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Research Highlights 

 

 We propose novel conceptual categories to classify power among sex workers. 
 

 Sex workers had most control over logistics: when, where, and for whom to work. 
 

 The CCT had its greatest impact by modifying sex workers’ choices of work 

logistics. 
 

 Current sex worker interventions target control over condoms to promote health. 
 

 Leveraging sex worker’s control over logistics is a promising new approach. 
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Abstract 

Female Sex Workers are a core population in the HIV epidemic, and interventions such as 

conditional cash transfers (CCTs), effective in other health domains, are a promising new 

approach to reduce the spread of HIV. Here we investigate how a population of Tanzanian 

female sex workers, though constrained in many ways, experience and use their power in 

the context of a CCT intervention that incentivizes safe sex. We analyzed 20 qualitative in-

depth interviews with female sex workers enrolled in a randomized-controlled CCT 

program, the RESPECT II pilot, and found that while such women have limited choices, 

they do have substantial power over their work logistics that they leveraged to meet the 

conditions of the CCT and receive the cash award. It was through these decisions over 

work logistics, such as reducing the number of workdays and clients, that the CCT 

intervention had its greatest impact on modifying female sex workers’ behavior. 

 

Key Words: Sexually Transmitted Infections; Core populations; Incentives; Gender; 

Empowerment; sub-Saharan Africa; Tanzania 

 

Introduction 

Conditional Cash Transfers (CCTs), shown to be effective in several health and 

social domains, have recently been tested as a new approach to prevent HIV and STIs 

(Baird, Garfein, McIntosh, & Özler, 2012; Björkman Nyqvist, Corno, de Walque, & 

Svensson, 2015; de Walque et al., 2015; de Walque, Dow, & Gong, 2014; de Walque et 

al., 2012; Kohler & Thornton, 2011; MacPhail et al., 2013). CCTs operate by providing 

cash to beneficiaries when they meet specified targets of the program, such as clinic 

visits, or testing negative for HIV or STIs. CCTs could be promising for women in 
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particular since cash or lack of cash (poverty) influences engagement in risky sexual 

behavior among women and their partners (Baird et al., 2012; Cluver et al., 2013; de 

Brauw, Gilligan, Hoddinott, & Roy, 2014; de Walque et al., 2014; Dunbar et al., 2010). 

Sex workers, a core population in the spread of HIV, who live in poverty and who are 

financially dependent on their clients could use the cash transfer to bolster their decision-

making power over with whom they have sex, how often, and whether or not they use a 

condom – all important determinants of STI transmission. It is possible, however, that sex 

workers with more power will be better able to reduce their risk of STIs when a CCT is 

conditioned on negative STI tests. Some evidence reveals a correlation between power 

dynamics in intimate relationships and risky sexual behavior (Jewkes, 2012), and that 

receiving and controlling cash affects relationship power (Corroon et al., 2014; Crissman, 

2012; Maman, 2002). Yet, we know little regarding the synergistic impact of poverty, 

receipt of cash, and the power sex workers have (or lack) in the context of CCTs 

designed to reduce risky sexual behavior. The present study examines how a population 

of sex workers in Tanzania experienced and exercised power with clients in the context 

of a CCT intervention. 

We examine sex worker behavior in the context of the RESPECT II pilot study, 

which was designed to test how sex workers respond to a CCT conditioned on negative 

STI tests. The study was conducted among 100 female sex workers in Dar es Salaam who 

were provided baseline STI tests and free treatment, then CCTs conditional on negative 

STI tests (for syphilis and trichomonas) after 2-months and 4-months. From the 100 sex 

workers in the RESPECT II pilot study, we recruited 20 to participate in in-depth 

interviews at their final, 4-month study visit. Here, we present the qualitative analysis of 



 6 

these 20 in-depth interviews to assess how sex workers responded to this novel CCT 

intervention designed to reduce HIV and STI incidence. In the context of this CCT, we 

explore how participants experience and use their power.  We define “power” broadly as 

the control over a range of choices regarding sex work, including: whether or not to 

engage in sex work, when to work, which clients to take, how many clients to accept, 

what price to charge clients, or whether the client uses a condom. 

Several recent experiments have tested CCTs to reduce the incidence of HIV and 

STIs among high-risk groups, with mixed results – some effectively reducing HIV 

incidence while others had less success (Pettifor, MacPhail, Nguyen, & Rosenberg, 

2012). Many studies provide cash once those enrolled in a study engage in a targeted 

behavior like attending school and these studies suggest a protective effect (Baird et al., 

2012; de Brauw et al., 2014; MacPhail et al., 2013). A smaller number of studies have 

conditioned the cash directly on STI or HIV outcomes to test how this might reduce risky 

sexual behaviors, as well as STI and HIV incidence. These studies have yielded differing 

results; for example, an analysis in Malawi found an increase in reported risky behaviors 

among men after the end of the study (Kohler & Thornton, 2011), while in The 

RESPECT study in Tanzania, the CCT reduced STI incidence among both men and 

women who were eligible to receive the largest possible cash transfer (de Walque et al., 

2012), and in Lesotho, a conditional lottery ticket reduced STIs most among women and 

those randomized to receive a larger amount of money through the lottery (Björkman 

Nyqvist et al., 2015). While these are encouraging findings, we still know little about the 

pathways through which CCTs work to change sexual and reproductive health behaviors, 

including sexual debut, risky sex, selection of sexual partners, and condom negotiation. 
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Specifically, there has been little research to date regarding how a woman’s control over 

her intimate relationships could shape how she responds to a CCT intervention. 

