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Abstract We examined why male condoms broke or
slipped off during commercial sex and the actions taken in
response among 75 female and male sex workers and male
clients recruited from 18 bars/nightclubs in Mombasa,
Kenya. Most participants (61/75, 81%) had experienced at
least one breakage or slippage during commercial sex. Many
breakages were attributed to the direct actions of clients.
Breakages and slippages fell into two main groups: those
that were intentionally caused by clients and unintentional
ones caused by inebriation, forceful thrusting during sex
and incorrect or non-lubricant use. Participant responses
included: stopping sex and replacing the damaged condoms,
doing nothing, getting tested for HIV, using post-exposure
prophylaxis and washing. Some sex workers also employed
strategies to prevent the occurrence of condom breakages.
Innovative client-oriented HIV prevention and risk-reduction
interventions are therefore urgently needed. Additionally,
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sex workers should be equipped with skills to recognize and
manage breakages.

Resumen Examinamos por qué hubo rotura o deslizami-
ento de condones durante encuentros sexuales comerciales y
las acciones de respuesta tomadas por 75 trabajadores sexu-
ales—tanto hombres como mujeres—y sus clientes mas-
culinos, reclutados de 18 bares/clubes nocturnos en Mom-
basa, Kenya. Las mayoria de los participantes (61/75, 81%)
habian experimentado por lo menos una ocasién de rotura
o deslizamiento durante sexo comercial. Muchas roturas
fueron atribuidas a las acciones directas de clientes. Hubo
dos temas en las ocasiones de roturas y deslizamientos:
aquellos causados por clientes y aquellos no intencionales
causados por intoxicacién, empujes enérgicos durante sexo
y uso incorrecto (0 no uso) de lubricantes. Entre las respues-
tas se inclufan: interrupir el sexo y reemplazar los condones
dafiados; no hacer nada; obtener una prueba para el VIH;
usar la profilaxis de post-exposicion; y “lavado”. Algunos
trabajadores sexuales utilizaron una variedad de estrategias
para evitar que los condones se rompieran. Se necesita ur-
gentemente intervenciones innovadoras y centrados en el
cliente para la prevencién del VIH y la reduccidn del riesgo.
Asismismo, los trabajadores de sexo deberian adquirir las
habilidades para reconocer y manejar las roturas.

Keywords Male condom breakage and slippage - Sex
workers - Clients - Kenya - Africa

Introduction

Globally, HIV infection rates remain extremely high among

sex workers. Recent surveillance data from South Africa
found a 71.8% HIV prevalence among female sex workers
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(FSW) in Johannesburg [1], while a meta-analysis found a
30.7% HIV prevalence among FSW in 26 low-and-middle
income countries [2]. Among men who have sex with men
(MSM) who engage in transactional sex and/or sex work
in sub-Saharan Africa, pooled HIV prevalence was 31.5%
[3]. Another study reported a median HIV prevalence of
12.5% among male sex workers (MSW) from five African
countries [4]. These high rates have been attributed, in large
part, to the difficulties that FSW and MSW face in negotiat-
ing condom use with clients [5]. Studies show that clients
sometimes unequivocally refuse to use condoms [6], offer
to pay more for condomless sex [7], or believe that they
have established a relationship of trust with a sex worker
that makes condom use unnecessary [8]. However, there
is limited research on the dynamics of actual condom use
once their use has been successfully negotiated with clients.
Some studies suggest that condom failures, mainly due to
breakages and slippages, lead to a situation where “condoms
are used but sex is not well protected” [9]. Thus, exposure
to HIV and other STIs still may occur despite the use of
condoms.

Condom breakages and slippages have been shown to
occur frequently during commercial sex [10-13]. These can
potentially expose sex workers and their clients to HIV/STI
infection and decrease the efficacy of condoms for disease
prevention [9]. Many studies show that most condom break-
ages and slippages are caused by improper use, rather than
by the poor quality of condoms [14, 15]. A study conducted
in Benin found that only 11% of 314 FSW and 208 clients
could successfully perform a correct male condom use dem-
onstration when asked [16]. Furthermore, the prevalence of
condom breakages during commercial sex varies substan-
tially. A study conducted in south India found that 11% of
1924 FSW interviewed had experienced at least one male
condom breakage in the preceding month [14]. In another
study, over 50% of 195 FSW in Shenzhen, China, had expe-
rienced at least one condom failure, which included break-
ages and slippages, in the past 6 months [9]. Another study
reported equally high rates, of at least one condom breakage
(34%) or slippage (36%) over a three-month period among
200 FSW in southwest China [11]. These studies highlight
gaps in correct condom use and help explain the high rates
of HIV infection among FSW.

We are not aware of any studies that have examined con-
dom breakages and slippages among MSW in Africa or
elsewhere. A small number of quantitative studies involv-
ing MSW in Africa have focused primarily on the preva-
lence of condom use, but not breakages [17, 18]. One study
found low rates of condom use among 510 MSW surveyed
in Mombasa, with 42% reporting non-use of condoms dur-
ing anal sex with their last male client and as many as 62%
reporting inconsistent condom use with all male clients in
the last 30 days [17]. A study in Nairobi found that only 30%
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of 501 MSW reported 100% condom use during commer-
cial sex [19]. However, there is some literature on condom
breakages and slippages among MSM more generally, rather
than among MSW specifically [20-24]. Condom breakages
among MSM in the US have been associated with lower
educational status, being drunk or high, having sex with a
non-main partner, sub-optimal fit/feel, and use of oil-based
lubricants [22, 24].

