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There are an estimated 150 029 sex workers in 
South Africa. Sex workers have the highest HIV 
burden in South Africa, at an average prevalence 
of 56% for female sex workers. The rate of HIV 
infection amongst South African sex workers is 
very high, and while there has been a significant 
decline in new infections over the past decade, 
sex workers are still at extremely high risk of be-
coming infected with HIV. Their high vulnerability 
is due to a range of behavioural, social and struc-
tural factors, including: the inability to ensure 
consistent use of condoms, physical and sexual 
violence, substance use, stigma, criminalisation 
of sex work, police harassment, and lack of 
awareness of PrEP as an HIV prevention method.

When taken consistently, PrEP use radically 
reduces the risk of contracting HIV from sex by 
more than 90%. However, when taken inconsis-
tently, the level of protection against HIV decreas-
es drastically. PrEP can be an empowering meth-
od of self-protection, health and wellbeing among 
sex workers – it is a discreet HIV prevention 
method which sex workers can use without the 
need for consent or approval from their clients 
and intimate partners. It is not necessary to take 
PrEP persistently, and it is only indicated during 
periods of high risk of acquiring HIV. Therefore, 
PrEP can be “cycled off” during periods when sex 
workers are at a reduced risk of contracting HIV; 
this regimen of cycling on and off PrEP is consid-
ered the more beneficial and efficient way to use 
the drug and prevent contracting HIV. In South 
Africa, PrEP is not yet widely used.

The literature about PrEP usage revealed en-
ablers and barriers with regards to PrEP uptake, 
initiation and adherence within the following 
levels: individual, social and sexual networks, 
communities and programmes, and policy. These 
enablers and barriers are responsive to program-
matic intervention, and can guide adaptation and 
strengthening for PrEP programmes. However, 
there is not a lot of evidence with regards to PrEP 
and sex workers and so the findings of this eval-
uation study will be useful to contribute to the 
body of knowledge that can inform and improve 
services and programmes.

Methodology
The two main objectives of the process evalua-
tion were:

• to assess the effectiveness of different 
modalities of PrEP provision across various 
programmatic districts.

• to determine the successes and challenges 
faced by sub-recipients (SRs) and sex workers 
in the provision of PrEP.

For this evaluation, the following programme 
implementation processes were assessed: 

• Demand creation: giving eligible sex workers 
information about PrEP and benefits for them, 
and building their interest in possibly using 
PrEP to prevent contracting HIV.

• Initiation: the screening processes undertaken 
to assess eligibility to use PrEP, and then 
providing the first month’s supply of PrEP to 
eligible candidates.

SUMMARY
The Global Fund Sex Work Programme aims to prevent new HIV 
infections among sex workers in South Africa. Between 2019 and 2022, 
the programme was managed by principal recipient (PR) NACOSA 
and implemented by sub-recipients (SRs) in thirteen districts. One of 
the key components of the programme was to provide pre-exposure 
prophylaxis (PrEP), an HIV prevention method newly introduced in 
South Africa, to HIV negative sex workers to reduce new HIV infections. 
This evaluation assesses the processes that the programme used to 
support initiation, uptake, cycling and prevention- effective adherence 
with regards to PrEP, and makes recommendations about providing 
PrEP to sex workers in the future.

• Adherence support: supporting sex workers 
to effectively use PrEP by taking their medica-
tion daily, getting monthly refills, and making 
decisions about when they could take a break 
from the medication.

The evaluation followed the following principles 
in that it: had a human rights focus; was partici-
patory; was constituency-based in that it engaged 
sex workers as informants, site hosts, evaluators 
and gate openers, was inclusive of external and 
internal stakeholders; used a ‘realist’ lens to ex-
amine not only “what works?” and “what doesn’t 
work?” but “what works for whom, in what 
contexts, and how?”; was utilisation-focused so 
as to produce findings that are useful; was sex 
worker-friendly, non-stigmatising and ensured sex 
workers’ dignity.

To meet the evaluation objectives, a mixed-meth-
ods design was used. Qualitative methods 
included:

• a rapid literature review

• analysis of programme documents

• focus group discussions (FGDs) with sex 
workers and SR peer educators

• semi-structured interviews with SR staff, local 
key informants (KIs) and national KIs.