Furthermore, there is limited evidence about whether such interventions shape the control 

she has in these domains. 

 

Drivers of Risky Sex in Commercial Sex Work 

Female sex workers, a core population in the spread of HIV, are important to 

study yet we know little about how they exert control in their work to practice safer sex 

with their clients (as defined above: whether or not to engage in sex work, when to work, 

which clients to take, how many clients to accept, what price to charge clients, or whether 

the client uses a condom) (Das & Horton, 2014). In sub-Saharan Africa, the culture of 

selling or purchasing sex and transactional sexual relationships are part of a nuanced 

social fabric of relationship ties, and women in transactional sexual relationships, 

including sex workers, possess several domains where they can exert their control 

(Swidler & Watkins, 2007). While female sex workers are constrained in many ways, and 

a very specific type of power relationship exists in a commercial sexual transaction that 

may not be generalizable to power dynamics in other sexual relationships, understanding 

sex workers’ power with their clients may be key to reducing the harm associated with 

commercial sex work - away from unprotected sex toward safer, protected sex. 

High rates of STIs among sex workers globally, driven in part by low rates of 

condom use in commercial sex transactions, are linked to several factors including 

economic forces and client preferences, alcohol and drug use by sex workers and their 

clients, violence from clients, and social norms. Specifically, economic forces and client 
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preferences decrease condom use because clients are willing to pay more for unprotected 

sex since they prefer sex without a condom (Barrington et al., 2009; Galarraga, Sosa-

Rubi, Infante, Gertler, & Bertozzi, 2014; Rojanapithayakorn, 1996). For example, an 

analysis of the market for unprotected sex in Mexico found that sex workers charge an 

additional 23% for unprotected sex (Gertler, 2005; M. Shah). A cross sectional study of 

this phenomenon in Democratic Republic of Congo found that among 136 commercial 

sex workers, 25% engaged in unprotected sex for additional money. According to this 

analysis, sex workers who had unprotected sex with clients for additional income were 

more likely to live in lower socio-economic regions of Kinshasa, have a young child to 

care for, and knew other sex workers who also had unprotected sex for more money 

(Ntumbanzondo, Dubrow, Niccolai, Mwandagalirwa, & H.Merson, 2006). Similarly, in 

Tanzania, a qualitative analysis highlighted how motherhood influences HIV risk among 

sex workers, where sex workers were induced to accept more money for condomless sex 

to support their children (Beckham, Shembilu, Winch, Beyrer, & Kerrigan, 2015). The 

National AIDS Control Program in Tanzania found that among sex workers who reported 

not using condoms with their most recent client, 68% did so because the client offered 

more money for unprotected sex. What these data suggest is that the financial constraints 

faced by commercial sex worker operate in conjunction with client preferences for sex 

without a condom, resulting in unprotected sex that increases the transmission of HIV 

and other STIs (National AIDS Control Programme, 2010). 

Alcohol and drug use among sex workers and their clients make it harder for sex 

workers to effectively insist on condom use. A 3-year study of 608 Tanzanian women 

found that unprotected sex was 5 times more likely if either partner had been using 
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alcohol (Fisher, Cook, & Kapiga, 2010). In Mongolia, a mixed methods analysis of 48 

female sex workers found that 83% used alcohol before having sex with a client, and that 

70% did not use condoms consistently (Witte, Batsukh, & Chang, 2010). As well, 

violence from clients often leaves commercial sex workers unable or unwilling to 

negotiate safer sex. For example, an analysis of 106 female, 26 male, and 4 transgendered 

sex workers among four African countries found that clients acted as though they had 

‘full ownership’ over the sex worker, entitling them to act violently and insist on 

unprotected sex (Scorgie et al., 2013). A study of couples in Tanzania revealed that 

intimate partner violence is connected to discordant views within a couple about 

empowerment and sexual decision-making; however, this study was among the general 

population rather than among sex workers (Krishnan et al., 2012). In addition, the 

behavior of peers within the social network of commercial sex workers influences 

condom use. An analysis of 562 sex workers in China found that condom use increased 

with the perception that their peer group was pro-condom and that condom use was the 

norm (Yang, Latkin, Luan, & Nelson, 2010), and in Mongolia, violence towards 

commercial sex workers from clients was shaped by cultural norms and narratives about 

violence (Witte et al., 2010). As another example, in South Africa, a cross-sectional 

analysis of 21 female sex works found that their peer network helped them construct 

positive social identities that enabled them to enforce condom use among clients 

(Campbell, 2000). 
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CCTs to reduce risky sex among female sex workers 

Although recent experiments that use CCTs to reduce STIs and HIV have yielded 

mixed results in general populations, it is plausible that they may be effective among sex 

workers, but this approach has not previously been tested specifically in this group. Prior 

research indicates that the lure of more money induces sex workers to have more clients, 

to agree to unprotected sex and to accept riskier clients who refuse to use condoms 

(through violence or otherwise). Providing a cash transfer to commercial sex workers 

could partially offset the premium on unprotected sex, and allow sex workers to be more 

selective about where they work and who they accept as clients by providing an 

alternative, additional source of income. Sex workers may also reduce risk in response to 

the conditionality of a CCT program, particularly if that conditionality directly 

incentivizes reductions in risky behaviors. For example, the RESPECT study conditioned 

cash transfers on testing negative for curable STIs, an approach also used in the 

RESPECT II pilot among sex workers examined in this study, as explained further below.  