Studies conducted with FSW have identified a number
of individual and situational factors that are associated with
condom breakages and slippages during sex work. These
factors include being a young sex worker or client [14, 24],
being drunk or high on drugs during commercial sex [11],
wearing poor fitting condoms [14], poor knowledge of cor-
rect condom use [16], and having violent or rough sex [12].
One of the few qualitative studies on the topic found that
most of the breakages and slippages that brothel-based FSW
in Singapore had experienced were deliberately caused by
clients [25]. Sex workers reported that clients who were ini-
tially reluctant to use condoms surreptitiously pricked con-
doms with their fingernails prior to sex, while some clients
took too long to withdraw after ejaculation, which led to
slippages.

In this qualitative study, we examined four issues: (a)
why condoms broke or slipped during commercial sex
encounters; (b) actions that were taken following breakages
and slippages; (c) strategies employed by sex workers to
prevent breakages and slippages from occurring in the first
place and; (d) the implications of condom breakages and
slippages for HIV risk and vulnerability. We explored these
issues from the perspectives of three distinct populations:
FSW, MSW and male clients (CL) in Mombasa, Kenya.

Methods
Study Design

We conducted semi-structured, in-depth interviews with 75
female and male sex workers and clients (i.e., 25 participants
in each group). Participants were recruited from 18 “hot-
spots”, that is, bars and nightclubs that are popular with sex
workers and clients in the tourist coastal town of Mombasa.
Sex worker peer educators working with the International
Centre for Reproductive Health-Kenya (ICRHK) helped to
identify and recruit sex workers and clients into the study.
Interviews were conducted between December 2014 and
March 2015. The purpose of the interviews was to inform
the development of a multilevel risk-reduction interven-
tion that included peer-delivered education, distribution of
condoms and lubricants, and a venue-based sexual health
service offering contraceptive services, HIV/STI testing,
counseling and care.
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Participants

Individuals were eligible to participate in the study based
on the following criteria: [a] > 18 years of age; [b] regular
patrons of the venue; [c] solicited vaginal/anal intercourse
with a client or sex worker at that venue in the last 3 months;
[d] willing to be audio-recorded; [e] visibly sober at the time
of the interview; and [f] capacity for consent. Interviewers
were instructed during training to watch for verbal and non-
verbal cues of inebriation during an interview (e.g., slurred
speech, difficulty focusing or incomprehensive statements)
and to terminate the interview if they suspected that a partic-
ipant might in fact be drunk, despite their initial screening.

Procedures

Semi-structured in-depth interviews were conducted by trained
researchers fluent in Swahili and English, the most commonly
spoken languages in Mombasa. Interviews were conducted in
a private space in the bars and nightclubs between 3 PM and
midnight and lasted between 60 and 90 min.

Measures

The interviews examined a variety of topics, such as sex
work debut (e.g., “Can you tell me about your first paid sex
experience?); condom use (e.g., “How do you think your
clients feel about using condoms?” “How do you feel about
using condoms?” “Can you tell me about a time when you
did not use a condom with a client?” “Can you tell me about
a time when condoms broke or slipped during sex?” “How
easy or hard would it be for you to ask your partner to use
condoms?”); price negotiation with clients/sex workers
(e.g., “When you are working in a bar/street how do you get
clients?” “How do you negotiate the price with a client?”
“What determines how much you charge a client?”); HIV
testing experiences (e.g., “What do you think about HIV
testing?” “What do you like/don’t like about HIV testing?”);
experiences of sexual and physical violence during commer-
cial sex (e.g., “Have there been times when you felt a client
forced you to do something that you did not want to do?”;
“Sometimes clients abuse sex workers verbally, physically
or sexually. Has that ever happened to you?”’); relationships
among sex workers (e.g., “How much time do you spend
with other sex workers at work/outside work?” “Would you
say that there is unity among sex workers or not?” “What
happens if sex workers want the same client?”); interactions
with bar managers and the police (e.g., “How do you think
the police treat sex workers in Mombasa?”” “Can you tell me
about how the managers and bouncers at the bars that you
frequent treat sex workers?”); sexual venues (e.g., “Once
you find a client, where do you usually go to have sex?”
“Who decides where you go to have sex?” “Are those places

safe?”); healthcare access and utilization; and participant
views on the focus and components of HIV interventions
for sex workers and clients.

Data Analysis

All interviews were audio-recorded, translated from Swahili
into English when necessary, and transcribed. Translations
and transcripts were reviewed for completeness and accu-
racy. Data were then uploaded into Dedoose (a web-based
data management software) to facilitate coding by a team
of two doctoral-level anthropologists and two masters-level
social scientists.

