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Abstract

Background: Condom failure has always been found to coexist with condom usage, especially among sex workers.

Objective: To describe the actions of female sex workers when they are faced with situations of condom failure.

Methods: Using the survey design, the participants were selected through the snowball sampling method. Their responses were obtained using a structured questionnaire. A total of 100 questionnaires were analysed.

Results: With respect to the immediate actions of sex workers after condom failure, 36% of the respondents continued with the sexual encounter after noticing that the condom was broken. Another 36% stopped immediately when they noticed that the condom had failed, but replaced the condom; 13% of the participants stopped the sexual encounter completely; 3% applied vaginal spermicidal foam; and 5% of the respondents stopped immediately and took a douche when they had the chance. For the actions within the next 24 hours of experiencing condom failure with a client, 53% of the participants did nothing; 4% sought counsel from a professional; 3% of the respondents took alcohol or drugs to forget the incident, 25% went to the clinic for assistance and 8% offered other responses.

Conclusion: While continuing the sexual encounter without replacing the condom, taking alcohol and drugs or doing nothing could increase the risk of contracting HIV; however, actions like stopping the sexual encounter completely and visiting a clinic or a professional could make a difference between staying HIV negative or seroconverting. There is a need for targeted intervention to address issues of inappropriate behaviours after experiencing condom failure.
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Introduction

The global HIV prevalence among female sex workers is estimated at 11.8%, with the highest prevalence of 36% registered in sub-Saharan Africa.1 The rates of HIV among sex workers are relatively higher compared to the corresponding general population, making them disproportionately affected by the HIV pandemic.2 An Integrated Biological and Behavioural Survey of HIV prevalence and treatment rates among sex workers in South African cities conducted in 2015 revealed that an estimated 70% of sex workers in Johannesburg are HIV positive, while Durban’s sex workers have a 53% HIV infection rate and Cape Town’s almost 40%.3 It is, therefore, estimated that the HIV prevalence among sex workers is about 12 times greater than that among the general population.4 In South Africa, sex workers, their sexual partners and clients account for approximately 20% of all new HIV infections.5 Consequently, commercial sex is identified to play a significant role in the HIV epidemic in many developing countries, and it is progressively recognised as an essential part of HIV programming.1 Thus, they form part of the key target (most at risk) populations in the fight against the HIV pandemic globally.6

Working in the sex industry, biologically, structurally and behaviourally, predisposes female sex workers to acquire and thereby transmit HIV at a higher rate than the general population.7 As women are anatomically more predisposed to contracting HIV than their male counterparts, they are biologically more vulnerable. According to research, the delicate nature of the vaginal walls makes women, in general, three times more susceptible than men to sexually transmitted infections (STIs).8 As sex work is characterised by multiple sex partners and frequent coitus9 and also because sex workers sometimes indulge in ‘condomless’ sex with clients for more money,10,11 they are vulnerable from a behavioural perspective. Another important behavioural component that further exposes female sex workers is the fact that apart from indulging in commercial sexual activities, they also have non-commercial sex partners which in turn increase their exposure. As sex workers work in unsafe conditions and constantly encounter barriers to accessing condoms or negotiate condom use, they are at risk from a structural perspective.2 This is compounded by the ‘illegal’ status of sex work in South Africa. Physical and sexual violence from both clients and police have also been identified as conditions that propagate the transmission of HIV and/or AIDS in the sex industry as it compromises the ability of the sex workers to negotiate condom use. Because female sex workers are intimidated by their male clients, are terrified by violence and have limited access to women’s healthcare and prevention, they tend to practice inadequate HIV protection with their clients.11 Therefore, programmes designed to prevent the spread of the HIV infection in the sex industry should adopt strategies that address these components in a comprehensive manner.12

Sex worker–led prevention initiatives usually include sex education, training on STIs and HIV and/or AIDS, voluntary counselling and testing, and condom distribution and advocacy services. Most intervention packages contain at least three of the above-mentioned services and condom distribution forms an integral part of these packages.4 Therefore, condoms are considered an important component in the strategy to prevent the transmission of STIs, including HIV, in the sex industry as well as in general.13

Trends

Effective condom use is recommended for people who engage in sex with multiple sexual partners14 such as sex workers; hence, condom use is highly recommended and encouraged within the sex industry. Although sex workers and their clients are exclusively responsible for their sexual health, working in the sex industry places the female sex workers at a higher risk of contracting HIV during commercial sex. The heightened risk that they face places more responsibility on the female sex workers to ensure that condoms are appropriately and effectively used.11

The effectiveness of condoms is based on the fact that they provide a more direct protection to both the sex workers and their clients. The emphasis on condom use is based on its practicability and its reported effectiveness in providing protection against STIs including HIV.15

Although male condoms are reported to be up to 98% efficient in preventing STIs including HIV with perfect use, condom failure has been identified to considerably interfere with the protective functionality, thus compromising its effectiveness. Common condom problems include breakage, slippage and leakage.16 Observational and prospective studies have estimated failure rates at 1%–13% during condom use.17 Condom failure is likely to occur in situations of poor condom fit; rough, lengthy or intense intercourse; diminished lubrication; or if the condom comes in contact with sharp edges.18 Higher rates of condom failure are identified among less-experienced users,19,20 anal sex and men having sex with men,21 situations of sex-perpetuated violence22 and among frequent users.23 The above-mentioned circumstances are common features of the sex industry. Consequently, condom failure is identified as an issue that should receive due consideration, especially among sex workers.