Quantitative methods included: 

• analysis of routine monitoring data

• administration of a mobile phone-based 
survey to those on PrEP and not, asking about 
PrEP uptake and usage

• participatory design/planning and analysis 
sessions held with SR staff and NACOSA 
staff.

Over 400 participants engaged in the qualitative 
enquiry across the 13 sites and at national level. 
There were 546 HIV negative survey respondents 
across the sites, some on PrEP and some not. 
The sample was diverse: 90% were female, 3% 
were male, 3% transgender female and 4% trans-
gender male; a total of 11% of those who partic-
ipated were not South African; about half (52%) 
of the respondents worked as a sex worker part-
time, and the other half (48%) worked full-time.

Ethical clearance was received from Pharma 
Ethics for this evaluation study. All engagements 
with evaluation participants, and between the 
Impact Consulting team members, were in line 
with national COVID-19 safety protocols.

Programme description
The programme provided sex workers with peer 
support, information and education, condoms 
and lubricant, group activities, and mobilised 
them to take-up biomedical, psychosocial and 
human rights services. Keeping HIV-negative 
sex workers negative was a key priority of the 
programme. The two main biomedical HIV pre-
vention methods which are appropriate for sex 
workers are i) condoms and lubricants, and ii) 
PrEP.

The programme was managed by NACOSA as 
the PR, with SRs responsible for direct service 
delivery to sex workers on the ground (one SR per 
district). Each implementation team consisted 
of a programme manager, clinical staff (profes-
sional and enrolled nurses), site coordinators, 
peer educators, HIV testing services (HTS) and 
linkage officers, as well as a social worker and 
social auxiliary workers. In terms of the PrEP 
service, the programme aimed to initiate and 
retain HIV-negative sex workers on PrEP. Different 
implementation models were used in districts 
based on negotiations with district and local de-
partments of health (DoH), as well as resources 
available.

Findings
The evaluation identified that SRs employed one 
of three modalities for the implementation of 
PrEP. These modalities are as follows:

• Modality 1: Provision of PrEP from the SR 
only, through both mobile and fixed clinics, SR 
staff (operating in five sites).

• Modality 2: Provision of PrEP from the SR in 
partnership with the Department of Health 
(DoH), from both mobile and fixed clinics by 
both SR and DoH staff (operating in six sites). 

• Modality 3: Provision of PrEP from the SR in 
partnership with DoH, from fixed clinics but 
NO mobile clinic, by both SR and DoH staff 
(operating in two sites).

There was remarkably high access to PrEP 
across the programme and participants agreed 
that PrEP was widely available. High avail-
ability and accessibility was experienced in 
all Modalities. All service locations within the 
programme were reported to offer a friendly and 
convenient service which was satisfactory to 
sex workers. The majority of staff that served 
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sex workers with regards to PrEP (regardless of 
whether a DoH or SR facility was used) were SR 
staff.

Whilst PrEP accessibility and availability was un-
affected by modality, these modalities did affect 
PrEP uptake and retention: the highest rates of 
uptake and PrEP users were in Modality 1 sites, 
and respondents were better informed about 
PrEP. Mobile clinics under Modality 1 were widely 
used and were an enabler for programme suc-
cess. The SR fixed clinics under Modality 1 were 
seldom used. In Modality 2 sites, the presence 
of an SR-DoH fixed clinic was appreciated, and 
more or less equal numbers used the fixed sites 
and the mobile. Fixed sites serviced by SR staff 
were preferred and sex workers’ experience was 
positive in this model, regardless of the facility 
being an SR or DoH one. DoH clinics without SR 
staff working there were seldom used by sex 
workers for PrEP. PrEP uptake and knowledge of 
PrEP were lowest at the two sites in Modality 3 
(no mobile clinics).

“Success” for the programme was defined by 
evaluation participants and in the literature as: 
sex workers being informed and empowered to 
choose whether or not to take PrEP when at risk 
of contracting HIV. 