Codebook Development

A comprehensive codebook was developed based on ques-
tions from the interview guide and on thematic analysis of
10 randomly selected transcripts. The first author initially
read three transcripts (one from each population group) and
developed a draft codebook based on the main themes that
emerged from the data. Some interview questions were also
adopted as codes. For instance, participants were asked,
“How do you find clients or sex workers?” and “How do
you negotiate prices and payment with clients/sex workers?”
These questions were incorporated into the codebook as the
following codes: “Strategies for finding clients/sex workers”
and “Negotiating prices with clients/sex workers”, respec-
tively. The draft codebook was discussed with the other three
researchers who had each also read one transcript from each
population group. Codes were dropped, refined and new
ones added based on the feedback from the other research-
ers. The researchers also reviewed the codebook for com-
pleteness and comprehensiveness by coding a few transcripts
in Dedoose. The final codebook had thirteen parent codes
and sixty-five child codes. Examples of parent codes were:
participant socio-demographics, sexual practices, social life
and peer networks, sex work characteristics, sexual negotia-
tion, violence, HIV testing, HIV/STI knowledge, attitudes
and prevention. Examples of the child codes for the “sex
work characteristics” parent code, for example, were: induc-
tion into sex work; sexual venues; safe and unsafe spaces;
strategies for finding clients/sex workers; and competition
among sex workers.

Coding

Data coding occurred over a period of one year (May
2015—April 2016). The majority (n = 55/75) of transcripts
were double-coded by two researchers, who worked inde-
pendently and then met weekly to compare, discuss and
resolve code applications. Consensus was typically reached
by referring back to code definitions and coding rules as
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outlined in the codebook. Agreed upon changes were imme-
diately incorporated into the transcript in Dedoose by one
of the researchers. Weekly team meetings involving all four
researchers were also used to discuss and resolve coding
challenges. To further ensure consistency and high-quality
coding, we also rotated the coding team pairs. Finally, single
coding of transcripts only commenced after all double-coded
transcripts had been reconciled in Dedoose. By this point, all
the researchers were very familiar with the codes and were
applying codes consistently to the text.

Data Analysis

This paper is based on thematic content analysis of the fol-
lowing child codes: condom use with clients/sex workers;
condom breakages and slippages; lubricant use; and sub-
stance use/sex while drunk or high. The first author gener-
ated code reports in Dedoose for each child code and then
read these reports and identified the following five themes:
[a] has experienced breakages/slippages; [b] has not expe-
rienced breakages/slippages; [c] how and why breakages/
slippages occurred; [d] actions taken after breakages/slip-
pages; and [e] strategies used to prevent breakages/slippages.
Based on these themes, the first author then created a five-
column table in Microsoft Word for each study population
(i.e., FSW, MSW, CL), recorded each participant’s responses
in the appropriate column and wrote summaries for each
theme. Team members reviewed the tables, summaries and
multiple drafts of this manuscript.

Rigor and Data Analysis Quality

We ensured high-quality data analysis in the following
ways: using highly skilled qualitative researchers, double-
coding the majority (55/75) of the transcripts, and convening
weekly team meetings to discuss coding experiences and
reach consensus on code applications. Additionally, double-
coding preceded single-coding as a way to ensure coding
consistency.

Ethics

This study was approved by the Institutional Review Board
(IRB) at the New York State Psychiatric Institute-Columbia
University Department of Psychiatry and by the Kenyatta
Hospital-University of Nairobi Ethics Research Committee
in Kenya. Written informed consent was obtained from all
study participants; they were informed of their rights to pri-
vacy and confidentiality, that they could withdraw from the
study at any point during the interview, and could refuse to
answer questions they did not want to answer. Additionally,
we did not collect personal potential identifiers and used
pseudonyms for all excerpts.
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Results
Socio-demographic Characteristics of Participants

As Table 1 shows, there were marked differences in the
socio-demographic characteristics of the three study popu-
lations. MSW tended to be younger, with the majority in
their twenties (average age of 26 years; range 20-39). In
contrast, FSW were older, with more than half in their thir-
ties (average age of 31 years; range 18-37). Clients, in turn,
were more diverse, with fairly equal proportions between
the ages of 20-29 and 30-39. The average age of clients was
33 years (range 21-55), with five clients aged 40 and older.

Table 1 Socio-demographics of FSW, MSW and CL

Variable Participant group
Male clients Male sex workers ~Female
n=25 n=25 sex
workers
n=25

Age

18-29 years old 10 21 11

30-39 years old 9 4 13

40 years and older 5 0 0

Missing/unknown 1 - 1

Age range 21-55 20-39 18-37
Educational level

College 8 3 1

High school 9 16 6

Less than standard 8 8 6 16

Missing/unknown - - 2
Marital status

Married 8 2 1

Not married 17 23 23

Missing/unknown - - 1
Gender of sexual partners

Men only 8 17 24

Women only 14 0 0

Both men and women 3 7 1

Missing/unknown - 1 -
Engages in anal sex

Yes 17 25 3

No 8 0 21

Missing/unknown - - 1
Sexual positioning

Receptive anal sex, 1 9 3

only
Insertive anal sex, 12 1 n.a
only
Both receptive and 3 15 n.a

insertive anal sex

Missing/unknown
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With regard to educational status, more clients reported uni-
versity-level education than either MSW or FSW (32% vs.
12%. vs. 4%, respectively). MSW were more likely to report
high school as their highest educational level, whereas FSW
were more likely to report primary school as their highest
educational level. Nearly all (90%) MSW and MSW were
not married; however, half reported that they currently had
regular or main partners. In contrast, one-third of clients
were married. Below we use the abbreviations C-FSWE and
C-MSWE to refer to clients who reported exclusively engag-
ing the services of FSW or MSW, respectively, and C-Both
to refer to clients who reported engaging the services of both
FSW and MSW.

