
1 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

EVALUATION OF PEER EDUCATION IN THE GLOBAL 

FUND SEX WORK PROGRAMME APRIL 2016 TO MARCH 

2019 

 

 

Final report to: 

The Networking HIV and AIDS Community of Southern Africa 

(NACOSA) 

  

 

29 March 2019 

  



2 
 

REPORT: 

EVALUATION OF PEER EDUCATION IN THE GLOBAL FUND SEX WORK PROGRAMME 

APRIL 2016 TO MARCH 2019 

______________________________________________________________________________ 

Report from:  

Impact Consulting 

Report to:  

The Networking HIV and AIDS Community of Southern Africa (NACOSA) 

Written by:  

Jerushah Rangasami and Tracey Konstant 

Fieldwork team:  

Jerushah Rangasami, Tracey Konstant, Maria Stacey, Lindy Dlamini and Maria Sibanyoni 

Support from:  

Michael Field 

 

 

 

 

 

ACKNOWLEDGEMENTS 

This report would not have been possible without the assistance of The Networking HIV and AIDS 

Community of Southern Africa’s (NACOSA) Sex Work Programme and the 14 sub-recipients who 

so kindly contributed at each stage of the research process. 

We would like to give heartfelt thanks to the sub-recipients’ management, peer educators and other 

key informants for their time, hospitality and valued input. Finally, and most importantly, we thank 

the sex workers for opening up their hearts and thoughts to us, and sharing their invaluable insights.  

 

 

 

Report produced by Impact Consulting (www.impactconsulting.co.za)  

All rights reserved.  No part of this report may be reprinted or reproduced or utilised in any form or 

by any electronic, mechanical, or other means, including photocopying and recording, or in any 

information storage or retrieval system, without permission in writing from NACOSA and Impact 

Consulting.    

http://www.impactconsulting.co.za/


3 
 

EXECUTIVE SUMMARY 

 

INTRODUCTION AND BACKGROUND 

  

Sex workers are identified as a key population in the South African National Strategic Plan (NSP) 

for HIV, STIs and TB 2017-20221.  Widespread stigma and discrimination, state and non-state 

violence and harassment, restrictive laws and policies, criminalisation, and inadequate programmes 

and funding2 place sex workers at heightened risk of HIV and other health concerns, and undermine 

their access to services3.  HIV prevalence among sex workers is reported to be 10 times greater 

than that of the general population4 - the integrated bio-behavioural surveillance (IBBS) survey 

amongst female sex workers in the three major cities of South Africa in 2014 shows HIV prevalence 

ranging from 40-88%5. This survey also found that there was a low uptake of ART – only 24%-35%, 

as well as high syphilis prevalence. 

 

The Global Fund National Sex Work Programme started in 2010 and was in its third funding phase 

at the time of the evaluation.  It was managed by the Principal Recipient, the Networking HIV and 

AIDS Community of Southern Africa (NACOSA).   Running from 1 April 2016 to 31 March 2019, the 

programme was implemented by 14 SRs in 14 districts of eight provinces in South Africa, and aims 

to a) reduce the sexual transmission of HIV and STIs among sex workers, their clients and their 

sexual partners; b) reduce social and structural barriers to HIV, STI and TB prevention, care and 

impact among sex workers; c) sustain sex workers’ health and wellness, and d) strengthen the health 

system for NSP implementation.  

 

Peer education was the basis of the programme approach, as outlined in the NSWP and in line with 

recognised best practice: where peer educators were deployed to support sex workers with their 

healthcare and psychosocial needs, and to support them to access human rights. In addition, 

communities, health, social and policing stakeholders were sensitised and engaged to create a more 

enabling environment for sex workers, and advocacy and movement building was undertaken at a 

national level.  

 

 

 

                                                
1 SANAC (2017). South African National Strategic Plan for HIV, STIs, and TB, 2017-2022. Pretoria. 
2 UNAIDS (2014). Gap Report, available at http://www.unaids.org/en/resources/campaigns/2014/2014gapreport/gapreport 
3 https://www.theglobalfund.org/en/key-populations/ 
4 UNAIDS (2016). Prevention Gap Report, available at http://www.unaids.org/sites/default/files/media_asset/2016-prevention-gap-

report_en.pdf  
5 USCF, CDC ANOVA & WRHI (2014). South Africa Health Monitoring Study (SAHMS), The Integrated Biological and Behavioural 

Survey among Female Sex Workers. South Africa San Francisco: UCSF. 

http://www.unaids.org/en/resources/campaigns/2014/2014gapreport/gapreport
http://www.unaids.org/sites/default/files/media_asset/2016-prevention-gap-report_en.pdf
http://www.unaids.org/sites/default/files/media_asset/2016-prevention-gap-report_en.pdf
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EVALUATION OVERVIEW 

 

This independent evaluation of the Sex Work Programme aimed to understand whether the peer 

education approach that was employed in the programme was an effective strategy to ensure 

benefits to sex workers, to document different ways the peer education strategy was implemented 

across different contexts, to assess the quality of support provided to sex workers, and to understand 

the sustainability of the programme and the outcomes.  One specific area for investigation was to 

understand peer educators’ psychological wellbeing6 7, and to assess whether the job may lead to 

secondary trauma. 

 

The evaluation employed both qualitative and quantitative methods including a desk review, 

participatory workshops, an online peer educator questionnaire, interviews with SR management at 

14 sampled sites (one site per SR), key informant interviews, focus groups with peer educators and 

sex workers, and a psychological wellbeing screening administered with peers at the sampled sites8. 

A total of 630 participants were involved in the study.  

 

 

FINDINGS 

 

Described most simply, the peer educator implementation model is one in which peers of sex 

workers find sex workers, recruit them into the programme (or into their care), provide condoms and 

lubricant, ensure that sex workers have up-to-date and relevant information, identify any health or 

psychosocial or human rights needs, and enable access to services (with a focus on HIV) to ensure 

that these needs are met. Although the overarching model is the same, SRs implemented the 

services in many different ways. The two key components of the model are: 1) outreach and 

identifying needs; and 2) linking sex workers with services to meet these needs.  

 

 

Outreach and identifying needs 

Almost all (98%) of peers in this programme were or had been sex workers themselves, and they 

knew the sex work industry and workplaces and sex work “routines” well.  Outreach logistics were 

handled differently at different sites, depending on the availability of resources and what the context 

called for.  These included three distinct types of arrangements:  

 

                                                
6 J. Coetzee, G. E. Gray & R. Jewkes (2017) Prevalence and patterns of victimization and polyvictimization among female sex workers in 

Soweto, a South African township: a cross-sectional, respondent-driven sampling study, Global Health Action, 10:1, 1403815, DOI: 
10.1080/16549716.2017.1403815  

7 V Poliah & S Paruk (2017) Depression, anxiety symptoms and substance use amongst sex workers attending a non-governmental 
organisation in KwaZulu-Natal, South Africa, South African Family Practice, 59:3, 116-122, DOI: 10.1080/20786190.2016.1272247 

8 Administrators of these tools were trained by the clinical psychologist on the Impact team. Participating sites were required to have 
identified professional psychological support in the event that the screening experience brought issues to the surface. 
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 Roaming team where the full team of peers went from place to place: less successful because 

there were irregular and/or infrequent visits to different places/hotspots and the least close 

relationships between sex workers, other stakeholders, and peers. 

 Specialist area sub-teams where the outreach team was split in two groups (usually of three to 

four team members) and each group worked in a particular geographic area (eg informal 

settlement, or bush, or town centre, or brothels): somewhat more consistent engagement, 

relationship-building and one-on-one interaction between the peers and the sex workers, 

although a sex worker may not necessarily meet the same peer educator at each outreach visit. 

 Place-based with outreach in small teams (one to three peers) and the same peers went to the 

same sites regularly: recognised as the most effective model as each small peer team had a 

cohort of sex workers for whom they were “responsible”; they were able to tailor each outreach 

session to focus on those who had issues that needed support and this created strong trusting 

relationships between the peers and the sex workers.  

 

Enablers for outreach 

Key enablers were:  

 building trusting relationships between peer educators and sex workers  

 having trained HTS counsellors and/or nurses as members of outreach teams to enable 

immediate and convenient access to testing 

 using the place-based approach, which is particularly useful for tracking individual sex 

workers and knowing their status, and allocating more contact time to higher risk sex workers.  

 

Barriers to outreach 

Transport is still reported as a barrier to reaching hard to find sex workers, despite the provision of 

vehicles to each SR (specifically to enable safe night outreach), and high peer salaries that cater for 

the need to travel to conduct the work.  Certain groups of sex workers still remained hard to reach 

for peer educators, including those working late at night, transgender and MSM sex workers, 

upmarket sex workers, and those working on the internet/from home.  

 

Provision of services or linkage to care 

Three distinct types of service provision or linking sex workers to the services needed were 

described, with varying levels of direct control by the SR over the service:  

1. High control: The SR directly provided the service to the sex worker 

2. Medium control: The peer referred the sex worker to a service provider partner and 

accompanied them to receive the services  

3. Low control: The peer referred the sex worker to a service provider partner and followed up 

to check if the referral was taken up by the sex worker (with no accompaniment).  
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In terms of adequacy of the services available at sites to meet sex workers’ needs, all SRs felt that 

there were adequate health services (of all kinds), in general more or better quality legal referrals 

were needed (including the need for Sisonke to be strengthened), and psychosocial services were 

largely available with 5/14 SRs actually providing these services directly – although it is recognised 

that this can be improved upon.  

 

All evaluation participants (management, PEs and SWs) felt strongly that the most desirable 

implementation model was when the SR directly provided services, and they hoped for more nurses 

and for mobile clinics.  While this is of course the best and most controlled way to ensure that sex 

workers receive services, it is not a sustainable model as it creates an alternative health system 

which is donor dependent in an unstable donor environment.  Ideally, sex workers would access 

stigma-free quality care at local clinics, where SRs had strong relationships with their referral 

partners, as is already happening in some sites.  

 

OUTCOMES OF THE PROGRAMME 

 

 

 

Outcomes for sex workers  

 Empowerment: sex workers know their human rights 

better and are more confident in exercising them 

 Less harassment from police at many of the sites 

 Increased recourse to justice, generally via access to 

human rights services 

 Increased psychosocial support, and feeling strongly 

supported by peers in all aspects of their lives 

 Increased socio-economic benefits, often due to 

improved confidence, knowledge and encouragement 

 Increased social cohesion and greater solidarity, 

including reduced animosity and stigma amongst 

SWs, better connection to each other, and active 

sharing of information and provding support for 

adherence 

 Improved health seeking behaviour, including: 

o knowing and disclosing their status 

o better treatment adherence 

o better substance management 

o better access to condoms 

o increase in practising safe sex 

o better access to and use of healthcare 

facilities 

o improved hygiene and healthier diets.  

Outcomes for peers 

 Personal growth, emotional development, improved 

life-skills and increased self-esteem, confidence and 

sense of dignity 

 Improved skills and knowledge through their work, 

sharing from other peers, mentorship and training, 

and some pursuit of formal basic education  

 Increased agency and purpose because of 

employment, an opportunity to contribute with 

passion, and being heard and taken seriously  

 Exiting sex work or changing how they conduct sex 

work so that they have more control and are safer 

 Increased socio-economic benefits through regular 

income that improved lifestyles, and less 

compromising of safety during sex work out of 

desperation for money 

 Healthier behaviours including more consistent safe 

sex, improved personal care and hygiene, 

rehabilitation from or reduced use of drugs and/or 

alcohol, better health-seeking behaviour, improved 

adherence to HIV treatment. 
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PSYCHOLOGICAL WELLBEING OF PEERS 

 

Assessing the psychological wellbeing of peer educators was one of the key evaluation questions 

as primary and secondary trauma and stress were identified as challenges for peer educators in the 

previous evaluation.  Findings from eight psychological wellbeing assessments administered to 

peers at the 14 sample sites showed that peer psychological wellbeing was, on average, reasonably 

high.  However, a significant amount of peers who were screened suffered from moderately severe 

or severe issues – mostly general distress, burnout and depression.  Wide variation in psychological 

wellbeing scores was found between different SRs, and findings indicated that workplace 

atmosphere and management conditions were the key contributors to the psychological wellbeing 

of peer educators. 

 

Slightly more than half of peers focused entirely on their peer work (56%), while 41% continued to 

do sex work as well as peer work, and 3% had other jobs. Deciding to continue their sex work was 

unrelated to whether peers worked full-time or part-time.  It was found that the demands of both sex 

work and peer work did lead to exhaustion and reduced psychological wellbeing.  Overall, if peers 

were suffering from stress due to their peer educator work and their sex work, they were more likely 

to have lower psychological wellbeing.  

 

 

EVALUATION OF THE MANAGEMENT MODEL 

 

Peer performance 

Managers were generally pleased with the attitudes and performance of peers, with very few SRs 

finding peers’ professional behaviour problematic. 

 

Recruiting and inducting peer educators  

Recruitment approaches ranged from formal (eg using the same processes as a large organisation, 

or written applications) to more informal (eg identifying people at a hotspot who could be peers, 

interviewing them and offering the job).  Similarly, induction ranged from formal (eg a formal 

organisational orientation which could take days) to informal methods and on-the-ground experiential 

training. A key finding was that induction was particularly necessary because almost none of the sex 

workers had had any formal work experience when they became peer educators.  More time and 

attention to help peers to adapt to a workplace culture would be useful to strengthen transition into 

formal employment. 
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Training 

Every peer obtained peer educator training from NACOSA and SWEAT as soon as possible, 

although timing of the training meant that they sometimes worked for a while (up to a few months) 

before they were formally trained.  Some peers, who met the eligibility criteria (such as a certain 

level of education and literacy), then entered into further training as the need and opportunity arose, 

for example to become HTS counsellors and human rights defenders.  The great majority of peers 

felt well equipped for their task, with 73% stating that they feel adequately trained (Table 7).  Despite 

reportedly little funding available for continued professional development, most SRs still provided as 

much in-house training as possible, sometimes weekly, and in some cases employed a dedicated 

trainer.  Peer educators requested further development and SRs would need to be creative about 

how to provide this within financial constraints, and perhaps through strategic partnerships.  

 

Peer educator career paths 

Identifying career path opportunities for peers, who were mostly previously unskilled and with low 

educational levels, has been a major challenge for developing concrete peer educator career paths, 

compounded by short-term, three-year funding commitments that do not provide a stable 

environment for career growth.  

 

Peer supervision and support  

For the most part peers felt well-supported in practical aspects of their work, with 67% stating that 

they are ‘very well supported’, and a total of 82% stating that support is adequate.  The majority of 

peers (79%) also felt sufficiently supported emotionally.  Support took a variety of forms, including 

regular meetings which included debriefing, peers supporting each other, and health support to 

stabilise their health, and addressing of drug and alcohol difficulties early in their employment. 

Debriefing exercises were a successful strategy, both group sessions and individual emotional 

support sessions (usually with their site coordinator but also sometimes with external parties).  

 

Management style 

Workplace culture and management style were found to be the strongest determinants of peer 

psychological wellbeing, and more likely to determine whether or not peers felt emotionally 

supported than formal psychological inputs. A sense of being supported was engendered by 

management styles which encouraged communication, where managers regularly engaged with 

peers, where peers experienced the organisation as ‘a family’, and where concerns were taken 

seriously and peers were heard.  

 

Issues of compensation and allowances 

For the great majority of SRs, peers regarded compensation and terms of their contracts as fair. The 

source of income was greatly appreciated, and the opportunity to do sex work out of choice rather 
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than necessity has been transformative for many peers, and might well explain their generally 

healthy psychological state. 

 

Donor dependency and donor responsibility  

Short-term donor funding with three-year horizons and regular changes to SR contracting has had 

a negative impact on SR organisations, peer educators and sex workers. There was widespread 

concern about sex workers defaulting on treatment without the support of the individual peers with 

whom relationships had been built. The short-term inflation of sex worker wellbeing may have 

ultimately negative impact as cynicism about the sincerity of SRs and peers grows when projects 

close after short periods. Sex workers report feeling “used” by programmes. One of the key 

outcomes for the peers was the ability to choose whether or not to continue to do sex work and most 

were distraught to have this agency taken away due to the (regular) closing down of projects.  

 

Outcomes and any impact must therefore be viewed with caution as the sustainability element with 

a programme which changes sub-recipients and districts every three years (due to changes 

determined by the Global Fund) is not solid.  In addition, the rights and respect aspects of using 

peers with a view to their ‘disposal’ after three years, and more than likely, forced re-entry into sex 

work, must be carefully considered.  

 

 

DISCUSSION AND RECOMMENDATIONS 

 

KEY SUCCESSES RECOMMENDATIONS FOR IMPROVEMENT 

Implementation model 

 Key to success is the ability for sex workers 

to trust peers and to relate to them, which is 

achieved through the intensive place-based 

model of tracking a cohort of sex workers 

 Micro-planning and risk profiling assist in 

targeting services, which means time and 

effort are spent where it is most needed, 

thereby increasing outcomes.   

 Outreach and meetings are greatly 

enhanced when advice and services can be 

offered immediately to sex workers during 

these activities – this is enabled by outreach 

teams including trained HTS counsellors and 

HRDs (and/or nurses).  

 Police sensitisation and ongoing 

engagement with them has mostly helped to 

reduce police violence and harassment  

 Continue to support, refine and document practical good practice for 

place-based models.  

 Micro-planning should be supported, refined and adapted to contexts. 

Language considerations should be included. Continue to apply the 

two stage model, actively engaging the sex workers as relevant to their 

needs, based on risk profiling information. 

 Try to ensure that outreach teams have members with specialist skills  

 Distribute dental dams, finger condoms and anal sex equipment, 

including sufficient lube in addition to condoms 

 Engagement is needed between SRs and DoH to accelerate access 

for sex workers to PReP 

 Specific strategies should be developed to access hard-to-reach sex 

workers 

 Transport issues at SRs where are there challenges need to be 

individually addressed so that vehicles are in fact used to enable the 

work optimally 

 In areas where police are still harassing sex workers, sensitisation and 
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engagement should continue to try to shift this  

 Sisonke’s role in human rights support should be clarified and 

strengthened  

 Monitoring of peer support is important to ensure that it is not stripping 

sex workers of their agency or power, or that their health-seeking 

behaviour becomes dependent on peers providing some services 

(such as standing in long queues for them). Fast track queues at 

clinics for repeat visits and chronic medication should continue to be 

advocated for.  

 Where chasing targets is compromising relationships, this should be 

immediately turned around – long term trust is the most important 

enabler and should be the priority approach.  

Conclusion on the implementation model  

Proposed most effective model = peer educators with cohorts of sex workers that they would know well on an individual level, 

and with whom they have strong, trusting relationships (place-based model). Peers would foster good relationships with all 

referral partners and link sex workers to accessible and adequate government services; this may include accompanying them 

until they are comfortable and empowered enough to access these services and take care of their health and rights by 

themselves but not creating dependency. Funding should not be short-term, leaving peers and sex workers just at the point at 

which trust is gained and optimism instilled. 

Management model 

 Peer support and wellbeing is supported by 

regular meetings with all sex worker 

programme staff in which technical and 

emotional aspects of the PE job are 

discussed and challenges addressed.   

 SRs with a concerned and connected 

management style, where peers are 

consulted and their views taken seriously are 

more successful. 

 Regular training is helpful, and very strong 

introductory training, induction and 

refreshers are essential. Routine 

discussions and sharing of information 

among peers and between management and 

peers contribute to knowledge and 

confidence. 