The programme performed very well in creating 
demand for PrEP, as measured by sex workers’ 
knowledge about PrEP, and providing assistance 
to them to be initiated onto PrEP. To inform sex 
workers about PrEP and create demand, most 
SRs used every available avenue within the pro-
gramme, for example peer educators engaging 
with them regularly, during risk reduction work-
shops, and through small groups focusing on 
the topic of PrEP. HTS and linkage officers used 
the post-test counselling session when HIV tests 
were negative to inform sex workers about PrEP 
as a prevention method. Nurses also advocated 

PrEP. The evaluation found that beliefs and fear 
about side effects was the only misconception to 
be overcome. Medication packaging (ie, looking 
similar to ART packaging), taking a pill every day 
and stigma were all significant deterrents to sex 
workers choosing to initiate or remain on PrEP. 

Sex workers’ understanding of their risk profile 
played a substantial role in initiation, with virtually 
all sex workers on PrEP stating that they started 
PrEP because of knowing they were at risk of 
contracting HIV. Many also did so because of en-
couragement from peer educators and the desire 
to feel less stressed about being at risk when do-
ing their work. Sex workers who chose not to take 
PrEP mostly did not want to go on because of 
‘feeling healthy’ or because they did not want to 
take daily medication; these reasons were more 
prevalent than because of their perceived risk. 
Other reasons for not choosing PrEP was fear of 
HIV stigma, fear of side effects, perceived lack of 
access to the medication, and limited knowledge 
about it.

The survey data shows that the majority of sex 
workers who use PrEP use it consistently and re-
main on the medication. Only a small proportion 
cycle on and off. A need was identified for more 
training for peer educators and SR staff to be 
able to advise sex workers about cycling, which 
was not generally promoted. A better understand-
ing of risk factors and keeping risk profiles up to 
date would also be helpful in this regard.

Strategies that worked well to retain sex workers 
on PrEP included: following up with sex workers 
to remind and support them to attend check-up 
appointments and to get their refills. The tracking 
and monitoring systems for refills were manual 
for the most part, and time consuming. There is 
not yet an effective automated system in place to 
assist with individual tracking for refills.

Limited human resources affects the ability of 
the programme to extend its offering of PrEP 
more widely than it currently does, because staff 
are only able to service as many sex workers 
as is possible within their time and resource 
parameters. This was cited as a key challenge, 
as well as limited facilities and other resources. 
In particular, more mobile clinics were requested 
as these were sex workers’ preferred service 
delivery mechanism. Key enablers for success of 
the programme related to sex workers’ feeling a 
sense of empowerment in making informed and 
considered choices to stay healthy, having peer 

The evaluation found that, on the 
whole, sex workers were aware of 
their risk, informed about PrEP as a 
prevention method, and able to access 
PrEP initiation and refill services 
easily and without facing stigma if 
they chose to. This indicates that the 
programme has been successful in 
general according to this definition.

role models, trusting and supportive relationships 
with SR staff, easy access and convenience to 
obtain services (mobile clinics were particularly 
effective).

Key barriers for uptake and retention was experi-
encing or being afraid of side effects, and feeling 
pressure to initiate without enough space to think 
about their own decision. The unpredictable and 
often precarious lifestyle of many sex workers 
also makes taking daily medication a challenge, 
and fetching refills can be skipped because of the 
urgent need to work and make money, rather than 
go to a clinic. Anticipated stigma was a concern, 
and limited SR resources also limited the reach of 
the programme. Stockouts hampered delivery, as 
well as delays to obtain stock from DoH facilities.

Sex workers expressed that being on PrEP had 
had a positive effect on their lives. The main out-
comes reported were that:

• Sex workers had less fear of contracting HIV, 
even when engaging in risky behaviours or if 
risky incidents happened that were out of their 
control

• Sex workers felt more empowered and in con-
trol of their lives, which led to a more positive 
approach to life

• A more positive approach to life led to sex 
workers making healthier choices and thus 
being healthier.

From a programme management perspective, 
the working relationships were generally good 
between the PR and the SR, and sex workers ex-
perienced a trusting and supportive relationship 
with the SR staff. Relationships with DoH were 
reported to be mixed, but in most sites where 
SRs and DoH work together, the collaboration is 
effective in achieving programme aims.