Definition of terms

Sex worker: a person who indulges in sexual activities for a financial or material benefit, wherein sex is considered a revenue-generating activity rather than a deviant or criminal activity.24

Condom breakage: total breakage is defined as the number of condoms that reportedly open or split any time from opening the package to removing the condom from the penis, divided by the total number of condoms opened.

Condom slippage: partial or complete fall-off of a condom from a penis.

Study objective

While many studies have explored issues around male condom failure among sex workers,18,22,25 an evidence gap was found with regard to what female sex workers do when they encounter circumstances of condom failure during penetrative sex with male clients. This study sought to describe the actions of female sex workers within the first 24 hours of experiencing male condom failure with a male client during penetrative sex.

Contribution to field

These findings could inform national government departments and on-profit organisations (NGOs) working with sex workers such as Sex Worker Education and Advocacy Taskforce (SWEAT) and Sisonke to design interventions that address issues around condom failure. Their programmes should focus on empowering and equipping sex workers on what to do when faced with circumstances of condom failure and for possible lobbying for better and need-specific services such as healthcare facilities that can meet the needs in case of unanticipated exposure of sex workers to STIs including HIV.

Methods

A cross-sectional, descriptive design was used for this exploratory pilot study. The study was designed as a small-scale version in preparation for a major study.26 The study catchment population included all the female sex workers who conduct sex work around the Cape Town Metropole. This includes both the roadside and the brothel-based female sex workers.

A sampling method known as the snowball sampling was employed.27 The first 10 participants included self-identified sex workers who are registered with SWEAT (seed participants). The seed participants were asked to recommend other self-identified sex workers willing to participate in the study. The investigator calculated the sample size using the estimate of 7500 for the Cape Town Metropole.28 Using the Raosoft® sample size calculator, the investigator estimated the margin of error at 5%, confidence interval at 95% and the response distribution at 90%. Using these modalities, a minimum recommended sample size for the study was estimated at 136. Of the 142 participants recruited, only 100 questionnaires were completed correctly and admitted for analysis.

Although the snowballing method of data collection was employed to recruit the participants, the investigator ensured some degree of representativeness of the female sex workers’ population by making sure that participants were selected from the various areas renowned for sex trade. The investigator identified these sex work ‘hot spots’ from a sex worker population mapping that was done by SWEAT et al.28 The investigator recorded the regions the participants came from and using the sex work population mapping, identified those regions that were poorly represented. Although it is impossible to include a representative sample of all the communities sought,29 the investigator encouraged participants to recruit potential participants from the areas that had not been represented. The study participants were recruited during the months of December 2013 and January 2014 from the following sex trade ‘hot spots’: Bellville, Parow, Goodwood, Observatory, Brooklyn, Mitchell’s Plain and Khayelitsha. A R40 transportation fee was given to the participants who came in from the various areas to the SWEAT premises.

The investigator used self-administered questionnaires to collect the data in a standardised manner. The questionnaire used in this study comprised four sections. The first section explored the demographics of the study participants. The second section was related to substance use by the female sex workers. The third section dealt with their sex work experiences and the final section was based on condom use, condom failure (breakage and slippage) and actions of the sex workers after experiencing condom failure. This questionnaire was designed to gauge the actions of sex workers when they experienced condom breakage or slippage with their male clients. These questions explored the actions of the study participants immediately after they realised that the condom had failed as well as within the next 24 hours of the incident. This was based on the consideration that the first 72 hours are the most critical with regard to adopting actions that could mitigate seroconversion if a sex worker became infected as a result of condom failure.

To ensure the reliability of the questionnaire, simple and straightforward questions were used to reduce the chances of ambiguity and confusion. The questionnaire was adapted from an online commercial sex survey.30 The advantage of using instruments that have already been used by others is that they are recognised by the research community as effective measures in terms of conveying the meaning of the enquiry exactly as the research intended.31 Secondly, a copy of the questionnaire was verified by a research delegate of SWEAT for its appropriateness and completeness. Thirdly, the designed questionnaire was piloted among six participants who fitted the inclusion criteria. This pilot tested their comprehension of the questions to ensure that the questions were pitched at a level comprehensible to all the participants, including those who did not have any formal education. After the pilot study, corrections were made to the questionnaire to rephrase questions that were poorly understood by the pilot participants.



Ethical considerations

This study received ethical approval from the Stellenbosch Ethical Research Council and permission from SWEAT. To guarantee a meaningful participation of the sex workers during the investigation, the study was conducted under the auspices of SWEAT. According to STELLA (a sex work–focused research institute),32 while conducting research involving sex workers, their participation under the ambit of a protecting body is important because it can prevent further stigmatisation and abuse of the sex workers.

The study participants were asked to sign a consent form confirming that their participation in the study is completely voluntary and that they understood the benefits and risks that were associated with their participation before responding to the questionnaires, which did not require any identification of the participants.

Results

A total of 142 self-administered questionnaires were collected. Of the 142 questionnaires, 42 were incompletely filled and were thus discarded. The remaining 100 questionnaires were analysed using the IBM SPSS version 21. The results of the analyses are described under the following headings: demographics of the sample, condom use among the female sex workers, condom breakage and slippage, and actions of sex workers after condom failure. The actions of the sex workers are further divided into two parts: immediate actions and actions within the next 24 hours.