 

Theoretical Framework  

CCT interventions are consistent with a variety of theoretical models, including 

those derived from both neoclassical economic theory as well as behavioral economics 

including Behavioral Economic theory (Medlin & De Walque, 2008), which help predict 

individual responses to increases in cash as well as responses to the conditions imposed 

on the cash in CCTs. In addition to operating via increased income, the conditionality 

invokes contingent rewards to motivate changes in health behaviors (Fernald, 2013). 

CCTs also leverage the fact that the more immediate gains in pleasure or well-being in 
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the present often outweigh the choices that benefit us in the more distant future; these 

high discount rates are especially prevalent among poorer populations (A. K. Shah, 

Mullainathan, & Shafir, 2012). CCTs increase the short-term benefit by providing cash 

more immediately, though only conditional on the performance of behaviors that will be 

beneficial in the future. In this way, meeting the conditions of the program and receiving 

the cash shift the calculus of short-term benefit at the expense of long-term gain to make 

long-term beneficial decisions more palatable in the short-term (Datta, 2012).   

The present investigation is also informed by Social Cognitive Theory (SCT) 

(Bandura, 2004), that emphasizes the importance of personal agency or control as a 

central force in human development, while recognizing that agency is often constrained 

by social structures and the social, economic, and physical consequences of personal 

actions. Self-efficacy, or a person’s belief that she can actually enact specific behaviors 

and habits, is a core concept in SCT and is a robust predictor of health behavior 

(Bandura, 2004). The most powerful ways to strengthen self-efficacy are mastery 

experiences – where an individual enacts the behavior and experiences success – and, 

secondarily, through vicarious learning or modeling – where an individual benefits from 

observing a similar other confront challenges to successfully enact the desired behavior.  

As applied to female sex workers, SCT would predict that their ability to reduce 

their STI risk will depend on their self-efficacy for successfully planning and negotiating 

safer sex and their beliefs and experiences about the consequences of insisting on safer 

sex (i.e. outcome expectancies). In the context of a CCT that incentivizes safer sex, the 

economic incentive can enhance motivation to engage in safer sex  despite the formidable 

challenges, thereby providing more opportunities for mastery experiences (if successful) 
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and resilient self-efficacy for practicing safer sex.  The cash transfer is particularly salient 

when it affords the possibility of saying no to clients who are willing to pay more for 

riskier sex. Group trainings can further strengthen self-efficacy via vicarious learning 

about effective strategies to practice safer sex.  SCT thus illuminates the social-

psychological pathways by which a CCT program can increase female sex workers’ 

likelihood of consistently negotiating safer sex despite the barriers, while also 

recognizing that their exercise of control must contend with significant physical (i.e. 

violence), economic, and social consequences in the sex work interactions they may face.     

These theories inform the conceptual framework (Figure 1) for behavior change 

among female sex workers in a CCT intervention to reduce STI incidence. Figure 1 

shows how a CCT can motivate participants to reduce their STI risk by choosing less 

risky partners, reducing the frequency of riskier sex, or by using condoms. Importantly, 

these decisions are predicated on female sex workers having sufficient power in their 

work (as defined above: whether or not to engage in sex work, when to work, which 

clients to take, how many clients to accept, what price to charge clients, or whether the 

client uses a condom).  
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****FIGURE 1 HERE**** 
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Our analysis contributes to the current literature on commercial sex work and on 

behavioral change interventions to encourage safer sex by proposing novel conceptual 

categories to classify power among commercial sex workers. The first objective of our 

investigation was to document how sex workers define and experience relationship power 

in their sex work and examine the factors that enhance or limit sex workers’ power with 

clients. Our second objective was to examine whether sex workers experience 

relationship power in a way that enables them to meet the conditions of a CCT. 

Specifically, we ask if sex workers have sufficient power with clients to change their 

risky sexual behaviors in order to receive a cash transfer. Third, if they do have sufficient 

power to meet the condition, then our objective was to explore how sex workers manage 

and use their power while enrolled in this CCT intervention. 

 

Methods: 

Research Site and Study Population of Pilot CCT study 

The present qualitative study took place in the context of the larger RESPECT II 

pilot study conducted in Dar es Salaam, Tanzania from June, 2013 – November, 2013. 

Tanzania, located in East Africa, is a country of 49.25 million people (UNAIDS, 2012). 

Overall HIV prevalence in Tanzania is 5.3%, yet prevalence among Female Sex Workers 

is 31.4% (data.worldbank.org, 2015). The RESPECT II pilot study was designed as an 

HIV prevention intervention; the purpose of the pilot was to assess the feasibility, 

acceptability, and promise of such an intervention among sex workers. 

Drawing on the RESPECT study findings (de Walque et al., 2012), where STI 

incidence among the high award groups decreased compared to the other study arms, the 
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purpose of the RESPECT II pilot study was to the test a CCT in a high-risk, key 

population in the spread of HIV. To be eligible to take part in the study, participants had 

to fulfill several criteria including: self- identify as a commercial sex worker, be 18 years 

old or older, have exchanged sex for money in the past six months, be living in Dar es 

Salaam, self-report as not being pregnant, be HIV-negative at baseline, be able to 

adequately provide informed consent, and possess a valid recruitment coupon. 