Extent and Context of Condom Breakages
and Slippages

Participants were asked the following question: “Tell me
about a time when a condom burst or slipped off when you
were having sex with a client”. In response, the majority
(61/75) reported that they had experienced condom break-
ages at least once during commercial sex. Slightly more
MSW (21/25) and CL (21/25) reported experiencing con-
dom breakages with commercial partners than FSW (19/25).
Among the small number of participants (10/75) who pro-
vided information on the frequency of condom breakages
during commercial sex, most reported that this had happened
“only once or twice”. A few, however, reported experiencing
condom breakages multiple times, and they used terms like
“alot” and “on several occasions”. One FSW reported that
it had happened to her “about six times”. Fewer participants
(6/75), half of whom were FSW, reported experiencing con-
dom slippages:

There was a time I was having sex then the condom
got lost. I wondered where the condom could have
gone. I stayed for nearly one hour thinking about it.
I bathed and was about to leave when I was suddenly
pressed [felt the urge to urinate]. I decided to go to the
toilet. When I went to the toilet, the condom got out.
The condom had been lodged inside me. (FSW, age
unknown)

It [condom] comes out and remains inside [the vagina].
It happened to me. [When that happens], I go to the
toilet, bend and use my fingers to search for it. (FSW,
37 years old)

Participants reported inconsistent condom use with com-
mercial sex partners and gave the following as reasons: cli-
ent refusal to use condoms (“No client wants to use a con-
dom”—FSW, 38 years old), being offered a higher price
by a client to forego condom use, inebriation, trusting the
other person (“If you see a beautiful girl...you cannot use

a condom with her”—C-FSWE, 43 years old) and fear that
condoms would interfere with sexual enjoyment. One MSW
also suggested that some clients who were “new to gay sex”
believed that they could not get HIV or an STI through anal
sex, hence their refusal to use condoms.

Why Breakages and Slippages Occurred

Participants’ explanations about why they experienced
condom breakages and slippages fell into two overarch-
ing themes: those that were intentionally-caused and those
that occurred “by accident”, that is, were unintentional. We
report on each one below.

Intentional Condom Breakages

A common theme among sex workers, and MSW, in particu-
lar, was that condom breakages were usually not accidental,
but were caused by clients who intentionally tampered with
condoms before or during sex. The most common form of
tampering reported involved clients who surreptitiously tore
the tips of condoms just before they penetrated the vagina
or anus:

Condom bursts do not happen accidentally or una-
wares. Clients tell you that they do not like condoms.
You tell them you can’t do without so he tells you to
wear one. He pretends to help you insert, then he tears
it with his finger [nails]. So he is aware [of the break-
age] and you are not. (MSW, 26 years old)

Some sex workers were convinced that clients noticed
breakages first and deliberately did not notify sex workers
until after sex had occurred, and only after being confronted
about it:

It burst and he just went on fucking me and he released
semen in me, I didn’t know [that it had burst] but he
knew it and didn’t tell me. Later, when I asked him if
he had released his semen in me, he told me that, “The
condom burst”. I asked him, “Why didn’t you tell me?”
He said, “How could I say it when I wanted to release
my semen inside?” (MSW, 26 years old)

Yes, there is a time when I was having anal sex. The
client was performing anal sex on me and the condom
broke. It was very scary. The client didn’t tell me until
we finished. So the client came inside me. When I saw
the condom had burst, I freaked out. (MSW, 27 years
old)

Some clients admitted to personally tampering with con-
doms during commercial sex. One client explained that he
had done so because he wanted to ejaculate inside the vagina
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of the sex worker. It appears that this client had done so
despite the fact that the FSW had insisted on using condoms:

C-FSWE (21 years old): You could meet a girl [sex
worker] who begs you to wear Trust [i.e., a local brand
of condoms] or she wants to help you wear the con-
dom. You convince her otherwise [because] you know
that this girl is safe. Or sometimes you find out she
is getting too clever [so] you wear your condom and
make hole at the tip.

Interviewer: So you make a hole at the tip?

C-FSWE: Mmmm

Interviewer: Why?

C-FSWE: I want my sperms to get inside her.
Interviewer: Why?

C-FSWE: One could just want to ejaculate inside her.
I mean, just do what you feel like doing.

Other clients, however, expressed an alternative view that
sex workers were the ones who intentionally damaged con-
doms. They explained that some sex workers complained of
discomfort when using condoms and so preferred not to use
them altogether or they would tamper with the condoms and
cause them to break:

Many [sex workers] don’t like condoms. They say
they are burning with condoms and they don’t feel the

Sometimes I am drunk and in that state [of sexual
arousal], I don’t easily ejaculate. So, in the process
of pumping, the condom tears. When that happens, 1
continue because [ like it that way [without condom].
By the time she realizes, I ejaculate (laughs). If she
realizes [the condom has burst], she will push me away
very quickly. [Interviewer: Therefore, when it tears
off, you continue?]. I continue like that. (C-FSWE,
43 years old)

Unintentional breakages also occurred because of insuf-
ficient lubrication and non-use of lubricants:

Yes, there are times when I am having sex with a client
and I am dry. That causes the condom to burst. (FSW,
24 years old)

It has happened a lot. I have had a lot of bursts. At the
time I wasn’t using this oil [lubricant] (MSW, 28 years
old)