Recommendations
1. More economic and modelling studies 

should be executed with good quality risk 
data to better understand the need and value 
for such a resource-intensive programme 
and to inform target setting, so that limited 
resources are utilised where most needed.

2. Demand creation should systematically use 
sex workers on PrEP to motivate their peers 
to get on PrEP, and IEC materials could be 
made more accessible. Continuous training 
of those providing information about PrEP 
is recommended and more knowledge is 
needed about the concept of cycling and how 
this links to risk – for staff and to then be 
imparted to sex workers to empower them 
to make choices about when and how to use 
PrEP.

The Global Fund/ Karin Schermbrucker
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3. It is vital that key population sensitisation of 
clinical and non-clinical staff at all govern-
ment clinics is continuously rolled out so sex 
workers feel comfortable to access govern-
ment services. Where possible, there should 
be a limited time period between sex workers 
testing negative, being offered PrEP and 
being initiated on PrEP if they are interested.

4. Prevention-effective adherence needs to 
be prioritised and the programme needs 
to focus on empowering sex workers with 
knowledge and skills to make healthy choic-
es, rather than pursuing a goal of all HIV-neg-
ative sex workers being on PrEP and staying 
on it forever. The risk profile tools used in the 
programme should be updated from a simple 
yes/no survey to a scaled response. Systems 
should be implemented to auto- generate 
reminders and improve the follow-up service. 
Finally, methods of refill delivery could be 
expanded to include provision on weekends 
and an e-Pharmacy service.

5. To decrease stigma because the medication 
looks like ARVs, many stakeholders felt a 
change in packaging is needed. An injectable 
form of PrEP was also highly supported.

6. Budgets must be adequate to cover trans-
port for programme activities so that peer 
educators do not need to use their minimal 
salaries to cover any programme costs.

7. Various improvements could be made to 
current national health systems to enable 
effective PrEP provision and the lessons from 
this programme are essential to be shared 
with Department of Health at the appropriate 
levels where they could be used.

8. Donors should align with the Key Population 
Health Implementation Plan when designing 
programmes so as to avoid duplication, 
identify and address gaps, and identify areas 
for collaboration, thereby maximising the 
outcomes of funds and resources.

Conclusion
The PrEP programme has been very successful in that it has made PrEP highly accessible to 
all HIV negative sex workers within the programme, regardless of the delivery modality. It 
has also provided education about PrEP to sex workers, and support to initiate and for 
prevention-effective adherence. Cycling on and off as a strategy for PrEP use is an area that 
requires more knowledge, and is a likely way to achieve even more success. Sustainability 
strategies, strategic target setting and better ways to assess and track risk could assist to 
ensure longevity and maximum value of the programme. On the whole, it is encouraging 
that PrEP is widely and easily available to sex workers as a discreet HIV prevention method 
which they have control over, and this service must be continued

The literature review was based on an online 
search for combinations of the key words “PrEP” 
and “sex workers” “enablers” and “barriers”, “up-
take”, “retention”, “discontinuation” and “cycling”. 
Preference was given to articles which originated 
from sub-Saharan Africa. However, due to the 
relatively new nature of the field of study, some 
studies from further afield were consulted, es-
pecially when they addressed issues which were 
not discussed in local literature.

Sex work and HIV risk
There are an estimated 150 029 sex workers in 
South Africa1. The majority of sex workers are 
female (91%)2. Sex workers carry the highest 
HIV burden of all key populations in South Africa, 
at an average prevalence of 56% for female 
sex workers3. The second South African Health 
Monitoring Study (SAHMS2)4 found that HIV prev-
alence ranged from 43% in Cape Town, to 58% in 
Johannesburg, to 78% in Durban. According to 
the ‘Thembisa 4.3’ model5, female sex workers 
also have the highest incidence of HIV amongst 
any group in South Africa at 5.5%6. However, 
there has been a 49.8% decline in incidence, from 

