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ABSTRACT

The great majority of HIV infections globally areelto sexual transmission. The links between
sex work and HIV/AIDS have been a central concermprievention and care efforts in many
countries. In the wake of HIV, there has been awad engagement with sex workers as
subjects of research. In Kenya, a majority of woreechange sex for money, gifts or favors and
this makes them vulnerable to HIV/STI infectionké&iin most developing countries, sex work is
stigmatized and with the legislative restrictiorex sworkers fear seeking treatment from
recognized health facilities. The study sought stalelish the factors that have contributed to
minimal utilization of these services by sex wosker Nairobi. The research was designed as a
cross sectional descriptive study. The target [adjon was sex workers operating in Nairobi’'s
CBD, Ngara, Eastleigh and Industrial Area. The gtiedused more on Nairobi sex workers who
are mostly brothel based, street and bar basednwitie catchment area of non-state owned
facilities. From the target population of thirtyotisand possible respondents, the researcher
purposively interviewed specific respondents lodate Nairobi’'s CBD, Ngara, Eastleigh and
Industrial Area. A sample size of 382 respondends @ppropriate to adequately represent a
cross-section of the population at 95% confiderseIl The study collected both primary and
secondary data. Data collected was mainly quaivetaand it was analyzed by descriptive
analysis techniques. Variables for quantitativeadaere created using statistical tools such as
Statistical Package for Social Sciences (SPSS)iwhelped to reduce data to manageable
summaries. On the other hand, qualitative dataamatyzed using content analysis. The study
concludes that sex workers are aware of the riskslved in this profession as concerns HIV
and STIs and thus they take the step of using coraone of the ways of preventing HIV and
STIs. The situation of being a sex worker affebis ability to access assistance on HIV/AIDS
Prevention. Awareness of comprehensive HIV/STI isesr affects their utilization of service.
Type of sex work affects utilization of HIV/STI cqrehensive health services among sex
workers. Distance of comprehensive health centdhgeinces the utilization of health services.
Possible and appropriate sustained activities togbbehavior change regarding stigma and
discrimination related with HIV/AIDS and VCT is ressary using Discs alongside other
available health facilities. Interventions desigriedorevent HIV infection among sex workers
must take into account the context in which sexkexs are working, and the specific practices
of individual sex workers. There is need for awasncreation among sex workers through
emphasis on the power of sex workers to help stepspread of HIV. Possible and appropriate
activities should be focused on lower educationtdtus and unmarried individuals.
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CHAPTER ONE

INTRODUCTION

1.1 Background of the Study

HIV prevention strategies depend on the twin e$faof care and support for those living
positively with HIV, and targeted prevention fof péople at risk or vulnerable to the infection.
Among populations-at-risk of HIV, female sex workend their clients account for 14% of new
HIV infections in Kenya (MOT, 2008).

In the early years of the epidemic, the concermuged on the role of commercial sex work in
HIV transmission. Evidence had shown that prevegntiansmission among those with high rates
of partner exchange is a cost-effective interventas it can also help avert the spread to
members of the wider population (MOTS, 2008). Hogrethere has been a growing recognition
that HIV/AIDS initiatives must consider the linkagef the intricate issues underlying sex work

beyond the specific commercial sex setting.

In Kenya,an estimated 6.9% of women nationally shé&y had exchanged sex for money, gifts
or favors over the previous year, according to 1889 Demographic and Health Survey. Sex
workers are generally perceived as defying accéptsdicial norms and roles for women and
men. Women who ask for compensation for sex bresmktional norms expected of women in

many societies, and those who engage in transatten are still labeled as prostitutes.

According to the same document, women involved ér work are seen as both the most
vulnerable group to HIV infection and yet the me#fective partners in the fight against HIV.

Community interventions to prevent sexually trartggdi infections in sex workers have been
taking place in Kenya in small groups since 198@ndbm use 100% of the time, treatment of
sexually transmitted infections and reduction i@ ttumber of partners were all recommended to

slow the spread of HIV.

However, these interventions have not adequatelyesded the needs of sex workers despite
them (sex workers) contributing significantly teettransmission of HIV. Kenya has taken the
first important step towards the adoption of a imattoral approach to HIV/AIDS control. This
is by identifying the vulnerable groups as key stakders in the national response to HIV and

AIDS. However, engagement of sex workers is stdldequate, and existing initiatives are not



yet uniformly consistent with regard to replicatiohinternational best practices in the area of

behaviour change and risk minimization (Morris &siguson, 2006).

As members of society, sex workers must have atcodbe same comprehensive health services
as other members of society in accordance withr tihghts as human beings. Kenya recently
developed and disseminated national guidelinesHiM/STI programs for sex workers. In
response to the HIV epidemic, civil societies haldfted focus to reach out to high risk
populations with preventive and harm reductionriveations. However, there has been minimal

utilization of these services by sex workers.

1.2 Statement of the Problem

The overall research problem addressed in thisystuthat despite the rigorous implementation
of targeted HIV prevention interventions for akrend hard to reach populations, little has been
done to analyze factors that lead to minimal wtian of comprehensive HIV/STI prevention

services by SWs.

Studies around the globe have pointed out thecditfes associated with integrating sex workers
into the HIV control and prevention efforts tha¢ alesigned for the general population (Rushing
et al, 2005; Ghimire and Teiflingen, 2009). Sex kews experience barriers to accessing

comprehensive health services because their bekaie criminalized and stigmatized.

Preliminary results from a mapping exercise conelligh October 2011, by the University of
Manitoba, indicated an average population of 30,0&Male SWs in Nairobi. However,

according to reports drawn from the non-state-owfaedities, approximately 6,000 FSWs have
accessed comprehensive HIV/STI services.

Findings of previous studies show lack of configity in the government hospitals as a barrier
to utilisation of sexual health services by sexkeos, Simbayi et al, (2007). Sex workers opt to
self-medicate rather than risk embarrassment argfilibho from care providers. This study

therefore becomes more useful in assessing sitre&m@nd/or differences in regards to factors
that contribute to service utilization in state @arfacilities to those that are non-state owned

facilities.



1.3 Purpose of the Study
The study sought to investigate the factors inftueg effective utilization of HIV/STI

comprehensive health services by sex workers inolaiKenya.

1.4 Objectives of the Study

To achieve its goal, the study focused on the Wahg four specific objectives:

To investigate the extent to which social stigmiduances effective utilization of HIV/STI
comprehensive health services by sex workers inogi

To explore how awareness of comprehensive HIV/Sarlises influences utilization of
service by sex workers in Nairobi.

To assess the type of sex work and how it influsneBective utilization of HIV/STI
comprehensive health services by sex workers

To establish the relationship between distance l®¥&Tl comprehensive health centers and
utilization of health services by sex workers

1.5 Research Questions

This study sought to answer the following reseaypabstions:

To what extent does social stigma influence eféectitilization of HIV/STI comprehensive
health services by sex workers in Nairobi?

What is the relationship between awareness of HIV/&mprehensive services for sex
workers and utilization of service by sex workerdNairobi?

To what extent does the type of sex work influemftective utilization of HIV/STI
comprehensive health services by sex workers inoNg&l

What is the relationship between distance of HIM/S®dmprehensive health centers and

utilization of comprehensive health services bywexkers in Nairobi?

Scope

The study examined the factors that influence &ffecutilization of HIV/STI comprehensive

health services by sex workers in Nairobi.

1.6 Significance of the Study

This study was meaningful in providing an insightoi the various factors that influence

effective utilization of HIV/STI comprehensive htalservices by sex workers in Nairobi,



Kenya. As a consequence, this study would pave Yeaypossible approaches towards
necessitating the realization of the social pildarKenya’s Vision 2030 as well as contribute

towards reversing the spread of HIV/AIDS.

This study would be significant to stakeholderstlie health sector including development
partners; Ministry of Health, National AIDS Contr@ouncil, National HIV/STI Control
Program, by providing an opportunity to be ableiriolude other factors that contribute to
utilization and/or non-utilization of health carergces by sex workers in non-state owned
facilities. The findings of this study would guid® policy formulation and national strategies
that would lead to effective programming.

The study would highlight other important relatibips that require further research; this would
be in the areas of access, utilization and avditialof comprehensive health services for SWs in
developing countries. The results of this study Moalso be invaluable to researchers and
scholars, as it would form a basis for further agsk. The study would be a source of reference

for future researchers on other related topics.

1.7 Delimitation of the Study

This study was limited to locations that have beentified as high HIV transmission areas
and/or MARPs hot spots. Special focus was dropemise centers catchment areas located in
Nairobi; Nairobi's CBD, Ngara, Eastleigh and IndisdtArea.

The study involved collecting information from seworkers targeted to access comprehensive
health services at these drop in centers. Accortingopulation council size estimation of sex

workers, Nairobi had approximately 30,000 femabeserkers. Those accessing comprehensive
HIV/STI services at non-state owned facilities aex workers totaling to at least 6,000. This

study was undertaken between the months of JuhAagdist 2013.

1.8 Limitations of the Study

This study might have been hampered by several adetbgical challenges. First, the study
populations are usually small and unrepresentative to problems gaining access to sex
workers and establishing trust. This presents poi&s of over reliance on individuals who
attend sexual health clinics voluntarily, who mag foorly representative of the local SWs

population, particularly the more vulnerable graupscond, there was likely to be reporting bias



in response to questionnaires or structured irgarsion topics such as condom use and drug
habits. Third, the heterogeneity of SWs with respeadherence to safer sex, drug misuse and
local factors such as pimping and policing meaas ¢feneralizability of results may be limited.
Finally, SWs represent an unstable population bartporally and geographically, which means
prospective studies are difficult to conduct withthe loss of significant numbers of subjects,

which itself may bias results.

1.9 Assumptions of the Study

The researcher assumed that the respondents weuldrest, cooperative, factual (objectivity)

and trustworthy in their response to the reseamstruments and would be available to respond
to the research instruments in time. It was als® @#ssumption of the researcher that the
authorities in the health centers would grant thquired permission to collect data from

employees and their clients. The study further méme assumption that there would be no
serious changes in the composition of the targpulation that would affect the effectiveness of

the study sample.

1.10 Definition of Significant Terms
Effective Utilization: The process by which at risk populations, in tlasecsex workers

are aware and have access to affordable HIV/STisces

HIV/ISTI Comprehensive Health Services:Refers to a complete package of services for sex
workers that meet the minimum package as outlinedthie
NASCOP guidelines.

Most at Risk Populations: Population groups whose behavior puts them agjtbatest risk of
acquiring HIV; in Kenya sex workers (both femaledamale),
IDUs, and MSM are primarily considered MARPs. Indiidn,
women and girls, young people and children, refagead
internally displaced persons, and people who negrainong
others, may also be at higher risk of acquiring HIXNASP 1|
2009/10 — 2012/13)

Sex work: this is the exchange of money for sexual servicesrsons who

engage in sex work exchange sexual acts for songetfi value



A Drop-In
Services Centers
(DISC):

Health

including cash, material items, etc that would othge not be
extended to them by their sexual partriérSexual partners that
exchange something of value for sex are referreastalients of

sex workers.

is a free standing and independently operated itfasil where
project beneficiaries voluntarily visit for utiligan and uptake a

range of biomedical, behavioral and structuralriwgations.

is a state of complete physical, mental and soeéll-being and
not merely the absence of disease or infirmity (WH®46).1t is
the general condition of a person’s mind and baslyally meaning

free from illness, injury or pain.

1.11 Organization of the Study

The study is organized in five chapters. Chapter asvers background of the problem, problem

statement, purpose of the study, objectives angareb questions. It also covers significance of

the study, basic assumptions, limitations and d&iions of the study and finally organization

of the study. Chapter two covers literature revigdrem works that have been done in the same

area of study. It reviews what other scholars aftald have found out. Chapter three spells out

the research methodology. This includes introdugtiesearch design, target population, sample

size and sample selection, research instrumenta, atdlection procedures and data analysis

procedures. Chapter four covers data presentgtimecessing and interpretation, while chapter

five covers summary and recommendations.



CHAPTER TWO
LITERATURE REVIEW

2.0 Introduction

This chapter builds on the background researchl@moland the research questions identified in
the previous chapter. Literature relevant to thueelgtis summarized and discussed thematically;
the chapter discusses relevant literature fromoad®r and richer perspective to bring out the
factors influencing effective utilization of HIV/Tomprehensive health services. The specific
areas covered here are global overview of HIV/Stlsation, vulnerability of HIV/AIDs among
sex workers, utilization of HIV/STI comprehensivedtth services by sex workers, social
stigma, awareness of comprehensive health servéeesial orientation, distance of HIV/STI

comprehensive health centres and finally the canegframework is drawn.

