
substantial number reported never having had a job before sex work. This confirms that
sex work is an important livelihood strategy for sex workers in South Africa. Around
two-thirds of male, female and transgender sex workers were full-time sex workers and
received no income aside from sex work. Those who were full-time sex workers earned
a median of R1500 ($200; female), R2000 ($266; male) or R2750 ($366; transgender) a
week. These earnings are higher than those of clerks and people working within sales,
services and crafts in South Africa, and six times more than the typical earnings of a domestic worker (Statistics South Africa, 2010).
In addition, study participants were responsible for a number of dependents, while
only a fifth of females, 3.7% of men and no transgender participants reported that their
partners provided some financial assistance to them. Sex work will therefore remain a
pragmatic livelihood strategy for many in South Africa for a number of factors – South
Africa’s high unemployment rates, the fact the entering sex work requires no formal qualifications, the pressing need to provide for dependents – often without the support of a
spouse and the relatively robust earnings that could be secured by sex workers.
Cross-border sex workers may be more tenacious in negotiatingthe sex
industry, but access to health care is low
The vast majority of sex workers were migrants. Just over 85.0% of FSWs had migrated from their place of birth, with 39.0% being internal and 46.3% cross-border
migrants. A quarter of males and a third of transgender sex workers were cross-border
migrants, while over half of males and more than a third (37.9%) of transgender sex
workers were internal migrants.
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A telephone service that was provided free-of-charge staffed by trained counsellors to provide appropriate sex
work advice and referrals.

afrika focus — Volume 26, Nr. 2

Reports - Rapports

Cross-border female migrants in South Africa had higher education levels, predominately worked part-time and mainly at indoor venues, and earned more per client than internal or non-migrants. They were also responsible for more dependents; non-migrants
had a median of two dependents, internal migrants three dependents and cross-border
migrants four dependents. A quarter of female, cross-border migrants reported that they
worked as sex workers before they had left their place of birth in comparison to only 10%
of internal migrants. These data, together with recent studies (Flak, 2011; Nyangairy,
2010; Oliviera, 2011), resist popular assumptions that maintain that foreign-born sex
workers in South Africa are victims of human trafficking and sexual exploitation (Gould,
2011). These discourses were particularly prominent and emotive during the period of the
2010 Soccer World Cup (Gould, 2010; Gould & Richter, 2010; Ham, 2011; Marlise Richter
& Monson, 2010).
We originally hypothesised that cross-border migrants would experience greater police harassment than their South African counterparts. Conversely, our study showed that
police interaction in the last year was similar across migration groups – approximately
40.0% amongst internal, cross-border and non-migrants. Predictably, more cross-border migrants experienced negative police interaction on immigration issues than internal
migrants or non-migrants.
It is of concern that cross-border FSWs in the face-to-face study had considerably
lower health service contact than internal or non-migrants. Studies have documented
that recent immigrants are often healthier than the host population because of positive self-selection or the “healthy migrant effect” (Deane, Parkhurst, & Johnston, 2010;
Malmusi, Borrell, & Benach, 2010; Razum, Zeeb, Akgun, & Yilmaz, 1998). It could
therefore be postulated that cross-border sex workers in this study did not actively seek
health services as they may not have had a need for them. Alternatively, it may reflect on