 

 Peer-inclusive decision-making and peer support group innovations 

should be documented as good practice and shared across SRs as 

inspiration. 

 Eligibility for specialised training and selection processes should be 

documented and transparent, and clearly communicated with peers. 

 Career paths and a rights-based approach to supporting peers in the 

long term (despite  short term funding cycles) should be considered, 

with capacity building programmes that would enable peers to find 

work other than sex work if the programme ends, and support for their 

personal development plans.  

 Attempts to provide peer educators with opportunities to raise their 

base level of educational attainment is recommended, eg through 

partnerships with Adult Basic Education and Training (ABET) courses 

and other opportunities.   

 Salary structures must be clearly communicated with peers, and in 

some cases, peers should be earning differently if their job requires 

above average travel costs.  

 Disconnected, ‘uncaring’ and punitive management styles are a 

source of great distress and must be monitored as they do not fit with 

success factors for the programme, nor psychological wellbeing for 

peers, and it has bene seen that this can even ripple into the way sex 

workers are then treated by peer educators.  
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Conclusion on management model  

In the great majority of SRs, management standards are high, relationships are positive and peers have a strong sense of 

belonging and fulfilment.  The main opportunity across all SRs lies in stronger recognition of peer experience, and further 

development of sex workers.  

 

 

SUSTAINABILITY  

 

Although peer educators, SRs and sex workers all recommend more SR-based nurses to dispense 

ART, and greater deployment of SR mobile clinics, this would likely have a negative effect on both 

sustainability and national health system strengthening. There is potential to raise the level of 

sustainability by engaging more consistently with DoH, and focusing on existing health systems to 

provide services, particularly through the district HTAs.  Individual sustainability may be enhanced 

by ensuring that accompanying and supporting peers in linkage to care is part of a longer journey to 

independent health-seeking behaviour, and does not take away sex worker agency or create 

dependency on peers, who are likely to be gone in a few years with the current short-term funding 

approaches. Importantly, regular changing of programme sites leads to a loss of trust, progress, 

negative peer experience, and in all likelihood, a loss of lives.  These are considerations for the GF 

CCM to take seriously.  

 

 

CONCLUSION 

 

The 2016-2019 Global Fund Sex Work Programme funding has supported a clearly maturing and 

consolidating sex worker support response, with the introduction of micro-planning and hotspot 

mapping enabling the next level of coherent and evidenced local support. SRs are adopting stronger 

approaches, are more engaged with data, have clear and established and supportive routines, which 

has resulted in a cohort of peer educators with mostly good psychological wellbeing, as the good 

practice of each funding cycle is carried forward. One of the clearest advances has been in creating 

more enabling environments, with reductions in police violence and stronger relationships with health 

care providers reported widely across the programme. There is no evidence that hard-to-reach sex 

workers have been significantly enrolled in this grant cycle. There is a risk of reinforcing the tendency 

to establish deeply in a few locations with less extension into the unknown, and so it is vital that there 

is regular planning and that plans are dynamic.  Although established in the system, there is value 

in encouraging comprehensive planning for a range of approaches to each context, along with 

regular exploratory work and population mapping, as described in the micro-planning process. 
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1 INTRODUCTION 

 

The Global Fund National Sex Work Programme, which started in 2010, is now in its third funding 

phase, managed by Principal Recipient, the Networking HIV and AIDS Community of Southern 

Africa (NACOSA). The primary objective of this evaluation was to understand whether the current 

peer education approach is an effective strategy to support sex workers so that they benefit from the 

programme.  

 

 

2 SEX WORKERS AND HIV IN SOUTH AFRICA: A RAPID LITERATURE REVIEW 

 

Sex workers are identified as a key population in the South African National Strategic Plan (NSP) 

for HIV, STIs and TB 2017-20229.  Widespread stigma and discrimination, state and non-state 

violence and harassment, restrictive laws and policies, and criminalisation place key populations at 

heightened risk of HIV and other health concerns, and undermine their access to services10. HIV 

prevalence among sex workers is reported to be 10 times greater than that of the general 

population11 with an integrated bio-behavioural surveillance (IBBS) survey amongst female sex 

workers in the three major cities of South Africa in 2014, suggesting prevalence ranging from 40-

88%12. This survey also found that there was a low uptake of ART at around 24%-35%, coupled with 

a high syphilis prevalence. 

 

Size estimations for sex workers in South Africa13 estimate that there are between 132,000 and 

182,000 female, male and transgender sex workers in South Africa, with an intermediate estimate 

of 153 000. Based on extrapolated data, the estimate suggested that most sex workers are in large 

urban centres (51%) or small urban centres (37%). It was estimated that approximately 5% of sex 

workers were male, and 4% were transgender people14. 

 

 

                                                
9  SANAC (2017). South African National Strategic Plan for HIV, STIs, and TB, 2017-2022. Pretoria. 
10  The Global Fund (2018). Available at: https://www.theglobalfund.org/en/key-populations/ 
11  UNAIDS (2016). Prevention Gap Report, available at http://www.unaids.org/sites/default/files/media_asset/2016-prevention-gap-

report_en.pdf  
12  USCF, CDC ANOVA & WRHI (2014). South Africa Health Monitoring Study (SAHMS). The Integrated Biological and Behavioural 

Survey among Female Sex Workers. South Africa San Francisco: UCSF. 
13  Konstant T, Rangasami J, Stacey M, Stewart M and Nogoduka, C (2015). Sex workers in South Africa: Methodology for a rapid 

population size estimation exercise. AIDS and Behaviour. Volume 19, Issue 1 (2015), Page 3-15. DOI 10.1007/s10461-014-0981-y. 
14  SANAC/SWEAT (2013) Estimating the size of the sex worker population in South Africa. 

https://www.theglobalfund.org/en/key-populations/
http://www.unaids.org/sites/default/files/media_asset/2016-prevention-gap-report_en.pdf
http://www.unaids.org/sites/default/files/media_asset/2016-prevention-gap-report_en.pdf
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2.1 CAUSES OF SEX WORKERS’ VULNERABILITY TO HIV  

 

The UNAIDS Gap Report (2014)15, highlights a combination of individual, social and structural 

factors interacting to heighten sex workers’ vulnerability to HIV, particularly i) criminalisation, ii) 

violence, iii) stigma and discrimination, and iv) inadequate programmes and funding.  These four 

reasons are discussed in more detail below. Vulnerability is further compounded by intersectionality 

– when sex workers belong to other key population groups – such as gay men or other men who 

have sex with men (MSM), transgender women, people who inject or use drugs, as well as risks 

posed by incarceration.  

 

2.1.1 Criminalisation  

The Sexual Offenses Act of 1957 continues to be applied under the current South African 

constitution, which states that “unlawful carnal intercourse or act of indecency with any other person 

for reward commits an offence”.  The criminalised act of prostitution is difficult and time-consuming 

to enforce, however, and can only be directly achieved through ‘entrapment’ – the posing of 

undercover police officers as clients. Sex workers are therefore most frequently arrested and 

harassed under municipal by-laws, and under ‘loitering’ in particular16.  In many cases the sex 

workers have not committed the offence in question17, and even where the sex worker is guilty of 

the offence, correct procedure for implementing by-laws is not followed. 

 

The criminalisation of sex work in South Africa increases sex workers’ vulnerability to HIV and STIs 

in several ways:  

 criminalisation contributes to increased stigma, discrimination and social marginalisation 

which deters sex workers from accessing health services 

 criminalisation gives license to police and non-state actors to abuse sex workers rights and 

commit violence with impunity, and undermines their access to justice 

 the practice of destroying condoms or confiscating condoms from sex workers, as well as 

using condom possession as a basis to harass or arrest sex workers, has been documented 

in South Africa, as well as other countries where sex work is criminalised18 

 criminalisation leads to decreased power to negotiate safe sex.  

Mathematical modelling has demonstrated that decriminalisation of sex work would have the 

greatest effect on the course of the HIV epidemic of all available interventions, averting 33 – 46% of 

HIV infections in the next decade19.  

                                                
15  UNAIDS (2014). Gap Report, available at http://www.unaids.org/en/resources/campaigns/2014/2014gapreport/gapreport 
16  Scorgie F, et al. (2013a) Human rights abuses and collective resilience among sex workers in four African countries: a qualitative 

study. Globalization and Health. 9:33. http://www.globalizationandhealth.com/content/9/1/33 
17  Manoek S (2012). A report on human rights violations by police against sex workers in South Africa. Women’s Legal Centre, Sisonke 

and SWEAT.  
18  Open Society Foundations (2012). Criminalizing condoms: How policing practices put sex workers and HIV services at risk in Kenya, 

Namibia, Russia, South Africa, the United States and Zimbabwe. Available at: 
https://www.opensocietyfoundations.org/reports/criminalizing-condoms 

19  Shannon K, et al. (2015) Global epidemiology of HIV among female sex workers: influence of structural determinants. The Lancet. 
385(9962):55-71. 

http://www.unaids.org/en/resources/campaigns/2014/2014gapreport/gapreport
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2.1.2 High levels of violence 

Whilst levels of gender-based violence are generally high in South Africa, sex workers are 

particularly vulnerable to violence.  Perpetuated by criminalisation, sex workers are physically 

abused by law enforcement, clients, their partners and each other, without recourse to protection or 

justice20 21. Violence towards sex workers in South Africa is high. Research has shown that around 

50% of sex workers are subjected to violence each year22 23, with some cities being particularly 

affected (over 80% had experienced police violence in the most severely affected cities24. 

 

Violence increases the vulnerability of sex workers to HIV transmission in several ways: rape, 

forceful acceptance of condom-less sex, and sex with police to avoid arrest can all result in sex 

workers giving higher priority to their safety and survival than less immediate concerns such as HIV 

prevention.  Many sex workers do not report abuses to police because of their sense of futility and 

fear of further victimisation or violence, or because the police are themselves the perpetrators of this 

violence.  The evaluation of the previous NACOSA Sex Work Programme grant cycle found that 

violence has direct links with condom use and STI rates – where sex workers experience higher 

rates of violence, there are higher rates of sexually transmitted infections (STIs)25.  Globally, 

modelling studies have predicted that the elimination of sexual violence alone could avert up to 20% 

of HIV infections through its immediate and sustained effect on non-condom use by sex workers and 

their clients in the next decade26.  

 

2.1.3 High levels of stigma and discrimination 

Sex workers experience intense stigma, discrimination and consequent marginalisation, in their 

communities, and by service providers. Many sex workers experience stigma at health care facilities, 

and they may also be excluded from accessing social services and amenities. Stigma constitutes a 

barrier to health, including SRHR services, directly impacting on vulnerability to HIV.  The experience 

of persistent stigma and discrimination also leads to internalised stigma, shame and low self-esteem, 

as well as the expectation of being judged and mistreated27.  

 

 

                                                
20  UNFPA (2018) Scaling up combination HIV prevention programmes for sex workers in East and Southern Africa: a primer for UNFPA 

Country teams 
21  AIDSfonds Netherlands (2018). Sex work & violence in Southern Africa: A participatory research in Botswana, Mozambique, 

Namibia, South Africa and Zimbabwe. Hands Off! Project 
22  Coetzee J, Gray G & Jewkes R (2017). Prevalence and patterns of victimization and polyvictimization among female sex workers in 

Soweto, a South African township: a cross-sectional, respondent-driven sampling study, Global Health Action, 10:1, 1403815, DOI: 
10.1080/16549716.2017.1403815 

23  Impact Consulting (2016), Evaluation of the Phase II Red Umbrella National Sex Work Programme for the Networking HIV/AIDS 
Community of Southern Africa (NACOSA). 

24  SWEAT (2013). National Sex Worker Programme Evaluation - Beginning to Build the Picture: South African National Survey of Sex 
Worker Knowledge, Experiences and Behaviour. 

25  Impact Consulting for NACOSA and SANAC (2016). Creating Safe Spaces: Evaluation of the Red Umbrella Sex Work Programme.   
26  Shannon K, et al. (2015) Global epidemiology of HIV among female sex workers: influence of structural determinants. The Lancet. 

385(9962):55-71. 
27  Global Fund (2018). Baseline assessment of human rights barriers to HIV and TB services in South Africa (in press) 



20 
 

2.1.4 Improvements in programmes and funding for sex workers 

In 2010 it was reported that less than 5% of sex workers in South Africa were reached with HIV 

prevention services28.  Fortunately, persistent advocacy at the global level, has led to adoption of 

some progressive and evidence-informed policies29 30 31 32.  All provide for integrated responses to 

structural drivers of risk (criminalisation, stigma, discrimination and high rates of violence) – 

highlighting that HIV risk cannot be addressed through biomedical and behavioural interventions 

alone. In South Africa, the current NSP outlines goals for reaching sex workers with services. The 

South African National Sex Worker HIV Plan 2016-2019 (NSWP) expands on the NSP33, setting the 

ambitious targets of reaching 70,000 sex workers with HIV interventions, and recommends a flexible, 

context-specific approach to providing health services to sex workers.   

 

The last decade has seen progress from a few scattered, small-scale HIV programmes for sex 

workers, to a scaled up and coordinated national sex work sector. The most recent available data 

indicates that in 2014, South Africa spent $12 million on sex workers HIV programmes, with $9,5 

million coming from domestic sources, and $2,5 million from foreign donors34.  Of the foreign donors, 

the Global Fund and the Presidents Emergency Plan for AIDS Relief (PEPFAR) made up the bulk 

of the investment.   

 

In a further refinement of normal practice, peer education has been accepted as effective practice 

for sex worker programming35.  Peer educator (PE) interventions were significantly associated with 

“increased HIV knowledge… reduced equipment sharing among injection drug users… and increased condom 

use”. 

 

 

 

 

  

                                                
28  aids2031. 2010. Costs and Financing Working Group: The long-term costs of HIV/AIDS in South Africa. Washington, DC: Results for 

Development Institute.   
29  UNAIDS (2012).UNAIDS guidance note on HIV and sex work.  
30  WHO, UNFPA, UNAIDS, NSWP, World Bank & UNDP (2013). “Implementing Comprehensive HIV/STI Programmes with Sex 

Workers: Practical Approaches from Collaborative Interventions”  
31  SADC (2018). Regional Strategy for HIV and Prevention, Treatment and Care and Sexual and Reproductive Health and Rights 

among Key Populations. 
32  WHO HIV/AIDS Programme (2012).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  
33  SANAC (2016) The South African National Sex Worker HIV Plan 2016-2019, available at http://sanac.org.za/wp-

content/uploads/2016/03/South-African-National-Sex-Worker-HIV-Plan-2016-2019-FINAL-Launch-Copy....pdf 
34  UNAIDS Key Populations Atlas (2018). Available at: http://www.aidsinfoonline.org/kpatlas/#/home 
35  Medley A, et al (2009). Effectiveness of Peer Education Interventions for HIV Prevention in Developing Countries: A Systematic Review 

and Meta-Analysis. AIDS Education and Prevention: Vol. 21, No. 3, pp. 181-206 
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3 THE GLOBAL FUND NATIONAL SEX WORK PROGRAMME OVERVIEW 

 

 

3.1 THE GLOBAL FUND NATIONAL SEX WORK PROGRAMME 

 

The programme is aligned with the NACOSA, NSP and NSWP theories of change and the Global 

Fund objectives. Since 2010, two evaluations (both conducted by Impact Consulting) have 

demonstrated the positive effects of the programme36 37, and have provided a basis for refinement 

and improvement. Planning has drawn on SWIT, NSP and NSWP objectives, and SWEAT’s Good 

Practice Guide to Integrated Sex Work Programming38, which outlined the following fundamental 

principles for implementing sex work programmes: 

1. “Nothing about us without us”: sex workers should be at the centre of the response 

2. “First a person, then a sex worker”: sex workers should receive holistic support and services  

3. “Working together we can do more”: partnerships improve the outcomes   

4. “Only rights can stop the wrongs”: the programme should be rights-based and work towards 

an enabling environment. 

 

3.1.1 Programme description and implementation 

The programme (1 April 2016 to 31 March 2019) is implemented in 14 districts of eight provinces in 

South Africa by 14 SRs who are direct implementers of the programme, with the following aims:  

1. Reduce social and structural barriers to HIV, STI and TB prevention, care and impact among 

sex workers  

2. Reduce the sexual transmission of HIV among sex workers their clients and sexual partners 

by at least 50% using combination prevention approaches  

3. Sustain sex workers’ health and wellness  

4. Strengthen the health system for NSWP implementation.  

 

Peer education forms the basis of the approach, and is core to implementing the other priorities, as 

outlined in the NSWP. The NSWP package includes deployment of peer educators to support sex 

workers with their healthcare needs, psychosocial needs, and to access human rights. Although the 

NSWP also prescribes an economic empowerment package, the Global Fund programme is not 

implementing this component due to funding constraints.  

 

The Sex Work Programme involves multi-pronged, multi-level implementation at district and sub-

district level through NGO sub-recipients (SRs) and community-based teams or peer educators and 

                                                
36  SWEAT (2013). National Sex Worker Programme Evaluation - Beginning to Build the Picture: South African National Survey of Sex 

Worker Knowledge, Experiences and Behaviour. 
37  NACOSA (2016). Creating Safer Spaces, available at nacosa.org.za 
38  SWEAT (2015). Good practice guide to integrated sex worker programming (written by Jerushah Rangasami) 
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Site Coordinators.  Peer educators mobilise, inform and provide services to sex workers with 

individual rights-based services provided at the micro level. At community and organisational levels, 

stakeholders are sensitised, organisations capacitated and networks and linkages between sex 

workers and their communities promoted. At national level the programme invests in advocacy, sex 

worker empowerment and building the national sex worker movement.  

 

One area for concern is that sex workers’ life histories – which are often characterised by multiple 

crises, traumatic experiences, and a burden of mental illness – may have serious negative 

consequences for psychological wellbeing39 40. 

 

3.1.2 Programme components 

The programme comprises four key components:  

 Component 1: Provide a comprehensive package of peer-led prevention services to SWs  

 Component 2: Sensitise and mobilise “gate-keepers” to reduce the barriers to 

comprehensive HIV prevention services  

 Component 3: Support and enhance a national response call centre to offer emergency 

assistance and HIV psychosocial support for sex workers  

 Component 4: Support mechanisms for collective engagement, mobilisation, advocacy and 

collaboration of stakeholders to create an enabling environment for sex workers  

 

Services provided are shown in the diagram below:  

                                                
39  Coetzee J, Gray G & Jewkes R (2017). Prevalence and patterns of victimization and polyvictimization among female sex workers in 

Soweto, a South African township: a cross-sectional, respondent-driven sampling study, Global Health Action, 10:1, 1403815, DOI: 
10.1080/16549716.2017.1403815 

40  V Poliah & S Paruk (2017) Depression, anxiety symptoms and substance use amongst sex workers attending a non-governmental 
organisation in KwaZulu-Natal, South Africa, South African Family Practice, 59:3, 116-122, DOI: 10.1080/20786190.2016.1272247 
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4 EVALUATION OVERVIEW 

 

 

4.1 EVALUATION RATIONALE AND OBJECTIVES  

 

An independent evaluation of the Sex Work Programme is part of the Global Fund ZAF-C Grant 

agreements signed with the PRs.  The primary objective of the evaluation was to understand whether 

the current peer education approach is an effective strategy to support sex workers so that they 

benefit from the programme.  Lessons can be used to improve on programme implementation for 

the remainder of the grant, as well as to inform future grants, and other sex worker programmes. 

The specific focus of this evaluation was on the Peer Education model.  