2.1 Global Overview of HIV/STIs Situation

HIV is seen as one of the preventable diseaseswduntinue to pose serious health and socio-
economic challenges that are also a threat to é¢hkzation of the Millennium Development
Goals. Data on HIV prevalence rates among sex w®ike not available in many countries and
nearly all information that is available to UNAIDfas been obtained from studies in urban areas
(McKeganey, 1994; Carrl, 2002; World Bank, 2004nkia, 2009). In almost all countries where
such data are available, prevalence rates amongveekers in general are higher than rates
among women presenting in antenatal clinics. HIvpntion programmes among sex workers
have reported success in reducing HIV and STI ewe. Various countries, such as, Cote
d’lvoire, Benin, Bangladesh, the Philippines, Indominican Republic, Nicaragua, Thailand,
South Africa, and Ukraine, have provided evidera targeted, comprehensive HIV prevention
programmes combining STI treatment, condom promotmd provision, and prevention
education interventions delivered through outreag®er education, and sex worker

empowerment approaches have made sex work safer.

Interventions designed to prevent HIV infection aigeex workers must take into account the
context in which sex workers are working, and thec#ic practices of individual sex workers
(Center for Health and Gender Equity, 1999). Pragarinterventions often include distribution
or promotion of condoms; provision of health seegic especially to treat STIs; discussion

groups or classroom-based HIV and sexual healthatun; networking to promote better laws,



awareness of comprehensive HIV/STI services andlttheservices for sex workers;
dissemination of information through printed madkyi and street theatre; and economic
development programmes for sex workers seeking ¢yipes of employment (UNAIDS 1999;
UNAIDS 2000). This chapter presents a global ovewof HIV/STIs situation, vulnerability of
HIV/AIDS among sex workers, utilization of HIV/STdomprehensive health services by sex
workers, social stigma, sexual orientation, distan€ HIV/STI comprehensive health centres

and finally the conceptual framework.

Acquired immune deficiency syndrome or acquired umoudeficiency syndrome (AIDS) is a
disease of the human immune system caused by tmarhimmunodeficiency virus (HIV).
According to Sepkowitz (2001) the human immunodeficy virus (HIV) pandemic is the
world’s leading public health emergency, with atjgafar severe impact on sub-Saharan Africa.
The iliness interferes with the immune system, mglpeople with AIDS much more likely to
get infections, including opportunistic infectioasd tumors that do not affect people with
working immune systems. The virus and disease feea ceferred to together as HIV/AIDS. The
disease is a major health problem in many parthefworld, and is considered a pandemic, a

disease outbreak that is not only present overge larea but is actively spreading.

Globally, there is evidence that the number of i#¥ infections is declining and fewer people

are dying of AIDS-related illnesses as a resula@tess to life prolonging treatment. Between
1999 and 2009, incidence of HIV infection went downl19 per cent in the whole world. In 33

countries, 22 of them in Sub-Saharan Africa, th¥ Hhicidences fell by 25 per cent during the

same period. In addition, at least 5 million peagle receiving treatment, which is 30 per cent
more than was the case in 2008. This has reducBd-Adlated deaths by 19 per cent, from 2.2
million in 2001 to 1.8 million in 2009, and in effieincreased the number of people living with
the HIV virus (UNAIDS 2010).

Equally significant is that infection through mottie-child transmission has gone down from an
average of 500,000 children in 2001 to 370,000006%2 However, this is still considered high

and is mainly attributed to poor access to antémaaiza post-natal services. The positive gains in
checking the advance of HIV and AIDs are due tdtpasbehaviour change such as correct and

consistent use of condoms, reduction of sexuahpestand delayed sexual debut (UNAIDS,



2010). Moreover, countries that have focused HIvegiments where it is mostly needed have

been able to record significant reduction withishart period.

Even with these gains, the HIV and AIDS situatisrstill very gloomy. While an estimated 33.3
million people are infected, at least 10 milliontbbse who need treatment cannot access it due
to prohibitive costs and complexities such as lestihg levels. In 23 countries, including five in
Eastern and Central Asia, HIV incidence increasg@®b per cent between 2001 and 2009. In
addition, there is concern of rise in HIV infectiamong networks of men who have sex with
men and injecting drug users (UNAIDS 2010:63, Ecoisb June 4th 2011: 90).

Although it is indisputable that investment in bebar change programmes through increased
and comprehensive knowledge in low and middle ire@muntries reduces HIV incidence and
prevalence in most countries, there is reluctancedme countries to focus prevention efforts
where they are most needed and likely to producemuan impact. For example, in Eastern
Europe and Central Asia, prevention programmes db facus on epidemic patterns by
concentrating campaigns on people at higher risk s18 those who inject drugs, sex workers
and their clients, and men who have sex with mevenEfor countries with generalized
epidemics, a notable proportion of new infecticaigetplace among these population groups, yet

they are largely ignored in prevention campaigndAUDS 2010).

2.2 Vulnerability of HIV/AIDS among Sex Workers

Deeply entrenched social standards marginalizensekers and seriously limit their access to
guality health services, particularly STI manageman essential component in HIV prevention.
Sex workers frequently lack the personal or saatiatius to negotiate safe sexual practices, being
under the threat of violence or loss of clientsidits show a correlation between income level
and HIV prevalence among sex workers possibly duthe inability of poorer sex workers to
negotiate condom use (David 1997). Condom usesssriegular with the intimate partners of sex
workers than with their clients thus even wheraibamethods are used sex workers and their
intimate partners may remain at risk. There is despread view that occasional engagement in
transactional sex, or sexual barter, constitutes tgork’. Whilst women and girls remain the
largest group involved in sex work, the numberd@ys and men acknowledged to be involved

is growing. Although far less numerous, transgendeividuals, - both transvestites and trans-



sexuals are also active in sex work, often becthisaepresents their only option to generate a

livelihood.

There is acute discrimination against those invibivesex work. Those who engage in sex work
are generally viewed by society in a discriminatavgy. For many, it may be the only
employment or survival option. While some may fyeehoose sex work as their occupation,
many more young girls, young boys and women arecedethrough violence, trafficking, debt-
bondage or the influence of more powerful adultslIDS, 2010). A wide variety of groups
and individuals are directly involved in sex workdommercial sex establishments, or indirectly
involved, for example as restaurant servers andrescSex work may be formal or informal. In
some instances, sex work is only a temporary inébractivity. Women and men who have
occasional commercial sexual transactions or wisere is exchanged for food, shelter or
protection (survival sex) would not consider thelvse to be linked with formal sex work.
Occasional sex work takes place where sex is eggthfor basic, short-term economic needs
and this is less likely to be a formal, full-timeocopation. Commercial sex work may be
conducted in formally organized settings from sgesh as brothels, nightclubs, and massage

parlours; or more informally by commercial sex wenkwho are street-based or self-employed.

Women who engage in commercial sex in sub-SaharfaicaAare at high personal risk of
physical and sexual violence, unwanted pregnanay,sgxually transmitted infections (STIs).
Sex workers are frequently stigmatized in ways fratlispose them to economically marginal
living conditions and that make continued sex woécessary in order to maintain household
income. When they have no alternative source afrire; they are less likely to refuse clients
who obviously have a sexually transmitted infectomnnsist on condom use. In several regions,
significantly higher rates of sexually transmitiafections (STIs) and HIV infection are found
among sex workers and their clients in comparisoother population groups (Veinot, 2009).
HIV infection has been found to spread among sexkers before it spreads into the general
population. Given the role of STls as a factor IV Hansmission, high rates of STIs among sex
workers are indicators of the potential for rappdesd of HIV among sex workers, their clients,

families and extended sexual networks.

Since the beginning of the AIDS epidemic, sex woske developing countries have been one of

the groups most vulnerable to HIV infection duetheir large numbers and rapid change of
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sexual partners. High rates of other sexually tratisd diseases (STDs) and sexual practices
such as dry sex or sex during menses further igertiee probability of HIV transmission in sex
workers. Sex workers also are often in a poor rsito negotiate safe sex because of social,
economic, cultural and legal factors.The impact HIV/AIDS varies considerably in the
countries of the region, depending on the sizecamdtion of the outbreak. Most countries have
generalized epidemics. Adult prevalence exceedsp@@ent in some countries, including
Botswana (24.8 percent), Lesotho (23.6 percent),maziland (25.9 percent), according to the
Joint United Nations Program on HIV/AIDS (UNAIDSpthers have concentrated epidemics
with disease hotspots, such as Burundi, whererénafence of 38 percent among sex workers is
16 times higher than that of the general adult faamn. In West Africa, general prevalence is
markedly lower than in East and Southern Africa, dpidemics among most-at-risk populations
(MARPs) are common (Morris et al, 1996). Due tcsthariation, the strategic approaches to
combat this disease must be designed to respaihe tepidemiology of the disease in individual

countries and sub-regions.

According to UNAIDS (2002) sub-Saharan Africa halsederogeneous epidemic with differing
patterns in the three regions. In Southern Afrprayalence has stabilized at high levels in most
countries, while prevalence in East Africa has idecd since 2000 and stabilized at lower levels
than in Southern Africa. In West Africa, prevalemages are markedly lower than on the rest of
the subcontinent, at under 2 percent across themegxcept in Cameroon (5.3 percent), Cote
d’'lvoire (3.4 percent), Gabon (5.2 percent), anddda (3.6 percent). Within countries, the
impact of HIV/AIDS also varies a great deal, wittban centers often being the most affected.
Across all three regions, heterosexual sex is thmgoy form of transmission, though in
countries with more concentrated epidemics, otben$ of transmission can play a significant

role, including sex work, migration, men having s@th men, and mother-to-child transmission.

In the countries of East Africa, HIV prevalence le#@ber decreased or remained stable over the
past several years. In this region, the intensftynational epidemics varies from country to
country, and heterosexual sex is the primary fofntransmission (UNAIDS, 2002). Multiple
and concurrent partnerships are a particular angéle as they place normally low-risk
individuals — those who are married or in committedationships — at an elevated risk.

Prevalence in Kenya, Tanzania, and Uganda exceeslpdrcent (6.3 percent, 6.2 percent, and

11



5.4 percent, respectively). Hotspots within cowsre common, and prevalence varies as much
as 15-fold across different provinces in Kenya aadions in Tanzania. Rwanda has had
particular success reducing adult prevalence, rnd@wBapercent, though prevalence remains high
among young, pregnant women (15 to19 years of @ig&)l percent. Due to ongoing conflict in
the Democratic Republic of the Congo (DRC) and ktany coup in Madagascar, the future of
the HIV/AIDS epidemic in those two nations is uria@r. Madagascar has been one of the
lowest prevalence countries in East Africa, withamhult prevalence of 0.1 percent, while the
DRC has been in an ongoing state of civil war feanty two decades, limiting collection of
HIV-related data and propagating the spread of @piglemic through widespread rape and

violence.

UNAIDS (2010) indicated that in many countries, thgidemic appears to have stabilized,
though concentrated epidemics persist in MARPs sgdemale sex workers and men who have
sex with men (MSM). In Senegal, for example, nalgrevalence is less than 1 percent, yet it is
as high as 30 percent among commercial sex workdise urban center of Ziguinchor. Some
countries have also seen declines in prevalencengmnyoung adults; in Ghana, prevalence
among young adults (15 to 24 years of age) hasfisigmntly decreased from 3.2 percent in 2002
to 1.3 percent in 2009. Provision of antiretrovidaligs (ARVs) for the prevention of PMTCT
services has improved but remains much lower int\&ied Central Africa (23 percent coverage)
compared to East and Southern Africa (68 perceverage). Due in part to its large population
size, Nigeria has the second largest HIV diseasdelnuin the world, at 3.3 million, though
prevalence is stable (3.6 percent). As in othentas, concentrated epidemics in MARPs have

been reported.

The Kenya National HIV and AIDS Strategic Plan 2@05 2009/10 (KNASP) identified sex
workers as one of the special vulnerable groupseftective engagement in HIV and AIDS
response (National AIDS Control Council, 2000). 3exk contributes to new HIV infections in
the general population as the clientele of bothalenand male sex workers are often married
people who further pose serious risks to their speu Many HIV and AIDS interventions have
not adequately addressed the needs of sex worlesgsitel them (sex workers) contributing
significantly to the transmission of HIV. Targetinbis group will be an effective way of

reducing HIV incidence rates.
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There is increasing evidence now that targetedrprog to reduce transmission of HIV infection
within core groups are feasible and effective. €&d interventions have led to successful risk
reduction and decreased levels of infection. Thai T®0 Percent Condom Program has been
associated with an increase in condom use amongakkers, from 14 percent to 94 percent. It
should be stressed that there are important undgrlprinciples for successful projects,
including non-discrimination and respect for humaghts. Prejudice, violence, arrest and
harassment and compulsory testing for STD and Hixhér stigmatize sex workers and
jeopardize the successful implementation of presanprograms (National AIDS Control
Council, 2000).