cross-border migrants’ unwillingness to access health facilities because of poor previous experiences, or fear of arrest or discrimination (Human Rights Watch, 2009; F.  
Scorgie et al., 2012; F Scorgie et al., 2013; J. Vearey, 2012). Yet, in either case, peer education and outreach services need to access this group regularly; the data indicates that
this has not happened. This omission may partly explain why cross-border sex workers
were marginally less likely to use a condom during penetrative sex with last client as
compared to non-migrants.
While peer education is generally only one component in a package of interventions for sex workers and thus hard to evaluate in isolation, studies have shown that peer
education increases condom-use by sex workers (S. Luchters, et al., 2008; Rekart, 2005;
Shahmanesh, Patel, Mabey, & Cowan, 2008; WHO, 2011). The study findings presented
here signal the need for targeted, migrant-friendly peer education services that employ
cross-border sex workers as peer educators, and that identify spaces in which cross-border sex workers could be accessed.
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Female sex workers are more likely to practice safer sex than transgender or
male sex workers
Our data showed that more women had penetrative sex with last client than males or
transgender people – a substantially more risky form of intercourse than non-penetrative
sex (Varghese, Maher, Peterman, Branson, & Steketee, 2002). At the same time, more
men had anal sex than women, which is a more risky than vaginal or oral sex (Varghese,
et al., 2002). Yet, women were more likely to have safer sex as they used condoms more
consistently when engaged in penetrative sex. Less than 6.0% of FSWs reported having
unprotected penetrative sex with last client, in contrast to 28.0% of men, and 20.0% of
transgender sex workers. In fact, male sex workers were 3 times more likely, and transgender people 2.4 times more likely, than females to have unprotected penetrative sex
with any of their last two clients. It is of concern that of all sexual encounters with last
client, only 73.0% of all participants used a condom during anal sex – a particularly risky
form of unprotected sex (Varghese, et al., 2002).5
Levels of daily binge drinking are high
Excessive use of alcohol increases a sex worker’s risk of HIV. We found high levels
of binge drinking among our study participants. Close to a fifth of females, more than
40.0% of males and a third of transgender sex workers reported daily binge drinking.
The links between alcohol and risky sex in the African context have been well-established
in the literature (M. Chersich et al., 2007; M. Chersich & Rees, 2010; M. Chersich, Rees,
Scorgie, & Martin, 2009; Kalichman, Simbayi, Kaufman, Cain, & Jooste, 2007; Stanley
Luchters et al., 2011; Schneider, Chersich, Neuman, & Parry, 2012). Feeling drunk during
sex with any of their last two clients was reported by 13.0% of male, transgender and female participants. In fact, participants who reported daily or weekly binge drinking were
twice as likely to have unprotected sex compared to those who never engaged in binge
drinking.
Access to health care services and condom-use are higher among sex workers
working near a sex work-specific health clinic
One of the strategies to mitigate sex worker risk to HIV and ill-health is to ensure access to appropriate and sensitive health care and education (WHO, 2012). Our
findings support this assertion. Sex workers in Hillbrow – where the only sex workspecific clinic was operational – were less likely to have unprotected sex than those in
other sites in South Africa. The Wits Reproductive Health and HIV Institute initiated
FSW-specific health services in Hillbrow in 1996 (Sibanyoni, Mayer, & Mathiba, 2012).
The programme employs nurses, community health care workers and sex worker peer
educators, and includes mobile outreach to hotels where sex workers work. Research
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The survey did not capture whether the intercourse consisted of receptive anal or insertive anal intercourse.