 

The four key evaluation objectives of the evaluation were:  

 

Evaluation objective Areas of investigation 

1. To assess whether the programme has the 

required elements for the implementation of 

an effective PE strategy  

 Support to sex workers 

 Peer effectiveness and enablers of effectiveness 

 Professional and emotional support to peers 

2. To document different ways the PE strategy 

is implemented across different contexts 

 The range of contexts and variability in programme 

design 

 The influence of SR management 

3. To assess the quality of support the PEs 

provide to sex workers  

 Services provided to sex workers, their outcomes, and 

how they might be enhanced 

4. To understand the sustainability of PE 

strategy for sex workers  

 Sustainability beyond the life of the grant, and 

recommendations on sustainability 

 

Table 1: Evaluation objectives and areas of investigation 

 

 

4.2 METHODOLOGY  

 

4.2.1 Evaluation principles, approach and theoretical framework 

Impact Consulting sought to follow the dictates of a realist evaluation approach, which holds 

contextual relevance as vital, specifically when aiming to determine effectiveness. As such, it was 

not sufficient to ask only ‘what works?’ but rather ‘what works for whom, in what contexts, and how?’   

 

Furthermore, Impact Consulting sought to ensure that the evaluation followed the following 

principles: 

 The evaluation was human rights focused.  
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 The evaluation was theory-based, testing realisation of the theory of change. 

 The evaluation was participatory. 

 The evaluation was constituency-based, engaging peers and sex workers.  

 The evaluation was inclusive of both external and internal stakeholders. 

 The evaluation was utilisation-focused, following processes that were useful and built 

capacity through participation.  

 

4.2.2 Evaluation methods 

The evaluation employed both qualitative and quantitative methods to investigate the experience of 

peer educators and their psychological wellbeing.  For the assessment of their work and how this 

affects sex workers, the investigation was largely qualitative due to the nature of the evaluation 

questions – which were focused on obtaining an indepth understanding of the lived experience of 

sex workers and peer educators.  Investigation into the different types of detailed implementation 

and management practices and processes was also largely qualitative.   

 

All methods were pre-tested.  Methods, safety and ethical conduct were also reviewed by the HSRC 

Ethical Review Board, and awarded ethical clearance.  The mixed methods that were used were: 

 A rapid review of relevant literature, policies and legislative frameworks 

 A planning and reflection workshop with SRs  

 An online, peer educator questionnaire intended for all PEs across all 38 sites  

 Interviews with SR management at 14 sampled sites 

 Key informant interviews with local stakeholders at sample sites, and national role-

players 

 Peer educator focus groups at each of the 14 sampled sites 

 Sex worker focus groups at each of the 14 sampled sites  

 A data analysis and reflection workshop with SRs 

 A psychological wellbeing screening, administered with peers at the 14 sampled sites41, 

involving a battery of assessments, including:  

o K10 Kessler scale for non-specific psychological distress)42 

o The GAD-743 Anxiety Scale 

o PHQ-944 (Patient Health Questionnaire 9) Depression Scale 

o WHOs AUDIT45 Alcohol Use Scale 

                                                
41  Administrators of these tools were trained by the clinical psychologist on the Impact team. Participating sites were required to have 

identified professional psychological support in the event that the screening experience brought issues to the surface. 
42  Kessler, R.C., Andrews, G., Colpe,. et al (2002). Short screening scales to monitor population prevalences and trends in non-specific 

psychological distress. Psychological Medicine, 32, 959-956. 
43  Spitzer RL, Kroenke K, Williams JB, Lowe B. A brief measure for assessing generalized anxiety disorder: the GAD-7. Archives of 

internal medicine. May 22 2006;166(10):1092- 1097. PMID: 16717171 
44  Kroenke K, Spitzer R & Williams J. (2001). The PHQ-9: Validity of a Brief Depression Severity Measure. Journal of General Medicine, 

16(9): 606-613 
45  Babor, T.F., de la Fuente, J.R., Saunders, J. and Grant, M (1989). AUDIT The Alcohol Use Disorders Identification Test: Guidelines for 

Use in Primary Health Care. WHO/MNH/DAT 89.4, World Health Organization, Geneva. 
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o The DUDIT46 Drug Use Scale 

o The ProQOL Compassion Satisfaction and Compassion Fatigue Scale 47 

o Burnout - The Trauma History Questionnaire48 

o Secondary Traumatic Stress - PTSD Checklist49. 

 

4.2.3 Data analysis 

The data emerged a broad model for the peer educator strategy, with three key components:  

1. Management and support to peer educators to do their work 

2. Outreach: finding sex workers, following up on them and identifying any needs they may 

have 

3. Meeting needs of sex workers: through provision of direct services or linking them up with 

relevant care by way of referrals.  

Qualitative data was thematically analysed according to the above main sections.  Data has been 

presented largely descriptively, with an analysis of enablers and barriers for each key component.   

 

The quantitative data was analysed to identify trends, and also disaggregated by sub-recipient.  

Results with regards to the psychological wellbeing of peer educators were tested against various 

management components to assess what aspects of management and support affect wellbeing.  

 
 
Three partially overlapping sets of data were analysed and linked (Figure 2): 

 

Since the sites varied in terms of representation, 

the main unit for comparison was the SR. 

Averages drawn from these different sources 

were used to show variability between SRs, and 

to identify for causes and effects shown in the 

results. For example, average mental health in 

the sampled sites per SR was compared with 

reported training levels as shared in the survey 

per SR, and the management styles which might 

have contributed to these were drawn from 

qualitative data for sampled sites.  

                                                
46  Anne H. Berman, Hans Bergman, Tom Palmstierna & Frans Schlyter (2002). DUDIT Drug Use Disorders Identification Test. Karollinska 

Institutet, Stockholm, Sweden. 
47 B. Hudnall Stamm (2009). Professional Quality of Life: Compassion Satisfaction and Fatigue Version 5 (ProQOL). Available at: 

/www.isu.edu/~bhstamm or www.proqol.org.  
48  Hooper, L. M., Stockton, P., Krupnick, J., & Green, B. L (2011). The development, use, and psychometric properties of the Trauma 

History Questionnaire. Journal of Loss and Trauma, 16, 258-283 
49  Weathers, Litz, Huska, and Keane (1994). PTSD Checklist (PCL) – Civilian Version for DSM-IV.  National Center for PTSD - Behavioral 

Science Division. 

Figure 2: Data analysis overlaps 
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The analysis was undertaken in Excel using pivot tables, cross-tabulations and combined graphs to 

demonstrate relationships. Variability was measured informally, using above and below average 

comparisons and visual impact in graphic presentations.  

 

While a substantial survey sample was achieved for the survey, responses varied from 0 per SR to 

45 per SR – with several SRs producing small numbers of surveys. Since SRs were the unit of 

comparison, the sample sizes per SR were not large enough for effective statistical analysis.  

 

 

4.3 EVALUATION PARTICIPANTS  

 

4.3.1 Sampling strategy and sample 

The sample sites were selected according to the following criteria: 

 Province: all provinces to be included. 

 District or site type: rural, urban, peri-urban, informal, as well as mining sites, major transit 

routes and other determinants for high transmission areas. 

 Predominance of sex work types at sites, using NACOSA statistics on street, brothel, tavern, 

truck stop etc. 

 Partnership with DoH HTA or other mobile clinic arrangement. 

 Having an established psychological health referral structure. 

 

The following sites formed part of the sample (Table 2):  

 

SR Province District Sub-district 

1 Centre for Positive Care (CPC) North West Bojanala Madibeng 

2 
The Greater Rape Intervention Programme 

(GRIP) 
Mpumalanga Ehlanzeni Mbombela 

3 Hoedspruit Training Trust (HTT) Limpopo Mopani Maruleng 

4 Humana People to People (HUMANA) Gauteng 
West 

Rand 
Mogale City 

5 Lifeline Durban (LL DBN) KwaZulu-Natal Ugu Umdoni 

6 Lifeline Johannesburg (LL JHB) Gauteng CoJ50 Region E 

7 Munna Ndi Nyi (MUNNA) Limpopo Vhembe Thulamela 

8 Nqobile Womens Development (NQOBILE) Gauteng Sedibeng Emfuleni 

9 Oasis Faithworks (OASIS) Gauteng CoJ 
Region A 

(Diepsloot) 

10 Perinatal HIV Research Unit  (PHRU) Gauteng CoJ Region D 

11 Qholaqwe Advice Centre (QLAC) Free State 
Thabo 

Mofutsanyane 
Dihlabeng 

                                                
50 City of Johannesburg 
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SR Province District Sub-district 

12 
Sex Workers Education and Advocacy Taskforce 

(SWEAT) 
Eastern Cape 

Buffalo 

City 

Buffalo City 

Metro 

13 TB HIV Care (TBHC) Western Cape CoCT51 Cape Town 

14 
Wits Reproductive Health and HIV Institute 

(WRHI) 
Gauteng 

City of 

Tshwane 
Region 4 

 

Table 2: Sample sites 

 

4.3.2 Number and type of evaluation participants 

Table 3 shows the numbers and types of participants who were engaged in each evaluation process: 

 

Data source Data type Target sample # participants 

1 Peer educator 

survey 

Mixed 

methods 

All PEs from all 38 sites (approximately 300) 
230 

2 

PE focus group Qualitative 

Up to a maximum of 12 peers from each of the 14 

selected sites (random selection if more than 12 

at a site) 

103 

3 Psychological 

wellbeing survey 
Quantitative 

All peers at the 14 sampled sites were offered 

psychological wellbeing screening  
115 

4 
SW focus group Qualitative 

A stratified random sample of 10-12 sex workers 

from each sample site (140-168) 
139 

5 SR 

management 

interview 

Qualitative 

All management at each of the 14 sampled sites 

45 

6 

Local KI 

interviews 
Qualitative 

 Operational manager at local health clinic 

 Brothel owner 

 District DoH - Chief Community Liaison 

Officer 

 Partner NGO 1 representative 

 Partner NGO 2 representative 

 HCW (nurse) 

 HCW 

7 

7 National KI 

interviews 

Qualitative  NACOSA 

 Sisonke (2 participants) 

 DoH 

4 

TOTAL 

(assuming all PE FGD participants also completed the survey) 
540 

 

Table 3: Evaluation participants 

                                                
51 City of Cape Town 
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4.3.3 Survey demographics 

All peers in the programme (from 38 

sites) were invited to complete an 

online survey.  A total of 230 out of a 

total of approximately 300 peers did so. 

Response rates between SRs varied, 

and peers from one SR did not 

respond.   

 

High completion rates mean that 

survey responses give a good 

indication of the current demographics 

of the peer population in the 

programme (Table 4).  

Table 4. Programme peer educator demographics as 

reflected in the survey responses 

 

The programme is largely provided by full-time female peers, slightly more than half of whom have 

been recruited in the last three years, with the benefit of 40% of peers with more than three years of 

experience. The majority of peers (73%) come from full-time sex work, with 41% continuing to work 

in the industry whilst being a peer educator.   

 

4.3.3.1 Peer educators’ current status as sex workers 

More than half (56%) peers no longer do sex work (Figure 3). Only 2-3% of peers have other 

employment other than sex work.  

 

One SR mentioned that they intentionally employ peers part-time to enable them to continue to do 

sex work so that they remain “peers” (SR management interview) and others employ peers on a part 

time basis for logistical reasons.  Results show that whether peers work full-time or part-time makes 

no difference to whether or not they continue to do sex work.  

 

Item # participants 

Gender 

Female 210 (91%) 

Transgender 14 (6%) 

Male 6 (3%) 

Time as a peer 

More than 3 years 91 (40%) 

Between 1 and 3 years 112 (49%) 

Less than 1 year 27 (12%) 

Before being a peer educator? 

A full-time sex worker 167 (73%) 

A part-time sex worker 58 (25%) 

Never been a sex worker 5 (2%) 
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Figure 3: Full and part time peer education, and other sources of income 

 

 

As the figure shows, most part-time peers (56%) and most full-time peers (58%) do not have any 

other jobs (including being a sex worker), a further 3% of both groups have other jobs, and 44% of 

part-time and 42% of full-time peers still conduct their sex work business.  
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Some of my income, I also have another job Some of my income, I also do sex work

Peer education is my main source of income
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5 FINDINGS: THE PEER EDUCATOR PROGRAMME WITHIN THE NATIONAL SEX WORK 

PROGRAMME 

 

 

5.1 OVERVIEW OF THE PROGRAMME INTERVENTIONS 

 

Results from sex workers, SRs and peer educators confirmed that the programmes provides sex 

workers with the following:  

 MAX condoms, female condoms and lubricant provided by the Department of Health 

 access to HTS providers and human rights defenders (HRD), in addition to peer educators 

 information on STI, TB and SRH information, HIV prevention and human rights and legal 

rights 

 direct provision, referral or support for access to health, social and legal services (including 

human rights defence support, HTS, Anti-Retroviral Treatment (ART), PrEP, PEP, pap 

smears and family planning, STI and TB screenings, tailored adherence support) 

 coordination and facilitation of risk reduction workshops, support groups, counselling and 

training, with a focus on biomedical, psychosocial, community mobilisation and human rights 

 participation in small groups, focusing on treatment adherence, substance abuse and 

gender-based violence (GBV).  

 

In addition, SRs are involved in sensitising and mobilising “gate-keepers” to reduce the barriers to 

comprehensive HIV prevention services through sensitisation workshops with service providers and 

ongoing community mobilisation and engagement to address the stigma and discrimination 

surrounding sex workers.  

 

The diagram below shows the peer educator model and its various components. In this evaluation, 

we investigated both the service delivery, or implementation, aspects of the model, and the 

management components.  
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Figure 4: The peer educator model 
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5.2 IMPLEMENTATION MODEL 

 

5.2.1 Overview 

Described most simply, the peer educator implementation model is one in which peers of sex 

workers find sex workers, recruit them into the programme (or into their care), provide condoms and 

lubricant, ensure that sex workers have up-to-date and relevant information, identify any health or 

psychosocial or human rights needs, and enable access to services (with a focus on HIV) to ensure 

that these needs are met.  

 

Figure 4 shows the two core activities for which peers are responsible:  

1. Outreach and meetings: Where peer educators go to sex workers’ places of work or homes, 

provide them with education, materials, screenings, HTS and other direct services, and follow 

up on whether the already identified needs of sex workers have been addressed adequately. 

Also, where sex workers come to meetings (such as risk reduction workshops), and receive 

a similar range of services from peers at a central point. 

2. Addressing identified needs – linkage to care: When peer educators identify that sex 

workers have specific health, psychosocial or human rights needs (during outreach and 

meetings), they then support these sex workers to have these needs met, through providing 

them with direct services or through supported referrals to the relevant services.  

 

Although the above are standard activities of the programme, sub-recipients of the Global Fund 

South Africa Sex Work Programme offer these services in many different ways. The following section 

interrogates these different ways of delivering the model.  

 

5.2.2 Outreach 

5.2.2.1 The role of peers 

Results confirm one of the well-documented52 benefits of the peer educator model – that it is easier 

for sex workers to find other sex workers to enrol in programmes, because sex workers are so often 

hidden due to stigma, harassment and criminalisation. Peer educators, of whom 98% in this 

programme were or had been sex workers themselves, knew the sex work industry and workplaces 

and sex work “routines” well.  Once they had located their fellow sex workers, peers worked to build 

relationships with them and gain their trust in order to enrol them in the programme.   

 

                                                
52  Dandona L & Benotsch E (2011). Evaluation of the Avahan HIV prevention initiative in India. BMC Public Health. 2011;11 Suppl 

6(Suppl 6):I1. Published 2011 Dec 29. doi:10.1186/1471-2458-11-S6-I1 
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As shown in Table 4, 91% of peers were female. Nine of the 14 sampled sites had male or 

transgender peers in their team (a total of 14 transgender and six male peers), and one transgender 

Site Coordinator. Of these, 10 transgender and four male peers worked in metropolitan sites, where 

male and transgender sex workers operate most openly. Evaluation participants in the five SRs with 

only female peers recognised that this limited their ability to reach transgender and MSM sex 

workers.  As the Sex Work Programme Manager explained, not all teams need a transgender or 

MSM peer – this is only relevant if there are TG and MSM sex workers operating in the area.  For 

example, in some rural areas, there are no TG or MSM sex workers.  

 

5.2.2.2 Outreach logistics: team arrangement 

Outreach logistics were handled differently at different sites, depending on the availability of 

resources.  These included three distinct types of arrangements:  

1. Roaming team: Outreach where the full team went from place to place. This resulted in 

irregular and/or infrequent visits to different places/hotspots, shared responsibility amongst 

the peers for the sex workers at these places, and the least close relationships between sex 

workers, other stakeholders, and peers.  

2. Specialist area sub-teams: A blended approach, where the outreach team was split in two 

groups (usually of three to four) and each group worked in a particular geographic area.  In 

some instances, areas were split according to type (eg, groups in “town”, “township” or “bush 

areas”).  Each smaller group shared responsibility for all sex workers in these areas. This 

results in somewhat more consistent engagement, relationship-building and one-on-one 

interaction between the peers and the sex workers, although a sex worker may not 

necessarily meet the same peer educator at each outreach visit.  

3. Place-based: Outreach in small teams (one to three peers) where the same peers went to 

the same sites regularly and each peer or small team had a cohort of sex workers for whom 

they were “responsible”.  

 

In general, the place-based arrangement was viewed as the most effective one for successful 

outreach:  

 

“The difference from usual practice is about peers knowing the sex workers more - and sex 

workers becoming more free to talk to individual peers. It is different from going to outreach as a 

group. The sex worker might be less free to ask for serious help where there is a group of peers, 

and with a more personalised service the peer can refer them to nurses”. (SR management 

interview) 
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“The peers know the sex workers they work with very well. They treat them holistically. They 

know who is drinking, who has problems with her boyfriend or her kids, who is defaulting and 

why, they know if someone is missing and will look for them. In other words, they adapt their 

intervention to the needs of the sex worker”. (SR management interview)  

 

One important consideration in this “place-based” model is that it may not always be the best strategy 

to have a sex worker from the exact area where she works or lives acting as a peer:  

 

“Allocating people to their own areas has the disadvantage that the peers who are still active in 

sex work are competing for clients with their sex workers - if my client comes into the tavern I 

have to hide, because they might want me instead of the sex worker I am helping"   

(PE FGD).  

 

In some sites, sharing a work space impacts on sex workers’ trust and openness with peer’s about 

personal issues or health problems, fearing that the peer would use this information to sabotage their 

client relationships.  Peers may therefore be allocated to areas that they know well, accessible from 

where they live or work – but not their own area.  This is a context-specific consideration, and SRs 

should assess this situation before allocating the peers to the sites.  

 

5.2.2.3 Outreach times 

At all 14 sites, outreach happened mostly during the day.  At 10 of the sites, teams sometimes also 

worked at night (but usually only until 22h00), and one SR deployed regular fortnightly night shifts 

(also until 22h00). Participants (management and peers) discussed challenges involved with night 

outreach, noting that they were not reaching many sex workers who only work late at night, and 

sleep during the day. Late night outreach was dangerous, and sex workers were often intoxicated 

and difficult to work with. One strategy was to obtain home addresses of late-night sex workers 

earlier in the night and then visit them at home do outreach work. Finding a convenient time during 

the day when sex workers were not sleeping remained a challenge. 
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5.2.2.4 Micro-planning  

In the months just prior to the study, the PR had initiated a micro-

planning process for the SRs, based on best practice from other 

peer-led outreach models, specifically the Avahan India HIV 

Initiative53.  Through this process, peer educators are to map the 

hotspots, the profile these places, assess the risk of sex workers 

in these places, and then use that data to plan their outreach 

activities with that defined group of sex workers.  Information 

should be continuously updated: daily, weekly or monthly as 

appropriate. The information is used to guide their outreach 

activities, provide tailored support and services to sex workers based on their individual need, allow 

them to reach a more consistent cohort of sex workers, and enable monitoring of programme 

coverage and outcomes for sex workers.   