2.4 Utilization of HIV/ISTI Comprehensive Health Sewvices by Sex Workers

Among interventions that target sex workers, certast practices stand out. The 100% Condom
Programme in Thailand is a targeted approach teepteng HIV in the commercial sex market
enabling sex workers to insist that their partnenstinely use condoms and improving their
access to STI treatment. The Programme has alsa leade-scale public health impact. Rates of
curable STIs fell by more than 95% in the 1990s. ddses of chancroid or LGV have been
reported in recent years and syphilis is on th@eaf eradication. A significant reduction in
HIV prevalence has also been documented among pogstlation groups. It is estimated that
approximately 5.7 million HIV infections were aveid in 2002. This figure mainly includes sex
workers and their partners, and also takes accotirgecondary infections in the general

population where the risk of infection is lower (WNDS, 2002).

Before the mid-1980's, HIV/AIDS was largely unknomrKenya and was seen as a disease that
affected "others", especially the American gay camity. Then it became a disease of
Ugandans, at the time known as “slim”, becausehef af weight loss among its sufferers.
Initially, the most common mode of exposure todisease was through men who have sex with
men followed by injecting drug users. By the mid®Q8, however, transmission was mainly
through heterosexual contact. In September 19&4F#st African Medical Journal carried an
article alerting the medical community of the adveh the AIDs pandemic in Kenya. The
article, which was based on the case of a 43-yEhtUgandan national residing in Nairobi,
concluded that no race “may be exempted from tigisiy lethal syndrome”. With that, HIV and

AIDS became a reality in Kenya. Since then, HIV @&iDs has continued to pose grave social,
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economic and health challenges, not just to Kenytatliie entire Sub-Saharan Africa and the

whole world in general.

Although HIV and AIDs prevalence has fallen and niefections are going down around the
globe, the number of people living with the virshncreased from 28.6 million in 2001 to 33.3
million in 2009. At 2.6 million people annually,eghrate of new global infections is still alarming

and is worse in Sub-Saharan Africa, which accotort4.8 million people, or about 70 per cent
of the total number of the world’s new infectioldNAIDs 2010: 20). To date, a cure or vaccine
remains elusive. But there is at least a bettererstdnding of the epidemiology of HIV and

AIDS compared with ten years ago. For examples now generally acknowledged that in the
United States of America the HIV and AIDS startedloag gay men, injecting drug users and
commercial sex workers. It then spread to womennimghrough their infected husbands, then
to remote and rural areas, transmitted by longadist truck drivers, migrant workers and return
of people with AIDs to their places of birth (Siradrand Rogers 2003:39). This knowledge is

important in formulating strategies to combat tisedse.

Community development interventions empower comiyumiembers to undertake actions for
local structural change actively. These intervergipromote the potential social competencies of
individuals, groups, and institutions so they caeroome structural barriers that, for example,
deny sex workers and gay men access to resourdgsaaicipation in social, economic, political
and cultural relations. For effective results, camity development interventions should
promote interactions between individuals and teeaial networks to enhance social integration,
social capital, and social inclusion. People livingh increased vulnerability to HIV infection
are as varied as the general population, differimgage, gender, education, and sexual
orientation, in addition to having different occtipas and professions. In Africa, studies have
shown that only a few countries are managing tdrobthe transmission of HIV and other STls
in commercial sex districts. Their efforts to tkisd are hampered by various constraints such as
the insignificant number of official agencies anghrgovernmental organizations involved in
response activities, and the fact that the grogpmeerned (which often exist on the fringes of
society) have only limited access to basic headtte and services (International Centre for
Research Women, 2008). Positive prevention and ARstment for those sex workers who

require it also impact on the chain of transmissigiven that a number of studies and
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observations seem to indicate that sex workerstedewith HIV tend to continue working in the

commercial sex industry.

According to ActionAid (2009)HIV prevalence amongnfale sex workers in sub-Saharan
Africa varies widely but in some countries it is macthan 20 times higher than the HIV
prevalence of the general population. This is paldrly the case in West Africa, where HIV
prevalence is much lower among the general pouldtian in Eastern and Southern Africa, but
where more than a third of sex workers are repdddsk living with HIV. As many as a fifth of
men in West Africa had visited sex workers in 20@¥ch means that they can act as a potential
'bridge’ for HIV transmission to the rest of thepptation, either through their wives or other

sexual partners.

Many HIV and AIDS interventions have not adequatatidressed the needs of sex workers
despite them (sex workers) contributing signifitamd the transmission of HIV. Targeting this

group will be an effective way of reducing HIV ideince rates. Kenya has taken the first
important step towards the adoption of a multi-gedtapproach to HIV/AIDS control. This is

by identifying the vulnerable groups as key staka#érs in the national response to HIV and
AIDS. However, engagement of sex workers is stdldequate, and existing initiatives are not
yet uniformly consistent with regard to replicatiohinternational best practices in the area of

behaviour change and risk minimization (Morris &siguson, 2006).

In India, the Avahan HIV/AIDS prevention Initiativeas facilitated the scaling-up of a number
of interventions targeting sex workers and othghhisk populations in 6 Indian states with a
high rate of HIV/AIDS. Avahan helps NGOs to carggt aommunity-based initiatives, promotes
community mobilization and runs specialized treatimdinics for sex workers. These clinics
treat the symptoms of STIs, offer regular check-tgpgssex workers, and treat opportunistic
infections. Community services and clinical teamsnpote condom use and distribute condoms
free of charge. Local advocacy efforts, with infrtm the police, are intended to facilitate
prevention efforts. In 2 years, clinics have bestalgdished in over 350 locations in 77 districts.
These clinics have community intermediary servidesigned for sex workers. Using mapping
techniques, about 400 000 sex workers have beaiifidd, of whom more than 90% have been
contacted by community peers and two thirds hatendéed a clinic at least once. More and

more clinics recommend routine check-ups. Prelinyineesults indicate a decline in the

15



incidence of ulcerative STIs and lower prevalentcthe STls that most commonly occur among
sex workers compared with previous years and alistricts in the same region. Other Asian
countries (Burma, Cambodia, China, Laos, Mongdireg Philippines and Viet Nam) have
reported a decline in rates of HIV and other STsoag high-risk groups following similar
interventions (ActionAid, 2009).

Kenya recently launched its third National AIDS&¢gic Plan (KNASP I1l) which defines Most
at Risk Populations (MARPS) as population groupssehbehavior puts them at the greatest risk
of acquiring HIV; in Kenya sex workers (both femaled male), intravenous drug users (IDUS),
and SWs. In addition, women and girls, young peapid children, refugees and internally
displaced persons, and people who migrate, amohgrgt may also be at higher risk of
acquiring HIV according to the same document (KeNgional Bureau of Statistics and ICF
Macro, 2010).

Comprehensive Health also offers testing and cdingstor HIV, the virus that causes Acquired
Immune Deficiency Syndrome (AIDS). In designing Hbvevention interventions for
vulnerable groups, their access to quality, comgmslve health services, such as management of
sexually-transmitted diseases and HIV voluntarynseling and testing (VCT), must be ensured.
Sex workers, MSM, and IDU should receive medicaVises from providers preferred/chosen
by themselves -- private, if affordable, or at pealdervices with health workers adequately
trained to deal with these clients’ specific neadd interests (e.g. able to show respect, uphold
confidentiality, etc.). At the same time, respeot aonfidentiality cannot replace discussing
sensitive topics of interest and health, like séiguand sexual practices, domestic violence, and
sexual orientation (Mallory, 2005). When inter-peral confidence between vulnerable groups
and health providers is promoted and well-establistthere is hardly any topic that cannot be
the subject of interesting and health-promotingrpérsonal dialogue. Effective providers and
counselors need to be able to talk frankly abonsisge issues to address the real practices and

behaviors that make HIV transmission more likely.

Actually, ingrained stigma and discrimination arenstant impediments to appropriate
interaction between health providers and vulnergblaulations. An alternative is care delivery
at specialized clinics, normally run by local NG@s countries like Brazil and Mozambique,

these services are provided by the public healdtesy). However, despite the assurance of a
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stigma-free environment and the reinforcement ofadantegration, these NGO services tend to
be project-dependent and generally not sustairiatilee long run. People living with increased
vulnerability to HIV infection are as varied as theneral population, differing in age, gender,
education, and sexual orientation, in addition &vihg different occupations and professions
(Cates, 2008). Community development interventi@mpower community members to
undertake actions for local structural change atgivThese interventions promote the potential
social competencies of individuals, groups, andititgons so they can overcome structural
barriers that, for example, deny sex workers arydng@n access to resources and participation in
social, economic, political and cultural relatioiis study investigates the influence of social
stigma, awareness of comprehensive health senbedsyvioral factors and distance of HIV/STI
comprehensive health centres on effective utilimatf HIV/STI comprehensive health services

by sex workers.

2.4.1 Social Stigma
Stigma and discrimination against HIV-infected peognd most vulnerable populations of sex

workers is a factor that influences the utilizatmncomprehensive health services. The concept
of vulnerability illuminates how inequity, stigmdiscrimination, and violence can accelerate the
spread of AIDS, as well as the reasons why somieithdhals or groups are automatically more
vulnerable to HIV infection. On the one hand, cteld youth, women, and truck drivers, are
generally not stigmatized by society, despite tlaet fthat they face high individual,
programmatic and social vulnerability to HIV/AID8damchak et al, 2009).

While it is well understood that these particulaoups are more susceptible to HIV infection
because of their behavioral, cognitive, and prognatic environments, they are among the most
stigmatized and discriminated-against populatiansaciety. They become stigmatized only
when they are thought to be living with HIV or tave developed AIDS (Carrl, 2002). On the
other hand, male and female sex workers, MSM, &d &re victims of strong social stigma,
independent of their HIV status, and this ingrairsedl harmful stigmatization considerably

increases their vulnerability to HIV infection.

Studies explain that stigma is the main barrieth®s involvement of sex workers in HIV/AIDS
control and prevention mechanisms (Scambler andi,P2@08). For instance, Ghimire and
Teiflingen (2009) in a study of sex workers in Nliegfzow that few female sex workers visit state
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owned health facilities. Such health workers tum grivate clinics belonging to non-
governmental organisations and pharmacies for nrer@t Ghimire and Teiflingen further
explain that a combination of personal and seruitated factors acted as barriers in accessing
health services by sex workers. These included Izfc confidentiality, discrimination and
negative attitudes held by healthcare providersy gommunication between service providers
and fear of exposure to the public as a sex wonkere the major barriers in seeking sexual
health services. Maintaining confidentiality is feularly problematic at comprehensive health
centres, where patients have to queue for sevemnalshunderneath signs for ‘HIV-positive
people. Among some brothel-based FSWs who feltfarieaving the confines of their brothel,
the threat of physical or sexual abuse by ‘rowd&s'gangs presented additional barriers to

service utilisation.

The recent scale-up of HIV testing, treatment aatk cservices across many regions of the
developing world aims to increase the longevity godlity of the lives of PLWHAs and also

forms a key strategy for HIV prevention. For bothlenand female sex workers, focus should be
put on negotiation skills for condom use, avoidorgorganizing against police harassment, and
establishment of self-help groups (Cates, 2008)tl@nother hand, social stigma and prejudice
make clients of male sex workers much more diffi¢al reach than those of SW. Male sex

workers can be trained to be the main providetdlgfprevention messages to their clients.

2.4.2 Awareness of Comprehensive Health Services

Early diagnosis and treatment of HIV-infected indals is essential in promoting the long-term
health and survival of people infected with HIVdividual vulnerability derives from personal
behaviors, knowledge, and attributes that affeetpbssibility of preventing HIV infection. Such
behaviors and attributes are linked to the soai@renment where individuals live, and they
reflect a level of self-awareness and the potemi@ber to change one’s personal behavior
(Hanan, 2009). Key factors related to individualnemability that can be effectively addressed
by prevention interventions with sex workers indwvareness and behavioral factors, personal
characteristics, and social relations. The majoatyHIV/AIDS prevention programs have
achieved little progress beyond raising basic amese about HIV transmission and, to a lesser

extent, promoting the use of condoms.

18



The widening awareness and commitment of goverrsneonors, and NGOs to fight the AIDS
epidemic has created an opportunity to overcomeidosy laws, and attitudes that keep
vulnerable groups isolated. This new climate cangothose groups out of the darkness of
“illegality” and “immorality,” and into the lightwhere problems can be solved on a human and
realistic level as indicated by Harcourt and Domo{2005). Experience has shown clearly that

strategies that promote sex worker “rehabilitation™reintegration into society” offer a clear

path to failure, since they reinforce nothing betf-stigma and prejudice. These strategies
usually backfire and simply drive sex workers aveay further underground, which enhances
their vulnerability. Unfortunately, this approaclashbeen used too often in HIV prevention
strategies targeting sex workers implemented elilgegovernment or civil society organizations
and not run by sex workers themselves. It revaaisngrained prejudice against sex work, while
little or nothing is offered in terms of effectivend sustained financial alternatives to sex
workers’ life needs. Often, when sex workers retiartheir original families, they fall victim to

even stronger discrimination and physical violeforehe rest of their lives.