Demographics of the sample

The demographics of the study participants are represented in terms of their age, marital status, educational background and race. Table 1 summarises the demographics of the study participants.
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Condom use among female sex workers

To assess the rates of condom use, the investigator used the following parameters: frequently, sometimes, rarely and never. Almost all of the sex workers who participated in the survey (99%) indicated using condoms during their last sexual encounter with a male client during penetrative sexual intercourse (vaginal or anal). However, it is clear that consistent condom use is still an issue among sex workers working in the Cape Town Metropole. Almost half (44%) of the respondents attested to sometimes having sex without a condom for more money. Another 8% said that they frequently engaged in unprotected sex, while 10% indicated that they rarely engaged in unprotected sexual intercourse with their male clients. Therefore, 62% of the study participants at one point or the other of their sex work life had engaged in unprotected sexual encounters with their clients for more money. Nevertheless, 38% of the respondents reported that they had never engaged in unprotected sexual intercourse with their clients for more money. Figure 1 displays the results.
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Condom breakage and slippage

Figure 2 represents the distribution of responses with regard to condom breakage and slippage. More people reported frequently experiencing condom breakage compared with condom slippage. The ‘sometimes’ responses of the participants are almost on par when asked how often they experienced condom failure or slippage. More people ‘rarely’ or ‘never’ had condom slippage compared to breakage. Figure 2 displays the responses of the participants on condom breakage.
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Meanwhile, 90% of the participants confirmed having experienced condom breakage at some point or the other while working as sex workers, and 85% reported encountering situations of condom slippage. These findings mean that condom failure is a common occurrence in sex work among female sex workers.

Actions of sex workers after condom failure

The first part focuses on the actions taken by the sex workers immediately after they noticed condom breakage or slippage. The second part focuses on their actions up until the 24th hour. The response percentages of the participants with regard to the immediate actions and actions within the next 24 hours of experiencing condom failure with a client are displayed in Table 2.
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Immediately after exposure

Regarding the actions of the sex workers immediately after they noticed that the condom was broken off or had slipped during the sexual encounter with a male client, the questionnaire offered six possible (options) actions (see Table 2). The participant responses showed that 36% of the respondents continued the sexual encounter with their clients to the end, even after noticing that the condom was broken or had slipped off. The same number stopped immediately after they noticed that the condom was broken or had slipped and put on a new condom, continuing the encounter to the client’s satisfaction. Around 13% of the participants told that they stopped the sexual encounter completely after noticing that the condom was broken or had slipped out during the sexual encounter. Three per cent revealed that they applied vaginal spermicidal foam immediately after experiencing condom breakage or slippage. About 5% of the respondents said that they stopped immediately and took a douche. None of the participants took any other action when faced with condom breakage and slippage. Finally, 7% did not offer any response because they had previously indicated that they had never experienced condom breakage or slippage while working as sex workers.

Within the next 24 hours

The second part of the action of sex workers was explored using the following question and response options: What do you do when you notice that the condom has slipped or broken when having sex with a client after the encounter is over until the next day? The response options are displayed in Table 2.

Slightly more than half (53%) of the participants reported doing nothing within the next 24 hours after noticing that the condom had failed. Meanwhile, 4% of the participants attested to seeking counsel from a professional after an experience of condom breakage or slippage, and 3% of the respondents revealed that they simply drank alcohol or took drugs to forget about the incident. A quarter of the participants (25%) indicated that they went to the clinic for help when they experienced condom breakage and slippage. The 8% who suggested other actions mentioned taking the morning-after pill for the prevention of pregnancy; however, they did not make a mention of anything they did to prevent the transmission of HIV. The last 7% offered no response as they had stated that they had never ever experienced condom breakage or slippage while having sex with a client.

Discussion

Condom use among female sex workers

The findings of this study revealed that many sex workers are making efforts towards using male latex condoms during penetrative sexual intercourse with their male clients. Nevertheless, most of these sex workers are ready to compromise their safety by engaging in unprotected sexual relations with their male clients for better pay rates. This fact is espoused by the finding that only 38% of the respondents reported never having unprotected sexual intercourse with their male clients for better pay. The other 62% of the respondents sometimes, rarely or frequently engaged in unprotected sexual intercourse for more money, representing the sex workers who use condoms inconsistently with their clients. These findings do not, however, tally with the findings of a study conducted by SWEAT et al.28 that explored the rates of condom use among sex workers in Cape Town. They observed that of the sex workers that engaged in vaginal sex with male clients, 64.3% reported using a condom at all sexual encounters with their clients. Notwithstanding, according to the same study, 45.6% of sex workers reported engaging in penetrative sex with a client without a condom. This figure is not far from the 38% of participants who admitted to indulging in unprotected sexual relations with male clients for better pay. Disparities of this nature are frequent because in most studies as in this one, condom use is self-reported and, therefore, potentially subject to bias.

Although there is a disparity between the exact percentage of sex workers who used condoms every time they had sex with a client, there is a substantial number of sex workers who are still engaging in unprotected sexual intercourse with their clients. Although other socio-cultural factors such as accessibility of condoms, client violence and forced unprotected sex, working under the influence of alcohol,33 substance use among sex workers34 and the influence of gatekeepers35 may contribute to the practice of unprotected sex, a factor that stands out is the need for financial stability.36,37 In essence, financial gain is the main reason why people employ themselves in the sex industry. Also, sex workers who are addicted to drug use are likely to engage in unprotected sexual intercourse for more money to pay for their habits, and so they need to secure more clients.38 Evidence accrued to date also links binge drinking, chronic alcohol use and other alcohol use disorders with unsafe sex and HIV transmission, and these disorders are common among sex workers.39 Alcohol and drug use are identified to compromise the thinking and decision-making capacities of the user. This explains why sex workers working under the influence of alcohol are likely to neglect using condoms during sex trade or perhaps do nothing when a condom breaks. Another important underlying factor that has been identified in the literature is power relations between the sex workers and their clients. Because the client pays for the sex act, they are perceived to hold more power in the condom-negotiation process, requiring negotiation skills on the part of the sex worker to tilt the power balance. If the sex worker is unsuccessful in the negotiation process, they will likely experience problems such as inability to resist the client’s pressure for unprotected sex.40