 

Hotspot mapping 

Hotspot mapping is a key component of the micro-planning.  “A hotspot map visually represents the 

locations of KPs [sex workers] within the PE’s assigned area”54.  It was found that all SRs had 

mapped hotspots at the beginning of the Global Fund grant cycle, and knew where sex workers 

worked at that point. Although the formal process had only recently been launched, half of the SRs 

(seven) had already been conducting similar processes, five had recently begun to map formally, 

and two were planning to begin in the coming weeks. 

 

Frequency of hotspot mapping 

Because hotspots change frequently (police move sex workers away from an area or new bars or 

brothels open, mapping needs to be updated as changes happen.  

 

“We update [hotspots] regularly, we just log them as they become active or inactive, especially with 

the bush-based SWs – say someone built a fence around the field where they used to work and 

now they made a shack next to a tavern” (SR management interview). 

 

The frequency of these updates varies among SR.  In two SRs, there had been no update since the 

initial mapping, others did it on a monthly to three monthly basis, some made ad hoc changes as 

information emerged, and others mapped routinely as a weekly or almost weekly exercise.  Regular 

mapping updates are part of the micro-planning process.   

                                                
53 Dandona L & Benotsch E (2011). Evaluation of the Avahan HIV prevention initiative in India. BMC Public Health. 2011;11 Suppl 
6(Suppl 6):I1. Published 2011 Dec 29. doi:10.1186/1471-2458-11-S6-I1 
54 NACOSA (2018) Sex Work Programme: Micro Planning Manual  

 7/14 SRs had already 

been “micro-planning” 

prior to the training  

 5/14 had recently begun 

micro-planning (formally) 

 2/14 were planning to 

begin soon after the 

evaluation  
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Sources of information for hotspot maps 

Hotspot maps were informed in the following ways:  

 Consultation with sex workers during outreach, risk reduction workshops or support groups. 

One SR had site “champions” who informed the peers regularly about any changes.   

 Seeking out sex workers if they were no longer found at a known site.  

 Regular mapping sessions (monthly to annually), trawling an area thoroughly, looking for 

hotspots and hard-to-reach sex workers.  

 Information from other sources, such as local clinics or police social workers 

 

Improving hotspot mapping 

The formal tools, checklists and themes included in formal micro-planning include detailed data on 

sex workers, other role-players and sex work situations, and more consistent use of the tools would 

encompass a range of data, collected more consistently.  

 

5.2.2.5 Enablers for finding sex workers 

The peers were very clear that trust was essential to finding sex workers:  

 

“It has come from developing relationships and trust over time, especially with home-based sex 

workers. We are reaching more and more of them. And as the ones who are undercover hear 

about how we work, more of them are prepared to come forward” (PE FGD) 

 

“We get information from them about those who are positive and not on treatment or who does 

not know their status or when they are in dangerous situations - we will focus on servicing these 

needs.  Also, for example, in places with foreigners where services are scarce and there are a 

lot of children: we would arrange a mobile clinic with comprehensive services”. (PE FGD) 

 

5.2.2.6 Barriers to finding sex workers 

Despite the current grant providing vehicles to each SR specifically to enable safe night outreach, 

and including a transport allowance within all peer stipends, transport was still experienced as a 

barrier to reaching sex workers who were further afield. The place-based model assumes that most 

sites were within walking distance, although in rural areas distances can be substantial, and even 

relatively local travel in urban areas can be expensive.  

 

Despite these measures, sex workers who remained hard to reach included: 

 those working late at night (danger and transport) 

 internet-based, working from home, students or ‘upmarket’ sex workers (difficult to locate) 

 transgender and MSM (more hidden) 
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 those working in the outer limits of the SR’s range (distance and transport)  

 migrants/foreigners (language and different social networks) 

 Ethnically diverse (different social networks) 

 Young people who sell sex and transactional sex workers (who are harder to find, and also 

intersect as adolescent girls and young women). 

 

Micro-planning and place-profiling is used to be clear of the context of each place, and the risks for 

sex workers, and to devise strategies for reaching the groups above.  However, respondents 

reported that plans were not necessarily consistently implemented. Investigation would be valuable 

into the use of programme vehicles in practice – the issues that prevent vehicles from enabling far-

away and late night outreach, as well as the positive outcomes of providing vehicles. In addition, it 

is important that each SR contract has its own specific terms with regards to the use of the vehicle, 

aligned with the specific context of the SR and the site, bearing in mind that it was provided to SRs 

to enable outreach and the provision of clinical services to SW 

 

5.2.3 Support groups and risk reduction workshops 

Creative space workshops are one of the long-standing programme elements, and small group 

experiences (eg eight sessions focusing on a specific theme for 10 sex workers) have increasingly 

focused group support on sex worker needs. 

“Adherence groups are important for those who are initiated on treatment and in a small group 

of 10 they can share their experiences and get support and advice and motivation and 

minimises defaulters.  They can experience a feeling of belonging and a safe space with the 

same group of people who talks the same language” (SR management interview).  

The information and services provided on outreach are also provided at these group activities. 

 

5.2.4 Outreach services 

5.2.4.1 HIV testing services (HTS)  

At all 14 sites, some of the peers are trained as HTS counsellors and/or nurses are members of 

outreach teams. This enables immediate and convenient access to testing:   

“A good part of our model is that there is an HTS counsellor in each team.  We used to lose sex 

workers when we did not test them immediately.  It would be good if we were all trained so 

anyone could test whenever they find a sex worker.” (PE FGD)  

 “Some of us were not ready to undergo HIV test before. Now we feel safe to be tested by peer 

educators because they keep our status confidential. Now we know our status. I referred my 

friend and she was also tested by peer educators. (SW FGD)  
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All SRs indicated that they provide HTS wherever possible, at a very wide range of locations:  

 

 room at brothels and hotels 

and taverns 

 in the streets 

 in a car  

 in a gazebo in the street 

 sex workers’ homes  

 peer educators’ homes  

 SR offices or clinics 

 at risk reduction workshops 

 at support groups  

 self-testing in tents 

 at events, eg World AIDS Day  

 DOH or SR mobile clinic  

 DOH fixed clinic  

 SR’s mobile clinics 

 

 

Possible improvements to HTS  

On the whole, SRs were proud of their HTS functions, and there was a lot of effort made to meet 

their targets.  SRs felt that their work could be further enhanced through:  

 the ability to provide a test and treat service  

 having more peers trained as HTS counsellors (although the NACOSA management team 

noted the challenges to find enough peer educators who meet the educational criteria of a 

minimum of grade 10 to become HTS counsellors) 

 accompanying sex workers to a local clinic to get tested if this is necessary  

 local clinics having a safe space to offer HTS  

 providing more options for self-testing.  

 

5.2.4.2 Materials and advice  

During outreach, peer educators distributed male and female condoms and lubricant to sex workers, 

provided by the Department of Health, and sometimes IEC materials provided by NACOSA. Sex 

workers were grateful for this service. Micro-planning was reported to be useful for success with this 

task:  

“[Micro-planning] helps us to know what to carry on the day.” (PE FGD) 

 

During outreach visits, sex workers were also given information about HIV, health, human rights and 

psychosocial issues. Some sex workers had “specialist” training (in HTS, human rights defence, or 

as lay counsellors) and they would be able to provide health or human rights or psychosocial advice 

during outreach. If further support was needed, peers would refer the sex worker to the necessary 

partner.  
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“We are happy with condom supply, sometime we run out of them and when we go and collect 

from the clinics, health care providers judge us and ask why we take a lot of condoms.” (SW 

FGD) 

 

“We are also happy that we get condoms from our hotspots and peer educators houses.” (SW 

FGD) 

 

“We would like to be provided with the original choice condoms that does not have flavours 

because some of us get rash from MAX condoms. In addition, MAX condoms bursts easily and 

some clients complain that they are small for their penises.” (SW FGD) 

 

“We are happy with human rights information because if we get raped we are able to the police 

station and open a case of sexual assault.” (SW FGD) 

 

5.2.4.3 Follow up on the sex workers who are already in their care 

The place-based approach is particularly useful for individually tracking sex workers and their status, 

and allocating more contact time to higher risk sex workers. 

 

“The peer educators visit those who are more high risk more often. For example, they know all 

the sex workers well.  They know who is negative, who is positive, who is using drugs, who is 

experiencing violence, who is having [psychological wellbeing] or trauma issues. They also know 

when are the busy times, and which sex workers are having more clients, so they plan how many 

condoms they need to deliver, and how often they need to go on outreach” (SR management 

interview).  

 

As with the range of peer interactions, a key enabler to effective follow up is the strength of the 

relationships between the peers and the sex workers. It was important that peers following up with 

sex workers on referrals, medication or other advice, were not seen as ‘the police’ coming to check 

up on sex workers, but rather welcomed as friends, supporters and encouragers.  

 

5.2.5 Provision of services or linkage to care 

All sex workers receive a standard set of health screenings through the programme, including HIV 

testing (except for known HIV positive sex workers), STI, SRH and TB screenings, alongside 

education about their health and wellbeing and rights. When a sex worker has a specific need other 

than the standard package, the peer then supports him or her to get this need addressed.  This can 

be through the service being directly provided by the SR’s sex worker programme, or by linking the 

sex workers to the relevant service through a referral and follow-up system.  
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5.2.5.1 Psychosocial services  

Many of the SRs were able to directly provide psychosocial 

services to sex workers, which is a great improvement on the 

previous grant period where this was lacking (see box). Five 

of the 14 SRs provided more than lay counselling by peers, 

and offered full psychosocial services in-house. The remaining 

9 referred sex workers for more serious matters, and only 3 

indicated dissatisfaction with the quality of their psychosocial 

care referral partners. One gap that continues to be a 

challenge is substance abuse support, with limited capacity 

within SRs or from external providers.  

 

5.2.5.2 Human rights and legal services 

Most SRs refer sex workers for human rights support and 

legal services, and 4 reported providing some support. 

 

Sisonke is the referral partner to address human rights 

violations for six of the SRs, but only two indicated that they 

were satisfied with this service.  

 

“We are being harassed by police and they deny us the 

opportunity to open cases against clients. We expect 

peer educators to intervene by convening a meeting with 

station commanders to address our problems. … When 

we were recruited to Sisonke we were promised that they 

would protect us from harassment and intervene when 

we are experiencing problems but this is not happening.” 

(SW FGD) 

 

Police harassment and the relationship with the police was generally improving, with 10 of the 14 

SRs indicating substantial improvement because of sensitisation training and the efforts of peers 

and SR managers. This was reported to have decreased the need for human rights services to a 

large degree at many of the sites.  

 

“They [the police] understand the programme now and cases are minimised and they do not 

arrest the sex workers as they did before.  They now recognise the sex workers and they 

harass minimally.  This is partly due to the sensitisation training and mainly because of many 

 5/14 SRs provided full 

psychosocial services 

 9/14 referred to partners for 

serious psychosocial 

matters:  

o 6 were satisfied with 

referral partners 

o 3 were dissatisfied with 

referral partners 

 4/14 SRs provided some 

HRD support 

 12/14 referred to partners for 

support:  

o 6 were satisfied with 

referral partners 

o 5 were dissatisfied with 

referral partners 

o 1 was unclear 
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meetings with the police and commanders and cluster committees who we presented the 

programme to.  After the Site Coordinator was arrested with a group of sex workers she did a 

lot of advocacy with the police…met them often.” (SR management interview) 

 

“[Relationship with the police has been] neutral at this site since sensitisation…here, sex 

workers do not have a relationship of harassment.  The police want to help sex workers when 

they see them in a bad condition.  This was after we did sensitisation – this really opened their 

minds about how to approach sex workers.  They are no longer unnecessarily arresting.  An 

officer voluntarily gave us information the other day about a sex worker that needed help with 

her health.” (SR management interview) 

 

"Security and law enforcement… harass us in the street. Once they were harassing me… and 

they (peers) saw that we were in conflict with the police – they said that you can’t do that or you 

will have to deal with our lawyers” (SW FGD) 

 

One SR, however, had not effectively provided human rights support, and sex workers were very 

disappointed. The following quotes all come from this SR, and demonstrate sex workers’ 

expectations of the programme: 

 

“I was assaulted and raped in front of peer educators and peers did nothing to help me.”  

(SW FGD) 

 

“Peer educators know perpetrators and gangsters that harass us, but they do nothing about this.” 

(SW FGD) 

 

“Peers don’t support us when we are going to the police station to open cases. There was a sex 

worker that was stabbed by a client in September 2018. The peer educators were not available to 

accompany and support her. Instead, one of the other sex workers accompanied her and has 

been checking on her progress on daily basis.” (SW FGD) 

 

5.2.5.3 Health services 

All SRs felt that there were adequate health and SRH services available for sex workers. STI 

diagnosis and treatment was one area for which the safe space and confidentiality that the SR 

nurses provided were particularly valued – sex workers explained that they were often very 

embarrassed to show their symptoms to anyone (particularly when there was a foul smell), but that 

the SR nurses made them feel comfortable enough to be examined and then receive treatment. 

They also felt that they could come and talk to the nurses about their health problems without being 

judged, and that they could trust the medical advice that the nurses dispense.  
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5.2.5.4 Strategies for linking sex workers to care 

To address the identified needs of sex workers, three distinct types of service provision or linking 

sex workers to the services needed were described, with varying levels of direct control by the SR 

over the service:  

1. High control: The SR directly provided the service to the sex worker 

2. Medium control: The peer referred the sex worker to a service provider partner and 

accompanied them to receive the services  

3. Low control: The peer referred the sex worker to a service provider partner and followed up 

to check if the referral was taken up by the sex worker (with no accompaniment).  

 

All evaluation participants (management, PEs and SWs) felt strongly that the most desirable model 

was when the SR directly provided the service – they lauded the inclusion of the nurses on the team 

and expressed a desire for more nurses, and for nurses to offer more direct services.  They also 

expressed a desire for their own clinics and, particularly, for mobile clinics.   

 

“A mobile clinic would be much better, because then we would not have to refer, and then sex 

workers would not have to wait for services, the uptake and adherence would be much better” 

(PE FGD) 

 

“With SWs if you ask them to go for services tomorrow, she’ll sleep drunk and high, and in the 

morning she'll be very low, and needs alcohol before functioning – so she won’t go to the clinic. If 

you are there to treat immediately, then services will happen.” (PE FGD) 

 

While this is of course the best way to ensure that sex workers receive services, it is not a sound 

model from a sustainability point of view. Although the mobile clinics and fixed clinics are desired 

and effective, this model creates an alternative health system which is donor dependent … in an 

unstable donor environment.  When grants come to an end, sex workers who have been reliant on 

NGO programme services, and not adequately linked to public health care, are left without care, and 

without the knowledge or confidence to access services. The study found that SRs who had their 

own clinics (mobile or fixed) had weaker relationships with government health care providers, not 

needing to support these service providers in order to deliver their programme.   

 

5.2.5.5 Strong partnerships are key to successful referrals 

Ideally, sex workers should be able to access stigma-free quality care at local clinics. Effective 

referrals are enhanced by good relationships between SRs and their referral partners, (with the SR 

nurse and site coordinators playing a strong role in the building of these relationships). The SRs 
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reported that relationships with clinics had improved since the beginning of the grant cycle, and this 

has led to a more enabling and safer healthcare environment, which had increased sex workers’ 

uptake of these services. 

 

Linkage to care was found to be more successful if peers accompanied sex workers to service points. 

Only three of the SRs did not accompany peers, and instead gave the referral and then followed up 

with the health facility and/or the sex worker on whether the referral had been taken up. This low 

control model was found to be weaker in terms of successful linkage to care, with sex workers often 

not following referrals, and because of the difficulty of tracing referrals outcomes even if they had 

been taken up.    

 

Sex workers were accompanied to referrals to varying degrees. In the most extreme case, peers 

took a sex workers’ place in a clinic queue early in the morning, and phoned the sex worker when 

they were close to the front, who may or may not arrive to that appointment:   

 

“Peer educators encourage us to go to the clinic and to adhere to treatment. Sometimes they sit 

in the clinic queue for us so that we don’t wait long at the clinics.” (SW FGD) 

 

Accompanying sex workers in their early engagements with clinics is an effective approach to 

encourage them to get them used to accessing these services, to enable them to overcome their 

fears about seeking care, and to develop health-seeking habits. If continued for too long, however, 

sex workers become over-dependent on peers for access to healthcare, then the intervention 

becomes self-defeating.  Creating reliance rather than empowering sex workers to take control of 

their own lives and health is not sustainable.   
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5.3 OUTCOMES OF THE PROGRAMME FOR SEX WORKERS 

 

The programme has had significant benefits for the sex workers it serves.  

 

“They now take responsibility for their own health and are empowered.  Many of the SWs can 

become a peer and they want to help others. A lot… most of them use condoms consistently 

and know their human rights and what to do if they are violated, know where to get lube and 

services.  One SW took their child to social workers, but now after she gets support from the 

peers she has got her child back and she knows that she must pay her rent and her child is at 

crèche and she is loving to her child now.” (PE FGD) 

 

At 13 of the 14 sampled sites, sex workers were extremely positive about the programme and the 

benefits that they had derived from it. In the one group where SWs reported challenges, there had 

been a general performance issue with the SR and the programme was not functioning very well. 

This has been addressed by the PR.  

 

In all other SRs, SWs reported health, psychosocial and human rights outcomes, as well as some 

economic and social cohesion benefits.    

 

5.3.1 Human rights  

It is encouraging that SWs at 12 of the 14 sample sites reported some improvements in human rights 

outcomes.  

 

5.3.1.1 Sex workers know their human rights 

SWs at 10 of the 14 sites know their human rights better and are more confident in exercising them 

 

"I learned that there are rights I never knew I had.” (SW FGD) 

 

“Since peer education on human rights now I know them and I can challenge people that are 

harassing me, especially clients, health care workers and police” (SW FGD) 

 

“Education about human rights has made me to understand sex work industry and law enforcement. 

I know steps to follow when police arrest me. Now I know my rights and I feel confident to be a sex 

worker, providing for my children” (SW FGD).  

 

“One SW sat down and refused to give her name and address [to the police] until they said what 

the charge was.” (PE FGD) 
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5.3.1.2 Less harassment from police  

Harassment is only reported to have continued in two of the 14 sites, and accounts of some 

improvement but some continued obstruction in a further two sites. The combination of increased 

awareness of rights, human rights support and the programme’s sensitisation efforts have improved 

SWs’ lived experiences:  

 

“Sensitisation has been done. Depending on the area they often raid sex workers for drugs. 

This has improved - it is a long time since anyone was arrested. We have working relationships 

with most policemen.” (PE FGD) 

 

“It used to be bad, there was lots of harassment.  Since we started following up on cases, and 

supporting sex workers to lay charges when they are victims of crime, the poor treatment from 

police has decreased.” (SR management interview) 

 

5.3.1.3 Increased recourse to justice 

SWs at nine of the 14 sites said that the programme had increased access to human rights 

services:  

 

“[We get] adequate representation when we are arrested.” (SW FGD). 