1John’s Hopkins district population size estimation exercise for sex workers and MSM, Unpublished
2 SANAC (2013) Estimating the size of the sex worker population in South Africa. Available at: http://www.sweat.org.za/wp-con-
tent/uploads/2019/09/Sex-Workers-Size-Estimation-Study-2013.pdf
3 Population Size Estimation and HIV Care and Treatment Cascades for female sex workers and men who have sex with men in 
South Africa, 2021. Data available at: https://shiny.dide.imperial.ac.uk/kpcascade/
4 The Aurum Institute, Anova Health Institute & UCSF (2019). The Second South African Health Monitoring Survey (SAHMS2), 
Results Summary Sheet: A Biological and Behavioural Survey Among Female Sex Workers, South Africa 2017–2018. Available 
at: https://auruminstitute.org/images/Docs/FSW_Summary_Sheet-cleared.pdf
5 The Thembisa 4.3 model is an integrated HIV/demographic mathematical model developed for South Africa. The inputs for 
the model are research data, survey data and programme data. There are limitations in the model’s predictive ability for HIV 
incidence in SWs. This is due to limited availability of accurate SW/FSW data in national HIV surveillance systems meaning that 
the data on which the model is based is not robust
 6 Stone, J., et al. (2021). Estimating the contribution of key populations towards HIV transmission in South Africa. Journal of 
the International AIDS Society, 24(1), e25650. Online at https://onlinelibrary.wiley.com/doi/full/10.1002/jia2.25650 
7 Aurum Institute, Anova Health Insititure and NICD (2018) South African Health Monitoring Survey: a biological and behavioural 
survey among female sex workers in South Africa, 2018 (SAHMS2): Final report.
8 USAID (2020). Gender-based violence as a barrier to HIV epidemic control. Available at: https://www.usaid.gov/global-health/
health-areas/hiv-and-aids/resources/gender-based-violence-barrier-hiv- epidemic-control

10.96% in 2010. Taken together, the prevalence 
and incidence rates demonstrate that the rate of 
HIV infection amongst the population of South 
African sex workers is very high, and that, while 
there has been a significant decline in new infec-
tions over the past decade, sex workers are still 
at extremely high risk of becoming infected with 
HIV. 

Sex between sex workers and their clients, 
and between clients and their non-paying 
partners contributes significantly towards 
new HIV infections in South Africa. A 2021 
study found that an estimated 22% of adult 
men in South Africa pay for sex, and that sex 
between sex workers and their paying clients 
contributed to 7% of new HIV infections in 
South Africa between 2010 and 20197. The 
same study estimated that sex between 
clients and their non-paid sexual partners 
contributed to 42% of new infections over the 
same period.

Some of the factors which increase sex 
workers’ vulnerability to new HIV infections 
are explored in the South African Health 
Monitoring Survey, 2018 (SAHMS2)8. The study 

LITERATURE REVIEW
The literature review describes the epidemiological and programmatic 
context for this evaluation, starting with a brief overview of sex work 
in South Africa, before describing PrEP as an HIV prevention tool for 
sex workers. Lessons learnt from implementation of PrEP programmes 
for sex workers, particularly in sub-Saharan Africa, are then explored, 
taking into consideration both barriers and enablers to PrEP use. The 
review concludes by considering the role of different modalities and 
programme elements which contribute to the availability, accessibility 
and acceptability of PrEP amongst sex workers.

https://shiny.dide.imperial.ac.uk/kpcascade/
https://onlinelibrary.wiley.com/doi/full/10.1002/jia2.25650
http://www.usaid.gov/global-health/health-areas/hiv-and-aids/resources/gender-based-violence-barrier-hiv-
http://www.usaid.gov/global-health/health-areas/hiv-and-aids/resources/gender-based-violence-barrier-hiv-
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which sex workers can use without the need 
for consent or approval from their clients and 
intimate partners.

PrEP is only indicated during periods of high 
risk of acquiring HIV. The South African HIV 
Clinician’s Society16 advises that “if a PrEP 
user’s risk changes, that is, declines, or one 
wishes to stop PrEP for any reason, it should 
be affirmed that PrEP is not a lifelong interven-
tion and that it is fine to stop. It is important 
to be aware that high PrEP adherence in the 
absence of risk for HIV acquisition is neither 
necessary nor advantageous. It is advised 
to take PrEP for up to 28 days after the last 
potential exposure to HIV. Clients should be 
invited to return to discuss PrEP at any point in 
future”.