Condom breakage and slippage

This study showed very high rates of condom breakage (90%) and slippage (85%) among sex workers in Cape Town. A study conducted in China revealed the prevalence of condom slippage and condom breakage during the three months before the survey was conducted at 36.2% and 34%, respectively.22 Although the rates of condom failure are different in both studies, there is a fundamental understanding that condom failure remains a prevalent problem against HIV preventive efforts in the sex industry. Although HIV prevention interventions have positively influenced the prevalence of condom use among sex workers in Cape Town, the risk of transmission of HIV among this population may remain relatively high as ‘unsafe’ sex stemming from condom failure remains prevalent. The situation is even more dire as mastery of condom use skills is always assumed among sex workers because of the understanding that they practice sex regularly. Unfortunately, condom failure always coexists with condom usage and condom use errors. The findings of this study revealed that condom breakage and slippage (condom failure) is fairly common among female sex workers in Cape Town. In a qualitative study conducted by Gurav et al.,18 sex workers identified rough sex in different forms – over-exuberance to violence – resulting from clients’ inebriation and use of sexual stimulants causing tumescence. They also identified excessive thrusting and sex that lasts longer than usual as the main causes of condom failure. According to a study conducted by SWEAT et al.,28 high levels of condom failure are associated with the Choice® condom brand, the condom brand that is distributed by the South African government as a campaign against HIV transmission. While this study points to condom brands being a contributing factor in condom failure to an extent, studies have also shown that condom failure is more associated with condom use skills21,41,43,44 than the condom brand.

Actions of sex workers after condom failure

It is recommended that if a condom breaks or slips off during sexual intercourse and before ejaculation, the parties involved should stop the sex act immediately and put on a new one before continuing.16 If ejaculation occurred, the receptive partner (female sex worker in this case) should squat and squeeze with vaginal muscles to remove excess semen, then wash their vulva, anus and surrounding areas with soap and water immediately, to reduce the risk of acquiring an STI including HIV.45 Inserting an applicator full of spermicide into the vagina as soon as possible is highly recommended. The spermicide in the applicator will help eliminate some of the organisms causing STIs. Females are warned against performing a douche because washing the inside of the vagina can alter the useful bacteria that protect the vagina from infection, and further push any sperm and bacteria into the cervix, thus increasing the chances of unwanted pregnancies and the transmission of HIV and STIs.45 After these required immediate actions, female sex workers are advised to visit a clinic or their doctor for further support.

Immediately after exposure

According to the survey, a third of the respondents continued their sexual encounter to the end, even after noticing that the condom had broken. This situation constitutes a very high-risk sexual activity, for both parties involved, as they are unaware of each other’s HIV status. Based on biomedical evidence and calculations, the risk of HIV infection is determined by the number of HIV-infected partners, the efficiency of HIV transmission and the number of unprotected sex acts with each HIV-infected partner.5 Inconsistent condom use, the length of working hours in the sex industry, a higher number of clients and high rates of condom failure are identified as proxy markers to the risk of HIV acquisition. Consequently, continuing a sexual encounter with a client after the condom has broken or slipped off is similar to having unprotected sex with the client. Therefore, the chances of contracting HIV, according to the biomedical formula, increases. Another third of the population reported that they stopped immediately after noticing that the condom had broken or slipped and that they put on a new condom to continue the sexual encounter to the end. Although this is better than the first option of continuing the sexual encounter in spite of the condom breaking or slipping, it still carries some elements of risk because of the prior mixing of the biological fluids.

Participants reported that they stopped the sexual encounter completely when they realised that the condom was broken or had slipped out during the sexual encounter. While this is identified as the best measure to prevent the spread of HIV and other STIs in the case of condom failure, it should be recognised that stopping the sexual encounter entirely at this stage is greatly influenced by the sex worker–client power dynamics. When a sex worker feels that they are in control of the situation, they could stop the sexual encounter completely and explain to the clients about the risks involved in continuing with the sexual activity. Conversely, if the sex worker feels less in control and intimidated by the client considering that she already has collected the clients’ money, the situation is left to the client’s discretion. This situation is potentially precarious because there is a high chance that the client will opt to continue the sexual encounter without any condom. This possibility is substantiated by a large number of studies portraying clients’ resistance to using condoms during the sexual transaction,9,46 supported by their willingness to pay more for unprotected sex.5 According to Gould and Fick,47 the demand for unprotected sex by clients creates most of the significant problems of sex workers. Gay et al.48 reported that most violence perpetrated on sex workers by their clients is based on their refusal to comply with the clients’ demands for unprotected sex, and up to a third of street-based sex workers have reported being raped by their clients. Therefore, violence or fear of violence has a role to play in determining what the sex workers do when faced with a situation of condom failure with a client.