 

“We are now able to open a case against those police but before peer educators provided 

services to us police used to laugh at us and never open the case.” (SW FGD). 

 

Where they were unable to access justice, SWs expressed the strong desire for this type of human 

rights protection and representation.  

 

5.3.2 Psychosocial 

5.3.2.1 Peer psychosocial support 

SWs at 11 of the 14 sites reported feeling strongly supported by peers, extending beyond 

health services, to help and guidance with other issues in their lives. 

 

 “We appreciate that peer educators visit us at our homes, this makes us feel safe and we give 

us an opportunity ask any questions even if it’s not health related” (SW FGD) 

 

 “Some of the sex workers are addicted to drugs, fall pregnant and abandon their babies. The 

peer educators are very concerned about this. They have taken it upon themselves to ensure 

that pregnant sex workers go for antenatal care. They also try to encourage the sex workers to 
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look after their babies, and if they don’t, they mediate and facilitate the baby being taken into 

care. They also raise money for babies, or contribute from their own stipends” (PE FGD) 

 

5.3.2.2 Socio-economic benefits  

SWs at 12 of the 14 sites reported improved socio-economic outcomes, often as a result of 

confidence, knowledge and encouragement:  

 

 “I have been in the sex work industry for 13 years and I have been through a lot of hardship. 

Peer educators gave me confidence and as a sex worker I am able to provide for my children 

and families” (SW FGD) 

 

 “As sex workers we are working to provide for our children and families. Our children now 

cannot go to bed without food. The education about human rights has made me to have 

confident and know my rights. Now as sex workers we feel safe and able to pay school fees for 

our children.” (SW FGD) 

 

“Since we started working with peer educators we are proud to be sex workers. I have opened a 

bank account and save money. I feel confident now to be a sex workers because I can support 

my family and take my children to varsity.” (SW FGD) 

 

Examples of help were shared at five of the 14 sites, such as access to social workers, food parcels 

from DSD, and parenting advice from SRs.  

 

5.3.2.3 Social cohesion: greater solidarity among sex workers 

SWs at three of the 14 sites indicated that peer education and interaction with other SWs had 

reduced animosity and stigma among SWs:  

 

“They teach us how to work peacefully with each other. There used to be competition and 

bullying among sex workers in the past. There would be cases every week at the police station. 

That is no longer the case” (SW FGD) 

 

Sex workers at nine of the 14 sites reported that they feel more connected to each other:  

 

“We are happy with the advice to work in pairs. If we get picked up by private cars my friend will 

take the number plate of that car. This also gives us confident and we work without fear.” (SW 

FGD) 

 

“We help each other with rent money.” (SW FGD) 
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“We are happy with networking with other sex workers because we know that it will be easy for 

us to work in new hotspots or other places when the need arises. We will know other sex 

workers in those new hot spots and they will support us.” (SW FGD) 

 

"We never knew there were other transgender sex workers… we got to know each other… If we 

are together we don’t feel the stigma as bad.” (SW FGD) 

 

“[We are] taught about diversity – no more competition or discriminating the foreign sex 

workers.” (SW FGD) 

 

Sex workers are more engaged, actively sharing useful information with each other: 

 

“I use the knowledge I get from peer educator to advise other sex workers because a lot of sex 

workers don’t know about HIV, STIs, condom use and they abuse alcohol.” (SW FGD) 

 

SWs may also support each others’ adherence:  

 

We have learnt to support each other, even when taking treatment - for example when we are at 

the tavern, when it’s time to take treatment we all go to the bar and ask for water to take our 

treatment.” (SW FGD) 

 

“As treatment supporters we encouraged and remind each other to take treatment”  

(SW FGD) 

 

“At weekends we forget to take treatment. Working in pairs helps us because we remind each 

other to take treatment” (SW FGD) 
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5.3.3 Health seeking behaviour 

SWs at 13 of the 14 sites reported improved health-seeking behaviour and their health management.  

 

Knowing their status: Increased 

confidence to test for HIV and STIs, 

and trust in confidentiality 

“Some of us were not ready to undergo HIV test before. 

However now we feel safe to be tested by peer educators 

because they keep our status confidential. Now we know our 

status” (SW FGD) 

Safe disclosure: When necessary, 

SWs are now more able to disclose 

their HIV status, and ask for help. 

“Disclosing their status has improved - before they did not 

open up, and they now feel more comfortable, which gives 

them the courage and boldness” (SR management interview) 

Adherence: Peer support, as well as 

sex worker solidarity, greatly improve 

treatment adherence 

 

 

 

 

“The peer educators will WhatsApp a sex worker every day if 

they are concerned that they will not adhere, until they are 

confident that it has become a habit.” (SR management 

interview) 

 

"I lived with a partner who would not let me take ARVs. I 

reported this during Creative Space and the advice I was given 

enabled me to decide whether I wanted my life or the partner. I 

left him, and now, I no longer default. My viral load is high and 

I am healthy. So I can say they saved my life." (SW FGD) 

 

"I defaulted for three years. In 2013 a peer came to me, got 

me back on ARVs and now I am back on track and my clinic 

card is up to date." (SW FGD) 

Better substance management: 

Greater awareness of the impacts of 

drug or alcohol abuse on their lives, 

and for some sex workers, dramatic 

reductions in substance use (also see 

box below). 

“I used drugs before, clients would take advantage of that, 

abuse me and not pay me. I stopped as a result of support 

from peer educators. Now I take care of myself and educate 

other sex workers about the dangers of drug abuse. I also 

don’t want my children to grow in an environment that is full of 

drugs.” (SW FGD) 
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Access to condoms: Previously shy to 

ask for condoms, and discriminated 

against at clinics, access to condoms and 

condom use is greatly enhanced by the 

programme 

“Condom supply has changed my life because I used to 

struggle to access condoms from the clinics. Either there 

was a shortage or I felt embarrassed to take a large 

number of condoms form clinics. This forced me have 

condom-less sex even when I didn’t want to.  Now I always 

use condoms with my clients and I feel protected from 

diseases.” (SW FGD) 

Safer sex: Awareness, encouragement 

and education have increased consistent 

condom use. 

 

 

“Condoms prevent different diseases and unwanted 

pregnancies. We are sleeping with lots of clients and we 

need to protect ourselves.” (SW FGD) 

 

“My boyfriend was cheating on me and I use to suffer from 

different STIs. Knowledge is important and since I started 

using condoms I have not suffered any STIs.” (SW FGD) 

 

“I never used condoms especially with my boyfriend but 

since I am knowledgeable about safety, I use condoms with 

clients and my boyfriend.” (SW FGD) 

 

“Clients used to propose sex without condom for money - 

they now realise that their lives come first.” (PE FGD) 

 “I used to take drugs and about 3-5 months ago, I was still very much into drugs. I took a drug 

which is called ‘cat’ and I was staying at a place called [removed]. There you wake up and you 

sleep with drugs, they feed you drugs day and night. I had lost weight, wearing size 6-8 and 

I’m usually size 10-12. I was bent and couldn’t walk properly, that’s how much I was addicted 

to drugs. I lived on drugs, didn’t eat food and no longer sent money home because I used 

R2000 on drugs per day which meant I couldn’t send money home. All I lived for as soon as I 

have a client and got paid, I went and got my drugs. I wasn’t even taking my ARVs anymore, 

so I was really, really almost like dying. My hair was falling, and even now I have patches. I am 

wearing a wig because I still have patches on my head. Two of my friends, also sex workers 

kept telling me I needed to come back and stay with them and I would refuse. They eventually 

came to take me forcefully and took me to [SR] and [they] connected me with SANCA, and I 

started going there for treatment. I was an outpatient, I didn’t stay there. As I am speaking to 

you right now I am no longer on drugs, I’ve gained my full weight. I have money now that I can 

send home, I can say that she saved my life and my sisters here they saved my life” (SW FGD). 
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Accessing health care facilities: SWs 

state that they are more likely to visit 

clinics, often due to peer support and 

improved clinic attitudes since 

sensitisation 

“I never went to the clinics when I was sick because I was 

scared of embarrassment from the health care workers who 

know that I was a sex worker. Now peer educators have 

educated the clinics about sex work industry and they 

provide support for us when we go to the clinics.” (SW 

FGD) 

 

“We are not scared to the clinics anymore and health 

providers don’t discriminate us. We don’t feel shy to tell 

nurses about repeated STIs.” (SW FGD)  

Improved hygiene and healthier diet: 

Frank advice and open, non-judgemental 

discussion has helped sex workers to 

improve their health through better 

personal habits. 

“Some of us are happy being educated about personal 

hygiene because we know as women that we need to bath 

and keep our places clean.” (SW FGD) 
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5.4 OUTCOMES OF THE PROGRAMME FOR THE PEERS  

 

The evaluation specifically sought to investigate the effects of the programme on the peer educators. 

Findings showed that in general, being a peer educator has been an incredible beneficial experience.  

 

5.4.1 Personal development 

5.4.1.1 Peer personal growth, lifeskills and self-esteem 

Several SRs provided explicit training and mentorship in personal growth, emotional development 

and lifeskills. In virtually all SRs, peers had benefited from the support of a ‘family’ of managers and 

colleagues, regular positive messages and thought-provoking insights, and a culture of upliftment 

and concern.  

 

The most widespread reflection was of greater self-esteem, dignity and confidence. They also 

described having greater empathy, and better interpersonal skills.  

 

“I now feel confident to talk to people, listen to their stories and offer them services. Working 

here gave me confidence and dignity. When people stigmatise me I stand for my rights.”  

(PE FGD) 

 

“I was a bullfighter with a knife and I did not care about my children or parents or anything. Since 

I am here my life has changed - no more fighting or shouting. The SR taught me many things 

and those things changed my life. I do not think short term like I used to. I can now handle things 

and think about it before I act. The change happened because I am working with sex workers 

and meet many different people and learn how to be patient and humble and know each person 

I am working with.” (PE FGD) 

 

“I used to stay alone with my kids, and now I socialise. I help a lot of people now and I learnt 

how to share with people.” (PE FGD) 

 

Dignity was conferred by employment, through release from social stigma and the pride that came 

from holding a job in a context where unemployment is extremely high. 

 

“I can now tell my daughter and my family where I am working and can be proud.” (PE FGD) 

 

5.4.1.2 Skills and knowledge 

Peers rapidly learned a wide range of skills through their work, sharing from other peers, mentorship 

and training, and some returned to school to advance their formal basic education.  
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Some of the most valued skills included: 

 ability to speak in public  

 knowledge of HIV, health and human rights  

 improved literacy 

 learning how to tend to sick people  

 ability to counsel others and listen to them 

 specific skills, such as manicures/pedicures, computer skills  

 

“I have learnt a lot from this programme, I know my rights and I give sex workers better coping 

skills to motivate other sex workers.” (PE FGD)  

 

“Now I can stand up and teach others and facilitate on front of them talking with hope.”  

(PE FGD) 

 

“I am computer literate now, and I am a human rights defender. People see me as role model.” 

(PE FGD) 

 

"I didn't know about my rights, now I do, and I know what to do if someone infringes my rights.” 

(PE FGD)  

 

5.4.1.3 Agency and purpose  

Employment, an opportunity to contribute with passion, being heard and taken seriously, and agency 

over their lives, all greatly enhanced peer confidence and sense of self-worth. Peers considered 

themselves as more “respected” members of society. They described being looked up to as role 

models by other sex workers. They also found the influence and opportunity to help people in need 

and to contribute to sex workers’ wellbeing a source of great reward and satisfaction, and many were 

immensely committed and passionate about their work. 

 

"I have dignity now. I am somebody. The people in the community look up to us. Not just the sex 

workers, but all the community members. They see us as people who are knowledgeable about 

health issues. They ask us questions when they have problems.”  (PE FGD) 

 

"I am famous. Wherever I walk I hear 'hey mama condom', and I give to whoever asks me." (PE 

FGD) 

 

“They have changed in their demeanour. They are making a difference on other people' lives 

and they feel important and valuable.” (SR management interview) 
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“My life is changed because I know how to train others. I am able to change others' lives. I am 

able to connect with other people and make others' lives better. I see that I am changing their 

lives. I am able to speak to people, teach them about using condoms. I used to be shy.” (PE 

FGD) 

 

5.4.1.4 Exiting sex work or changing how they conduct sex work  

More than half of peers stopped sex work because of the peer educator job, and many of those who 

continue had changed how they conduct their businesses. They had greater opportunities for 

discernment, safety and control over their sex work. 

 

“I stopped doing sex on the streets. Now I have special clients that come to my house. I have 

changed my clientele. I solicit my clients by phone, they are old and give me more money. I 

used to travel a lot with truck drivers but now spend most of my time with my family.”  

(PE FGD) 

 

Agency and sexual autonomy enabled peers to manage their sex work businesses without 

desperation, prioritising their family and personal health. 

 

“I used to do sex work under pressure wanting to make a lot of money but now I do it at my own 

accord, not working every day because every month end I have got a salary to live on.” (PE 

FGD) 

 

For some peers, their role highlighted the feeling among both sex workers and peers that exit is 

desirable, and that sex work is not necessarily their only option or their long-term goal. The 

observation provides a delicate tension between full respect for sex work as work, and the genuine 

desire for a career path and a different future.   

 

“Most of us have left sex work. We think we are role models for sex workers. They don’t feel 

that we have betrayed them by stopping sex work. We have given them hope that it is possible 

for them too.” (PE FGD) 

 

Peers are still able to exercise their autonomy and do sex work occasionally if they choose to.  

 

5.4.2 Health and social wellbeing 

5.4.2.1 Socio-economic benefits  

A regular income was perhaps the most fundamental source of empowerment for peers, improving 

their lifestyles, reducing their desperation and the compromises they might previously have made 

for sex work clients. They found dignity and relief from stress in being able to manage their financial 
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lives, and particularly in being able to support their children. Some of the added benefits have 

included: 

 payment for courses to advance education 

 two peers have bought cars 

 joining burial funds and having funeral policies  

 saving money and budgeting 

 one peer noted sending her child on a computer course 

 being able to afford to bury family members with dignity.   

 

“I got my dignity back. I got a stipend, and knowing that I will have something, I can pay rent, 

buy food, look after my kids. Previously I sometimes came home with no money.” (PE FGD) 

 

“I used to take drugs and now I stay with my children and have my own place and can feed my 

children.” (PE FGD) 

 

In addition to a steady income, some SRs and their peer communities have provided peers with 

financial management skills, greatly improving their effective income: 

 

“I used to get money and become a boss in the tavern and buy for everyone and then go hungry 

the next day. Now I know before I drink I must pay first and then what is left I drink with and 

enjoy.” (PE FGD) 

 

5.4.2.2 Healthier behaviour 

Like sex workers, the most common changes in peers’ health and risk behaviour included:  

 greater condom use, and more consistent safe sex  

 improved pride and attention to personal care and hygiene 

 rehabilitation from drugs and/or alcohol, or reduced drug and alcohol use 

 less reluctance to visit the clinic, and interest in the services and advice of SR nurses 

 adherence to HIV treatment.  

 

 

“I didn’t know my status and I was ill. Then I went to the clinic and I am well. We did not have 

any information about how to look after ourselves - not about condoms, HIV, how to save 

money and budget for our children and family. We no longer use alcohol.” (PE FGD) 

 

“I was a defaulter and I was trouble in the clinics. A peer took me and pressured me to speak to 

the sister. I used to hide from her - I was scared to go to the clinic. They took me and I was 



_________________________________________________ 
 
© Impact Consulting, 2019  p 56 of 98 

 

reinitiated and I am fine now. I even have a negative child now. I am helping others.” (PE FGD) 

 

Limits to peer growth 

Naturally, personal growth and upliftment was not universal among peers, and they continued to 

face very human concerns and challenges. Around 30% of peers used alcohol or drugs at a 

moderate to severe risk level, and it was not uncommon for newly recruited peers to have difficulty 

adjusting to workplace culture.  

 

“There are always one or two in a team who are not practicing what they are preaching. They 

experience violence, especially intimate partner violence and don’t report it or do anything about 

it. There are also those with repeated STIs.” (PE FGD) 

 

“Some peers start to feel superior and might bully sex workers. Training and orientation needs 

to make sure that peers don’t take out their own anger on sex workers.” (KI interview) 

 

 

5.5 PSYCHOLOGICAL WELLBEING OF PEERS 

  

5.5.1 Psychological pressures of peer work 

This evaluation included an element of concern that peer educators may suffer from psychological 

distress. Peers are known to be exposed to possible trauma due to the nature of the work, their own 

continued sex work experiences, and vicarious exposure to sex workers’ violations, abuse, and 

hardship.  

 

 “They have a lot of stress. Most of them are single parents. They have had lots of trauma in 

their lives - most of them have been raped.” (SR management interview) 

 

“The stories they have to deal with are very traumatic. They become very upset and very 

involved, especially when there are babies involved (e.g. sex workers abandoning their 

babies).” (SR management interview) 

 

“The kind of trauma they have had to suffer in their lives has huge psychological impact and 

they could use professional help.” (SR management interview) 

 

Psychological wellbeing was assessed for peers at the sampled sites, using the eight psychological 

wellbeing assessments listed in the methodology above. 
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5.5.2 Overall psychological wellbeing  

Despite these concerns, the study found that peer psychological wellbeing was, on average, 

reasonably high, as shown by the average rating scores in Table 5.  

 

TEST LEVEL OF PSYCHOLOGICAL WELLBEING  

Psychological distress Low Mild Moderate Severe 

Anxiety Mild Moderate Moderately severe Severe 

Depression Mild Moderate Moderately severe Severe 

Alcohol use 
Low risk 

Risky or 

hazardous 

High-risk or 

harmful 

High risk, probably 

dependent 

Drug use 
Low risk 

Risky or 

hazardous 

High-risk or 

harmful 

High risk, probably 

dependent 

Compassion Satisfaction High Average Low  

Burnout Low Average High  

Secondary Traumatic Stress Low Average High  

 

Table 5: Highlighted peers’ average scores in psychological wellbeing tests, showing low to average 

difficult levels 

 

Peer educators explained that their high compassion satisfaction counteracted some of the possible 

negative consequences of their work:  

 

“There is low burnout because we know how sex work is. The sex workers also help us, 

because over time - after six months, there is a real change in their life. This keeps us 

motivated and excited about our work.” (PE FGD) 

 

However, while average psychological wellbeing was better than anticipated, the results do show 

that for certain scores, almost 25% of peers screened suffered from moderately severe or severe 

issues (Figure 5), with general distress, burnout and depression being most severe.  
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Figure 5: Percentage of peers with moderate or severe psychological wellbeing challenges 

 

 

5.5.2.1 Variation in psychological wellbeing among SRs 

Further analysis of peers’ working conditions, pressures, and levels of support provided insights into 

the factors underpinning moderate or severe psychological wellbeing concerns. Wide variation in 

psychological wellbeing scores was found between different SRs (Figure 6). In the most negatively 

affected SRs, all peer respondents scored for moderate to severe depression, and in the second 

most negatively affected SR, 67% of peers were suffering from moderate to severe anxiety.  

 

 

Figure 6: Variations in levels of moderate to severe psychological problems between SRs, showing 
the levels of different types of distress55 

 

A scan of the qualitative data for these SRs indicated that workplace atmosphere and management 

conditions may be the main contributors to psychological wellbeing: 

                                                
55 Rating calculation: For each SR – the % of peers with moderate or severe psychological distress + % of peers with moderate or 
severe anxiety + % of peers with moderate or severe depression, as a ratio out of 10. 
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The four most content SRs (lowest 

psychological problems ratings): 

 Very close relationship and support by 

Site Coordinator, and daily contact 

with supportive Programme Manager 

(“our manager is great, we go to her 

with problems, we miss her if she is 

not here.”). 