Prevalence among women is two to four times greaimn among men of similar age cohorts
throughout the region indicates International Gerfor Research Women (2008). Limited
autonomy in making decisions about sex, includiogdom use, also increases risk, particularly
for young women who engage in sexual relations witler men. In Uganda, one in five young
women (15 to 19 years of age) reported her firstiakeencounter was forced or coerced. Sexual
violence further compounds the risk of infectionr fwomen, and it has been officially
documented as a major factor in the epidemic irottes In the DRC, prevalence as high as 25.6
percent has been found among women who sufferaghkgiolence in areas of armed conflict,

whereas prevalence for women overall is 1.8 percent

2.4.3 Type of Sex Work
The pathways that lead people into sex work areedait one end of the spectrum are those

who work autonomously, undertake sex work by chaicd are well organized with respect to
their sexual health and accessing services (Kenrgif)8). These workers may have entered sex
work for a specific reason (e.g. to fund higher cadion costs, pay debts or to cover family
expenses), may be intermittent or opportunistitheir involvement in sex work and succeed in

exiting the industry at a time of their choice. @ make a career decision to work in the sex
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industry and may enjoy a high level of job satitat and independence. In contrast, are those
who are driven into sex work through drug addictmmcoercion, and have little autonomy.
These workers, including women sold for the purpasfetrafficking, are highly vulnerable and
have little prospect of leaving the industry unsiesl. Between these extremes lie the majority,

who work in the industry due to varying degrees@inomic necessity and choice.

There are significant differences between indoorkvand street work, in terms of harm and risk
to health. Street sex work is more likely to bekdéid with drugs and many in the developed
countries like the UK have entered the industrynarily out of the need to maintain expensive
drug addictions to heroine and crack cocaine. Is #etting, sex may either be exchanged
directly for drugs, or drugs may be supplied by pivap in exchange for earnings. As a result,
they are likely to be exposed to much higher leeélgiolence and abuse from clients and pimps
than those who work indoors (Mallory, 2005). Presstrom clients for unprotected sex

combined with drug dependency and competition anveoikers for clients lead street workers

to offer, or be persuaded to accept unprotectethahgr anal sex for more money. Furthermore,
street workers are often homeless, living in squatslrug dens, which may in turn have an

adverse impact on health through the acquisitiamiloérculosis and other respiratory diseases.

In contrast, workers who are based in off-streenpses, whether in flats, saunas or massage
parlors, are less exposed to the risk of violemzbwaill generally work with a maid or a manager
who can vet clients, look after money and provideusity. Indoor workers are more likely to
have autonomy in working hours and the disposathefr income, and are less likely to be
supporting an addictive drug habit or to be unterdontrol of pimps. As a result, these workers
are not compelled to agree to unsafe sexual pesctar higher earnings, and use condoms with
all clients (McKeganey, 1994). Trafficked women actdldren who have been groomed and
coerced into sex work are important exceptionsht® paradigm that indoor sex work offers
greater protection. Here the individuals concerass hidden from view to avoid detection by
police and social services, and may frequently beved between locations or across

international borders.

Finally, sex work is not gender specific. The existe of a market for male sex workers who
offer services to male or (less commonly) femaientt is well recognized. Transexual and

transgendered individuals also participate in tee mdustry, and have their own particular
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needs. Many people are unable to access mains8e&atrservices or programmes for reasons of
poverty, language, disability and geographical ceasibility; or are denied access because of
stigma, discrimination or restrictive laws and pms (Stirling, 2003). Overcoming inequalities

in access requires that the SRH needs of margathpeople are identified, and interventions are

targeted towards meeting their needs in a culyucalhsiderate manner.

Because of high infection rates and large numbérserual partners, sex workers have been
considered a core group for HIV transmission. Iditoh, men who have both commercial and
non-commercial sex partners play a major role imdong HIV infection into the general
population. These “bridge” populations may be apdrtant as core groups in direct prevention
programs (Sepkowitz, 2001). Military personnel, dafistance truck drivers and migrant
workers are easily identified as potential clieftis commercial sex and targets for prevention
activities. But in many developing countries, mplechase of commercial sex is a social norm,
and married men purchase sexual services on aaregasis. In Zimbabwe, 38 percent of male

students and 25 percent of working-class men reddraving had sex with a sex worker.

2.4.4 Distance of HIV/STI Comprehensive Health Cenés
According to WHO (2006) distance and long travelds to health facilities remain key barriers

to access in many communities. Health care fagslith slum and rural areas are fewer and more
dispersed than in urban areas. As a result, peo@ech regions typically travel great distances
to obtain services that cannot be obtained in tlegial communities. It is not uncommon for
persons requiring specialized health services agrdistic testing to travel for many kilometers
to the nearest hospital. People from remote comimesninay travel for hours to obtain routine
hospital-based services. The problem is compoundecharsh planning and development

problems that make road travel dangerous or imptestr days at a time.

Mobile health facilities which bring services ditlgcto people are one method of addressing
physical barriers to access for the most isolatetigiten the poorest populations. According to
UNAIDS (2000) availability of services is a perdept translated to mean that services were
within reasonable physical reach. The poorest Weadtegory identified the availability of free

public care as enabling to the use of both preverdnd curative services. Referral information,
linkages, systems for voluntary HIV counseling &esting and medical services must be part of
any prevention or support program for vulnerableugs. The International Planned Parenthood
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Federation (IPPF) has used mobile health unitsesiomes in the form of canoes and planes, to
reach isolated populations across countries innLAtnherica and the Caribbean, and provide
them with education, supplies and services. Thiatinie resulted in a reduction of total births

and increase in births attended by a trained psajeal.

Mobile health units have also been used to defresr condoms, STI testing and treatment, and
prenatal care to sex workers in Brazil. The cliracs based in red-light districts so that workers
do not have to lose earnings as a result of tinemtspavelling to clinics. In India, an NGO
called SANGRAM (Sampada Grameen Mahila Sanstha ageeer based model to reach out to
sex workers. Peer educators, who are themselvew@doers, undertake a variety of activities
including raising awareness about HIV and AIDS{ribsting condoms, and assisting people in
accessing medical care (UNAIDS 2000). The adequoéegrvices is judged in light of perceived
guality, the way services are organized, and tlelahility of commodities. The inadequacy of
health services was noted for preventive and aitgaiare as well as at the different levels.

Identifying groups that have unmet needs for SRHises can be difficult because there are
often a number of simultaneous factors that prewaadess (Veinot, 2009). Also, targeting
services towards specific groups can be difficeitduse people may not identify themselves as
belonging to these groups. For instance MSM whaaloconsider themselves as being gay or
bisexual are unlikely to respond to HIV/STI sergaesigned for these communities. With this
in mind, Profamilia, an NGO in Columbia, launchediaitiative to increase access to quality
services and information for MSM. It provided selxb@alth services in environments sensitive
to all sexualities, and used a variety of mediprtumote messages including vouchers at clinics,

advertisements in magazines, and websites.

2.5 Conceptual Framework

A conceptual framework is a brief explanation ot thelationships between the variables
identified for study in the statement of the probjeobjectives and research questions. In this
research, the conceptual framework is the conaesergption of the phenomenon under study
accompanied by visual depiction of the variabledenrstudy (Mugenda, 2008). The independent
variables include social stigma, awareness of cehwsive health services, sexual orientation
and distance of HIV/STI comprehensive health cent@hile the dependent variable is

utilization of HIV/STI comprehensive health sengdey sex workers.
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2.7 Summary

Utilization of healthcare services is an importalgterminant of health, and has particular
relevance as a public health and development issleav income countries. It is clear that sex
workers are not ‘universally’ at high risk of becowg infected with HIV, and that the situation
varies widely between regions. However, it is apparent that in many of the countries where
AIDS is taking its heaviest toll, large numberssek workers are being infected with HIV, and
this is a major issue. Improving the situation wétjuire greater efforts by governments, groups,

and individual members of society to help sex wrskét is particularly important that sex
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workers gain access to HIV prevention and treatnpeogrammes. Such programmes not only
save sex workers’ lives; they can also help to steenwider impact that HIV is having on

societies around the world.

2.8 Study Gap

It has been suggested that healthcare should bersally accessible without barriers based on
affordability, physical accessibility, or accepléapiof services. Accordingly, increased use of
health services is a major target in many devetppountries. However, sex work and same sex
relationships are highly stigmatized within Africanciety, and FSWs and men who have sex
with men (MSM) frequently experience discriminativom their families, neighbours and even
the state. This study therefore sought to estalisifactors influencing effective utilization of

HIV/STI comprehensive health services by sex warkemMNairobi, Kenya.
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CHAPTER THREE
RESEARCH METHODOLOGY
3.1 Introduction
This chapter sets out various stages and phasesvéna followed in carrying out the study.
Specifically the following subsections are inclugdegsearch design, target population, sample

design, data collection instruments, data collecfioocedures and finally data analysis.

3.2 Research Design

The research was designed as a cross sectionalptiescstudy. Cross-sectional studies, also
known as surveys, are a useful way to gather irdtion on important health-related aspects of
people's knowledge, attitudes, and practices. Data collected using both quantitative and

gualitative methods including documents review, Sfjoanaire administration to sex workers,

key informant interview and FGD.Since it was a gtod human behavior, research study used
was both qualitative and quantitative.

This study utilized quantitative research methodggloften within the same study which
involves gathering data that describe events aad tinganizes, tabulates, depicts, and describes
the data collection procedures. This research desigs considered appropriate because
variables involved do not involve any manipulatioat to establish the current status of the
phenomena (Borg and Gail, 1983). The design enahkedesearcher to investigate the factors
influencing effective utilization of HIV/STI comphensive health services by sex workers in

Nairobi, Kenya.

3.3 Target Population

The target population was the sex workers operatingairobi’'s CBD, Ngara, Eastleigh and
Industrial Area. The study focused more on theisecand particularly on the Nairobi sex
workers who were mostly brothel based, street amdbased seeking comprehensive health
services in the DISCs located in these areas sireyewere the ones conversant with the factors
influencing effective utilization of HIV/STI comphensive health services by sex workers in
Nairobi Kenya. Some were single parents while athexrd steady sexual partners. There were
over 30,000 sex workers operating in Nairobi anelséhprofessionals are divided into three
categories namely; Category A which consists adestbased sex workers, Category B which

consists of brothel-based sex workers while Catedgbrhas bar-based sex workers. So the
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researcher intended to examine a sample of resptsdeawn from the population of 6,000 sex
workers operating in Nairobi’'s CBD, Ngara, Eastteignd Industrial Area. Mugenda and
Mugenda (1999) explain that the target populatiooutd have some observable characteristics,
to which the researcher intends to generalizedhelts of the study. This definition assumes that

the population is not homogeneous.

Table 3.1: Target Population

Category Target Organization Population Percentage
A Street based sex workers 10,500 35
B Brothel-based sex workers 7,500 25
C Bar-based sex workers 12,000 40
TOTAL 30,000 100

3.4 Sampling Procedure

From the target population of six thousand possielpondents, the researcher purposively
interviewed specific respondents in the drop ivisercentres located in Nairobi's CBD, Ngara,
Eastleigh and Industrial Area. These respondenitgylibe sex workers seeking comprehensive
health services in the drop in service centrestéocan these areas. Purposive sampling
technique produce estimates of overall populatenameters with greater precision and ensures
a more representative sample is derived from divelg homogeneous population. Based on
Krejcie and Morgan’s (1970) table for determiningrgple sizes, for a given population of
30,000, a sample size of 382 respondents wouldppeopriate to adequately represent a cross-

section of the population at 95% confidence level.

Table 3.2: Sample Size

Category Target Organization Population Sample Size Percentge of Sample
A Street based sex workers 10,500 134 35

B Brothel-based sex workers 7,500 96 25

C Bar-based sex workers 12,000 153 40
TOTAL 30,000 382
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3.5 Data Collection Techniques

The study collected both primary and secondary ftatthe purpose of investigating the factors
influencing effective utilization of HIV/STI comphensive health services by sex workers in
Nairobi, Kenya. Primary data was collected usinguastionnaire while secondary data was
obtained from annual reports of the health ingtng. The questionnaire designed in this study
comprised of two sections. The first part was desigto determine fundamental issues including
the demographic characteristics of the respondemite the second part consisted of questions
where the variables were focused.