We were drunk and had gone to have sex and we had
a condom, but we didn’t have a lubricant. And there
are people who squeeze so hard. They squeeze the
penis in their anus and so when you are entering,
you know there will be high friction. And so you
think it has entered well, yet it has burst. (C-MSWE,
21 years old)

pleasure. So if you are not very careful, you can put on
a condom and the other person will remove it. Some
cause the condom to burst intentionally, then you
release the sperms in him. (C-MSWE, 20 years old)

Although most sex workers, particularly MSW, stated that
they used condom-compatible lubricants like water-based
KY gel and could get them easily from some health facili-
ties, a number of participants reported using condom-incom-
patible lubricants, such as petroleum jelly, saliva, lotion and
soap. The latter could have contributed to breakages:

Unintentional Condom Breakages

Unintentional or “accidental” breakages were mostly due to
three factors: inebriation, non-use of lubricants and exces-
sive friction generated during sex. These factors were often
inter-related; hence we discuss them together, rather than
separately, below.

Participants noted that inebriation led to incorrect con-
dom use, such as failure to remove the air bubble in the
condom prior to use or wearing a condom inside out.

When you drink alcohol, your consciousness is not
as alert so you are probably not as strict on your pro-
tection [i.e., using condoms]. So something might
happen, but you may not even take notice. You may
not wear the CD [condom] properly, or in my case,
it might burst and you continue with it. (C-MSWE,
26 years old)

In some cases, inebriation led to delayed ejaculation,
which, in turn, prolonged sexual encounters and subse-
quently weakened condoms, causing them to break:
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I was completely dry and I used soap from the hotel. I
[also] use saliva unless there is Vaseline jelly [petro-
leum jelly] or cooking oil. Mostly I use soap if I'm in
the hotel, and if I’'m in my room or hers, I tell her to
give me lotion that is smooth. (C-FSWE, 36 years old)

I have met many different girls who apply some kind
of oil [and] when you are using Trust [a brand of con-
doms], it breaks. (C-FSWE, 21 years old)

Lastly, unintentional breakages were also due to force-
ful thrusting and/or excessive friction generated during sex
because of large penis sizes or use of sexual stimulants:

He [the client] was doing it a lot [thrusting] and there
and then, I heard it burst and I pushed him aside, and
then he washed himself immediately. (FSW, 29 years
old)

He can also be endowed so when he enters [pen-
etrates], it [the condom] has to tear. (MSW, 28 years
old)
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Maybe, if you have overdosed, you have eaten your
things [traditional herbs] and you cannot control that
feeling...it [condom] breaks. (C-FSWE, 25 years old)

Actions Taken After Condom Breakages

We also examined the actions that participants took after
experiencing condom breakages. Participants reported one
of two responses: more than half (n = 35/61, 58%) of those
who had experienced breakages stated that they immedi-
ately stopped sex and changed the condom, while a quar-
ter (n = 16/61, 26%) “did nothing”, that is, they carried on
with sex despite the breakage. The remaining participants
(n = 10/61, 16%) did not say what actions they took. We
report on each response below.

Stopped Sex and Replaced the Condom Following
Breakages

The majority of participants who stopped sex and replaced
the damaged condoms attributed this to their becoming
aware of the breakages during sex. There were fairly equal
numbers of FSW (12/19), MSW (13/21) and clients (10/21)
who gave this as a response. Most sex workers in this group
reported that they had noticed the breakages first before cli-
ents did. They then asked the client to stop sex and replace
the condom:

I told him, “Do you know this thing has burst?” and
he asked me, “Really?” I then quickly washed myself
and told him, “Remove that one”. He too went and
washed himself and then I told him, “Put another one
on”. (FSW, 29 years old)

The good thing is that when it burst, I noticed and I
told him to put on another one. [After sex], I just took
a shower, then he paid me and I left. (MSW, 24 years
old)

Sex workers in this group also reported that one could
always tell when a condom broke and that it was necessary
for a sex worker to always be prepared and have an ample
supply of condoms when attending to a client:

You feel it rupture [and] you are the one who tells him
[the client] to stop and wear another one since you
have carried many [condoms]. You remove and make
him put on another one. You can’t carry [only] one
[condom]. (FSW, 36 years old)

Actually, a ruptured condom is usually painful. You
can feel a certain friction which you can tell is not
normal. So you remove it and put on another one.
(MSW, 28 years old)

FSW appeared quite assertive in the face of breakages,
with many demanding—rather than simply requesting—
the client to stop and change damaged condoms. Many
clients seemed to comply with these requests. It was not
unusual, however, for clients to notice the breakages first,
as the excerpts below illustrate:

After it burst I removed it and informed her and then
she asked if I had already cum [ejaculated]. I just
found out that I had unknowingly cum. But I put
another one [on] properly and I continued. (C-FSWE,
36 years old)

It burst when I was in action having sex with a sex
worker and I realized immediately and removed it
and put on another. (C-MSWE, 26 years old)

Although it was common for the sexual encounter to
continue after replacing a damaged condom, a few par-
ticipants indicated that they did not continue. Instead, cli-
ents either ejaculated outside the vagina or anus, or they
demanded their money back if they had not yet ejaculated:

When I was still inside [the vagina] and I felt I am
about to ejaculate and it had broken, I removed it
[the penis] and ejaculated outside. I didn’t ejaculate
inside her. (C-FSWE, 55 years old)

You claim your money because you have not ejacu-
lated. (C-FSWE, 28 years old)

Only one FSW reported that she refused to continue
with sex after a breakage. It was not clear if the client had
then paid a reduced price as a result, or if the FSW had
refused to continue with sex because the client was only
paying a small price to begin with:

He told me to put on another one, but I told him,
“No”. Then he was only paying four hundred shil-
lings. (FSW, 34 years old)

Another FSW reported that she charged a client more
if a condom broke because of the risk of infection that
breakages posed:

In the event [of breakage], you charge him and you
tell him that he has risked your life. He will add more
money. (FSW, 29 years old)

It was not clear, however, if this FSW was reporting on
something that she had actually successfully done or if she
was just speaking hypothetically.