Recruitment coupons were distributed via Respondent-Driven Sampling (RDS), a 

technique for accessing hard-to-reach and hidden populations. RDS is a chain-referral 

method designed to approximate a probability-based sample and reduce bias associated 

with other chain-referral methods (Heckathorn, 2002). When prospective participants 

arrived at the study site, they were given the informed consent information, and if they 

consented to the study, were randomized to either the high-award or low-award 

conditional cash transfer group. 

Study interview and testing was conducted in a house dedicated to the study 

activities, located in a central neighborhood of Dar es Salaam, and was accessible by 

public transit. The study site had private, closed rooms for interviews and STI tests. 

Study visits took place in the afternoon to accommodate the sex workers’ nighttime work 

schedules. The RESPECT II pilot study included 3 study visits: a baseline visit, a 2-

month follow-up visit, and a 4-month final follow-up visit. At baseline, eligible 

participants were randomly assigned to receive either a high-amount cash transfer of $40 

or a low-amount cash transfer of $20, and this randomization assignment was fixed for all 

study rounds. All participants were tested for HIV at baseline, along with standard pre 

and post-test counseling, plus extended counseling for a subset of participants.  All were 
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tested for syphilis and trichomonas at all three visits, with free treatment provided for 

those testing positive.  At the 2-month and 4-month visits, those testing negative for both 

syphilis and trichomonas STIs received the CCT for that round, either the $20 or $40 

amount in cash, according to their randomization assignment.  

 

Qualitative Study 

 The data presented in this manuscript are from qualitative interviews conducted 

with a subset of women in the RESPECT II pilot. Every 5th participant on the list of study 

IDs was asked, face-to-face, to participate in two sessions of one-on-one in-depth 

interviews; the first was held at baseline and the second after the last study visit, 4 

months later. Seven participants declined the in-depth interview. If the participant 

declined the interview, the next consecutive participant was invited to participate in the 

qualitative sub-study. Once a participant consented to the in-depth interviews, she 

scheduled a time with the interviewer to return to the study site within a few days of the 

study visit to conduct the interview. Participants received compensation for travel to the 

study site and for their time. At the time of both interviews, participants had received 

their STI test results for that study round and, if negative, received their 2-month and 4-

month cash transfers based on these negative results. 

In-depth interviews took place in a closed room at the study site and were conducted 

in Kiswahili and translated into English by one female interviewer, a local Tanzanian 

with a Master’s degree in social work and extensive experience working with (and 

interviewing) populations at high risk for HIV and marginalized, high risk populations. 

The interviewer had no prior relationship with the participants before the study. She 
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explained the research questions and goals of the interviews with the participants. Only 

the interviewer and participant were present at the interview. The semi-structured 

interview guide asked about: (i) the participant’s background relating to commercial sex 

work, (ii) negotiating condom use in their sex work, focusing on challenging situations 

where the respondent had difficultly insisting on condoms with a client, and descriptions 

of how they persevered or why they ended up not using condoms, (iii) condom use in 

their personal life with main, romantic partners, (iv) experiences with the individual 

aspects of the RESPECT II intervention, as well as in the pilot as a whole, (v) income and 

spending of CCT, sex worker income, and other income. These topics reflect behavior 

change strategies to avoid a new STI. The interviews took approximately 1 hour to 

complete and were audio recorded. Twenty participants completed the in-depth 

interviews at baseline and 17 returned and completed in-depth interviews at the 4-month, 

final study visit. Baseline interviews were reviewed to inform the content of the interview 

guide at round 3 but were not included in the analysis. One participant was not a 

commercial sex-worker; therefore, 16 transcripts from the month-4 interviews were 

included in this analysis. All qualitative interview procedures and interview guides were 

approved in US-based and Tanzanian institutional review boards.  

 

Data Analysis 

Our analysis explores how sex workers experienced and exercised power with 

clients in the context of a cash transfer intervention. To this end, we combined deductive 

and inductive coding: We developed deductive codes for relationship power based on the 

literature, and a conceptual framework that identified the loci of intersection between sex 
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workers’ relationship power and the influence of the CCT on their behavior. We then 

generated sub-codes to illustrate the mechanism or strategy surrounding our deductive 

codes.  

Inductive codes emanated from the narrative themselves. For example, most 

participants discussed the relevance of the education and training component of the 

intervention and we developed codes to capture this experience.  Two members of the 

research team (JC and a research assistant) independently coded the interviews to reduce 

researcher bias and ensure that codes were consistently applied. Our codes were verified 

and we addressed discrepancies and data saturation in weekly research meetings. We 

deliberately sought out narratives that did not fit our chosen theoretical frameworks to 

test whether our analytic framework was appropriate, that our overarching theoretical 

frameworks did not bias our analysis, and to test alternate explanations. We discussed 

emerging themes in the interviews with the research team and study staff at weekly 

meetings. All transcripts were coded using Dedoose qualitative analysis software. 

Of the 44 codes included in the codebook, 14 codes were used the most 

frequently. These codes were used in 14 or more of the 16 transcripts included in the 

analysis (Supplementary Data, Table 1). 

The central research question of this analysis focuses on relationship power. We 

used six codes to capture the nature and extent of the power participants had in the 

context of their commercial sex work. Specifically, we used individual codes for 

relationship power to reflect a sex worker’s power to: use condoms with clients; set 

prices with clients; decide when to work; decide on the number of clients as well as 

which clients to accept and any other preferences in their sex work.  



 19 

We used a broad code to designate each component of the pilot intervention, and 

a cluster of specific, sub-codes was used to document the thoughts and experiences of sex 

workers for each component. For instance, broad codes were created for the CCT 

component in the pilot intervention to capture the cash received (The Cash code) and the 

conditional nature of the cash component (Conditionality of Cash code). The Thoughts of 

the Study code relates to when respondents remembered the study during their day-to-day 

lives. 