The questionnaire was designed in line with theedbjes of the study. To enhance quality of
data obtained, Likert type questions were includéereby respondents indicated the extent to
which the variables were practiced on a five pdikerts scale. The structured questions were
used in an effort to conserve time and money a$ ageto facilitate in easier analysis as they
were in immediate usable form; while the unstruatuquestions were used so as to encourage
the respondent to give an in-depth and felt respanithout feeling held back in revealing of any
information. The survey also used focus group disicns for in-depth investigations into the
factors influencing effective utilization of HIV/3Tcomprehensive health services by sex
workers in Nairobi, Kenya. FGDs are considered féactve way of collecting data on people’s
deep feelings and motivations. Further, the meth@dcially oriented and captures real-life data

in a social environment, flexible, has high factdrgy, its speedy results and inexpensive.

3.6 Reliability and Validity

The researcher carried out a pilot study to pretestvalidity and reliability of data collected
using the questionnaire. The researcher selectatbtagroup of 5 individuals from the target
sample of the responding population to test theligland reliability of the research instrument.
The pilot study allowed for pre-testing of the @®f instrument. The clarity of the instrument
items to the respondents is necessary so as tmenhiae instrument’s validity and reliability.
The aim was to correct inconsistencies arising ftam instruments, which ensured that they

measured what was intended.

3.6.1 Validity
Validity indicates the degree to which an instrumereasure what it is supposed to measure.
This will give the accuracy and meaningfulness wfieiences. It is the extent to which
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differences found with a measuring instrument mfteue differences among those being tested.
It also refers to the data that is not only rekalilut also true and accurate. The instruments were
subjected to appraisal and amendment by use ofleitapguage, peers review and experts

(supervisors) whose recommendations were takenpoove the face and content validity.

3.6.2 Reliability

According to Shanghverzy (2003) reliability refdcsthe consistency of measurement and is
frequently assessed using the test—retest retiabilethod. Reliability is increased by including
many similar items on a measure, by testing a devesample of individuals and by using
uniform testing procedures. The research utilized@ronbach’s alpha of 0.70 to check internal
reliability. The higher the alpha, the more relalthe research instrument (Mugendaand
Mugenda, 2003).

The alpha is denoted as:
Alpha = Nr (1+r (N-1))
Where r=the means inter — item correlation
N= number of items in the scale

Finally, the researcher dropped the pre-testedtipmesires physically at the respondents’ place
of work. The researcher left the questionnaire$ whie respondents and picked them up later.
Each questionnaire was coded and only the reseaksteav which person responded. The

coding technique was only used for the purpose athing returned, completed questionnaires

with those delivered to the respondents.

3.7 Ethical considerations

According to Mugenda (2003) ethical issues aregurem any kind of research. This is because
the research process creates tension betweenrtisecdiresearch to make generalizations for
good of others and rights of participants to mamgaivacy. Ethics therefore pertain doing good
and avoiding harm (Herroelen, 2008). For the puepas this study, permission to carry out the
study was sought from MARPs Technical Working Gr¢lyy/G) under National STI and AIDS
Control Programme (NASCOP). The researcher alsoredsconfidentiality to the respondents
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and affirmed that the study is made for purposesa@fomplishing academic goals. The

researcher also acknowledged all sources of infoom&om other scholars.

3.8 Data Analysis

Before processing the responses, the completediouesires were edited for completeness and
consistency. The data was then coded to enablaeg$gonses to be grouped into various
categories. Data collected was both quantitative gumlitative. As such quantitative data was
analyzed by descriptive analysis techniques whila@itative data was analyzed through content
analysis. The descriptive statistical tools suclBSS helped the researcher to describe the data
and determine the extent used. The findings wessgmted using tables and charts, percentages,
means and other central tendencies. Tables wem tegsesummarize responses for further
analysis and facilitate comparison. For this stutlg, researcher was interested in investigating
the factors influencing effective utilization of YWISTI comprehensive health services by sex
workers in Nairobi, Kenya. This generated quantieateports through tabulations, percentages,

and measure of central tendency.

3.9 Operational Definition of Variables

Operational definition of variables involves opeéraglly defining a concept to render it
measurable. It is done by looking at the behavibthe dimensions, indicators, properties
denoted by concepts translated into observablareakurable elements to develop an index of
the concepts. Measures can be objective or supgecti
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Table 3.3: Operational Definition of Variables

Research Objective Variable Indicators of the Varidbles Data Collection Methods Measurement scale Level of
Analysis
To investigate  the  factorsDependent Variable Questionnaire Ordinal/Interval Descriptive
influencing effective utilization of Utilization of HIV/STI > Utilization of services
HIV/STI  comprehensive healthcomprehensive health Timeliness of services provided
services by sex workers services by sex workers >Ac_ce35|bl_e and_ affordab_le .
> Client satisfaction and friendliness
of the service
> Prompt utilization of services by
sex workers
> Private and confidential
To investigate the extent to whichindependent Variable Questionnaire Ordinal/ Interval Descriptive
social stigma influences effectiveSocial stigma » Privacy and confidentiality of
utilization of HIV/STI services provided
comprehensive health services by > Self eff_lcacy to increase uptake
of service
sex workers > Attitude of the service providers
To explore the relationship betweetnndependent Variable Questionnaire Ordinal/ Interval Descriptive
awareness of  comprehensivé\wareness of Knowledge of available health
HIV/STI services and utilization of comprehensive ~ HIV/ST| Services for SWs
service by sex workers services g Servpe quality prowdgd for SWs
> Effective communication of
available services
> Relevance of services to SWs
To assess the type of sex work anthdependent Variable > Accessibility of services Questionnaire Ordinal/ Interval Descriptive
how it affects effective utilization of Type of sex work > Nature of risk versus uptake of
HIV/STI  comprehensive health service
services by sex workers
To establish the relationshipindependent Variable > Motivation to seek services Questionnaire Ordinal/ Interval Descriptive

between distance of HIV/STIDistance of HIV/STI> Reputation of services provided

comprehensive health centers ancbmprehensive
utilization of health services by sexcenters
workers

healthAccessibility and affordability of

services

30



3.10 Summary

Research methodology is the framework underlying shrategy of a research. This chapter
highlighted the various steps and approaches tbed wsed in carrying out the study. This was
the methodology upon which this study was built Aa.such the researcher discusses research
design, target population, sample design, datactdin instruments, data collection procedures

and finally data analysis.
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CHAPTER FOUR
DATA PRESENTATION, ANALYSIS AND INTERPRETATION

4.1 Introduction

The purpose of this research was to investigatefaters influencing effective utilization of
HIV/STI comprehensive health services by sex warlerNairobi, Kenya. This chapter focuses
on data analysis, interpretation and presentatitaving identified the problem of study in
chapter one, reviewed existing literature and shgeys of knowledge in chapter two, chapter
three explained the methods that the study usedllect data. This chapter presents analysis and
findings of the study as set out in the researcthaumlogy. The results are presented on the
extent to which social stigma, awareness of comgreive HIV/STI services, type of sex work
and distance of HIV/STI comprehensive health cengédfects utilization of health services by
sex workers in Nairobi Kenya. The data was gathdreth questionnaire as the research
instrument. The questionnaire was designed inwiik the objectives of the study. The study
employed various statistical tools for extractinfprmation on the factors influencing effective

utilization of HIV/STI comprehensive health sengdegy sex workers in Nairobi.

4.2 Background Information

This section concerns itself with outlining the kgiound information on response rate realized
from the study. The study targeted sex workers whoe mostly brothel based, street and bar
based seeking comprehensive health services IDKBEs located in Nairobi's CBD, Ngara,
Eastleigh and Industrial Area. As such the othemts presented in this section include gender
distribution of the respondents, age brackets, ttergf engaging into sex worker, highest
academic qualification, average number of casuaehtd served per day, presence of regular
partner(s) (boyfriend, husband or lover) and whethey use a condom during sex with their

clients.

4.2.1 Response Rate
The study targeted brothel based, street and lsmdlbsex workers operating in Nairobi's CBD,

Ngara, Eastleigh and Industrial Area seeking cohmamsive health services in the DISCs located
in these areas. From this population a sample Bfr88pondents was selected in collecting data
with regard to factors influencing effective utdizon of HIV/STI comprehensive health services

by sex workers in Nairobi, Kenya.
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Table 4.4: Response Rate

Response Frequency Percentage
Responded 323 84.6
Not responded 59 15.4
Total 382 100.0

From the study, 232 out of 382sample respondefiesd fin and returned the questionnaire
contributing to 84.6%. This commendable responge ¢an be attributed to the data collection
procedure, where the researcher personally admiatt questionnaires and waited for
respondents to fill in, kept reminding the respontdeto fill in the questionnaires through
frequent phone calls and picked the questionnaines fully filled. This response rate was good
and representative and conforms to Mugenda and Mlagé1999) stipulation that a response
rate of 50% is adequate for analysis and reporangte of 60% is good and a response rate of
70% and over is excellent. The questionnaires weae not returned were due to reasons like,
the respondents were not available to fill thenatirthat time and with persistence follow-ups
there were no positive responses from them. Theorese rate demonstrates a willingness of the

respondents to participate in the study.

4.2.2 Distribution of the Respondents by Gender
In this study the respondents sampled were expettiedomprise both male and female

respondents. As such, the study required the relgmds to indicate their gender by ticking on
the spaces provided in the questionnaire. TablesHoivs the distribution of the respondents by
gender.

Table 4.5: Gender of the Respondents

Gender Frequency Percentage
Male 109 33.9
Female 214 66.1
Total 323 100.0

From the study, female respondents were more thale sex workers at 66.1% and 33.9%
respectively. This shows that the sex work protessias both male and female members. This
means that the views expressed in this study ardegesensitive and hence are representative of
all. The results are further displayed in figure 4.
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4.2.3 Age Bracket of the Respondents
Sex work profession draws people from different ggrips. Accordingly, HIV/STIs prevalence

is equally common across all age groups and thes dffectiveness of utilization of
comprehensive health services may vary among gngsgroups. In order to avoid biasness, this
study thus had to investigate the composition ef tespondent in terms of age brackets to
understand the factors influencing effective udiian of HIV/STI comprehensive health

services by sex workers in Nairobi, Kenya. Theifigd are presented in table 4.3.

Table 4.6: Age Bracket of the Respondents

Age Bracket Frequency Percentage
15-19 Years 3 1

20 - 24 years 94 29

25 — 29 years 136 42

30 — 34 years 78 24
35— 39 years 10 3

40 years and above 3 1
Total 323 100

From the study, 42% of the respondents indicatad ttiey were aged between 25 — 29 years,
29% of them were ranging between 20 - 24 years, 8fi%hem indicated that their ages fell
between 30 — 34 years, another proportion of theowas by 3% indicated that they were aged
between 35 — 39 years, while 1% of them indicated their ages were between 15 - 19 years
and 40 years and above in each case. These findnegan indication that the commercial sex
profession draws people of different ages who aostmat risk of transmitting HIV/STIs and

hence are deemed to be frequent users of the cbhenmiee health service.

4.2.4 Length of Active involvement in Commercial SeWork
The length of service/working in a given occupatii@termines the extent to which one is aware

of the issues sought by the study. The study thexefought to establish the length of time that
the respondents had been working in the sex warskepsion. The results on this question are

presented in Table 4.4.
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Table 4.7: Length of Active involvement in Commeral Sex Work

Length in Years Frequency Percentage
1-5yrs 126 39

6-10 yrs 149 46
10to 15 39 12
Over 15 yrs 10 3
Total 323 100

Majority of the respondents (representing 46% efghoportion) enormously reiterated that they
have been involving in commercial sex work for aquof 6-10 yrs, 39% of them indicated that
they have been engaging into sex work for a pesiott5 yrs, another proportion (12%) of the
respondents indicated that they have been engagimgex work for a period of 10 to 15 years
while only 3% of the respondents indicated thatythave been engaging in sex work for a
period of over 15 years. These results show thgbnha respondents had enough work
experience in the profession. The respondents anvecsant with the factors influencing
effective utilization of HIV/STI comprehensive htalservices by sex workers in Nairobi,

Kenya.

4.2.5 Highest Academic Qualification
The commercial sex work draws people with in défdr academic qualifications. This

difference might contribute to differences in thdization of HIV/STI comprehensive health
services and hence the responses given by thendspis. The study therefore sought to

establish the highest academic qualificationsrathby the respondents.

Table 4.8: Level of Education

Level of Education Frequency Percent
Certificate (KCPE, KCSE) 65 20
Diploma 71 22
Bachelor’'s degree 178 55
Post graduate 6 2
Others 3 1
Total 323 100
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From the study, an overwhelming majority (55%) lbé trespondents indicated that they had
acquired a Bachelor’s or undergraduate degree$ ¢évadlucation, 22% of the respondents had
acquired college diplomas, 20% of them indicateat they had college certificates, 2% of the
respondents were postgraduate degree holders, amliyfel% of the respondents indicated that
they had other academic qualifications such asepsibnal courses like CPA as well as no

formal education at all.