 Peers optimistic about career path. 

 Peer mutual support and camaraderie. 

 Multiple and varied training offered. 

 Regular debriefing sessions. 

 Support and training by social worker. 

The four most stressed SRs show (highest 

psychological problems ratings):  

 Inconsiderate or disregarding management, eg peers 

wait all day for FGD without clear communication about 

what they were waiting for 

 Recent traumatic event or sudden changes in 

management which may have been affecting SRs’ 

psychological wellbeing at the time of the screening. 

 In one SR: “They really do not care about us”; 

threatened with salary deductions if targets were not 

reached (which they were not); low trust - peers 

suspect financial irregularities from management; low 

attendance at events due to no sex workers’ transport 

stipends; severe problems with police brutality. “We are 

very angry and burnt out.”  

 

5.5.2.2 Stress: Peer work, sex work and psychological wellbeing 

As shown in Figure 3, slightly more than half of peers focused entirely on their peer work (56%), 

while 41% continued to do sex work as well as peer work, and 3% had other jobs. The figure also 

shows that deciding to continue their sex work was unrelated to whether peers work full-time or part-

time. Other preferences, income or time demands must determine peers’ choices to continue as sex 

workers.  

 

It has been suggested that overwork, and the demands of both sex work and peer work might lead 

to exhaustion and reduced psychological wellbeing. This was indeed found to be the case. 

Increasing intensive work pressure from part-time peer work only, through to full-time peer work and 

other employment, showed a pattern in relation to levels of psychological wellbeing in the different 

SRs (Figure 7).  
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Figure 7: Relationship between work intensity stress index56 and SR psychological wellbeing57 

 

 

SRs varied widely in terms of stress ratings. There were notable SRs where, despite strenuous peer 

and sex work, peers have excellent psychological wellbeing. And others, where even though the 

pressures of peer work and sex work were low, peers were struggling psychologically. Overall, 

however, there was a link between the combined pressures of peer work and sex work, and 

psychological wellbeing, ie if peers were suffering from stress due to their peer educator work and 

their sex work, they were more likely to have lower psychological wellbeing.  

 

  

                                                
56  Stress rating calculation per SR: (% of peers working full time and doing sex work x 3) + (% of peers working part time and doing sex 

work x 2) + (% of peers working full time as peers only). Part time sex work only is therefore weighted as 0. Out of a maximum of 3 
(100% full time peers and sex work) 

57  % of peers with moderate or severe psychological distress + % of peers with moderate or severe anxiety + % of peers with moderate 
or severe depression – as a ratio out of 3. 
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5.6 MANAGEMENT MODEL 

 

5.6.1 Peer performance  

Managers were generally pleased with the attitudes and performance of peers, with very few SRs 

finding peers’ professional behaviour problematic (Table 6). 

 

 
Punctuality 

(number of 

SRs) 

Absenteeism 

(number of 

SRs) 

Absconsion and 

peer turnover 

(number of SRs) 

Peer 

professional 

performance 

(number of SRs) 

Total peer 

professionalis

m index 

Good 7 5 14 8 34 

Acceptable 5 4 0 3 12 

Not good enough 2 3 0 2 7 

A major problem 0 0 0 0 0 

 

Table 6: SR managers’ responses in interviews on aspects of peer performance 

 

In some SRs, managers acknowledged that peers were exceeding expectations, potentially at the 

expense of their own financial and emotional wellbeing: 

 

“We know one team where peers sometimes use their own money to help people, they work 

longer hours than they need to, and respond to a sex worker in crisis at any hour. We think that 

it is a burden for them emotionally. They cope but they do feel the trauma. …. It is because they 

have a good leader, they are a good team, they are very caring.”  

(SR management interview) 

 

Some SRs found their teams less motivated and committed. Managers tended to see this as being 

due to external factors, and looked outwards for the answers to performance questions, rather than 

reflecting on their own approach: 

 

“Some peers are slipping.  NACOSA gave us a tool which we used once, for feedback from sex 

workers about a peer.”  (SR management interview) 

 

A fairly common challenge lay in the lack of work experience among most sex workers, and 

misunderstandings around expectations, contracts and the ‘rules’ in a formal workplace. New peers 

were more likely to have problems with punctuality and absenteeism. 

 

“We have had some problems and conflict. Most of them have not have jobs before and don’t 
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know what it means to be employed and be part of an organisation and, for example, to have to 

come to work every day and be on time. (SR management interview) 

 

Induction processes, discussed below, were critical in helping sex workers to adapt to formal 

employment. 

 

5.6.2 Recruiting peer educators  

Formal approaches to recruitment included: 

 Recruitment under the standard policy of a large 

organisation, with the same process as other staff 

 Procurement requisition requested from Human 

Resources Department, and approved 

 Advertised in normal press, posted in SR clinics, and 

advertised by word-of-mouth during outreach and creative space 

 Application with CV in writing – hand-written is perfectly acceptable 

 Shortlist to three or four per position 

 Formal interview: eg standard interview forms, scorecards and rating sheets. 

 

Or, less formally: 

 Identify people at a hotspot who could be peers, recruiting active, regular participants who 

have insight into the programme 

 Interview three to four possible candidates, and then select 

 “Most are head-hunted through outreach or creative space depending on their engagement or level of 

activity and vocalness. We pick up people we might have space for, and they are often people we 

know. There is a formal interview, and people send in CVs. We draft questions to do with the job to 

select a good candidate.” (SR management interview) 

 “Sisonke and SWEAT have relationships with sex workers. We ask them to recommend people. They 

give us CVs, and we interview.” (SR management interview) 

 

One SR applied a participatory and innovative approach:  

 

“It is very easy now, unlike in the beginning. We take people who appear regularly all creative 

space workshops, and ask peers to discuss who is the best person to be part of the team.  

Management doesn’t get involved. It’s working.” (SR management interview) 

 

 

 

Standardised, documented 

systems for recruitment? 

7 SRs: Yes 

6 SRs: No 

1 SR: No data 
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Some of the qualities of a peer requested during recruitment: 

 actively working as a sex worker, within the site area 

 have attended creative spaces and be known to existing peer educators 

 knows the industry well 

 able to work in different sex worker hotspots 

 some SRs request Grade 10 or Matric, others test literacy during the interview process 

 peers who are expected to become HTS counsellors are required to hold a minimum of a 

Grade 10 qualification 

 peer diversity (in terms of language, gender, nationality, ethnicity) so as to fit with the sex 

worker context and population profile. 

 

The recruitment process as experienced by a peer at one SR: 

 

“I was a SW in the street and in the brothel. The Site Coordinator asked me if I wanted to be a 

peer educator, and said to come to a meeting to get more information and condoms. When we 

came to the meeting, we were empowered and given information. They asked us to bring 

passports or IDs the next day, and then asked us to come all day and volunteer for 3 months on 

a stipend of R1500, and then they offered us the job after volunteering” (PE FGD) 

 

Although peer turnover can be low, around 60% of peers entered the programme during the last 

three years. As a result, the unacceptably high number of ‘peers’ who had never done sex work 

found in previous funding cycles has been resolved. Virtually all peers have been sex workers in the 

past. In this survey, only five peers (2%) stated that they had never been sex workers. Three of the 

five were employed within the last three years, by three different SRs. The other two had worked as 

peers for more than three years, and were presumably part of the original group.  

 

5.6.3 Induction processes 

Induction may follow formal organisational policy in larger SRs, 

potentially including:  

 introductions to the staff 

 contracting, job description and expectations 

 going through the peer education manual and all the 

tools to be used 

 orientation to the organisation, its history, organogram, policies and different programmes.  

 

 

Standardised, documented 

systems for induction? 

9 SRs - Yes 

3 SRs -  No 

2 SRs – No data 
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“Orientation includes who she will work with, hotspots, etc. When there is a new peer all existing 

peers go through the induction as a refresher. This has been working – we don’t want to be too 

formal to scare them away so we try to be practical and train them on the ground.” (SR 

management interview) 

 

The use of induction both for team building and refresher training for all peers was a theme running 

through some of the SRs, with one innovatively taking this even further: 

 

“We get the other peers to induct - the person who was last to be recruited will induct the next 

person under the supervision of the Site Coordinator, also teaching the most recently recruited 

peers.” (SR management interview) 

 

For other SRs, “Induction is experienced as quite light - but there is an introductory process” (PE FGD) 

 

Although induction often began with a dedicated introductory day in the office, induction was 

essentially a period, rather than an event:  

 

“The Programme Manager spends time with them in the first few weeks, other peers are asked 

to share and teach.” (SR management interview) 

 

“The Site Coordinator or Team Leader works closely, with hands-on support for a new peer 

educator. This works well. It can be overwhelming if they have no previous work experience. 

The paperwork is not simple, and needs guidance.”  (SR management interview) 

 

“The other peer educators take the new one under their wing until she attends formal training.” 

(SR management interview) 

 

5.6.4 Professional transition into formal employment 

A key goal for induction was to help sex workers to adapt to the workplace. It was generally accepted 

that workplace skills could not be taken for granted, since few sex workers had had formal work 

experience when they became peer educators.  Supportive time and attention is usually necessary 

to help peers to adapt to a workplace culture, and key informants reported that this was not always 

a strong area for SRs. Successful induction should enable peers to transition smoothly. 

 

“Sex workers who become peers struggle to adapt to the professionalism and to distinguishing 

between their roles as peer and sex worker. We ask that people are heard, and that sex 

workers are supported in the adjustment to organisational and professional behaviour and job 

expectations. We also tell sex workers that they need to adjust to being managed and report to 
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their job during their working time, differentiating this from sex work after hours. …  Induction is 

not strong. SRs forget about you being a sex worker, and just need their job to be done. They 

don’t want to hear if I don’t meet targets.” (Key informant interview) 

 

5.6.5 Training  

5.6.5.1 Peer educator training 

Most SRs aimed to provide peer educator training as early as possible, although SR managers 

requested more consistent timing of NACOSA and SWEAT training closer to the recruitment, since 

peers may work for several months before being formally trained. NACOSA provided all SRs with a 

standard suite of training, and SR managers occasionally selected peers for optional additional 

NACOSA training.  

 

SRs also provided or facilitated a range of different training themselves, with more than half of peers 

receiving training of some sort more than once a year, with some peers trained monthly or more by 

their SRs (Figure 8).  

 

 

 

As a result of these substantial levels of training, the 

great majority of peers felt well equipped for their task, 

with 73% stating that they feel adequately trained 

(Table 7). 

 

Table 7: Training satisfaction among peers 

 

Although most peers had been frequently trained, Figure 8 shows that 16% of peers report that they 

Do you feel that the training you receive 

equips you to do your job well? 

My training has been adequate 73% 

I need a bit more training 15% 

I need a lot more training 12% 

18%

45%

19%
13%

3%

0%

20%

40%

Monthly
or more

A few times
a year

Once per year
or less often

Only the initial
training when I

started

I have never been to
training from them

% of respondents

Figure 8: Responses to the question ‘How often have your received training from your 
organisation?’ 
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have not received training from their SRs or that they only received training at induction. Figure 9 

shows the patterns for what percentage of peers received training more than once a year, and how 

this affected their feelings of being adequately trained.  

 

 

Figure 9: Training levels across different SRs, in relation to peers perception of adequate training 

 

 

The data shows that in the top eight SRs, over 80% of respondents stated that they have been 

trained more than once a year by their SRs, while in the bottom three SRs, internal training was 

reported only by between 5% and 40% of respondents (Figure 9). It is important to note that the 

amount of training did not affect the peers’ sense of feeling that they had been adequately trained 

for the job.  

 

Also confounding – interview data on training diverges substantially from the survey results shown 

in Figure 9. All SR managers stated that training is abundantly provided, and were able to give 

examples, often substantiated by peers. The main point revealed by the results is, therefore, that 

perceptions of training are often unclear, training may be defined differently (eg some might regard 

weekly in-service sessions as training, and others not), and clarity on training and explicit training 

objectives and achievements were not being consistently communicated. 

 

This lack of clear planning, selection process and professional development planning resulted in 

internal conflict in some SR due to real or perceived discrepancies and lack of transparency: 

  

"Only a few people are chosen for things … the 'favourites' … the last time I got training was 

2016, but then I had a disagreement with the Programme Manager, and have not been given 

any opportunities since that time.” (PE FGD) 
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Training was found to be ad hoc, which is unavoidable where it is opportunistic. Nevertheless, 

training plans, at least for core training, along with mapping of training opportunities might result in 

more strategic and consistent training, greater transparency on selection, and more clarity on peers’ 

training paths and options.  

 

5.6.5.2 The nature of training 

All peers received initial peer educator training from SWEAT, and some then entered into further 

training as the need and opportunity arose. Some peers are trained on different specialisations, most 

commonly HTS and HRD. 

 

“We usually book SWEAT for a week or two for different trainings and sensitisation [of clinic 

staff in particular].”  (SR management interview) 

 

There was reportedly little funding available for continued professional development.  Despite this, 

most SRs still provided as much in-house training as possible, sometimes weekly, and in some 

cases employed a dedicated trainer. A wide range of partners and funders were approached for ad 

hoc and opportunistic training for peers, with some managers showing high levels of commitment to 

finding training opportunities for their peers. Some of the wide range of training providers included: 

SANCA, FAMSA, PEPFAR and Right to Care; and some of the themes covered, although not an 

exhaustive list, included: substance abuse, further counselling training, computing, manicure-

pedicure and GBV. 

 

5.6.5.3 Training effectiveness 

Peer knowledge 

The survey included nine basic knowledge questions: five on health and four on human rights.  Peers 

were far more confident on basic health questions than the more complex, and less frequently 

practiced, area of human rights. 

 

Despite the health knowledge questions being basic (with a reasonable expectation that there would 

be universal knowledge), and despite comprehensive training, 15% of peer educator respondents 

were not certain of the value of lube; 5% believed that mosquitoes can carry HIV; and 4% believed 

that a healthy person cannot carry HIV (Figure 10).  
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Figure 10: Knowledge questions correctly and incorrectly answered 

 

Human rights questions were more nuanced, and less intuitive, and remained unclear for 15-18% of 

peers, with slightly more peers believing that the police may legally confiscate condoms (Figure 10).   

Regular, specific in-house reminders of the human rights of sex workers, and debates on rights and 

police actions, would be useful to supplement occasional human rights training. 

 

Although the overall average knowledge responses were relatively high, knowledge varied 

considerably between SRs, and some SRs had concerningly low levels of knowledge for both health 

and rights questions (Figure 11).  A national average of 82% of peers answered all health questions 

correctly, and 79% answered at least three rights questions correctly. Over 80% of peers in the top 

six SRs met these knowledge standards. In the least knowledgeable SRs however, only 29% of 

peers were able to correctly answer three out of the four rights questions, and only 43% knew the 

correct answers to all health questions.  This is very concerning, because peer educators are the 

vehicle through which the knowledge and empowerment of sex workers is achieved.  Therefore, if 

they are not imparting the correct knowledge, the desired outcomes for the sex workers will also not 

be achieved.  
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Figure 11: Knowledge levels across SRs, adding together health and rights correct response rates 

 

 

The data does not provide a reason for variation in knowledge levels. There was no relationship 

between reported training frequency in the survey and these differences in knowledge.   Similarly, 

the length of time as a peer educator was not related to knowledge levels.   

 

Peer performance  

Although knowledge was variable, respondents in interviews and focus groups said that peer 

performance had been enhanced by training and mentorship. Peers were now able to “run the 

programme themselves” (SR management interview).  They were also reported to have gained 

facilitation ability, and were able to provide both formal and informal counselling. Ability for 

administration and data collation had improved across the programme, both through formal training, 

and through regular data review and advice from NACOSA. Increased skills and confidence were 

outcomes that were supported and enhanced by training.  

 

“We know what we are talking about before we run any activities. We are very grateful for 

training.” (PE FGD) 

 

“I didn’t understand people’s problems or get into their issues. Now I understand them and I 

advise them.” (PE FGD) 

 

Sex workers were also impressed by peers’ knowledge and ability:  

 

"They really know their story - they are very well trained and highly competent.” (SW FGD) 

100% 100% 88% 100%
81% 93%

67% 69% 83% 68% 71% 86%

43%

100% 100%
100% 80%

96% 80%
100% 92% 78%

84%
57% 29%

67%

0%

50%

100%

150%

200%

%
 o

f 
re

s
p
o
n
d
e
n
ts

 o
n
 h

e
a
lt
h
 

q
u
e
s
ti
o
n
 (

o
u
t 

o
f 

1
0
0
) 

a
n
d
 r

ig
h
ts

 
q
u
e
s
ti
o
n
 (

o
u
t 

o
f 

1
0
0
)

SRs

% respondents answering at least 3 out of 4 rights questions correctly

% respondents answering all 5 health questions correctly



_________________________________________________ 
 
© Impact Consulting, 2019  p 70 of 98 

 

5.6.6 Peer career paths 

Previously unskilled, and generally without a matric, identifying career path opportunities for peers 

was a major challenge to effective outcomes in the longer term. This was aggravated by contexts of 

extremely high unemployment in served communities, even for people with matric, and by the 

vagaries of NGO funding and funders’ restrictions to short-term, three-year commitments.  

 

While substantial training was provided, there was little that concretely advanced peer career paths.  

In the best case scenario, “there is place to move forward to a Team Leader, or a Senior Team 

Leader, and then to a Community Health Worker; or to a Linkage Officer, and then Site Coordinator, 

to a Project Manager” (SR management interview), this was clearly not achieved in practice. After 

more than 10 years of supported peer programming, there were no ex-sex worker Programme 

Managers at the sample sites, and few Site Coordinators.  

 

NACOSA management explained that this is partly due to the depth and detail that the programme 

required from the SRs. The programme moved over the years from being predominantly an outreach 

programme into a more clinical programme with high targets, required outcomes and management 

demands.  A highly skilled programme manager was necessary to fulfil these requirements.  To 

support sex worker led programming as well, Sisonke was supported. 

 

Some SRs had attempted to open opportunities for motivated peers to progress. In the most 

optimistic SRs, examples of career path options included: 

 Site Coordinator was the most common promotion position for peers. 

 In larger SRs, peers could apply for posts in other programmes within the organisation. 

 There was one example of a peer becoming an M&E Officer, and others have become full-

time data capturers. 

 “Those trained as HTS counsellors are recognised because the training is accredited and they can 

get another job” (SR management interview). This can open the door to DoH Community 

Health Worker positions or HTS providers with other NGOs. 

 “Becoming computer literature makes them more employable in the future” (SR management 

interview).  

As much as skills and qualifications, work experience conferred employability: 

“It might be easier to get a job after being a peer - they have the right mentality for a work 

environment - they know how to engage with the workplace and are able to articulate how 

working environments operate. Almost all of them will at least try for more formal employment. 

They might do sex work on the side.” (KI interview) 
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Much of the feedback on career paths was less hopeful, however: 

 

"Promotion opportunities are not coming through" (PE FGD) 

 

“Career? I wish there was more, especially in terms of education. Most have little education. 