A few of the participants revealed that they apply vaginal spermicidal foam after noticing that the condom had broken or had slipped off, while others said that they stopped immediately and took a douche. A survey, which was done among brothel and non-brothel-based sex workers, revealed that over 90% of sex workers washed their vagina with water mixed with Dettol® or soda or turmeric after sex with their clients.49 This is a common practice among sex workers. Although, these practices could prevent sex workers from becoming pregnant, they might not be effective in preventing the transmission of the HIV virus and other STIs. On the contrary, taking a vaginal douche with hygienic substances eliminates the protective bacteria and alters the vaginal pH, thus exposing the vaginal lining to easy viral transmission. Martino and Vermund50 explained that the normal acidity of the vaginal environment can partly inactivate the HIV virus, which means that altering this pH level would expose the individual to various STIs including HIV. Consequently, the risk of contracting HIV after performing these acts remains higher, as the basis of these actions are at best myths.

Those who said they took other measures than those suggested in the questionnaire indicated that they took the morning-after pills. Some people believe that taking a birth control pill could prevent them from contracting HIV. According to Wilton, ‘the evidence, investigating the link between hormonal contraceptives and HIV transmission is inconsistent and limited’.51 Nevertheless, research shows that the progesterone contained in the birth control pills can increase the chances of contracting HIV in two ways. Firstly, it is suggested that progesterone can cause changes to the vaginal lining (decrease the thickness), which may increase a woman’s susceptibility to HIV infection. Research also shows that progesterone can increase the amount of virus (or viral load) in the vaginal fluid of women living with HIV, increasing their chances of transmitting HIV to others.48

Within the next 24 hours

The responses offered by the sex workers in this category represent their actions within the next 24 hours after a condom failure incident. The most popular response from the study participants indicated that the participants did nothing after the incident of condom failure with a client. Although it is unclear why they do nothing at all, a reasonable assumption is that they do not actually know what to do or where to go in situations of condom failure constituting high-risk exposure to HIV and other STIs. Although interventions to prevent HIV among sex workers have shown some success, they have had little impact on HIV transmission dynamics because they are implemented on very small scale, that most sex workers who need the prevention services do not have them available.6 In a study conducted by Parry et al.,52 they uncovered that many of the sex workers in Cape Town know about the treatment for HIV but they did not know where to go to get access to the antiretroviral medication. This is supported by Gay et al.48 who noted that most prevention interventions targeting sex workers focus on condom use and that just a few have advocated for sex workers to have equal access to antiretroviral medication. They also noted that sex workers have faced many of barriers to accessing healthcare. According to Scheibe et al.,53 discrimination, stigma and violence by police officers, clients, healthcare service providers, family members and community members have adverse impacts on the health and well-being of sex workers and thereby increases their vulnerability to HIV. Insensitive health workers might cause sex workers to avoid health facilities.54 Sex workers may have difficulties accessing both, post-exposure prophylaxis and legal services in situations of rape.48 These barriers could adversely impact on the health service–seeking behaviours of sex workers.

Three per cent of the respondents indicated that they indulged in the use of drugs (including alcohol, hormones and image- and performance-enhancing drugs) to forget about the incident that took place with the client. The association between alcohol use and sexual risks among female sex workers has been established.55 In addition, there is evidence that alcohol use by female sex workers and their clients can present problems for safer sexual and social interactions, which might lead to difficulty using condoms.56 Although the sex workers were aware of the dangers they faced with condom failure with a client, they indulged in drugs and alcohol to forget about the incident. Sex workers have reported using alcohol and other drugs to lower inhibitions and give them the courage they need to approach the clients.52 Nevertheless, as revealed by some of the sex workers in this study, those who had developed drug and alcohol dependency had the propensity to use these substances to drown their worries and escape from the reality of their problems. Thus, according to Chen et al.,55 alcohol use in commercial sex should be considered an occupational hazard that requires immediate intervention.

Notwithstanding, a fair number of sex workers reported having attended a clinic (27%) and making use of the services of a professional (4%) within 24 hours of experiencing condom failure. This makes a total of 31% of the participants who displayed positive actions within the 24 hours following an experience with condom failure. This behaviour is also reported by Richter, 57 who observed some positive attitudes of the sex workers towards healthcare services tailored to sex workers’ needs, such as sex worker consultation, peer education and empowerment initiatives. She explained that strategies to mitigate sex workers’ risk for HIV and ill health by ensuring access to proper and sensitive healthcare and education in Rustenburg were successful.

Limitations on the study

The snowball sampling method limits the possibility of generalising the research finding to the general population identified because it has a high possibility of producing biased samples.29 This method had its downfall in that generally, participants tend to refer only those who might have similar preferences, dislikes and behavioural patterns, thus the sample may include an over-representation of individuals with numerous social connections who share similar characteristics.58 Another limitation of this study is related to the sample size. Some potential problems with studies done on sex workers using self-administered questionnaires are that the respondents are likely to be biased when responding to questions on topics such as condom use and drug habits.59 To minimise the chances of this, the participants were reminded of the importance of responding to the questions with honesty and the promise of anonymity throughout the study.

While the quantitative study could provide us with the spread of the problem, a qualitative study could provide us with participants’ perceptions and why they think and behave in a particular way with respect to the phenomenon in question.60

Conclusion

Condom failure has always been found to coexist with condom usage and is often associated with condom use errors. This study explored what female sex workers do when a male condom fails during a sex act with a male client. Meanwhile, some of the actions such as continuing the sexual act without a new condom, taking alcohol and drugs or doing nothing at all could expose the sex workers more to contracting HIV; other actions such as stopping the sexual completely, paying a visit to a nearby clinic or visiting a professional could be the difference between staying HIV-negative or becoming HIV-positive. Unfortunately, many sex workers did nothing in the circumstance, avoiding seeking medical attention or specialised advice when they are faced with situations that increase their vulnerability to HIV. Although the National Sex Worker HIV Plan for 2016–2019 for South Africa provides for the reduction of risk behaviours and the creation of an environment for sex work that is safe for sex workers and clients including the provision of pre-exposure prophylaxis (PrEP) medication for sex workers, there is a need to understand the actions of sex workers when faced with circumstances that predispose them to contracting HIV for successful programming.