4.2.6 Number of Casual Clients Served
The study also sought to establish the average auailtasual clients served by the respondents

per day. This was in an effort to establish howyiihe respondents are in their profession which
could be a determinant of the level of exposuréheorisk of HIV/STIs hence the need to seek

comprehensive health services.

Table 4.9: Average Number of Casual Clients Serveoly the Respondents Per Day

Number of Clients Frequency Percent
Less than 4 clients 52 16
4-6 clients 107 33
7- 9 clients 145 45
10-12 clients 13 4
Over 12 clients 6 2
Total 323 100

According to the results depicted in Table 4.6, 48Rthe respondents unanimously reiterated
that they usually serve between 7 and 9 clientslpgr 33% of them indicated 4 to 6 clients per
day, 16% of the respondents serve less than 4tslpar day, 4% of the respondents indicate 10
to 12 clients while a small proportion of the resgents (2%) indicated that they usually serve
more than 12 clients per day. This implies thatgbpulation involved in the study is actively
involved in the sex work and their exposure to fils& is high since majority of them serve a
large number of clients. Therefore the opinionsegiwould serve as a representative of the
situation of commercial sex workers and the varidastors that influence their effective

utilization of HIV/STI comprehensive health sensce
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4.2.7 Regular Sex Partner(s)
The respondents were also required to indicate hvenethey have regular partner(s) (like

boyfriend, spouse or lover). The results are asveho Table 4.7.

Table 4.10: Whether the Respondents have Regular SPartner(s)

Response Frequency Percent
Yes 233 72

No 90 28
Total 323 100

From the study, 72% of the respondents reiterated they have regular partner(s) (like
boyfriend, spouse or lover) as compared to 28%ho$e¢ who indicated that they do not have
regular partner(s) (like boyfriend, spouse or IQver

4.2.8 Use of Condom during Sex with the Clients
The study further required the respondents to atdigvhether they use condom during sex with

their clients. The results are as depicted in tdt8e

Table 4.11: Use of Condom during Sex with the Cliga

Response Frequency Percent
Yes 300 93

No 23 7
Total 323 100

According to the results of the study, an overwhegmmajority (93%) of the respondents
reiterated that they always use condom during siix their clients, while only 7% of them
indicated that they do not condom during sex witirt clients. This is a clear indication that
most of the respondents are aware of the riskdvuedain this profession as concerns HIV and
STIs and thus they take the step of using condomnasof the ways of preventing HIV and
STls.

4.3 Utilization of HIV/STI Comprehensive Health Sewices by Sex Workers
The main focus of this study is to highlight fastathat influence utilization of HIV/STI

combination prevention services at facilities ssid@ to address sex workers health needs.
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Accordingly the general objective of this study ws investigate the factors influencing
effective utilization of HIV/STI comprehensive hdalservices by sex workers in Nairobi,
Kenya. With this regard the respondents were reduio indicate how often they visit HIV/STI

comprehensive center for medical services relateldir sex work.

Table 4.12: Regularity of Visiting HIV/STI Comprehensive Center for Medical Services

Regularity Frequency Percent
Never 3 1
Rarely 42 13
Occasionally 187 58
Often 81 25
Always 10 3
Total 323 100

Majority of the respondents (shown by 58%) unanigipuecapped that they occasionally visit
HIV/STI comprehensive center for medical servicekated to their sex work, 25% of the
respondents often visit HIV/STI comprehensive cefde medical services related to their sex
work, 13% of them rarely visit HIV/STI comprehensicenter for medical services related to
their sex work, 3% indicated that they always Vvi$iY//STI comprehensive center for medical
services related to their sex work, while only 1#ihe respondents indicated that they never

visit HIV/STI comprehensive center for medical seeg related to their sex work.

The respondents were also required to rate thertapee of the various kind of health facilities

they use for issues related to STIs, HIV/AIDS atiteo reproductive health issues.

Table 4.13: Health Facilities Used for Issues Relkadl to STls, HIV/AIDS

Health facilities Frequency Percent
Public Health Facility (Government) 13 4
Private Health Facility 74 23
Drop in Service Center (DISCs) run by NGOs 236 73
Total 323 100
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From the study, majority of the respondents indidathat their most preferred health facility
were Drop in Service Centers (DISCs) run by NGOfmédgated by 73% of them, 23% of the
respondents preferred private health facility, ehoinly 4% of them preferred Public Health
Facility (Government health facilities).

On the reasons of their choice of most preferreglthdacilities, majority of the respondents
indicated that confidentiality, privacy and nondatimination by staff were the main reasons for
their choice of most preferred health facilitied)i others indicated that affordability, distance
(proximity) and effective communication were the imaeasons for their choice of most
preferred health facilities.

On the kind of assistance sought from the mosteprefl health centers, majority of the
respondents rated that they sought access to era@é condoms, lubricants, HIV testing and
counseling, STI treatment, family planning methaalsst abortal care (PAC), ART/CCC from
the private health facilities and DISCs (NGO), whihale/female condoms, HIV Testing and

Counseling, STI treatment and family planning mdthavere sought from the government
health facilities.

4.4 Social Stigma

In order for the study to achieve its main objeetilie first specific objective of the study was to
investigate the extent to which social stigma ieflces effective utilization of HIV/STI
comprehensive health services by sex workers. inrdgard the respondents were required to
rate the extent to which various people influenbteirt effective utilization of HIV/STI
comprehensive health care services.

Table 4.14:Extent to which People influence Utilizgon of Comprehensive Services

Individuals -

: 28 g% frpzf s

zZ Jo 2w O0Oov >0 =2 n
Family Members 188 104 354 354 333 3.2972 @261
Friends/Peers 0 125 188 438 25 3.6828 1.2500

Authorities (Police, City council 0 8.3 62.5 25 4.2 3.2500 .67566
askaris)

Health Care providers 2.3 27.1 6.8 414 226 3.548917722
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From the study, majority of the respondents inéidahat friends/peers influence their effective
utilization of HIV/STI comprehensive health carevéees to a great extent as shown by a mean
score of 3.6828 and that health care providersiémite their effective utilization of HIV/STI
comprehensive health care services to a greattexseshown by a mean score of 3.5489, while
family members influence their effective utilizatioof HIV/STI comprehensive health care
services to a moderate extent as shown by a meaa et 3.2972 and authorities (police, city
council askarig influence their effective utilization of HIV/STtomprehensive health care

services to a moderate extent as shown by a meaa st3.2500.

The study further sought to establish the extemthich being a sex worker affect their ability to

access assistance on HIV/AIDS Prevention. Tabl2 dhbws the results.

Table 4.15: Extent to which being a Sex Worker affes Access to HIV/AIDS Prevention

Category Frequency Percent
To a very great extent 19 6
Great extent 68 21
Moderate extent 149 46
Little extent 78 24
No extent 10 3
Total 323 100

From the study, 46% of the respondents rated thathabeing a sex worker affect their ability to
access assistance on HIV/AIDS Prevention to a nadelexxtent, 24% of them indicated to a
little extent, 21% of them indicated to a greateext another 6% of the respondents indicated to
a very great extent, while 3% of the respondertedrehat which being a sex worker affect their
ability to access assistance on HIV/AIDS Preverntiono extent. These results are further

displayed in figure 5.

The study also required the respondents to ratgaheus factors that mainly affect their ability
to access HIV/STI comprehensive health serviceBleT4 13 shows the results.
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Table 4.16: Factors that affect Ability to Access W//STI Comprehensive Health Services

Factor Frequency Percent
Lack of confidence due to nature of work 39 12
Fear of exposure to the public as a sex worker 187 58
Negative attitudes held by healthcare providers 97 30
Total 323 100

Majority of the respondents, shown by 58% of thpipation interviewed, indicated that fear of
exposure to the public as a sex worker is the faittat mainly affect their ability to access
HIV/STI comprehensive health services, 30% of thedicated that negative attitudes held by
healthcare providers is the factor that mainly cffeheir ability to access HIV/STI

comprehensive health services, while 12% of thpaedents indicated that lack of confidence

due to nature of work affect their ability to aceéHV/STI comprehensive health services.

4.5 Awareness of Comprehensive HIV/STI Services

The second objective of the study was to explore rblationship between awareness of
comprehensive HIV/STI services and utilization arwce by sex workers. As such the
respondents were required to rate the level of emems of availability of comprehensive

HIV/STI services for sex workers in Nairobi.

Table 4.17: Level of Awareness of Availability of @mprehensive Services for Sex Workers

Level of Awareness Frequency Percent
None (They don’t know at all) 39 12
Very little awareness 110 34
Moderate awareness 155 48
High awareness 19 6
Total 323 100

According to the study, 48% of the respondentscaueid that there is a moderate level of
awareness of availability of comprehensive HIV/Sg&ivices for sex workers in Nairobi, 34% of
them rated the level to be very little, 12% of tespondents rated that the sex workers don’t

know at all the availability of comprehensive HI\ISservices for sex workers in Nairobi, while
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6% of them indicated that there is a high levehwhreness on the availability of comprehensive

HIV/STI services for sex workers in Nairobi.

The study also sought to establish the extent taclwitheir awareness of comprehensive

HIV/STI services affects their utilization of serel The results are as depicted in table 4.15.

Table 4.18: Extent to which Level of Awareness Affgs their Utilization of Service

Extent Frequency Percent
To a very great extent 3 1
To a great extent 194 60
To a moderate extent 58 18
To a little extent 68 21
Total 323 100

From the study, 60% of the respondents indicated their awareness of comprehensive
HIV/STI services affects their utilization of serei to a great extent, 21% of the respondents
indicated that their awareness of comprehensive/$llY services affects their utilization of
serviceto a little extent, 18% of the respondenticated to a moderate extent, while 1% of the
respondents indicated that their awareness of caimepsive HIV/STI services affects their

utilization of service to a very great extent.

The study sought to establish the respondents! lelvagreement with the statement that the
widening awareness and commitment of governmentgrd, and NGOs to fight the HIV/AIDS

has created an opportunity to overcome barrietskdep vulnerable groups isolated.

Table 4.19: Commitment of Various Stakeholders Ha®vercome Barriers

Agreement Frequency Percent
Strongly agree 6 2
Agree 165 51
Neutral 130 40.2
Disagree 22 6.9
Total 323 100
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From the study, 51% of the respondents agreedhbawvidening awareness and commitment of
governments, donors, and NGOs to fight the HIV/AIR$ created an opportunity to overcome
barriers that keep vulnerable groups isolated, %40d the respondents were neutral that the
widening awareness and commitment of governmentgrd, and NGOs to fight the HIV/AIDS

has created an opportunity to overcome barrietskéngp vulnerable groups isolated, 6.9% of the
respondents disagreed that the widening awaremess@mmitment of governments, donors,
and NGOs to fight the HIV/AIDS has created an opytty to overcome barriers that keep
vulnerable groups isolated, while 2.0% of the resiemts strongly agreed that the widening
awareness and commitment of governments, donods,NgBOs to fight the HIV/AIDS has

created an opportunity to overcome barriers thapkeilnerable groups isolated.

The respondents were required to indicate the wartdl\VV/STI services they are aware of that

target sex workers. Table 4.7 shows the results.

Table 4.20: Respondents Awareness of Various HIV/3Bervices that Target Sex Workers

Services Frequency Percent
HIV counseling and testing 252 78
Correct and consistent Condom use 216 67
ARV/CCC/PEP 268 83
Hygiene (lubricators and douching) 174 54
Post Abortal Care (PAC) 145 45
STI Treatment 284 88
FP Methods 258 80

From the study, 83% of the respondents indicatatl ttiey were aware of ARV/CCC/PEP that
target sex workers, 67% indicated correct and stersi condom use, 80% of the respondents
indicated family planning methods, 78% of them wanere that there are HIV counseling and
testing that target sex workers, 54% of the respotsdwere aware that there exist hygiene
(lubricators and douching), 45% indicated awaremégsost abortal care (PAC),while 88% of

the respondents indicated that they were award bT &atment that target sex workers.

4.6 Type of Sex Work
The third objective of the study was to asseskdftype of sex work affects effective utilization

of HIV/STI comprehensive health services by sexke&m. Accordingly the respondents were
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required to indicate the extent to which the typsex work affects their utilization of HIV/STI
comprehensive health services.

Table 4.21: Extent to which Type of Sex Work affeat Utilization of HIV/STI Services
Type of Sex Work

+ (D)
= o >
< ] 9 < f_U
2 ) c_ 9 = >
¢ ¢ 85® ;5§ 3
> 5 =55 235 = &
Brothel Based 125 125 188 188 37.5 3.3750 1.204
Street Based 6.3 18.8 25 43.8 6.3 2.7500 1.1254
Bar Based 104 29.2 6.3 396 14.6 3.1870 1.2990

Majority of the respondents indicated that bar Hasex work affects their utilization of HIV/STI
comprehensive health services to a moderate easesttiown by a mean score of 3.1870, brothel
based sex work affects their utilization of HIV/Sddmprehensive health services to a moderate
extent as shown by a mean score of 3.3750 and simsed sex work affects their utilization of

HIV/STI comprehensive health services to a modeeattent as shown by a mean score of
2.7500.