We refer to sex workers by where they find clients, and have three categories: “bar-

based”, “street-based”, and “brothel-based”.  

 

Results 

Sex workers in our sample had a mean age of 30.5 years and the majority 

recruited clients in bars. Descriptive characteristics of in-depth interview participants are 

presented in Table 1. Among the sixteen participants included in this analysis, two were 

HIV positive at baseline, two were infected with trichomonas at baseline and one was 

infected with syphilis at baseline. At the 2-month visit, the participant infected with 

syphilis at baseline remained untreated and there was one participant with a new 

trichomonas infection. At the 4-month, final visit, no in-depth interview participant had a 

new STI infection, and all previous infections had been treated. Therefore, all participants 

included in this analysis were free of STIs at the 4-month, final in-depth interview. 
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****TABLE 1 HERE**** 
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Domains and determinants of relationship power in the context of the CCT intervention 

The first two objectives of our analysis was to document how female sex workers 

experience their power in the context of their sex work and to analyze whether sex 

workers reported having sufficient power to meet the conditions of the CCT. Overall, sex 

workers reported experiences of power (or the lack of it) in several, distinct domains. 

Based on these reports, we identified conceptual domains to classify experiences of 

power at the “socio-economic”, “logistical”, or at the “interpersonal” level. The socio-

economic level refers to the sex worker’s power to decide whether or not to be a 

commercial sex worker, the logistical level refers to the sex worker’s power to decide 

where and when to work and which clients to accept, and the interpersonal level refers to 

the sex worker’s power with individual clients to decide the nature of the sexual 

transaction, the price of sex, and whether or not to use a condom.  

 Table 2, columns I-III, illustrate the classification of sex worker relationship 

power.
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****TABLE 2 HERE**** 
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Socioeconomic Power 

In the socioeconomic domain, eleven respondents discussed whether they had the 

ability to leave commercial sex work. Of these eleven, nine respondents reported feeling 

powerless to leave sex work since they were in extreme poverty and could not find other 

income sources. While four of the respondents described attempting to leave sex work, 

they returned because they needed money. For example, a widowed mother of two who 

remained STI-free throughout the intervention and found clients in bars (Respondent 11) 

stated:  

It is an income crisis (that makes me continue sex work). Because I get no other means of 

finding income, its better for me do this as I get some money for my needs such as school 

fees. If I could have something else to do (to make money), I could to do it to reduce (my 

sex work). 

This illustrates the common theme expressed that limited options made it difficult, if not 

impossible, to leave commercial sex work. Of the 11 respondents who discussed leaving 

sex work, two stopped working because they had a new male partner or fiancé who 

provided enough financial support for them. However, no respondent indicated having 

sufficient means on her own to leave sex work regardless of whether or not they received 

the CCT. While respondents were not able to use the cash transfer at the socioeconomic 

level to leave sex work, they could exert their power at the other two levels to reduce 

their risk of a new STI. 
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Logistical Power 

At the day-to-day, logistical level, all respondents had a considerable amount of 

power over when and where to work. No respondents reported having pimps or ‘mamas’ 

who coordinated their work, nor did they report having strong rules within their network 

of sex workers that they were forced to obey.  Two respondents, however, reported that 

they give a portion of their income to the owner of the bar where they find clients. All 

respondents reported almost complete control over how they ran their commercial sex 

work business, choosing their hours, locations, and clients. In this way, they exert a 

specific aspect of relationship power: the power to choose with whom they have sex, how 

many clients to accept, and when to have sex. As a typical example of this type of choice, 

Respondent 08, who has two children, started sex work in 2005, and who also tested STI-

negative at all study rounds, described her decision to go to a new club rather than her 

regular one: “I want to meet with different people because a regular customer does not 

pay well.” Furthermore, all respondents reported the power to choose which clients to 

take and how many clients to take in a given night. 

Since almost all respondents exhibited some logistical power (the control over 

when and where they worked), they had three potential strategies to meet the condition of 

the intervention. They could limit the number of partners, choose different partners who 

may seem less risky, and/or reduce the frequency of commercial sex work (Table 2, 

column V). Indeed, some participants reported working less over the duration of the pilot 

study, or travelling to their home villages during the study. For example, a mother of 3 

children who had been a street-based sex worker for one year (Respondent 12) was 

randomized to the low award group. Being STI- free, she received the cash transfer and 
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therefore took a break from sex work: “I stopped sex work from October to November … 

[I] just wanted to give rest to my body. I went back [to sex work] because I didn’t have 

money.” This suggests that given other opportunities for other sources of income, such as 

a CCT, some have the power to change the frequency of when they work. Along these 

lines, respondent 07, sex worker of eight years who was infected with trichomonas at 

baseline but tested negative at the follow-up study, describes: “The counseling and the 

cash transfer will help the women in the project reduce the number of customers they 

meet per day.” This comment reflects a general theme that emerged from the data about 

how the intervention influences the participants’ sex work. Importantly, many 

respondents did exert their power at the logistical level and reported that they engaged in 

less sex work.  