Did Not Stop Sex Because Noticed Condom Breakages/
Slippages too Late

Sixteen participants, the majority of whom were clients
and MSW, reported that they did not stop sex or replace
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the damaged condom because they noticed the breakages
too late, after sex had occurred.

I just finished my business only to realize that
the condom had come off at the front. (C- FSWE,
33 years old)

I started feeling different [during sex], but I thought
it was due to lubrication. After the act, I removed the
condom and found it had burst. There was nothing |
could do. (MSW, 30 years old)

Only two sex workers confronted their clients about
breakages:

Yes, sometimes you could be having sex with him
then a condom bursts, maybe he is aware that the
condom burst and you are also aware. If you tell him
to come out, he refuses. You tell him, “Get out, the
condom has burst”; he refuses until you get into a
scuffle. And when you look at it, indeed it had burst.
(MSW, 28 years old)

The majority of sex workers did not confront clients
about the breakages. Some blamed this on “naivety” and
on fear:

The condom burst and he turned on me. He wouldn’t
use a condom. As I told you, we are alone in a room
and he is a man. When the condom burst he told me,
“There is no need to use a condom now because I'm
already inside you, so if it’s AIDS you already have
it.” [Interviewer: So you continued like that?]. We
continued. (FSW, 18 years old)

Another FSW explained that she did not stop sex after
becoming aware of the breakage because the client had
not yet ejaculated:

I will have to continue like that because it has already
burst and the client still has the desire. He will have
to finish. (FSW, 25 years old)

FSW who had experienced slippages, in turn, reported
that they extracted the dislodged condoms from their vagi-
nas after sex had occurred. They had done this by urinating
or inserting a finger into the vagina and pulling out the
condom.

Other Actions Taken After Breakages: Washing, HIV
Testing, and PEP Use

Washing: Five FSW reported that they “washed” them-
selves after a breakage. It appears that washing was used
as a specific strategy to mitigate infection (and possibly
pregnancy) rather than simply as part of standard post-
coital practice:
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A friend gave me that oil and told me to use it on a day
the condom bursts. She told me to shower first, then apply
the oil, which would get rid of the man’s germs. Even if
he had a disease, you would not contract it. Another one
told me that when a condom breaks and you are done
with a client, you go buy some lime and apply it there
[in/on the vagina]; then you wash. (FSW, 36 years old)

I tell him to move. I go and wash and he puts on
another [condom]. (FSW, 20 years old)

HIV testing: Regardless of whether or not they stopped
sex following breakages or slippages, a number (16/36) of
participants reported that they also went for HIV testing.
More sex workers (8 FSW and 5 MSW vs 3 CL) reported
going for an HIV test. Some participants sought HIV testing
the same day they experienced breakages or slippages, while
others did so weeks or months later:

We had a condom burst and I was not sure about him
[the sex worker] so I told him that if he is not okay, he
should let me know so that I can go and get PEP. Then
he told me, “Let us go and have a test.” We went for
the test and both our results were negative. (C-Both,
22 years old)

I usually wait for two weeks [after experiencing a
breakage], then I go for a test just to make sure...just to
check whether I am still okay or not. (MSW, 23 years
old)

Other participants waited at least a month or more before
testing:

I stayed for a month, then went for the test and I found
that I am negative. I was happy. (MSW, 26 years old)

After three months I go get tested so I can make sure
the person whose condom broke wasn’t sick. (FSW,
20 years old)

Post-exposure prophylaxis (PEP): Seven participants,
mostly sex workers, reported that they had used PEP follow-
ing breakages. In contrast, only one client reported taking
PEP following a breakage.

When the condom came out at first, I was afraid. But
later, after some hours, we went to the hospital. We
were given the medicine. I don’t know the name of the
drugs, the one is given when a condom bursts because
you can’t know whether that person is sick or not.
(FSW, 32 years old)

A friend of mine took me to the hospital. They tested
me and gave me medicine. I think it was called PEP or
something like that. (MSW, 32 years old)

A few FSW had also obtained emergency contraceptive
pills to prevent pregnancy:
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Afterwards, I went to see a doctor and explained to
him what had happened. He told me that he couldn’t
tell if I had gotten pregnant. He said he would give me
the 72-hour pill. I took it, after that nothing happened
so I decided to go for the injection. (FSW, 20 years
old)

Strategies to Prevent Condom Breakages and Slippages

The final major theme that emerged from the data pertained
to the strategies that some sex workers employed to try and
prevent condom breakages from occurring in the first place.
One strategy entailed sex workers supplying their own con-
doms rather than relying on the client to do so. This way, sex
workers ensured that they were using condoms that had not
expired and that were in good condition:

These days I carry my own condoms because the con-
dom that burst belonged to the client and so I asked
myself several questions, like what if he didn’t put it
on well or maybe it had expired. So these days I make
sure that I have my own condoms and that they are OK
before I use them. (MSW, 21 years old)