Acknowledgements

The author would like to acknowledge Prof. Jan du Toit of the Africa Centre for HIV and AIDS management in Stellenbosch University for his support in conducting this study. The author is grateful to the entire staff of the SWEAT for their support and also for providing their offices to conduct the study. The author thanks Dr Gordon Isaacs of SWEAT for facilitating the process of obtaining the first participants for the study and Leka Asila Alindekane for assisting with the data collection process.

Competing interests

The author declares that he has no financial or personal relationships which may have inappropriately influenced him in writing this article.

References


	1. 	World Health Organization. Prevention and treatment of HIV and other sexually transmitted infections for sex workers in low- and middle-income countries: Recommendations for a public health approach. Geneva, Switzerland: World Health Organization; 2012.

	2. 	Shannon K, Strathdee SA, Goldenberg SM, Duff P. Global epidemiology of HIV among female sex workers: Influence of structural determinants. Lancet. 2015;385(1):55–71. https://doi.org/10.1016/s0140-6736(14)60931-4

	3. 	UCSF, Anova Health Institute, WRHI. South African Health Monitoring Study (SAHMS), Final report:The integrated biological and behavioural survey among female sex workers, South Africa 2013–2014. San Francisco, CA: UCSF; 2015.

	4. 	UNAIDS, APHIAplus. HIV education and health services for sex workers [homepage on the internet]. APHIAplus; 2013 [cited 2016 Aug 15]. Available from: http://www.fhi360.org/sites/default/files/media/documents/APHIAplus_Technicalbrief_SexWorkers_0.pdf

	5. 	South African National AIDS Council. National strategic plan for HIV prevention, care and treatment for sex workers. Pretoria, South Africa: South African National AIDS Council; 2013.

	6. 	Vuylsteke B, Semdé G, Sika L, et al. HIV and STI prevalence among female sex workers in Côte d’Ivoire: Why targeted prevention programs should be continued and strengthened. PLoS One. 2012;7(3):e32627. https://doi.org/10.1371/journal.pone.0032627

	7. 	Baral S, Beyrer C, Muessig K, et al. Burden of HIV among female sex workers in low-income and middle-income countries: A systematic review and meta-analysis. Lancet Infect Dis. 2012;12:538–549. https://doi.org/10.1016/S1473-3099(12)70066-X

	8. 	Jamison DT, Breman JG, Measham AR, et al. Disease control priorities in developing countries. New York: World Bank 2006.

	9. 	Ghimire L, Smith C, van Teijlingen E, Dahal R, Luitel N. Reasons for non- use of condoms and self- efficacy among female sex workers: A qualitative study in Nepal. BMC Womens Health. 2011;11(1):42. https://doi.org/10.1186/1472-6874-11-42

	10. 	Holland K, French S. Condom negotiation strategy use and effectiveness among college students. J Sex Res. 2012;49(5):443–453. https://doi.org/10.1080/00224499.2011.568128

	11. 	Deering K, Lyons T, Feng C, et al. Client demands for unsafe sex: The socioeconomic risk environment for HIV among street and off-street sex workers. J Acquir Immune Defic Syndr. 2013;63(4):522. https://doi.org/10.1097/QAI.0b013e3182968d39

	12. 	World Health Organization. Prevention and treatment of HIV and other sexually transmitted infections for sex workers in low- and middle-income countries: Policy brief. Geneva, Switzerland: World Health Organization; 2012.

	13. 	Valdiserri R, Lyter D, Leviton L, Callahan C, Kingsley L, Rinaldo C. Variables influencing condom use in a cohort of gay and bisexual men. Am J Public Health. 1988;78(7):801–805. https://doi.org/10.2105/AJPH.78.7.801

	14. 	Weller SC, Davis-Beaty K. Condom effectiveness in reducing heterosexual HIV transmission (Review). Cochrane Libr. 2007;4:1–24. https://doi.org/10.1002/14651858.CD003255

	15. 	Warner L, Gallo M, Macaluso M. Condom use around the globe: How can we fulfil the prevention potential of male condoms? Sex Health. 2012;9(1):4–9. https://doi.org/10.1071/sh11072

	16. 	Sanders SA, Yarber WL, Kaufman EL, Crosby RA, Graham CA, Milhausen RR. Condom use errors and problems: A global view. Sex Health. 2012;9:81–95. https://doi.org/10.1071/SH11095

	17. 	Spruyt A, Steiner MJ, Joanis C. Identifying condom users at risk for breakage and slippage: Findings from three international sites. Am J Public Health. 1988;88(1):239–244. https://doi.org/10.2105/AJPH.88.2.239

	18. 	Gurav K, Bradley J, Gowda C, Alary M. Perspectives on condom breakage: A qualitative study of female sex workers in Bangalore, India. Cult Heal Sex. 2014;16(5):575–586. https://doi.org/10.1080/13691058.2014.883642

	19. 	Yam E, Mnisi Z, Mabuza X, Kennedy C, Tsui A, Baral S. Use of dual protection among female sex workers in Swaziland. Int Perspect Sex Reprod Health. 2013;39(2):69–78. https://doi.org/10.1363/3906913