 

Intra-Personal Power 

At the interpersonal level, once respondents are actually with clients in 

commercial sex work situations, they reported variability in their control over condom 

use and the nature of the transaction. At the interpersonal level, participants had two 

potential strategies to meet the condition of the intervention: they could use condoms 

with their clients, and/or have fewer sex acts with the same number of partners. While 

seven respondents report only having clients who agreed to using condoms, the nine 

others report resistance from some clients. Respondent 08, who has been a sex worker 

since 2005, was randomized to the high award group and finds clients in bars, but reports 

refusing ones who do not accept condoms. She provided example of how sex workers 

describe successful condom negotiations: 
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At the beginning I didn’t know anything about this, but after the training and being tested 

I start to change… I lecture (clients) about advantage of using a condom and 

disadvantages of not using condoms. This technique helps me. 

Similarly, a street-based sex worker randomized to the low-award arm (Respondent 12) 

describes a negotiation with a new client:  

He denied (condoms) at first but I told him that condoms are necessary since he didn’t 

know me and I was new there, so we better use condoms for our health. He understood 

and next time when he came, he brought his condoms. 

Both respondents quoted above remained STI-free throughout the intervention. Typically, 

successful condom negotiation depended on a combination of the sex workers 

articulating reasons for condoms and the client accepting these reasons. 

Among women who reported being occasionally unable to negotiate condom use, 

some respondents were able to leave without having sex with the client. However, seven 

respondents reported being unable to negotiate condom use and unable to leave because 

they needed the additional money or because they feared violence from their client, and 

therefore had unprotected sex. Specifically, four respondents reported violence or feared 

violence from clients if they refused to have unprotected sex, and thus had sex without a 

condom. This type of power dynamic is described below by Respondent 09, an unmarried 

woman without children who had been a sex worker for 10 years and was infected with 

syphilis at baseline and at the two-month visit:  

We went in a room, but he refused to use condoms. He said he already paid for the room; 

he was furious and hungry. I told him I couldn’t do it without condoms. He started 

squeezing me, so we did it without condoms. 
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When women were in actual sexual negotiations with their clients, some 

participants reported that they could exert power while others reported that they 

occasionally lacked the ability to negotiate safer sex with clients. Some respondents 

talked specifically about using their control over their work and client negotiations to 

meet the conditions of the CCT. These respondents’ narratives demonstrated strategic 

creativity in negotiating with clients in order to meet the condition of the CCT. For 

example, an HIV negative, and STI-free woman with one child who came to Dar es 

Salaam to become a sex worker (Respondent 17) shared:   

I frightened him and said I was HIV positive. He said: “but how will I know that you are 

HIV positive?” I told him let’s go home and see the medicines I am using and he said, “is 

it true that you are HIV positive” then let’s use condom. Also, he said even condom has 

viruses (laughing) but I convinced him and he accepted to use condoms. 

 

Taken together, sex workers’ discussions of the pilot CCT intervention, 

RESPECT II, suggest that some features of the interventions were most effective at 

certain levels of relationship power. Specifically, while respondents were not able to use 

the cash transfer at the socioeconomic level to leave sex work, they could use their power 

at the other two levels to reduce their risk of a new STI. Furthermore, sex workers 

discussed using different strategies to meet the condition of the intervention (no new 

STIs); these strategies reflect the degree of power they could leverage in each power 

domain.  
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Impact of the intervention components on how sex workers experienced and used their 

power 

 The third goal of our analysis was to assess the impact of the RESPECT II pilot 

intervention on how sex workers use their power in their sex work. The pilot intervention 

was a multi-faceted program with several distinct components: STI testing, education 

about negotiating safer sex, and the CCT. Therefore, we analyzed separately the impact 

of each component on how sex workers experienced and used their power (Table 2, 

column VI). Our interviews focused on situations where the respondent faced challenges 

in her sex work, specifically when negotiating condoms with clients. These narratives 

shed light on which aspects on the intervention were most relevant to changes in the 

amount of power or the way sex workers reported using their power in their sex work. 

 

STI education and condom-use training 

 The STI education and condom-use training was the most discussed aspect of the 

intervention, compared to the STI testing and the CCT. Interestingly, while the education 

and training was most reported to be salient at the interpersonal-level of power where 

respondents learned condom negotiation skills with clients, it seemed to be less 

influential at the logistical or socioeconomic levels of power for sex workers. For 

instance, several respondents described negotiating condoms with clients by educating 

them about the risks of unprotected sex and the advantages of using a condom. 

Respondent 08 gave an example, saying that before the STI education she would accept 

clients without condoms, but now she shares what she learned with clients as a strategy to 

negotiate condom use and has been free of STIs throughout the study: “I always tell them 
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without condom we can’t do anything because nowadays you can’t trust anyone. Some 

agree, others disagree. [For those who disagree], they left”. This suggests that 

respondents used the knowledge reinforced in the education and training component of 

the intervention.  The knowledge of the risks of sex without a condom was a tool used by 

sex workers to leverage their power with clients and exercise their control over the use of 

condoms.  

 

STI testing 

The STI testing was viewed positively by respondents, and was cited by five sex 

workers in their narratives about challenging situations faced in their work. Specifically, 

respondents reported value in “knowing my health” since female sex workers in Dar es 

Salaam rarely use the STI testing provided at government hospitals. Moreover, seven 

respondents indicated specifically that knowing they were STI-free motivated them to use 

condoms and avoid acquiring an infection, as reflected in this comment by a mother of 3 

who started sex work a few months prior when her husband died and remained STI-

negative (Respondent 17): 

“The difference is because I already know my health, I force the customer to use 

condoms even if he gives me small amount of money. But I am safe instead of being given 

large amount and then find out I am infected.  