The respondents were further requested to indibatextent to which the type of sex work puts
one at higher risk of HIV/STI infection. Table 4.3§8ows the results.
Table 4.229: Extent to which Type of Sex Work Put®ne at Risk of HIV/STI Infection

Type of Sex work

No extent
Little extent
Moderate
Fxtent
Great extent
Very great
Mean

Std. Dev.

<
g
=
a
Brothel Based 271 375 6.3 146 146 3.7701 1.1842

Street Based 2.1 16.7 104 604 8.3 3.6252 1.0026
Bar Based 23 271 6.8 414 226  3.5489 1.17722

Majority of the respondents indicated that brothated sex work puts one at higher risk of
HIV/STI infection to a great extent as shown by @am score of 3.7701, street based sex work

puts one at higher risk of HIV/STI infection to eegt extent as shown by a mean score of 3.6252
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and bar based sex work puts one at higher risklgf3T| infection to a great extent as shown
by a mean score of 3.5489.

The study also sought to establish the extent tlwthe respondents access information or

services from HIV/STI comprehensive health cargersn

Table 4.230: Extent of Accessing Information from HV/STI Comprehensive Centers

Type of sex work

s 8. _ & i

; 28gg8spzg s

zZ J o =2 wWwo0o o> 0 =2 n
Brothel Based 2.3 27.1 6.8 41.4 22.6 3.5489 1.17722
Street Based 4.2 16.7 375 375 4.2 3.2083 93153
Bar Based 6.3 125 188 31.3 313 3.6875 1.2500

From the study, majority of the respondents indidathat bar based access information or
services from HIV/STI comprehensive health cardemnto a great extent as shown by a mean
score of 3.6875 as well as brothel based as shgvenrbean score of 3.5489, while street based
access information or services from HIV/STI comgmsdive health care centers to a moderate
extent as shown by a mean score of 3.2083.

4.7 Distance of HIV/STI Comprehensive Health Centex

Distance of HIV/STI comprehensive health centefeca$ the utilization of health services by

sex workers. As such the fourth objective of thedgtwas to establish the relationship between
distance of HIV/STI comprehensive health centerd atilization of health services by sex

workers. In this regard the respondents were reduio rate the distance of the nearest

comprehensive health center where health servare®e sought by sex workers.
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Table 4.241: Distance of Nearest Comprehensive Centwhere Health Services are Sought

Proximity of the comprehensive health center Frequecy Percent
Just next door 10 3
Fairy near (A few minutes’ walk) 81 25
Average distance (A distance that | can walk) 178 5 5
Far from here (Far but possible to walk or takehicle) 39 12
Very far (I can no walk but | only take a vehicle) 16 5
Total 323 100

From the study, an overwhelming majority (55%) ld respondents reiterated that the distance
of the nearest comprehensive health center whedéhreervices can be sought by sex workers is
average distance (a distance where one can wdkp, & them indicated the comprehensive
health center where health services can be soygkéh workers is fairy near (a few minutes’
walk), 12% of the respondents recapped that thepoeimensive health center where health
services can be sought by sex workers is far ®ianice possible to walk or take a vehicle, 5%
of them indicated that the comprehensive healtheces very far where one can’'t walk but only
take a vehicle, while 3% of them indicated that thenprehensive health center where health

services can be sought by sex workers is just cheoat.

The study further sought to ascertain the extenwibich distance of comprehensive health

centers influences the respondents’ utilizatiohedlth services. Table 4.22 shows the results.

Table 4.252: Extent to which Distance of Centers fluence Utilization of Services

Extent Frequency Percent
To a very great extent 47 14.7
To a great extent 184 56.9
To a moderate extent 92 28.4
Total 323 100.0

From the findings, 56.9% of the respondents inddahat distance of comprehensive health
centers influences the utilization of health sexgito a great extent, 28.4% of the respondents
indicated that that distance of comprehensive headnters influences the utilization of health
services to a moderate extent, while 14.7% of tepondents indicated that distance of
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comprehensive health centers influences the uiibzaof health services to a very great extent.
On whether there are mobile health facilities whilting services directly for sex workers to
access their health services, all the respondemasinnously reiterated that indeed there are
mobile health facilities which bring services ditgdor you to access their health services.

The respondents were required to indicate the exenhich various aspects affect the ability to
utilize the comprehensive health services in trerest comprehensive health center.

Table 4.263: Aspects that affect the Ability to Utize Comprehensive Health Services

Health services = 1<

= GCJ () 40-'3 ES' .

g ¥ ®.98 £ 3

s 2 858 2B E 3

z 5 =406 23 = %
Availability of health facilites O 0 542 417 4.2 3.5000 0.5897
(Laboratories, drugs, condoms)
The way services are organized 0 83 625 25 4.22508 0.6756
Perceived quality 0 16.7 542 29.2 0 3.1250 0.6796

HIV/STI services designed for sex2.3 27.1 6.8 414 226 35489 1.1772
workers

According to Table 4.23, majority of the respondergicapped that HIV/STI services designed
for sex workers affects the ability to utilize themprehensive health services in the nearest
comprehensive health center to a great extent @srshy a mean score of 3.5489 as well as
availability of health facilities (laboratories,utys, condoms) shown by a mean score of 3.5000,
while the way services are organized and percetyaality affects the ability to utilize the
comprehensive health services in the nearest cdrapse/e health center to great extents as
shown by means score of 3.2500 and 3.1250.

4.8 Correlation Analysis on Factors Influencing Utiization of Comprehensive Services

To quantify the strength of the relationship betweke variables, the researcher used Karl
Pearson’s coefficient of correlation. The researchsed the Karl Pearson’s coefficient of
correlation (r) to study the correlation betwees $tudy variables and the findings as in the table
4.24 below.
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Table 4.274: Coefficient of Correlation of Factorsaffecting Use of Comprehensive Services

=

(O] Qo o ()
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Utilization of HIV/STI 1 -159 | .129 294 -.483

comprehensive health services

Sig. (p-Values) .365 435 .063 .103

Social stigma -.159 1 .097 .362 461

Sig. (p-Values) .365 461 .004 0.097

Awareness of comprehensive 129 .097 1 213 213

HIV/STI services

Sig. (p-Values) 435 461 102 .102

Type of sex work 294 .362 213 1 123

Sig. (p-Values) .063 .004 .102 335

Distance of HIV/STI comprehensive | -.483 461 213 335 1

health centers

Sig. (p-Values) .103 0.097 | .102 .009

From the findings, there was a positive correlatibetween utilization of HIV/STI
comprehensive health services and distance of HIMéBmprehensive health centers as shown
by a correlation figure of 0.483, it was also cld@at there was a negative correlation between
the utilization of HIV/STI comprehensive health\sees and type of sex work with a correlation
figure of 0.294, it was also clear that there wias a positive correlation between social stigma
and utilization of HIV/STI comprehensive healthwsees with a correlation value of 0.159 and a
positive correlation between utilization of HIV/ST¢omprehensive health services and
awareness of comprehensive HIV/STI services witlalae of 0.129. This shows that there was
positive correlation between utilization of HIV/STéomprehensive health services and
awareness of comprehensive HIV/STI services and ofsex work, while there was a negative
correlation between utilization of HIV/STI compreiseve health services and social stigma and

distance of HIV/STI comprehensive health centers.
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CHAPTER FIVE
SUMMARY OF THE FINDINGS, DISCUSSIONS, CONCLUSION AND
RECOMMENDATIONS

5.1 Introduction

This is the final chapter in this study which givee summary of the findings, the discussion,
conclusions, recommendations of the study basetth@wbjective of the study and suggestions
for further research. It comes after identifyinge tbackground, problem at hand and the
objectives in chapter one, literature review wasedn chapter two, chapter three set out the
methodology that the study used to collect datacagbter four analyzed the data obtained from
the study. The chapter finally presents the suggestor further studies.

5.2 Summary of the Findings

The summary of findings provides highlights of witee study sought to investigate; the extent
to which social stigma influences effective utitiva of HIV/STI comprehensive health services

by sex workers; to explore the relationship betwesrareness of comprehensive HIV/STI

services and utilization of service by sex workeysassess type of sex work and how it affects
effective utilization of HIV/STI comprehensive h#akervices by sex workers and to establish
the relationship between distance of HIV/STI corhpresive health centers and utilization of

health services by sex workers.

5.2.1 Background Information

This study found that majority of the respondeméesagtively involved in the sex work and their
exposure to the risk is high since majority of thegrve a large number of clients and 72% of the
respondents indicated that they have regular pgsihéike boyfriend, spouse or lover). In
addition, 93%) of the respondents indicated thay thlways use condom during sex with their
clients and 58% of them indicated that they ocaely visit HIV/STI comprehensive center for
medical services related to their sex work; 73%hem indicated that their most preferred health
facility were Drop in Service Centers (DISCs) runNGOs, 23% of the respondents preferred
private health facility, while only 4% of them peefed Public Health Facility (Government

health facilities).
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5.2.2 Social Stigma

With regard to social stigma, the study found tihat situation of being a sex worker affect the
ability to access assistance on HIV/AIDS Preventma moderate extent as indicated by 46% of
the respondents. The study further found that dségpeers and health care providers influence
their effective utilization of HIV/STI comprehensivhealth care services to a great extent as
shown by a mean score of 3.6828 and 3.5489 respbgtifamily members influence their
effective utilization of HIV/STI comprehensive htemlcare services to a moderate extent as
shown by a mean score of 3.2972 and authoritiebc§aity council askaris) influence their
effective utilization of HIV/STI comprehensive htemlcare services to a moderate extent as
shown by a mean score of 3.2500. In addition, 58%he respondents indicated that fear of
exposure to the public as a sex worker is the faittat mainly affect their ability to access
HIV/ISTI comprehensive health services, 30% of thedicated that negative attitudes held by
healthcare providers is the factor that mainly cffeheir ability to access HIV/STI
comprehensive health services, while 12% of thpaedents indicated that lack of confidence

due to nature of work affect their ability to aceéHV/STI comprehensive health services.

5.2.3 Awareness of comprehensive HIV/STI services

The study also found that awareness of comprehem#iV/STI services affects their utilization
of service to a great extent as indicated by 60%efrespondents. There is a moderate level of
awareness of availability of comprehensive HIV/SSdrvices for sex workers in Nairobi
according to 48% of the respondents. 51% of thgomdents agreed that the widening
awareness and commitment of governments, donods,NgBOs to fight the HIV/AIDS has
created an opportunity to overcome barriers thajpkeulnerable groups isolated, 83% of the
respondents indicated that they were aware of ARNI(PEP that target sex workers, 67%
indicated correct and consistent condom use, 80%eofespondents indicated family planning
methods, 78% of them were aware that there are ¢tivhseling and testing that target sex
workers, 54% of the respondents were aware that #iwast hygiene (lubricators and douching),
45% indicated awareness of post abortal care (R&WE 88% of the respondents indicated that

they were aware of STI Treatment that target seskevrs.
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5.2.4 Type of Sex Work

On type of sex work the study established thatiaesed sex work, brothel based sex work and
street based sex work affects their utilizationHi¥//STI comprehensive health services to
moderate extents as shown by mean score of 3.B8¥T50 and 2.7500 respectively. In addition,
majority of the respondents indicated that broth&$ed sex work puts one at higher risk of
HIV/STI infection to a great extent as shown by @am score of 3.7701, street based sex work
puts one at higher risk of HIV/STI infection to eegt extent as shown by a mean score of 3.6252
and bar based sex work puts one at higher risklIgf$T| infection to a great extent as shown
by a mean score of 3.5489. Majority of the respotgléndicated that bar based sex workers
access information or services from HIV/STI compmetive health care centers to a great extent
as shown by a mean score of 3.6875 as well asdrbdsed as shown by a mean score of
3.5489, while street based access information nticges from HIV/STI comprehensive health

care centers to a moderate extent as shown by ia steee of 3.2083.

5.2.5 Distance of HIV/STI Comprehensive Health Cdres

The study finally found that the distance of thamest comprehensive health center where health
services can be sought by sex workers is averaggande (a distance where one can walk) as
indicated by 55% of the respondents. Distance afprehensive health centers influences the
utilization of health services to a great extertoading to 56.9% of the respondents. HIV/STI
services designed for sex workers affects thetglidi utilize the comprehensive health services
in the nearest comprehensive health center toat grtent as shown by a mean score of 3.5489
as well as availability of health facilities (laladories, drugs, condoms) shown by a mean score
of 3.5000, while the way services are organizederdeived quality affects the ability to utilize
the comprehensive health services in the nearespr@ahensive health center to great extents as

shown by means score of 3.2500 and 3.1250.