	20. 	Fitch T, Stine C, Hager D, Mann J, Adam M, Mcilhaney J. Condom effectiveness: Factors that influence risk reduction. Sex Transm Dis. 2002;29(12):811–817. https://doi.org/10.1097/00007435-200212000-00013

	21. 	Goodall L, Clutterbuck D, Flowers P. Towards condom skills: A cross-sectional study of the association between condom proficiency, condom problems and STI risk amongst MSM. BMC Public Health. 2012;12(1):747. https://doi.org/10.1186/1471-2458-12-747

	22. 	Choi S, Chen KL, Jiang ZQ. Client-perpetuated violence and condom failure among female sex workers in Southwestern China. Sex Transm Dis. 2008;35(2):141. https://doi.org/10.1097/OLQ.0b013e31815407c3

	23. 	Brown B, Duby Z, Bekker L-G. Sex workers: An introductory guide for health care workers in South Africa [homepage on the Internet]. 1st ed. Cape Town: Desmond Tutu HIV Foundation; 2012 [cited 2016 Sep 02]. Available from: http://desmondtutuhivfoundation.org.za/wp-content/uploads/2016/05/SW-Manual-Sept2012-LR-1.pdf

	24. 	Shaver FM. Sex work research: Methodological and ethical challenges. J Interpers Violence. 2005;20:296. https://doi.org/10.1177/0886260504274340

	25. 	Bradley J, Rajaram SP, Moses S, Boily MC. Why do condoms break? A study of female sex workers in Bangalore, south India. Sex Transm Infect. 2012;88(1):163–170. https://doi.org/10.1136/sextrans-2011-050283

	26. 	Polit DF, Beck CT, Hungler BP. Essentials of nursing research methods, appraisal and utilization. 5th ed. Philadelphia, PA: Lippincott William & Wilkins; 2001.

	27. 	Faugier J, Sargeant M. Sampling hard to reach populations. J Adv Nurs. 1997;26(4):790–797. https://doi.org/10.1046/j.1365-2648.1997.00371.x

	28. 	SWEAT, Impact Consulting Research Field, Geo-Mapping Specialist. Estimating the size of the sex worker population in South Africa, 2013. Cape Town: South African AIDS Council; 2013.

	29. 	Sadler G, Lee H-C, Lim R, Fullerton J. Research article: Recruitment of hard-to-reach population subgroups via adaptations of the snowball sampling strategy. Nurs Health Sci. 2010;12(3):369–374. https://doi.org/10.1111/j.1442-2018.2010.00541.x

	30. 	Scavone L. Commercial sex worker survey [homepage on the Internet]. 2015. Available from: https://www.surveymonkey.com/r/QRR76BK

	31. 	Biemer P, Lyberg L. Introduction to survey quality; NJ: Wiley; 2003.

	32. 	STELLA. Sex workers and research ethics [homepage on the Internet]. 2006. Available from: http://chezstella.org/docs/ConsSIDArechEthiA.pdf

	33. 	Sex Workers Outreach Project. Broken condoms: What to do if a condom breaks [homepage on the Internet]. 2015 [cited 2016 Sep 02]. Available from: http://www.opendoors.nhs.uk/content/what-do-if-condom-breaks-0

	34. 	Pauw I, Brener L. You are just whores – You can’t be raped: Barriers to safer sex practices among women street sex workers in Cape Town. Cult Health Sex. 2003;5(6):465–481. https://doi.org/10.1080/136910501185198

	35. 	Yang H, Li X, Stanton B, Fang X, Zhao R. Condom use among female sex workers in China: Role of gatekeepers. Sex Transm Dis. 2005;32(9):572–580. https://doi.org/10.1097/01.olq.0000175418.48665.95

	36. 	Weine S, Golobof A, Bahromov M, et al. Female migrant sex workers in Moscow: Gender and power factors and HIV Risk. Women Health. 2013;53(1):56–73. https://doi.org/10.1080/03630242.2012.739271

	37. 	Tsai L, Witte S, Aira T, Riedel M, Hwang H, Ssewamala F. ‘There is no other option; we have to feed our families…who else would do it?’: The financial lives of women engaging in sex work in Ulaanbaatar, Mongolia. Glob J Heal Sci. 2013;5(5):41–50. https://doi.org/10.5539/gjhs.v5n5p41

	38. 	Parry C, Dewing S, Petersen P, et al. Rapid assessment of HIV risk behavior in drug using sex workers in three cities in South Africa. AIDS Behav. 2009; 13(5):849–859. https://doi.org/10.1007/s10461-008-9367-3

	39. 	Li Q, Li X, Stanton B. Alcohol use among female sex workers and male clients: An integrative review of global literature. Alcohol Alcohol. 2010;45(2):188–199. https://doi.org/10.1093/alcalc/agp095

	40. 	Lian W, Chan R, Wee S. Sex workers’ perspectives on condom use for oral sex with clients: A qualitative study. Health Educ Behav. 2000;27:502–516. https://doi.org/10.1177/109019810002700411

	41. 	Sanders S, Yarber W, Kaufman E, Crosby R, Graham C, Milhausen R. Condom use errors and problems: A global view. Sex Health. 2012;9(1):81. https://doi.org/10.1071/SH11095

	42. 	Crosby R, Bounse S. Condom effectiveness: Where are we now? Sex Health. 2012;9(1):10. https://doi.org/10.1071/SH11036

	43. 	Crosby R, Sanders S, Yarber W, Graham C, Dodge B. Condom use errors and problems among college men. Sex Transm Dis. 2002;29(9):552–557. https://doi.org/10.1097/00007435-200209000-00010