 

As noted above, strategies for avoiding a new infection manifested most often at the 

logistical power levels, by working less and accepting fewer clients, as well as in some 
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cases at the interpersonal power level by requiring condoms or ending negotiations with 

clients who refused condoms. 

 

Conditional Cash Transfer 

Respondents often referred to the CCT provided as a secondary benefit of 

participating in the intervention. While respondents directly and frequently discussed the 

benefit of receiving the education and training and STI tests, there was considerable 

variability in frequency and narratives surrounding the cash transfer. On the one hand, 

five respondents spoke directly about the CCT, stating that the conditionality of the cash 

incentivized them to change their risky sexual behavior with clients. A woman who came 

to Dar es Salaam to become a sex worker in a brothel (Respondent 06) and avoided any 

new infections during the study, illustrated this sentiment:  

I know if I will be infected with any sexual transmitted diseases I will not get that (cash 

transfer) and am trying to be safe so that I can get this (cash transfer) again. The (cash 

transfer) helps me reduce the number of customers in my sex work.  

 

On the other hand, some respondents stated that the cash transfer made no difference to 

their behavior, and suggested that the conditionality of the cash was not relevant to their 

decision-making in their sex work. A woman who supported her three children by 

working in a brothel (Respondent 01) and was in the high award group provided a 

statement reflecting this sentiment that while she did not contract a new STI: “I don’t 

think this cash transfer is enough to help me not to have unsafe sex…It will not reduce 

the number of customers I have.” Further, while some respondents reported that the cash 
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transfer was a benefit of the pilot intervention, it did not come up in interviews when they 

discussed the decisions they made about their sex-work, nor did they discuss specifically 

the conditionality of the cash transfer. 

 

Discussion 

In this study, we document how a sex worker’s ‘logistical,’ day-to-day power can 

be a productive dimension of behavior change in this population. We found that while 

sex workers are constrained in many ways, they reported meaningful power over their 

work logistics, enabling some to meet the conditions of the CCT intervention and receive 

the cash award.  

Our findings are consistent with the larger pilot study, RESPECT II, which 

showed the acceptability of the intervention, the feasibility of the recruitment methods, 

and the ability to retain sex worker participants across multiple study visits. In the 

structured, close-ended questionnaire, participating women also reported decreases in 

risky behaviors (de Walque et al., 2015). Our analysis of in-depth interviews reflects 

these trends of the larger pilot study. 

Sex workers in our study reported a range of strategies in response to the CCT 

intervention, including reducing the frequency of sex work, finding clients in more 

lucrative locations, and using the cash transfer to start other side businesses.  Since these 

side businesses provided alternate sources of income, study participants often chose to 

engage in sex work for fewer days. Social Cognitive Theory helps to frame our findings 

in the following way: with boosts in their self-efficacy to determine their daily sex work 

schedules, and the goal of remaining STI-free to be eligible for the CCT, some sex 
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workers in our study appear to be well suited to use their ‘logistical’ relationship power 

to meet the conditions of the CCT intervention.  

All respondents exhibited limited power at the ‘socioeconomic’ level. Moreover, 

few respondents were able to describe or identify how to leave commercial sex work. 

Theoretically, then, respondents had very low perceived self-efficacy, in addition to few 

financial resources, for leaving commercial sex work, highlighted by the several sex 

workers who were unable to articulate the necessary factors required for leaving sex work 

and those who described commercial sex work as “not a choice”, but due to “life’s 

hardships”.  Interestingly, while respondents did not describe the cash they received as 

helping them leave commercial sex work, several respondents did use the cash for other 

income-generating businesses, which may have increased their self-efficacy in managing 

their work logistics and income. Those who started other businesses, however, did not 

view the income from these side businesses as sufficient for leaving commercial sex 

work completely. This highlights the need to manage the broader economic constraints 

faced by this population. 

 

Implications 

Our findings offer new insights relevant for HIV prevention among female sex 

workers. Currently, the prevailing approach to reducing HIV transmission among sex 

workers has been to promote consistent condom use between sex workers and their 

clients; yet this approach alone has had limited success (Das & Horton, 2014; Overs & 

Loff, 2013). Importantly, sex workers in our study reported varying degrees of 

‘interpersonal’ relationship power with clients even after receiving training on 
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negotiation skills and with the potential of a cash reward – the domain where they 

negotiate condom use. This heterogeneity in the degree of relationship power that sex 

workers report when negotiating condom use is salient for understanding the limited 

success of many HIV prevention interventions in this key population. Both behavioral 

science theory and common sense would predict that programs providing STI 

information and condoms will be less effective if sex workers lack the power to insist on 

condoms with clients. Our findings provide insight into how female sex workers managed 

this lack of power with clients by exerting power in other domains. Specifically, when 

their interpersonal power was low and sex workers could not consistently use condoms 

with clients, they used their greater degree of power over work logistics to employ other 

strategies to meet the condition of the intervention, such as limiting the number of clients, 

choosing less risky clients, and reducing the amount they engaged in commercial sex. 

This is consistent with other cash transfer interventions for HIV and STI prevention that 

find effects on partner selection, but little effect on increased condom use (Pettifor et al., 

2012), as well as research on risk-reduction in the general population (Swidler & 

Watkins, 2007). CCT interventions paired with training on running a business could be a 

more promising approach than CCTs paired with training on condom use and 

interventions focused on when to work and which clients to accept may be promising 

avenues to pursue. For example, cash transfers in conjunction with training on how to 

trade sex less often are relatively unexplored avenues of research. To our knowledge, 

there has been relatively little attention to interventions that strengthen the development 

and sharing of these kinds of creative logistical strategies of risk reduction within sex 

work. Further studies are needed to determine how to best target CCTs to this population 
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enabling them to leverage their control over their work logistics to decide when to find 

clients, how often, and where to find them in a way that reduces their risks of contracting 

a new STI.  