afrika focus — Volume 26, Nr. 2

Reports - Rapports

has shown that the programme is acceptable and popular with the Hillbrow sex worker community (Nairne, 1999; Stadler & Delany, 2006). Non-judgmental and sensitive
health care workers and services that are sex worker-centred have been key to the programme’s success (Marlise Richter, 2008; Marlise Richter et al., 2008; Sibanyoni, et al.,
2012). Programmes in other settings that are tailored to sex workers’ needs and include
sex worker consultation, peer education and empowerment initiatives have been shown
to be successful in reducing the risk of acquiring HIV (Basu et al., 2004; Jana, Basu, Rotheram-Borus, & Newman, 2004; Laga & Vuylsteke, 2011; Vuylsteke, Das, Dallabetta, &
Laga, 2009).
Low use of female condoms by FSWS, but high acceptability
While appropriate health care is an important component in reducing sex worker
risk of HIV, knowing about and appropriately using HIV prevention tools is equally essential. Male and female condoms are currently the only barrier methods available that
reduce the risk of HIV (UNFPA, WHO, & UNAIDS, 2009). Our data showed that just under half of FSWs ever had used a female condom. Of participants who had used female
condoms, acceptability was high. Close to three quarters of these liked female condoms
or liked them a lot. Reasons for non-use of female condoms mainly related to lack of
knowledge or unavailability. Studies in China and Cambodia have shown that appropriate
female condom interventions with FSWs lead to increased acceptability and use (Busza &
Baker, 2004; Yimin et al., 2003); a study with FSWs in rural South Africa showed female
condoms to be highly cost-effective (Marseille, Kahn, Billinghurst, & Saba, 2001). Rekart
points out the following advantages of female condoms in sex work settings:
Female condoms do not need an erect penis, are reusable, and can be inserted ahead of time and
left in after sex. Since they are made of polyurethane, female condoms can be used with waterbased or
oil-based lubricants. (Rekart, 2005, p.2127).
As a female-controlled HIV prevention strategy, this should be a vital component of
sex work interventions (Thomsen et al., 2006).
Recommendations
In view of the findings of the research above, the following recommendations are
put forward:
		 Our data showed that workers in Hillbrow were more likely to access health care
and to have protected sex than participants in the other three sites. At the time
of the study, Hillbrow was the only site that offered sex work-specific health care
services, and highlighted the importance of such facilities. A key recommendation from this research is the implementation of sex work-specific clinics in areas
of concentrated sex work activity, and sex work-friendly health services in mainstream health care facilities. These are vital components in establishing comprehensive responses to sex worker health. The implementation of such services
should be guided by the local sex work context and sex workers themselves should
form the centre of the response (Jana, et al., 2004; Jana, Rojanapithayakorn, &
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Steen, 2006) as they are highly motivated to safeguard their health (Rekart, 2005)
and have access to hard-to-reach populations such as other sex workers, clients
and non-commercial partners (Sanders, 2006).
Following the findings on the levels of unprotected sex among male and transgender
sex workers and the lower exposure to health care services by cross-border sex workers,
such interventions should explicitly include male and transgender sex workers, and be cognisant of the needs of migrant sex workers. The data presented here suggests that female
condoms should be made freely and widely available in sex work settings, and be accompanied with training and information about its use. In addition, other (female-controlled)
HIV prevention technologies, new and developing, such as pre-exposure prophylaxis –
the provision of medication to prevent HIV transmission through sex – (Steinbrook, 2012;
Venter, Allais, & Richter, in press), microbicides (Mertenskoetter & Kaptur, 2011), AIDS
vaccines (Western News communication staff, 2012) and the appropriate use of periodic
presumptive treatment (Steen et al., 2012; WHO, 2012) hold exciting opportunities for preventing HIV/STIs in sex work populations. A vital consideration in the implementation of
new and existing HIV prevention approaches is the socio-legal context in which HIV/STI
transmission takes place (see chapters 5.1. and 5.2). Chersich and Rees note.
Prevention approaches have largely ignored social contexts thus far, presuming a degree of individual control in decision-making that is dissonant with the reality of life for girls and women
in southern Africa [154]. There are critical characteristics of the risk environment that condition and
constrain the behavioural ‘choices’ available to girls and women in this setting (M. F. Chersich &
Rees, 2008, p.35).
This is of particular importance for FSWs in sub-Saharan Africa whose work and
living conditions are generally characterised by unequal power relations.
Mobile outreach services are particularly effective sources of health care for migrant
sex workers (Platt et al., 2011) or other hard-to-reach groups (Stadler & Delany, 2006). An
emphasis on peer education is key (Campbell & Mzaidume, 2001; S. Luchters, et al., 2008;
Sanders, 2006; Vuylsteke, et al., 2009). Structural interventions that aim to change the
context in which sex work takes place are central components to successful health interventions and include strategies such as microfinance, legislative changes, and support in
building sex worker collectives (F. Scorgie, et al., 2012). These should be community-led
(Evans, Jana, & Lambert, 2010).
Overs and Hawkins point out that health projects for sex workers are well positioned
to document the effects of policy and laws on the lives and well-being of sex workers
(Overs & Hawkins, 2011). Such projects should deliberately gather such data and ensure
that it is available in the public domain and to policy-makers and advocates.
Conclusion
All too often moral debates dominate the public health response among sex workers, and science
continues to take a backseat to punitive approaches and raid and rescue operations aimed at eliminating
sex work (Shannon & Montaner, 2012, p.1).
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Sexual moralism and notions of shame, blame and victimhood continue to inform
official – and unofficial – responses to sex work. The on-going human rights violations
that sex workers suffer at the hands of the police, the abuse by partners, and hostile responses by health care workers contribute and bolster the high levels of violence and
antipathy that sex workers experience.
This article aimed to provide a brief insight into a set of factors that characterise
sex workers, their work conditions, and their interaction with services in South Africa.
The picture that emerged highlights the inadequacy of current social, legal and policy
responses to sex work but at the same time stresses the potential for health care services
to play a transformative role in the material conditions of sex workers. Sex workers are
traditionally a much underserved population and have borne the brunt of the weight
and stigma of the AIDS epidemic. A robust and growing evidence-base has provided
health workers and law- and policy-makers with clear directives on how to respond to
sex workers sensitively and effectively. This work should be continued and expanded,
while coupled with advocacy and lobbying efforts to generate the necessary political will
to implement these much-needed interventions in an urgent manner.
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