	44. 	Albert AE, Warner DL, Hatcher RA. Facilitating condom use with clients during commercial sex in Nevada’s legal brothels. Am J Public Health. 1998;88(4):643–646. https://doi.org/10.2105/AJPH.88.4.643

	45. 	Live Mint. Sex workers ignorant about HIV/AIDS: Study [homepage on the Internet]. 2007. Available from: http://www.livemint.com/Politics/UD2IZmeJbaz6z7OAZfgGSI/Sex-workers-ignorant-about-HIVAIDS-Study.html

	46. 	Loggerenberg V, Dieter AA, Sobieszczyk ME, et al. HIV prevention in high-risk women in South Africa: Condom use and the need for change. PLoS One. 2012;7(2):e30669. https://doi.org/10.1371/journal.pone.0030669

	47. 	Gould C, Fick N. Selling sex in Cape Town sex work and trafficking in a South African city. Cape Town: Institute of Security Studies and Sex Worker Education and Advocacy Taskforce 2008.

	48. 	Gay J, Hardee K, Croce-Galis M, Hall C. What works to meet the sexual and reproductive health needs of women living with HIV/AIDS. J Int AIDS Soc. 2011;14(1):56. https://doi.org/10.1186/1758-2652-14-56

	49. 	Wong M, Chan R, Koh D, Wee S. A prospective study on condom slippage and breakage among female brothel-based sex workers in Singapore. Sex Transm Dis. 2000;27(4):208–214. https://doi.org/10.1097/00007435-200004000-00005

	50. 	Martino J, Vermund S. Vaginal douching: Evidence for risks or benefits to women’s health. Epidemiol Rev. 2002;24(2):109–124. https://doi.org/10.1093/epirev/mxf004

	51. 	Wilton J. Research update: Do hormonal contraceptives increase the risk of HIV transmission among women? Prevention in focus [homepage on the Internet]. 2012. Available from: http://www.catie.ca/en/pif/spring-2012/research-update-do-hormonal-contraceptives-increase-risk-hivtransmission-among-wome

	52. 	Parry C, Carney T, Petersen P. HIV-risk behavior among injecting or non-injecting drug users in Cape Town, Pretoria, and Durban, South Africa. Subst Use Misuse. 2009;44(6):886–904. https://doi.org/10.1080/10826080802487028

	53. 	Scheibe A, Drame F, Shannon F. HIV prevention among female sex workers in Africa. SAHARA-J. 2012;9(3):167–172. https://doi.org/10.1080/17290376.2012.743809

	54. 	Nyembe M, Zacharias R, Krige A, et al. Sex workers and sex work in South Africa – A guide for journalists and writers. Cape Town: Sonke Gender Justice, Sisonke Sex Worker Movement, Sex Worker Education and Advocacy Taskforce, and Women’s Legal Centre; 2014.

	55. 	Chen Y, Li X, Zhang C, Hong Y, Zhou Y, Liu W. Alcohol use and sexual risks: Use of the Alcohol Use Disorders Identification Test (AUDIT) among female sex workers in China. Health Care Women Int. 2013;34(2):122–138. https://doi.org/10.1080/07399332.2011.610535

	56. 	Ditmore MH. Prostitution and sex work. Santa Barbara, CA: Greenwood; 2012.

	57. 	Richter M. Characteristics, sexual behaviour and access to health care services for sex workers in South Africa. Afrika Focus. 2013;26(2):165–176.

	58. 	Magnani R, Sabin K, Saidel T, Heckathorn D. Review of sampling hard-to-reach and hidden populations for HIV surveillance. AIDS. 2005;19:S67. https://doi.org/10.1097/00002030-200505002-00009

	59. 	Spice W. Management of sex workers and other high-risk groups. Occup Med (London). 2007;57(5):322–328. https://doi.org/10.1093/occmed/kqm045

	60. 	Creswell J, Clark V. Health promotion – Principles and practice in the Australian context. Aust NZ J Publ Health. 2007;31(4):388–389. https://doi.org/10.1111/j.1753-6405.2007.00097.x



OPS/symbol.jpg
 — .\

\ U





OPS/HIVMED-18-698-F1.jpg
FIGURE 1: Responses of participants on condom usage.
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FIGURE 2: Responses of study participants on condom breakage and slippage.
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TABLE 1: Key demographics of study participants.

Variable Representation %
Age distribution
Average 3352 -
Range 19-60 -
Mode 30 -
Age range distribution
10-19 1 -
20-29 22 R
30-39 35 -
40-49 15 -
50-59 7 -
60-69 1 -

Educational levels
No formal education
Attended high school
Completed high school
Some college
College graduate

Racial distribution
Black people
Mixed race people
White people

Marital status
Single
Live-in
Currently married
Divorced
Widowed

18
58

54

41

58
27
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TABLE 2: Actions of female sex workers faced with condom failure during penetrative
sexual encounters with clients in Cape Town.

Actions of sex workers Response %  Mean Std. Error

Immediate actions

Continue to the end of the sex act 36 0.36 0.048
Stop immediately and put on a new condom 36 0.36 0.048
Stop the sexual encounter immediately 13 0.13 0.034
Apply vaginal spermicide foam 3 0.003 0.017
Stop and take a douche 5 0.005 0.022
Others 0 - -

Non-response 7 - -

Within the next 24 hours

Nothing 53 0.53 0.049
Seek counselling from a professional 4 0.04 0.019
Take alcohol or drugs to forget the incident 3 0.03 0.017
Go to the clinic for assistance 25 0.25 0.043
Others 8 0.08 0.027

Non-response 7 - :
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