Some want to go back to school, and need to learn basic literacy.” (SR management interview) 

 

“Career progression is a problem. Someone could be a peer for 15 years in the organisation – 

and there is no path for upskilling them. There is not space for them to grow. Peers who work 

for SRs do not get opportunities for professional development – more senior positions are held 

for people who are not sex workers. As far as we know there is no sex worker in management 

… The sex workers are doing the dirty work and they are there forever.” (KI interview) 

 

A factor obstructing peer advancement was that very few of the offered courses are accredited: 

 

 “Only HTS is accredited - we need a structure for peer-led programming that is accredited. This 

need for accredited career progression is the most important recommendation.” (SR 

management interview) 

 

Recommendations for building career paths for peers involve greater recognition and differentiation 

among peers, from entry level, to those who are more experienced and highly trained. Categorising 

levels of peer posts, with increases in salary, would demonstrate seniority, progress and experience 

in their CVs.  

 “As people are trained, they tend to get more responsibility, without being relieved of their 

previous roles, and without any recognition through status or salary.” (SR management 

interview) 

5.6.6.1 Improving training  

Some suggestions with regards to training improvements included:  

 refresher training on basics 

 additional health skills training such as about blood pressure and glucose testing 

 small business training such as beauty therapies and other entrepreneurship opportunities 

 financing or bursary searches for skills development and educational improvement, focusing 

on matric or at least ABET, or vocational training aligned to peers’ interests and talents: 

“Peers would like to be back to school - and one or two have gone back to try for matric or tried for a 

short skill course - but most have a problem raising the fees. This would raise their self-esteem. The 

next grant could provide sponsorship for skills education, or short courses” (SR management 

interview). 
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Training that is outside of the core programme skills needs could result in an unreasonable burden 

on management, and therefore professional development could be organised through peer-led self-

realisation groups (particularly to scan for free training opportunities, bursaries and advancement 

support) and through strategic partners. 

 

5.6.7 Peer supervision and support  

5.6.7.1 Practical support 

For the most part peers felt well-supported in practical aspects of their work, with 67% stating that 

they are ‘very well supported’, and a total of 82% stating that support is adequate (Figure 12).  

 

 

Figure 12: Practical or technical support (left) and emotional support (right) received by peers 

 

 

While the majority of SRs were said to provide excellent levels of support by virtually all peers, a few 

organisations were found to be weak in this regard (Figure 13).  

 

 

Figure 13: Practical support reported by peers per SR (national average not coloured)…. Below 
average only. National average as a line 
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In SRs where less than 75% of peers were satisfied with professional support, the issues that they 

identified included:   

 Peers in two of these SRs felt unsupported because of the costs of travel: the allowance in 

their stipends either not being clear or being insufficient (58% in one SR and 33% in the other 

feel inadequately supported). 

 A leadership void in one of these SRs had resulted in loss of SR credibility among sex 

workers due to late notice date changes for creative space, the clinic no longer being 

operational, supplies and stationery not arriving (42% feel inadequately supported).  

 One of the organisations had a neglectful and punitive management style, threatening 

dismissal and withholding of stipends, attempting to ‘catch peers out’ in neglect of their duties 

(33% feel inadequately supported).   

 

For most SRs, however, support was found to be excellent (Figure 13). Regular meetings and 

frequent contact were being provided by most SRs, and were found to be very valuable.  

 

Several SRs held meetings at daily to quarterly intervals for different purposes: 

 Daily contact: Some SRs launched outreach or peer work from their offices on an almost 

daily basis, enabling supplies to be collected and plans to be coordinated. This depended 

largely on distances that peers travel and the costs of convening. 

 Weekly meetings: Most SRs reported weekly meetings to check progress, report statistics 

and address challenges and debrief, respond to emergencies, and provide information or in-

house training. 

 Monthly meetings: Monthly meetings were generally held to review statistics, targets and 

plans.  

 Quarterly meetings: Longer meetings or workshops were held for training and quarterly 

data review, report preparation and planning. Where teams were dispersed this might be the 

only meeting where all teams come together, and where the whole staff and management 

meet. 

 

In addition, social media in the form of WhatsApp group chats, or similar, were sometimes used to 

raise issues immediately, and practical support requested.  

 

Where SRs were able to convene peers, nurses and Programme Managers every week, the model 

was found to be particularly effective for support, responsiveness, planning and debrief.  

 

“Weekly meetings are very effective. We look at stats for past week, analyse and discuss, look 
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at targets, make plans to meet targets, and set outreach schedule. Both teams meet, as well as 

the nurse and Programme Manager, and then each team meets by themselves.” (SR 

management interview) 

 

Other SRs held peer team meetings with Site Coordinators each week (excluding other staff). These 

were mainly used to submit outreach forms and time-sheets and allocated teams to outreach sites. 

In these SRs, wider meetings may have taken place only monthly or even quarterly. Respondents 

commented that peer-only weekly meetings were less substantive, and that providing more frequent 

inputs and planning would be beneficial. 

 

Meetings were reported to be difficult to coordinate and expensive when sites were spread out, and 

sub-groups or clusters might have met instead, or representatives might have attended central 

meetings and cascaded information to their colleagues. Without sufficient contact, engagement with 

remote supervisors could become undermining and negative, rather than constructive and 

supportive: 

 

“Because peers work alone, we have ways of checking that they are sticking to their outreach 

schedule. We phone them during the time they are supposed to be on outreach, we do spot 

checks (rock up at venue) we also phone random beneficiaries listed on register and ask if they 

are satisfied with services.” (SR management interview) 

 

At some point, the balance between support and discipline, or encouragement and performance 

management, tipped to become unreasonable and defeatist.  

 

Recommendations for good practice that have emerged include:  

 Weekly meetings with the full team, to include admin, debrief, challenges, in-house training 

and information sharing are optimal, where the costs and distances make this feasible. 

 If a weekly meeting cannot be achieved, it is strongly recommended that peers have 

fortnightly contact with a supervisor, either through supportive supervisory visits or travel to 

a central location. 

 If an SR is unable to directly support peers on a regular basis – for performance 

management, debrief and support – then alternative structures should be considered. 

 

5.6.7.2 Emotional support to peers  

Psychological wellbeing and emotional support 

Peers felt only slightly less supported in the emotional aspects of their work, than in the technical or 

practical aspects (Figure 14), with 79% stating that they have sufficient emotional support.  This 
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suggested a high level of personal, supportive connection at the SRs:   

 

“We receive good support, including our personal problems and, when we are sick, 

management checks on us. I got good support when I was pregnant - management organised a 

baby shower for me and this was the first in my life, I was supported throughout my pregnancy.” 

(PE FGD)  

 

“We are family, we help and support each other, we understand each other and we know each 

one's character.” (PE FGD) 

 

Although the great majority of peers felt that they have enough support, this was not evenly 

distributed across SRs, and a wide variation in responses was seen across the different SRs in terms 

of emotional and practical support (Figure 14).  

 

 

Figure 14: Levels of support and psychological wellbeing across SRs 

 

A relationship was found between peers’ experiences of support and psychological wellbeing, 

highlighting the importance of both providing support, and ensuring that peers experience the 

support as being appropriate and helpful.  

 

Levels and sources of emotional support 

Support took a variety of forms, including regular meetings which included debriefing and discussion 

of challenges and individual access to other peers, staff and professional counsellors. The peer 

collective was cited as one of the strongest and most effective sources of support.  Health support 
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was also particularly important to peers, with many peers reporting how they had stabilised their 

health, and addressed drug and alcohol difficulties early in their employment.  

 

Site coordinators were the most frequent source of emotional support (75% of peers turn to Site 

Coordinators), with other peers also providing a very important source of help for peers (58% of 

peers talk to each other, Figure 15). Programme Managers’ roles varied, with some coming into 

frequent, supportive contact, and others being far more remote. While friends and family could be 

supportive, stigma against sex work, and a lack of comprehension of the pressures of this sector, 

might explain why they were not the first source of nurturing. 

 

“If I have a problem I tell the whole office. The Site Coordinator and peers are trained 

counsellors - so we debrief each other. We know how to handle the work, and if it feels too 

much for us we call other peers.” (PE FGD) 

 

 

 

 

Only about a third of peers sought professional support, either within their SR or externally. In some 

cases this was more due to a lack of opportunity, than to peer preference:  

 

“We would like to have one-on-one with someone from outside the organisation because there 

are some personal issues that we would not like to share with management.”  

(PE FGD) 

Group debriefing 

Some SRs recognised the importance of debriefing, and ensured that regular group discussions 

were convened, with check-in more than once a day in the most attentive SRs: 

31% 36% 37%
52% 58%

75%

0%

20%

40%

60%

80%

External
professional
counsellor,

social worker or
health worker

A counsellor or
social worker

within my
organisation

My programme
manager

Friends and
family

Other peers My site
coordinator

%
 o

f 
re

sp
o

n
d

e
n

ts

Figure 15: Responses to the question ‘If you are feeling stressed or upset, who would you talk to about it? 
(Tick all that apply)’ 
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“Peers experience a lot when they are doing 

outreach. They see death and abuse and drug 

use.  They need someone to talk to. There are 

daily debriefs as a team.” (SR management 

interview) 

“We have daily talk and debrief sessions at the 

office in the morning, and then we come back at 

4pm and share challenges, some of which we 

take to weekly meeting.” (PE FGD at the same 

SR) 

 

Weekly debrief was not unusual, in combination with administration and planning, and was also 

attended by a social worker, nurse or manager in some SRs. Other SRs offered monthly or fortnightly 

formal debriefing sessions with a trained social worker. Additional psychological support took the 

forms of facilitated TRE (Trauma Release Exercise) or yoga for peers, interventions that were 

appreciated, and where non-verbal release offered a valuable dimension to verbal therapies.  

 

One SR had a formal debrief session with an external facilitator and this was appreciated:  

 

“We had one debrief and this went down very well. We were taught how to deal with stress and 

to identify if your colleague needs something and how to deal with difficult people in your team.” 

(PE FGD) 

 

Sometimes, management was out of touch with the peers, and this had direct adverse effects:  

 

“We do not offer this [group 

debriefing]. But we think peers are 

coping” (SR management interview) 

“We are very angry and burnt out. We have not had a chance 

like this [FGD] to express ourselves. We can only talk to each 

other. Some of us are drinking because then you just forget 

about your problems. So many times I have wanted to leave, 

because you really feel that no one cares.” (PE FGD in the 

same SR) 

 

The management in a further three SRs stated that they did not hold debriefing sessions:  

 

“I don’t even know where to begin. I have never referred [peers] for psychological wellbeing. 

One of our peer educators defaulted her treatment and got very sick.”  (SR management 

interview) 

 

“Our meetings focus on technical or admin issues. We are not strong on debriefing.” (SR 

management interview) 
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Individual psychological debriefing 

Some SRs provided regular individual mentorship sessions, generally with Site Coordinators. Most 

SRs, however, mentioned social workers, lay counsellors or partners who could provide support for 

peers, but did not have a formal or routine process for regular sessions. Some SRs offered a wide 

range of service options, relying on peers to select the help they prefer: “They can go to the Site 

Coordinators if they need to, or to the Programme Manager. The nurse also talks to them one-on-one, and 

help is available from MSF or DSD.”  (SR management interview).  

 

As with group debriefing, perceptions of management and peers did not necessarily align: 

 

“We have not had a problem. Peers do 

sometimes come to the Director privately and 

confidentially.” (SR management interview) 

“We get no emotional support and we suffer our 

own stresses.” (PE FGD) 

 

The presence of lay counsellors or trained social workers varied between SRs: 

 Seven SRs had at least one trained social worker or professional psychologist, who may also 

be a manager, although in one SR the social worker did not provide debriefing for peers, and 

in another peers were reluctant to approach the social worker.  

 Two SRs had more than one lay counsellor.  

 One SR had an internal trained counsellor.  

 Two SRs relied on trained counsellors in partner organisations.  

 Two SRs did not mention trained counsellors.  

 

Peer counselling in the sex work sector could ask exceptional skills of a therapist, and training or 

presence of a professional did not ensure uptake or appropriate support: 

 

 “It is very hard to trust counsellors, almost all do not know the sex work industry and judge or 

pathologise us. Our social worker wanted to link everything to my sex work, even though I was 

talking about an unrelated personal problem. I also felt that the counsellor was titillated. I 

became angry and did not go back.”  (PE FGD) 

 

5.6.8 Management style 

Workplace culture and management style were found to be the strongest determinants of peer 

psychological wellbeing. The atmosphere in the workplace, camaraderie and a sense of concern for 

peers from managers, were far more likely to determine whether or not peers felt emotionally 

supported, than formal psychological inputs. A sense of being supported was engendered by 

management styles which encouraged communication, where managers regularly engaged with 
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peers, where peers experienced the organisation as ‘a family’, and where concerns were taken 

seriously and peers were heard. Positive workplace experiences varied widely, and depended on 

the personalities and engagement styles of managers, with no clear formula for effective 

management. 

 

The common threads seemed to be connection, respect and communication; concern and interest 

in peers’ work and challenges; acknowledgement of their personal issues and space and 

understanding in resolving them.  

 

In one SR, a relatively light management style, but with a high level of trust and responsibility, was 

highly effective:  

 

“Our sites are spread out. We have to trust the team leaders that they can do the job. We only 

see them once a week, but we are on WhatsApp and we are in daily contact” (SR management 

interview) [100% felt sufficiently supported and only 17% had psychological wellbeing 

concerns].  

 

In another SR, a sense of genuine influence and a relaxed hierarchy was important:  

 

“We have a good working interpersonal relationship with management. Management 

understands us, they address our issues correctly. Management is open to our criticisms 

because even when they have done something wrong we correct them.” (PE FGD) [100% felt 

sufficiently supported and 29% had psychological wellbeing concerns] 

 

A very close and engaged management style was reported to work well in another SR:  

 

“We have a great manager. We go to her with work or personal problems. We miss her if she is 

not here. She is like a parent, so there is a family vibe. She is encouraging, and tells you you 

have done very well. It is warm." (PE FGD) – [67% felt sufficiently supported and only 15% 

psychological wellbeing concerns] 

 

SRs with low perceptions of support and psychological wellbeing were less engaged, consistent and 

respectful: 

 

“Communication between management and peers is very poor. Inappropriate instructions are 

given without consultation. We are sometimes told to do things, and even if we try to say it isn't 

going to work, they don't listen at all" (PE FGD) - [64% felt supported, and 39% had 

psychological wellbeing concerns] 
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“We are very structured, but participatory, depending on the needs of the day. Sometimes you 

need to be autocratic and expect people to do what's required.” (SR management interview) - 

[58% felt supported, 19% had psychological wellbeing concerns] 

 

While the vast majority of SRs, even where peers may not be fully satisfied, are well-accepted and 

appreciated by sex workers, in two cases sex workers were unhappy. In one of these SRs peers 

were subjected to unsupportive, punitive and disconnected management; and in the other, peers 

were pressured to reach targets to the extent that they ‘chased’ sex workers.  

 

“We at [name of area removed], were the first ones who helped [SR] find and mobilise other 

SWs when they first started, yet none of our people are employed here. This has led to a lot of 

anger, that at some point led to people protesting here. Now most sex workers no longer want 

to come here, they go to other clinics. They feel used. Sometimes we threaten them when they 

come, we threaten to burn the condoms they bring. We want nothing to do with them.” (SW 

FGD) 

 

A few SRs, have very challenging management concerns and styles, and the issues raised by peers 

in these SRs are elaborated below: 

 

“We want to be able to do a better job but we have become hopeless.  We are always being 

threatened with being fired or having money deducted for not reaching targets.” (PE FGD) -

[33% felt supported, 33% had psychological wellbeing concerns] 

  

“I had a disagreement with the manager, and since then I only get humiliating jobs, like 

declaring that I am a SW and disclosing my HIV status on stage at public meetings. They said 

that this was part of my signed contract. I was even told what to say." (PE FGD) - [58% felt 

supported, 19% had psychological wellbeing concerns] 

 

5.6.9 Issues of compensation and allowances 

For the great majority of SRs, peers regarded compensation and terms of their contracts as fair. The 

source of income was greatly appreciated, and many peers found that they had the option of 

reducing or ceasing their sex work and focusing fully on their work as peers. The opportunity to do 

sex work out of choice rather than absolute necessity was transformative for many peers, and might 

well explain their generally healthy psychological state. 

 

“This programme has changed my life. I am able to provide for my kids, I am able to have a 

funeral policy and plan for my future. My children are getting educated.” (PE FGD) 



_________________________________________________ 
 
© Impact Consulting, 2019  p 81 of 98 

 

 

“We feel like we are people now. Most of us have left sex work. Some still do sex work, and 

others just do it when money is tight. We care able to say to other people that we have a job, 

not keep our work a secret.” (PE FGD) 

 

In two SRs, however, matters of compensation were contested. Under their contracts, peers were 

provided with a monthly income which was intended to include their transport to outreach, enabling 

them to manage this budget and reducing SR’s administration burden. In some instances this had 

created confusion and discontent: 

 

“When we come to meetings we have to pay our own transport. Even today [for the evaluation], 

I had to do business during lunch time with two clients in order to get money to go back to the 

place I stay (it is R50 one way)”. (PE FGD) 

 

“I have to service clients at the shebeen or give drivers a blow job to get money for a lift home 

after outreach.” (PE FGD) 

 

“We are not well supported because we don’t receive money for outreach, and we visit far away 

places. We also don’t get airtime to phone sex workers to make appointments with them when 

going to the clinics. We need enough uniforms and winter jackets. When we attend NACOSA 

trainings we pay transport for ourselves. We had to make copies of our Portfolio of Evidence 

(POE) using our money and never got a refund. In addition to this we had to send those POE to 

NACOSA with our money.  We love our job but finance is a big challenge.” (PE FGD) 

 

It is recommended that contracts are not one-size-fits-all, but that context-specific required transport 

to do the job is taken into account when salary amounts are set.  This will require the PR to work 

with each SR in the future when they do their budget and contract planning, and ensure that the 

peers are equitably remunerated, and are able to complete their tasks.   

 

5.6.10 Donor dependency and donor responsibility  

Short-term donor funding with three-year horizons, and regular changes to SR engagement, have 

had severe negative impact. SRs who were due to lose their grants were concerned about the impact 

of this on their peers, and even more so, the impact of loss of peer support on sex workers. There 

was widespread concern about sex workers defaulting on treatment without the support of the 

individual peers with whom relationships had been built. The short-term inflation of sex worker 

wellbeing may have ultimately negative impact as cynicism about the sincerity of SRs and peers 

grows when projects close after short periods.  
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In addition, one of the key outcomes for the peers was the ability to choose whether or not to continue 

to do sex work.  Many of them were distraught at the prospect of having to go back to the sex work 

business after having exited when they became peer educators, and regular closing down of projects 

negates the outcomes that they experienced.  

 

There is a high risk of no genuine impact under the current model of three-yearly redesign. The use 

of peers with a view to their disposal after three years, with no exit or transition strategy, and a focus 

on immediate targets for reach being interpreted as success, is fraught with rights and respect 

infringements. 

 

In the demonstrated absence of any intention for medium or long-term commitment to the wellbeing 

of sex workers and peers, the following mechanisms at the very least should be considered: 

 All peers should be centrally registered, and every effort made to deploy them along with 

their cohort of sex workers, to other agencies operating in the area, or to government. 

 A peer certification, progression and accreditation process is urgently required, so that the 

training, experience and qualifications of peers can be used in seeking employment. 

 All sites should include intensive relationship building with more sustainable structures, such 

as established health and social development providers, and Departments of Health, Justice 

and Social Development, with concerted efforts to reallocated peers into these agencies, 

along with their cohorts of sex workers.  
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6 DISCUSSION AND RECOMMENDATIONS  

 

6.1 LESSONS LEARNED AND RECOMMENDATIONS FOR THE PROGRAMME 

IMPLEMENTATION MODEL  

 

Relationships: The place-based model places relationships 

between peers and individual sex workers at the centre of the 

approach, which aligns with the key success factor of this 

model, which is the ability for sex workers to trust peers and to 

relate to them. Successful peer work is centrally based on 

peer’s experience and relationships with SRs, strongly 

influenced by management style and organisational culture. 