Discontinuation & continuation
There is still limited research on cycles of PrEP 
discontinuation and continuation amongst all 
populations, including sex workers. A meta-anal-
ysis of 59 studies of PrEP from all continents17 
found that 41% of people who started taking 
PrEP discontinued it within six months. Amongst 
regions, Sub-Saharan Africa had the highest six-
month discontinuation rate at 47.5%.

Discontinuation rates were lowest amongst gay 
and bisexual men and transgender women, but 
were high amongst all other groups, including 
female sex workers, people who inject drugs, 
and at-risk heterosexuals. Of relevance to this 
evaluation, discontinuation rates were lower 
when adherence support was provided18. In the 
minority of studies that continued to follow peo-
ple after they stopped PrEP, 47% of people who 
were followed for more than a year eventually 
re-started it19.

16 Zhang, J et. Al. (2022) Discontinuation, suboptimal adherence and reinitation of oral pre-exposure prophylaxis: a global sys-
tematic review and meta-analysis, Lancet, V9(4), April 1, 2022. http://www.doi.org/10.1016/S2352-3018(22)00030-3
17 Zhang et al. (2022) ibid
18 Zhang et al. (2022) ibid
19 Bekker L-G, Brown B, Joseph-Davey D, et al. Southern African guidelines on the safe, easy and effective use of pre-exposure 
prophylaxis: 2020. S Afr J HIV Med. 2020;21(1), a1152. https://doi.org/10.4102/sajhivmed.v21i1.1152
20 Koss CA, Havlir DV, Ayieko J, et al. (2021). HIV incidence after pre-exposure prophylaxis initiation among women and men at 
elevated HIV risk: A population-based study in rural Kenya and Uganda. PLoS Med. 2021;18(2): e1003492. doi:10.1371/journal.
pmed.1003492
21 Mutegi J et al. (2020). Monitoring characteristics of episodic HIV pre-exposure prophylaxis (PrEP) use among over 40,000 
clients in sub-Saharan African countries prescribed daily oral PrEP: Indefinite, continuous use neither the reality nor the goal, 
23rd International AIDS Conference (AIDS 2020: Virtual), abstract OAE07, 2020
22 Rousseau E et al. Adolescent girls and young women’s PrEP-user journey during an implementation science study in South 
Africa and Kenya. PLOS One, 14 October 2021, doi: 10.1371/journal.pone.0258542
23 Venter, W. (2018). Pre-exposure Prophylaxis: The Delivery Challenge, Frontiers in Public Health, V6. DOI=10.3389/
fpubh.2018.00188
24 Haberer, J. E., Bangsberg, D. R., Baeten, J. M., Curran, K., Koechlin, F., Amico, K. R., Anderson, P., Mugo, N., Venter, F., Goico-
chea, P., Caceres, C., & O’Reilly, K. (2015). Defining success with HIV pre-exposure prophylaxis: a prevention-effective adherence 
paradigm. AIDS (London, England), 29(11), 1277–1285. https://doi.org/10.1097/QAD.0000000000000647

A distinction must be made between “event-driv-
en” or “on-demand” PrEP which is indicated for 
men who have sex with men, but is contra-indi-
cated for women (as tissue drug concentrations 
take longer to reach steady states in the vaginal 
mucosa compared to the anal mucosa20), and 
pausing and restarting PrEP in response to 
fluctuating risk. Pausing and restarting PrEP, also 
referred to as “cycling on and off” has been found 
to be common amongst different groups of PrEP 
users in sub-Saharan Africa. For example, the 
SEARCH study in Kenya and Uganda, found that 
83% of study participants (people at high risk for 
HIV) cycled off PrEP at least once, and that half 
of them later reinitiated21. Similar patterns were 
found in Tanzania and Lesotho (amongst a mix of 
key and vulnerable populations)22, and amongst 
adolescent girls and young women (AGYW) in 
South Africa23, based on a range of factors, but 
primarily according to changes in perceived HIV 
risk. These studies suggest that indefinite, con-
tinuous use of PrEP is neither the goal, nor the 
reality.