From the correlation analysis, there was positiveretation between utilization of HIV/STI
comprehensive health services and awareness ofrebemnsive HIV/STI services and type of
sex work, while there was a negative correlationvben utilization of HIV/STI comprehensive

health services and social stigma and distancd\&fST1 comprehensive health centers.
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5.3 Conclusion

The study concludes that sex workers are awarénefrisks involved in this profession as
concerns HIV and STIs and thus they take the stepsmg condom as one of the ways of
preventing HIV and STIs. It was ascertained thatfidentiality, privacy, non-discrimination by
staff, affordability, distance (proximity) and eftere communication are the main reasons for
their choice of most preferred health facilitiesurther, access to male/female condoms,
lubricants, HIV testing and counseling, STI treattmdamily planning methods, post abortal
care (PAC), ART/CCC from the private health famkt and DISCs (NGO) are the kinds of
assistance sought from the most preferred healthexe while from the government health
facilities male/female condoms, HIV Testing and @seling, STI treatment and family planning

methods are sought.

On social stigma, the study also concludes thatsttuation of being a sex worker affect the
ability to access assistance on HIV/AIDS Preventidhe various factors that influence the
effective utilization of HIV/STI comprehensive htratare services include friends/peers, health
care providers, family members and authoritiesi€eolcity council askaris). The study made it
clear that fear of exposure to the public as avwgerker is the factor that mainly affects their
ability to access HIV/STI comprehensive health mes. Other factors include negative attitudes

held by healthcare providers and lack of confideshoe to nature of work.

The study also concludes that awareness of commsetee HIV/STI services affects their
utilization of service. There is a low level of aemess of availability of comprehensive
HIV/STI services for sex workers in Nairobi. Frometfindings it is clear that the widening
awareness and commitment of governments, donods,NgpOs to fight the HIV/AIDS has
created an opportunity to overcome barriers thapkeulnerable groups isolated. The study
deduces that sex workers are aware of ARV/CCC/RtaP target sex workers, correct and
consistent condom use, family planning methodsilahiity of HIV counseling and testing that
target sex workers, existence of hygiene (lubrisatmd douching), 45% indicated awareness of
post abortal care (PAC) and aware of STI Treatrtiatttarget sex workers.

The study also deduces that type of sex work affetdization of HIV/STI comprehensive
health services among sex workers. On this, baedoasx work, brothel based sex work and

street based sex work have an influence. Brothsédaex work puts one at higher risk of
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HIV/STI infection as compared to street based amdbdased sex work. The study ascertained
that bar based sex workers are better placed tesadaformation or services from HIV/STI

comprehensive health care centers than their drbo#ised and street based counterparts.

The study finally deduces that distance of compmsive health centers influences the utilization
of health services. As such comprehensive healttecewhere health services can be sought by
sex workers are strategically located to enhanitieation of HIV/STIs health services among
sex workers. HIV/STI services designed for sex woskaffects the ability to utilize the
comprehensive health services in the nearest cdrapsée/e health center as well as availability
of health facilities (laboratories, drugs, condontkg way services are organized and perceived

quality.

5.4 Recommendations
After successful completion of the study, the resger makes the following recommendations

that would influence policy and programming;-

1. HIVISTI combination prevention interventions for XS&Vorkers - The study thus
recommends that for appropriate programming, ptessénd appropriate sustained
interventions that combine behavioural, biomedarad structural is needed to close the

tap on new infections among these population.

2. Meaningful dialogue between policy makers and sexkers - Engaging key policy
makers to negotiate for policy changes that alfleaton the needs of sex workers is
key. The study recommends that interventions desiga prevent HIV infection among
sex workers must take into account the context Imicikv sex workers operate, which
include unfavorable policy environment. This wouwdtso put into consideration the
engagement of sex workers in policy and programmeldpment and implementation
as part of the overall empowerment-building processl for greater programme

effectiveness.
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5.5 Suggestions for Further Research

This study has investigated the factors influencieffective utilization of HIV/STI
comprehensive health services by sex workers irroldai Kenya and has identified social
stigma, awareness of comprehensive health sentiygss,of sex work and distance of HIV/STI
comprehensive health centres as being the majtoréaclThere are other different areas across
the country where sex work is highly practiced afiier factors that would influence effective
utilization of HIV/STI comprehensive health sengdey sex workers. To this end, therefore, a
further study should be carried out to establidmeotfactors affecting effective utilization of

HIV/STI comprehensive health services by sex warkeiKenya.
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APPENDICES

Appendix I: Letter of Transmittal

| am an MA student at the University of Nairobi andmy final year of study. As part of the
requirement for the award of the degree of Masteékrts in Project Planning and Management,
I’'m undertaking a research dFACTORS INFLUENCING EFFECTIVE UTILIZATION

OF HIV/STI COMPREHENSIVE HEALTH SERVICES BY SEX WOR KERS IN
NAIROBI .

In this regard, I'm kindly requesting for your suppin terms of time, and by responding to the
attached questionnaire. Your accuracy and cangigbrese will be critical in ensuring objective
research.

It will not be necessary to write your name on thigestionnaire and for your comfort, all
information received will be treated in strict calghce. In addition, the findings of the study
will surely be used for academic research purpa@sesto enhance knowledge in the field of

conflict resolution.

Thank you for your valuable time on this.

Yours faithfully

Ruth NjambiKimani.

MA-PPM Student

University of Nairobi (UON)
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Appendix Il: Questionnaire

FACTORS INFLUENCING EFFECTIVE UTILIZATION OF HIVIST |
COMPREHENSIVE HEALTH SERVICES BY SEX WORKERS IN NAI ROBI

This questionnaire consists of two major partsjt Rapn general information and Part B on
factors influencing effective utilization of HIV/3Tcomprehensive health services by sex
workers. Kindly answer all the questions to thetloégour ability. Indicate with a tick or filling

in the space(s) provided.

PART A: GENERAL INFORMATION
1. Which is your gender? (Tick whichever appropriate)
Male [ ] Female [ ]

2. Your age bracket (Tick whichever appropriate)

10 — 14 Years [ T 15-19 Years [ ] 20-Z& [ ]
25 — 29 years [ ] 30-34years [ 1T 35-yéars [ ]
Over 40 years [ ]
3. How long have you been engaging into sex worke?
1-5yrs [] 6-10 yrs [ ]
11-15 [ 1] Over 16 yrs [ ]
4. What is your highest academic qualification?
Certificate (KCPE, KCSE) [ ] Diploma [ ]
Bachelor’'s degree [ ] Post graduate [ ]
Others (SpecCify......ccovvveevvvciiiiennnnn. I
5. On average, what is the number of casual clientsigg?
Less than 3 clients [ ] 4-6 clients [ 1]
7- 9 clients 10-12 clients []

[]
[]

Over 13 clients

6. Do you have a regular partner(s) (boyfriend, hudb@miover)

Yes [] No [ 1]
7. Do you use a condom during sex with your clients?
Yes (Always) [] Yes (Sometimes) [1] No (Nevesed) []

PART B: FACTORS INFLUENCING EFFECTIVE UTILIZATION O F HIV/STI
COMPREHENSIVE HEALTH SERVICES BY SEX WORKERS
8. How often do you visit HIV/STI comprehensive cenfigr medical services related to your
sex work?

Never Rarely Occasionally Often Always
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9. What kind of Health Facility did you use for issuedated to STIs, HIV/AIDS and other

reproductive health issuefifdicate in order of most to least preferred)
Nature of Facility 1 — Most Preferred

3 — Lease Preferred

Public Health Facility (Government)
Private Health Facility

Drop in Service Center (DISCs) run by NGOs
Other (Specify)

b) What is the reason of your choice of most prefefacility?

Reason In order of main reason (1 — Important)
Affordability

Distance (Proximity)
Non-Discrimination by staff
Effective communication
Confidentiality

Privacy

Other

10.What kind of assistance was sought from the hesdtiters identified in question 9 above?
(Check all that apply)

Services GoK Facility | Private DISCs Others
Facility (NGO)

Access to male/femalg
condoms

Lubricants

HIV Testing and Counseling
STI treatment

FP Methods

Post Abortal Care (PAC)
ART/CCC

Others

\174

SOCIAL STIGMA

11.To what extent do the following people influenceuyffective utilization of HIV/STI
comprehensive health care services?

Individuals > % ©
>z 2| se/Sg|os
CEG “ TG ©T G| G| g
o <X| O <X| O X| O X O X
F 50| -mFD0| FEJ| ol o
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Family Members

Friends/Peers

Authorities (Police, City council askaris)
Health Care providers

Others (Specify)

12.To what extent does being a sex worker affect ity to access assistance on HIV/AIDS
Prevention?

To a very great extentTo a great extenf To a moderatto a little| To no
extent extent extent

13.Which of the following factors, in order of strehgtmanly affect your ability to access
HIV/STI comprehensive health servicg4?Strong, 3-Least)
Lack of confidence due to nature of work (SW) []
Fear of exposure to the public as a sex worker ] [
Negative attitudes held by healthcare providers ] 1
Others (SpecCify........coveviiuviiiiiiiiie i ) [ ]
14.Give any other issue on stigma that affects youectfe utilization of HIV/STI
comprehensive health services?

AWARENESS OF COMPREHENSIVE HIV/STI SERVICES
15.How would you rate the level of awareness of abdity of comprehensive HIV/STI
services for sex workers in Nairobi?

None (They don't Very little | Moderate | High Very high
know at all) awareness awareness| awareness awareness

16.To what extent does your awareness of comprehendiVESTI services affect your
utilization of service?

To a very great extentTo a greatextent To a moderatto a little| To no
extent extent extent

17.The widening awareness and commitment of goverrsnelanors, and NGOs to fight the
HIV/AIDS has created an opportunity to overcomeribes that keep vulnerable groups
isolated. Do you agree with this statement?

Strongly Disagree Disagree Neutral Agree Strongly Agr

1%
(¢
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18.Which of the following HIV/STI services are you awaf that target sex workers?
Services Tick where appropriate
HIV counseling and testing

Correct and consistent Condom use

ARV/CCC/PEP

Hygiene (lubricators and douching)

Post Abortal Care (PAC)

STI Treatment

FP Methods

Others (SPEeCIfY.......oueie i e )

19. What other information would you like to share ab@awareness as a factor that influence the
utilization of HIV/STI comprehensive health sensee

TYPE OF SEX WORK
20.To what extent does the type of sex workaffect yatilization of HIV/STI comprehensive
health services?

Type of Sex To a very greatTo a great To alTo a little| To no
Work extent extent moderate extent extent
extent

Brothel Based
Street Based
Bar Based

21.To what extent does the type of sex work put onagtter risk of HIV/STI infection? Use a
scale of 1 to 5 where 1= no extent, 2= little ekt8x moderate extent, 4= great extent and 5
is to a very great extent.

Type of Sex work 1 2 3 4 5
Brothel Based

Street Based

Bar Based

Others (SPEeCIfY.......vviie e e e e )
22.To what extent do you access information or sesvicem HIV/STI comprehensive health
care centers?

Type of sex To a very greatTo a greaf Toamoderate To a little| To no

work extent extent extent extent extent
Brothel Based

Street Based
Bar Based
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23.Give any other information on how the type of seotkvinfluences your effective utilization
of HIV/STI comprehensive health services?
DISTANCE OF HIV/STI COMPREHENSIVE HEALTH CENTERS
24.How would you rate the distance of the nearest cehgnsive health center where health
services can be sought by sex workers?
Just next door [
Fairy near (A few minutes’ walk) [
Average distance (A distance that | can walk)

Far from here (Far but possible to walk or takehiele) [ ]
Very far (I can no walk but | only take a vehicle) []

pr— ] ]

25.To what extent does distance of comprehensive thealtters influence your utilization of
health services?

To a very great extentTo agreatextenf To a moderatto a little| To no
extent extent extent

26.Are there mobile health facilities which bring sees directly for you to access their health
services?
Yes [1] No [] I don't know [ ]

27.To what extent do the following aspects affect yability to utilize the comprehensive
health services in the nearest comprehensive heatiter? Use a scale of 1 to 5 where 1= no
extent, 2= little extent, 3= moderate extent, 4eagjextent and 5 is to a very great extent.

Health services 1 2 3 4 5

Availability of health facilities (Laboratories, wys, condoms)

The way services are organized

Perceived quality

HIV/STI services designed for sex workers

Others (specify................... )

28.What suggestions would you make to enhance uiizatf comprehensive health services
among sex workers?

THANK YOU!!
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Appendix Ill: Target Population

Figure 2: Estimates of Female Sex Workers in Nairakby Administrative Units
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Figure 3: Estimates of Female Sex Workers by Provioe
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