Supplying their own condoms also ensured that sex
workers had replacements on hand when breakages or slip-
pages occurred. Another strategy that sex workers reported
entailed putting the condom on the client’s penis themselves
in order to prevent incorrect condom use or tampering by
the client. Sex workers also reported paying careful attention
when a client was putting on a condom himself so that they
could intervene if he put it on incorrectly:

I will put it on him if he doesn’t do it properly. I usually
watch him. I know [that] when it [condom] swells at
the front, that it will tear, so I tell him to put on another
[condom]. They do it properly or I do it myself. (FSW,
36 years old)

In fact, a number of sex workers who reported that they
had never experienced condom breakages with clients attrib-
uted this to their vigilance:

It has never burst. I am always very keen watching it
when it is about to come off. (Interviewer: You watch
it in the process of having sex?). I tell you to pull it
out. I want to look at it. It is not a hard thing to tell
someone to pull it out. You want to look at it. (FSW,
29 years old)

Another FSW stated that she made an effort to be sexually
attracted to her clients as this helped her become sexually
aroused and hence lubricate:

FSW (31 years old): I make sure I am very wet every
time so that I cannot have friction.

Interviewer: Okay, how is that?

FSW: It is more of your mind than anything. You meet
this guy you have to get sexually attracted to him no
matter what.

Discussion

Our study shows that most sex workers and clients had expe-
rienced condom breakages at least once during commercial
sex, while a few also experienced breakages on multiple
occasions. Condom slippages, in contrast, were reported by
a minority of participants. In our study, intent emerged as
a particularly salient theme. We therefore grouped break-
ages into two overarching themes: those that were believed
to have been intentionally caused and those that were seen
as “accidental”, hence unintentional. Understanding why
and how condom breakages occur during commercial sex is
important for designing more effective HIV-risk reduction
interventions for sex workers and clients.

Most breakages in our study—intentional and uninten-
tional—were attributed to the actions of clients. Inebriation,
forceful thrusting during sex and deliberate tampering of
condoms emerged as key client-related factors that led to
breakages and slippages. Condom tampering by clients has
been reported in other studies and shown to be done by cli-
ents who prioritize sexual pleasure over safety [10], harbor
negative attitudes toward condoms [25], or who want to con-
trol sex workers and commercial sex encounters [10]. Non-
client related factors, in turn, included insufficient lubrica-
tion (e.g., vaginal dryness) and non-use or incorrect use of
condom-compatible lubricants. Many unintentional break-
ages were detected during sex—rather than after—which
enabled sex workers to take corrective action immediately,
such as replacing the damaged condom, discontinuing sex
altogether or letting clients ejaculate outside the vagina or
anus. The fact that most clients acquiesced to requests to
stop sex after being notified of breakages seems to confirm
that these breakages might indeed have been unintentional.
However, there were some reported instances of clients
who refused to stop sex even after being notified of break-
ages. Intentional breakages, in contrast, were often noticed
after sex had occurred. Sex workers felt there was limited
remedial action they could take in such instances and most
reported having “done nothing”.

The distinction between intentional and unintentional
breakages was not always clear-cut however. For instance,
some sex workers in our study suspected clients of using
condoms that had expired, but it was not clear if clients had
done so deliberately. Similarly, some clients reported being
physically incapable of stopping sex even after becoming
aware of condom breakages because they were “so close”
to achieving orgasm. These findings illustrate how easily
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unintentional breakages can become intentional, especially
in those cases where clients noticed the breakages and nev-
ertheless chose to continue with sex. Although all condom
breakages are of major public health concern because they
expose sex workers and clients to STIs/HIV and possible
pregnancy in the absence of other contraceptive method use
[9], we argue that intentionally caused breakages, in particu-
lar, interfere directly with sex workers’ best efforts to protect
themselves from infections and magnifies their vulnerability.

It is perhaps not surprising that sex workers attributed
most of their breakages to the intentional and unintentional
actions of clients, rather than to their own actions. Many sex
workers in our study had been exposed to sexual health and
HIV prevention interventions run by sex worker-and-MSM-
friendly organizations, such as the Kenya Medical Research
Institute (KEMRI) and ICRHK. While social desirability
bias cannot be ruled out completely, the strategies that sex
workers in our study recalled to prevent breakages from
occurring in the first place illustrate their resourcefulness
and self-efficacy. For instance, sex workers reported supply-
ing their own condoms (rather than using a client’s), putting
condoms on clients’ penises themselves (rather than letting a
client do it himself), and generally being vigilant during sex.
We also point out that those sex workers who experienced
breakages in our study had, in fact, successfully negotiated
condom use with a client. This is no small feat considering
that clients have consistently been shown in numerous stud-
ies to harbor negative attitudes toward condom use [6—8].
Many sex workers in our study also displayed considerable
agency in managing their HIV risk after experiencing con-
dom breakages, by getting tested for HIV and/or obtaining
PEP from healthcare providers. Many sex workers also
reported getting tested for HIV regularly. This high level of
agency could indicate that HIV prevention interventions in
Kenya have succeeded in equipping sex workers with skills
in condom use negotiation and risk-reduction techniques,
such as regular HIV testing and PEP use following high-
risk sex.