Constructive relationships with DoH clinics and local police are 

major determinants of success, and require consistent effort. 

Relationships with brothel owners and other industry player 

enable access and mutual support. 

 

Place-based model: The more intensive model of tracking a 

cohort of sex workers seems to result in more positive 

outcomes, and enables the relationships that are vital for 

success. There are a range of components, including micro-

planning and allocation of specific sites to particular peers for 

continuity and deep familiarity. How the details of this are 

achieved (eg whether peers work in their home area or not; 

whether larger teams work on new hotspots; how unsafe areas 

are approached, how to reach those in hiding) are different for 

each context. These considerations are key to micro-planning. 

 

Micro-planning: Micro-planning is in the process of being 

rolled out at SRs, with varying adoption and approaches among 

the different SRs. The essence of micro-planning lies in a deep 

grasp of each place, and ultimately each person, and allocation 

of priorities, time and peer attention based on detailed 

information. The range of tools provided are valuable and 

Actively map stakeholders, 

and include engagement, 

sensitisation, and 

collaboration as relationship 

building strategies. 

Continue to support, refine 

and document practical good 

practice for place-based 

models. 

Micro-planning to be 

supported, refined and 

adapted to contexts. 

Language considerations 

should be included. 

 

Recommendations 
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support effective micro-planning, but the underpinning principle is 

the core of the good practice. 

 

Risk profiling: A key step in the place-based approach, and in 

the funnel of care (Figure 1), is that general services are offered 

to all sex workers (eg condoms and information), while 

simultaneously assessing the needs of each sex worker 

encountered. High risk places, and sex workers who are the 

most vulnerable and in need, are visited more often and receive 

support appropriate to their situation, and are systematically 

monitored in order to ensure that help is provided consistently.  

 

Specialist skills: Where a team includes an HTS provider, a 

nurse or an HRD, the general package is greatly enhanced by 

advice and services offered immediately to sex workers during 

outreach or at other kinds of activities. Referrals are then only 

necessary for those who need “professional” help, and a great 

many concerns can be addressed, and followed-through by 

specialists within the peer team.  

 

6.1.1 Opportunities for improvement 

Services: For the most part, services are excellent, 

comprehensive and well received. There were requests to also 

distribute dental dams, finger condoms and anal sex 

equipment, including sufficient lube (this is a challenge for the 

programme when there is a shortage from DoH as there is no 

programme budget to provide lube). While comprehensive 

services are provided in outreach, the same range should be 

available at creative space meetings. PrEP is only gradually 

being rolled out by DoH, and engagement is needed between 

SRs and DoH to accelerate access for sex workers (this was 

requested by peer educators and SR management).  

 

 

 

 

Where possible, each place 

should receive HTS and 

nurse services occasionally, 

but predictably. 

 

 

Continue to apply the two 

stage model, actively 

engaging the sex workers, as 

relevant to their needs. 

 

Inventory of distribution 

materials and the scale of 

these requests to be 

investigated, and considered. 

 

A drive for accelerating PrEP 

provision to sex workers is 

needed. 
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Hard-to-reach sex workers: Despite the efforts of the 

programme, SRs report that there are still sex workers who they 

are not reaching: late night sex workers, MSM, TG, online and 

indoor sex workers, upmarket sex workers, sex workers in 

particularly dangerous areas (eg ‘the bush’).  Strategies are 

needed at each SR to go beyond their comfort zones and to 

employ different tactics to ensure that they reach these SWs 

who are least supported.  

 

Transport: Despite providing a vehicle, detailed vehicle use 

SOPs, and support to drivers’ licences, there are still SRs who 

are struggling with using these vehicles effectively for their 

work. This is sometimes due to abuse of vehicles and/or 

accidents, and sometimes due to unclear reasons and controls 

by the SRs. 

 

Police harassment: There has been a great improvement in 

police conduct in most sites, with sensitisation of police, 

engagement with HRDs, sex workers’ knowledge of their rights, 

access to the helpline and human rights interventions. There 

are nevertheless areas where police harassment continues to 

be a concern. This aggravates violence against sex workers 

from all sources, impacts on confidence and aggravates a 

sense of desperation, and reduces the likelihood of safe sex. 

Sensitisation and relationship-building have been found to be 

effective, and are key to an effective model.  Sensitisation 

efforts should be continued.  

 

Sisonke capacity and engagement: Sisonke occasionally 

provides valuable support, but is sometimes less accessible 

and inconsistent.  Expectations of Sisonke are unclear, and 

member disappointment is not unusual. Sisonke’s role in human 

rights support has the potential to be valuable, but is not as yet 

very substantial.  

 

Planning should ensure that 

both accessible and hard-to-

reach sex workers are 

appropriately planned for. 

 

 

 

Relationship building, 

sensitisation training, 

engagement, and HRD 

training and deployment are 

key components of the 

strategy, and could be 

intensified in some SRs. 

 

A clear strategy, niche, 

capacity building process for 

Sisonke should be 

communicated with SRs and 

sex workers. 

 

Vehicles are essential for 

night outreach. Regular night 

outreach could be a condition 

of the SRs use of a project 

vehicle. 
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Health facility services and long queues: Sex workers’ 

default behaviour is not to seek health services. Peers go to 

great lengths to encourage them to take more responsibility for 

their health, and clinics sometimes make concessions to 

support behaviour change. Clinics are asked to allow sex 

workers to use fast-tracked queues, but understandably are 

reluctant to view routine sex workers needs as emergencies. 

Peers often queue on behalf of sex workers, which may be 

effective in improving health-seeking habits, but can lead to 

dependence and abuse of the peers’ goodwill, engender a habit 

of concession, as well as a danger to sustainability of the health-

seeking behaviour.  Compromises are needed. Sex worker 

groups run by SR nurses at clinic sites, ideally registered as 

CCMDD sites (Central Chronic Medicine Dispensing and 

Distribution), may be helpful. Where the clinic has sufficient 

staff, a fast-track queue for repeat visits, and certainly for 

chronic medication or follow-up consultations, might be 

negotiable at some clinics.  

Targets vs relationships: SR culture varies around ‘chasing 

the numbers’ or forging relationships. Relationships take longer 

to foster but result in long-term trust, and more sustainable 

outcomes for sex workers. Targets might be valuable in 

encouraging productivity and energetic engagement, but 

undermine quality of services in others ways. Peers can 

become “punitive” in approach and “chase”/coerce SWs to 

make sure that targets are reached. The easy sites or sex work 

types may be prioritised over more difficult areas, where need 

may be more acute but which require far more effort. Indoor 

encounters with only one or a few sex workers might be 

compromised, because streets and brothel provide larger, more 

accessible groups of sex workers. Overall, targets offer a useful 

guide, but target-driven approaches are not appropriate. This is 

related to the management approach and support – if peer 

educators are afraid of their managers, they will not tell them 

about challenges faced in meeting targets with the right 

approach, but rather begin to foster a more authoritarian culture.  

Targets are necessary, and 

valuable in planning and 

needs assessment. They 

should not dictate strategy, 

they should be malleable as 

programmes unfold, and they 

should not be a source of 

conflict at any level. 

Depending on the context, 

setting up clinic-based sex 

worker sessions, negotiating 

for preferential treatment, 

working closely with the 

CCMDD system, are all 

useful. 
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6.1.2 Conclusion on the implementation model  

It is proposed that the most effective model is one in which peer educators have cohorts of sex 

workers that they would know well on an individual level, and with whom they have strong, trusting 

relationships (place-based model). New places and unsafe areas would receive appropriate 

attention, with a different model. At all levels in the SR, relationships would be built with all players, 

including normalising sex work, and reducing stigma in the community.  While outreach-based 

services are usefully offered by SRs, peers’ linkage of sex workers to accessible and adequate 

government services is key, and may include accompanying them until they are comfortable and 

empowered enough to access these services and take care of their health and rights by themselves.  

 

Most of all, however, none of the effort or implementation has impact or relevance if programme 

changes every three years leave peers and sex workers unsupported, just at the point at which trust 

is gained and optimism instilled. 

 

 

6.2 LESSONS LEARNED AND RECOMMENDATIONS FOR THE MANAGEMENT MODEL 

 

6.2.1 Good practice 

Regular engagement beyond the peer group: The highest 

functioning SRs in terms of peer support and wellbeing have 

weekly meetings across all staff, or at least a group that 

includes the nurse, Programme Manager, and other core sex 

work support team members as well as peers. Weekly meetings 

should include technical as well as emotional input, providing 

continuous stimulus to work quality and skills, as well as a 

space for regular debrief. 

 

Mature, inclusive, supportive and respectful management styles: The most successful SRs 

have a concerned and connected management style, where peers are consulted and their views 

taken seriously. Innovations around peer-based structures for decision-making and even recruitment 

have been attempted in some SRs, and take peer participation and responsibility further. 

 

 

 

 

Peer-inclusive decision-

making and peer support 

group innovations should be 

documented as good practice 

and shared across SRs as 

inspiration. 
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Criteria for selection for 

training, entry requirements 

and qualification, and 

selection processes should be 

documented and transparent, 

and clearly communicated 

with peers. 

Training and information sharing: Regular training is helpful, 

and very strong introductory training, induction and refreshers 

are absolutely essential. More than training, routine 

discussions, sharing of information among peers and between 

management and peers, contribute to knowledge and 

confidence. 

 

 

 

6.2.2 Opportunities for improvement 

Professional development pathways: Career paths are a key 

opportunity for the next phase, particularly with the lack of long-

term commitment to any aspect of the programme, and the 

regular three-yearly retrenchment of peers and their cohorts of 

sex workers. Results showed that genuine opportunities beyond 

peer work, or alternatives to sex work at the end of a peer 

contract, are insubstantial at present. A rights-based approach 

would acknowledge the contribution that peers make to 

programming, and reciprocate with respect and some form of 

support for their prospects after the funding ends, within reason 

of the conditions of the grant.  Capacity building programmes 

that would enable them to find work other than sex work if the 

programme ends is one option.  

 

Accredited professional progress: Concerted effort is 

needed in structuring levels of peer educators to recognised 

achievement, experience and seniority, with commensurate 

payment. Although peer educator courses should ideally be 

accredited and pegged to national standards, so that 

educational advancement can be recognised outside of the SR 

and immediate grant, this may be very difficult to achieve due 

to the bureaucracy and low levels of education of the peer 

educators.  Therefore, attempts to at least raise the base level 

of peer educator educational attainment is recommended 

through partnerships with Adult Basic Education and Training 

(ABET) courses and other opportunities.   

Performance management at 

individual annual meetings 

should include personalised 

professional development 

plans, options for study time, 

support to relevant courses, 

for example. 

Peers’ base educational level 

should be raised, and a 

career path identified and 

rolled out where possible.   
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Contractual clarity, transparency and equity: A major 

complaint in some SRs is where stipends are not seen to be 

aligned with financial burdens of peer services. While stipends 

now include travel expenses, peers in two SRs are extremely 

unhappy about the affordability of their work and the 

expectations against their personal budgets. Whether this is 

due to a misunderstanding about their contract, or above 

average travel costs, needs to be ascertained and corrected.  

Peer educators should be made aware that the DOH has a peer 

educator salary amount and that salaries from this programme 

are pegged above this.  

 

 
Problematic management styles and organisational 

cultures: In a few SRs, disconnected, ‘uncaring’ and punitive 

management styles are a source of great distress. In one case 

this has become so severe that sex worker – peer relationships 

have collapsed, and sex workers are ‘being chased’ by peers 

for targets, and receiving the fallout of the distress and 

frustration experienced by peers.  

 

Concerned and constructive management, and some form of 

management mentorship, accountability or recourse to improve 

management would be valuable in some cases, without 

undermining the organisational autonomy of the SR. This is 

difficult for a grant-maker to achieve, and any undermining of 

SR leadership would not be an appropriate SR or funder role.  

 

6.2.3 Conclusions on management 

In the great majority of SRs, management standards are high, relationships are positive and peers 

have a strong sense of belonging and fulfilment. Where there are problems they stem most strongly 

from: poor management styles; excessive focus on targets at the expense of quality of relationships 

with either peers or sex workers; lack of transparency or insufficient communication. Most SRs, 

however, have varied but effective management styles, are able to meet targets without 

compromising relationships, and peers are largely content. 

While SRs should explain 

peer contracts in detail, this is 

not happening universally. 

Introductory training should 

include a module and Q&A on 

the contract and 

disbursements. Where travel 

demands can be shown to be 

more than contracted, there 

should be recourse to apply 

for additional support. 

  

 

Since one size does not fit 

all, and the personalities of 

managers and cultures of 

SRs are beyond the control 

of the funder or PR, 

management support can 

only extend to training, 

mentorship and good 

practice sharing. 
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The main opportunity across all SRs lies in stronger recognition of peer experience, development of 

clear and accredited professional development pathways, training accreditation. Professional 

development has no bearing on whether or not peers continue to do sex work, and is neither a 

distraction from sex work nor an exit incentive. It should be a system that enables peers to market 

their professional ability and be recognised for their achievements and experience. 

 
 
6.3 SUSTAINABILITY  

6.3.1 SR clinics, mobiles and DoH facilities 

Peers, SRs and sex workers all recommend more SR-based 

nurses to dispense ART, and greater deployment of SR mobile 

clinics. While intensified SR services will certainly result in better 

linkage to care, particularly if the sex workers are met at their 

places of work and the SR is in charge of the service, there are 

concerns about both sustainability and the negative impact on 

national health systems when they relinquish these 

responsibilities. Donor-dependent, alternative health delivery 

may achieve short term targets, but add high risk to system 

strengthening and sustainable linkage to care as a whole.   

 

Far more appropriate and sustainable is engagement with DoH 

HTA mobile clinics wherever they are used. Cooperation with 

DoH on all aspects of sex worker health is key to impact, scale 

and sustainability. 

 

The DoH has clear roles in mind for NGO peers, and key informants were encouraging of division 

of responsibilities and potential for cooperation: 

 

“Peer work is a priority for DoH - they have managed to reach hidden places. If we didn't have 

peers distributing condoms, who would? They don't only do education - they proactively assist, 

they follow up to make sure of linkage, and the community trusts them. We need more peers.” 

(KI interview – DoH) 

 

 

 

 

SR-based clinics and mobiles 

are not recommended. Where 

they exist they should be part 

of the DoH fleet and HTA 

system, with full support to 

continued, long-term 

deployment by DoH. 

  

Active support to, advocacy 

for, and engagement with 

DoH HTA (fixed site or 

mobile) is recommended. 
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Where a DoH HTA is functioning well, there are good opportunities to collaborate closely: 

 

“The peers are mobilising. We have a schedule for all the spots, when they know we are 

coming, they mobilise. They educate, we enforce the message.” (KI interview – DoH) 

 

One site is operating and collaborating beautifully with the DOH mobile clinic in their area.  

Unfortunately, most SRs report that HTA availability is inconsistent, and relationships with normal 

clinics are sometimes more rewarding. In some sites, HTAs and DoH mobiles were functional, but 

SRs had not linked with them. Attempting to collaborate with HTA staff, mobiles and sites is an 

important SR strategy and should be prioritised. 

 
6.3.2 Developing sustainable health-seeking habits  

Sex workers offer a wide range of reasons not to take 

responsibility for their health – eg they go to sleep late and 

cannot go to the clinic in the morning; they need to work each 

day to pay daily rent and cannot afford the time off. In their 

efforts to instil health responsibility and better habits, peers 

strongly encourage sex workers to take up clinic referrals, to the 

extent of queuing on their behalf. While expedient at first, if 

continued, this does not build sex workers’ agency and 

responsibility, and may create an assumption of further 

dependency and another reason not to visit the clinic. Limits 

placed on queuing by peers, which are agreed with the sex 

worker, with a limit to either not showing up (overslept) and the 

number of times a peer will do this for a sex worker. 

 

Long-term reliance on peers negatively affects the sustainability of the programme, particularly when 

the grants end and SWs are then left to seek healthcare on their own. Working with expectations, 

and building more conscientious health habits, are important components. While accompaniment 

might be valuable in an emergency, where treatment initiation and introduction to the health system 

will not be achieved any other way, it cannot be used indefinitely by any sex worker. 

 

Accompany and support sex 

workers to access services, 

within clear, agreed and 

consistent limits. 
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6.3.3 Sustainable, responsible and ethical programming 

Short-term donor funding with three-year horizons, and regular 

changes to SR engagement, has severe negative impact, and 

whatever the achievement of the programme in this three year 

period, are unlikely to be sustained. When the funding strategy 

shifts, the PR has worked with the affected SRs to try to transfer 

peers to work in other areas.  However, this has limited 

success, and it would be useful to give attention to sustainability 

approaches and ethical stances on the conferring and 

withdrawing of funding from SRs, peers and sex workers.  

 

SRs, concerned that their peers would probably not be 

absorbed into funded SRs in the next grant period under 

PEPFAR, or through district priority shifts by Global Fund, 

stated that their sex workers would almost certainly default on 

treatment, and that there would be deaths in all likelihood. 

Place-based approaches, peer relationships and sex worker 

engagement are only effective if the trust placed in these 

relationships is justified. In an ethic that withdraws support as 

readily as using these organisations in order to delivery in the 

short term, such trust is clearly unjustified. This is a major 

programme shortfall. 

 

6.3.4 Conclusion on sustainability 

There is potential to raise the level of sustainability by engaging more consistently with DoH, and 

focusing on existing health systems to provide services, where there are functioning HTAs in the 

district.  Individual sustainability may be enhanced by ensuring that accompanying and supporting 

peers in linkage to care is part of a longer journey to independent health-seeking behaviour. 

 

The only concern related to sustainability is the regular changing of programme sites, and the 

consequent loss of trust, progress, peer experience, and in all likelihood, human life.  These are 

considerations for the GF CCM to take seriously.  

Commitment to continuity of 

at least, peer contracts (with 

another SR if appropriate) 

and sex worker cohorts (with 

the same peer, ideally), 

should be seen as basic 

ethical practice. 

  

The long-term impact of the 

programme at abandoned 

sites from the previous and 

current round of funding 

should be included in the next 

evaluation. 
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7 CONCLUSION 

The 2016-2019 Global Fund Sex Work Programme funding has supported a clearly maturing and 

consolidating sex worker support response, with the introduction of micro-planning and hotspot 

mapping enabling the next level of coherent and evidenced local support. SRs are adopting stronger 

approaches, are more engaged with data, have clear and established and supportive routines, as 

the good practice of each funding cycle is carried forward. One of the clearest advances has been 

in creating more enabling environments, with reductions in police violence and stronger relationships 

with health care providers reported widely across the programme. The only seeming losses in 

comparison to previous cycles might be in a slightly less ‘adventurous’ approach, with the 

widespread reduction in night outreach and a tendency to work in accustomed or neighbouring 

areas.  There is no evidence that hard-to-reach sex workers have been significantly enrolled in this 

grant cycle. There is a risk of reinforcing the tendency to establish deeply in a few locations with less 

extension into the unknown, and so it is vital that there is regular planning and that plans are 

dynamic. Although established in the system, there is value in encouraging comprehensive planning 

for a range of approaches to each context, along with regular exploratory work and population 

mapping, as described in the micro-planning process.  
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