 

Limitations   

Several limitations of this research should be noted. First, regarding sampling, it is 

possible that very marginalized women under the control of pimps or others who 

organize their work were not permitted to join our study. Therefore, it is possible that we 

recruited a population of sex workers who are by definition more able to control the 

logistics of their commercial sex work practices. However, we acknowledge that while 

we were not able to reach all female sex workers, we were successful in enrolling a 

diverse sample of ‘low-end’ sex workers who receive very little pay and are likely to 

respond to the size of the cash-transfer that we offered. Second, we rely on self-reported 

behavior, which could be subject to social desirability bias, where some respondents 

misrepresented what elements of the intervention contributed most to their behavior 

change. In particular, respondents might have felt that it was socially desirable to 

diminish the role of the cash transfer and emphasize the role of the education. However, 

the main focus of this analysis is relationship power and it is unlikely that the data 

contain a systematic bias in how relationship power is experienced and reported in our 

study population. Finally, our interviews were transcribed and translated from Kiswahili, 

which introduces the possibility that some of the nuances of the interviews were lost in 

translation into English. We note, however, that the interviewer also conducted the 
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transcriptions and translations, promoting the likelihood that the English transcripts 

reflected the meaning of the interviews.  

 

Summary 

In conclusion, our analysis indicates that sex workers in our study population experience 

several nuanced levels of power in their relationships with clients. While sex workers are 

seriously constrained in several dimensions of their working lives, they possess 

significant power and control in decision-making over work logistics. The ‘logistical’ 

power identified in our analysis provides a promising avenue for behavior change in sex 

worker populations, and further research can identify how sex workers could use this 

power to reduce their risk of HIV and STIs. 
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Figure Title and Caption: 

 

Figure 1 Title: Conceptual Framework for Behavior Change in a CCT Intervention to 

Reduce STI Incidence Among Female Sex Workers. 

 

Figure 1 Caption: Partner Choice, coital frequency, and condoms are three loci where 

both the CCT and relationship power could reduce STI incidence.   
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Table Titles:  

 

Table I Descriptive statistics of in-depth interview participants in the RESPECT II Pilot 

Study (n=16) 

 

Table II Classification of Relationship Power Among 16 Sex Workers in the RESPECT 

II Pilot CCT and strategies to meet the condition of the intervention 
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Figure 1: 
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Table 1:  

                      n (%) 

Randomization Group  

High Award Group 9 (56.25) 

Low Award Group 7 (43.75) 

Total Amount Received   

High Award Group  

180,000.00 Tsh 5 (31.25) 

160,000.00 Tsh 4 (25.00) 

Low Award Group  

90,000.00 Tsh 2 (12.50) 

60,000.00 Tsh                                                                                                                                                 5 (31.25) 

Work Location  

Bar 11 (68.75) 

Brothel 3 (18.75) 

Street 2 (12.50) 

Baseline STI Status  

Negative 13 (81.25) 

Positive 3 (18.75) 

                                                                                                                                                                    

Baseline HIV Status 

 

Negative 14 (87.50) 

Positive 2 (12.50) 
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Table 2: 

 
(I) 

Domain of 

Power 

(II) 

Description 

(III) 

Example 

(IV) 

Number of 

Respondents Who 

Discussed the 

Domain of Power 

(V) 

Hypothesized strategies to 

meet the conditions of the 

intervention (no new STIs) 

(VI) 

Potential component of the intervention most 

relevant 

Socioeconomic Power to decide whether or 

not to be a sex worker.  

“Those who do sex work they 

do because of life problem not 

because they like it.” 

11  Leave commercial sex 

work. 

Cash transfers could address the severe financial 

constraints of participants and their lack of financial 

power to choose to leave sex work. 

Logistical Given that a woman engages 

in sex work, her power to 

decide when and where to 

work, and which clients to 

accept. 

“…Now I shifted to new 

surroundings and have rented a 

room so most of my customers I 

meet them at my place…I have 

new clients.” 

12  Limit number of partners 

 Choose different partners 

(who may have different 

risk profiles). 

 Reduce the frequency of 

commercial sex work. 

(i) Cash transfer could reduce the financial pressures 

of the sex worker, allowing her to work less, be more 

selective in which clients she takes, and limit her 

number of partners. 

(ii) The education and training could increase her 

knowledge of the risks of unprotected sex which may 

translate to reducing the frequency or work, or 

increasing the use of condoms.  

Interpersonal Power with individual clients 

to decide the nature of the 

sexual transaction, the price 

of sex, and whether or not to 

use a condom.  

 

“He didn’t want to use 

condoms. I told him that we 

have to protect ourselves (from 

disease) … He was still forcing, 

and (therefore) I opened the 

door and went away.” 

15  Consistently use condoms 

 Fewer sex acts with the 

same number of partners. 

 

(i) The education and training could provide 

strategies to negotiate condom use with clients. 

(ii) The cash transfer could enable the sex worker to 

engage in fewer sex acts with each client. 

(iii) The cash transfer could enable sex workers to 

engage in protected sex at a lower price. 

 