The agency displayed by sex workers in our study should,
however, be interpreted within the broader context of power
imbalances that characterize most commercial sex encoun-
ters in Africa. Our study highlights the limitations of exclu-
sively targeting sex workers for sexual health and HIV edu-
cation as such an approach ignores the relational aspect of
commercial sex and places the responsibility of enforcing
risk-reduction strategies solely on sex workers. And yet,
as many studies have shown, clients often wield consider-
able power during commercial sex interactions [26-29]. In
our study, intentional condom breakages by clients are one
such instantiation of this power. The vulnerability and rela-
tive powerlessness of sex workers in our study were further
compounded by the fact that both sex work and same-sex
practices are illegal in Kenya [1]. This illegality limits sex
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workers’ ability to seek legal redress for any abuse experi-
enced at the hands of clients. Therefore, there is an urgent
need for client-specific interventions. In particular, condom
promotion for clients should emphasize that correct condom
use is a process—not a once-off event—and that condom
failure can occur at any point during a sexual encounter,
including during the actual sex act. Also, our study showed
that sexual stimulants and alcohol use contributed to condom
breakages in two ways: first, they delayed ejaculation, which,
in turn, led to prolonged sexual encounters; second, they led
to forceful thrusting by clients. Prolonged sexual encoun-
ters and forceful thrusting both ultimately weakened con-
doms and caused them to break. Similar findings have been
reported in other studies [27, 30] and must be incorporated
into client-specific HIV risk-reduction interventions. Some
studies have called for venue-based structural interventions,
particularly in alcohol serving establishments, as a way to
reach clients more effectively [31-33].

Interventions should address some of the glaring mis-
conceptions that both clients and sex workers displayed
regarding HIV risk-reduction strategies. FSW in our study,
for instance, believed that douching or washing their vagi-
nas with “lime” or an unspecified “oil” following condom
breakages would protect them from STIs/HIV. Some FSW
mentioned these as the only actions that they had taken after
experiencing condom breakages. Some clients, in turn,
reported using body lotion, petroleum jelly and saliva as
lubricants for anal and vaginal sex and seemed unaware that
these substances were condom-incompatible [34] and could
damage condoms. Finally, although some sex workers and
clients went for HIV testing after experiencing breakages,
most did not seek prophylactic care within the recommended
two hours and no later than 72 hours post-potential exposure
[35]. Only a minority in our study obtained PEP from health
providers following breakages or slippages. One recent study
reported low levels of awareness of PEP and pre-exposure
prophylaxis in this population [36]. Health literacy programs
are urgently needed for sex workers, while health provid-
ers should be trained to routinely probe why individuals are
seeking HIV testing so that they can offer PEP and emer-
gency contraception, as needed.

Our study has various limitations and strengths. We
asked participants if they had ever experienced breakages
during commercial sex, but did not, however, assess fre-
quency or how recently these breakages had occurred. It is
possible therefore that some reported breakages might have
occurred years ago or when some sex workers were still
new to sex work and hence inexperienced. Our qualitative
methodology also does not allow us to quantify or provide
baseline data on issues such as perceptions of condom use,
overall knowledge of HIV/STI risk-reduction practices or
knowledge of HIV testing, among others. We cannot rule
out social desirability bias entirely: sex workers might
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have thought it more socially acceptable to attribute most
breakages to the actions of clients rather than to their own
actions. We tried to minimize this particular bias by fram-
ing the question on condom breakages in an open-ended
and non-judgmental way. For instance, rather than asking
participants if they had ever experienced condom break-
ages, we asked them to describe an instance when a condom
broke when they were with a client (Example: “Can you tell
me about a time when a condom burst or slipped when you
were with a client”?). Finally, we only asked about their
experiences with male condoms and did not explore their
female condom use experiences. Despite these limitations,
our study has some distinct advantages. We interviewed
clients and thus directly captured their voices and experi-
ences. Few studies of sex work in Africa do this because
male clients are often hard to identity and access [8]. We
also interviewed male sex workers, another difficult-to-
access population in Africa, and are thus able to contribute
to the growing, though still limited, scholarship on male sex
work on the continent. Finally, our study highlights both the
agency and vulnerability of sex workers and thus offers val-
uable insights to inform the design of more nuanced sexual
health and HIV risk-reduction interventions.

Conclusion

Condom promotion programs must go beyond condom use
negotiation and equip sex workers with skills to anticipate,
recognize and manage condom breakages. Sex workers must
be sensitized on the importance of inspecting condoms for
tears and other forms of tampering immediately before vagi-
nal or anal penetration occurs. HIV risk-reduction interven-
tions must also target and reach clients directly—rather than
try to reach them via sex workers, as is typically the case.
This could be achieved by enlisting the support of managers
of the various bars that clients and sex workers patronize
and by training male peer educators to reach out to clients at
bars and other venues where sex is sold. Such an approach
has been implemented successfully in some African coun-
tries [37]. Third, HIV prevention interventions must actively
incorporate a rights-based approach that addresses the multi-
ple forms of marginalization that sex workers face as women
and as MSM, respectively. This would make it easier for
these groups to seek legal and other forms of redress when
they experience physical and sexual violence from commer-
cial sex partners. We argue that intentional condom break-
ages constitute a pernicious form of sexual violence and sex
workers should be able to enjoy legal protection from this
and other forms of abuse. Finally, health providers should
be trained to probe why individuals want an HIV test so
that they can offer PEP and emergency contraceptives in a
timely manner.
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