However, PrEP providers who are used to manag-
ing HIV-positive patients on antiretroviral therapy, 
may lack the necessary degree of nuance in their 
messaging and communication to sex workers 
on the possibilities for effective cyclical use of 
PrEP. As Venter (2018) notes, “programmes are 
often measured against “loss to follow up,” simi-
lar to treatment programmes, and the movement 
off PrEP when leaving a cycle of risk is reported 
as a programme failure. In addition, health work-
ers have a long tradition of admonishing patients 
who are “non-compliant” or interrupt therapy in 
other chronic diseases, and this has been seen in 
some of our programmes with PrEP”24.

made several key findings regarding sex 
workers’ HIV vulnerabilities, as well as the 
reach of HIV services for sex workers which 
are relevant to this evaluation:

Only two-thirds of female sex workers report-
ed using a condom the last time they had 
sex with each of their last three paying sex 
clients.

A significant proportion of women reported 
being physically assaulted at least once in 
the 12 months preceding the survey. The 
proportion of women reporting this ranged 
from 22% in Johannesburg to 25% in Cape 
Town to 28% in Durban. These findings are 
relevant as violence, or the threat thereof, not 
only increases sex workers’ vulnerability to 
acquiring HIV, but may also play a role in sex 
workers’ decisions regarding PrEP initiation 
and adherence9. For example, focus groups 
with sex workers in Kisumu, Kenya10 revealed 
that violence interacted with substance use 
to increase HIV vulnerability. As is common in 
Sub-Saharan Africa, sex work in Kisumu often 
takes place in environments where alcohol is 
served, and other substances are also used. 
Substance use, combined with stigma towards 
sex workers, exacerbates sexual and physical 
violence towards sex workers, thus increasing 
HIV risk through condomless sex. The sex 
workers in the Kisumu study recognised 
that PrEP could protect them from acquiring 
HIV in the context of their high-risk working 
environments.

Less than half of the HIV-negative female sex 
workers in Cape Town (31%) and in Durban 
(38%) were aware of the availability of PrEP 
and its benefits in reducing the risks of HIV 
transmission. A higher percentage of HIV-
negative female sex workers in Johannesburg 
(54%) were aware of PrEP availability and its 
use.

9 Bazzi, A. R., Yotebieng, K., Otticha, S., Rota, G., Agot, K., Ohaga, S., & Syvertsen, J. L. (2019). PrEP and the syndemic of sub-
stance use, violence, and HIV among female and male sex workers: a qualitative study in Kisumu, Kenya. Journal of the Interna-
tional AIDS Society, 22(4), e25266. https://doi.org/10.1002/jia2.25266
10 ANOVA et al. (2020). South Africa Health Monitoring Survey: A biological and behavioural survey amongst female sex work-
ers, 2018 (SAHMS2), unpublished
11 World Health Organization. (2015). Policy brief: pre-exposure prophylaxis (PrEP): WHO expands recommendation on oral 
pre-exposure prophylaxis of HIV infection (PrEP). World Health Organization. https://apps.who.int/iris/handle/10665/197906
12 Ghayda RA, et al. (2020). A Review of Pre-Exposure Prophylaxis Adherence among Female Sex Workers. Yonsei Med 
J.;61(5):349-358. doi: 10.3349/ymj.2020.61.5.349. PMID: 32390358; PMCID: PMC7214109.
13 Ghayda RA, et al. (2020). A Review of Pre-Exposure Prophylaxis Adherence among Female Sex Workers. Yonsei Med 
J.;61(5):349-358. doi: 10.3349/ymj.2020.61.5.349. PMID: 32390358; PMCID: PMC7214109.
14 Eakle, R. et al. (2019). “I am still negative”: Female sex workers’ perspectives on uptake and use of daily pre-exposure prophy-
laxis for HIV prevention in South Africa, PLOS One, https://doi.org/10.1371/journal.pone.0212271
15 https://sahivsoc.org/Subheader/Index/prep-resources

Amongst those who were HIV-negative and 
had heard of PrEP, sex workers were asked 
if they had ever started using PrEP: 24.5% of 
those replied ‘yes’, while 75.5% replied ‘no’11.

In the South African National Sex Worker 
HIV Plan 2019-2022, peer educators (PEs) 
are considered the backbone upon which the 
sex worker community is accessed to enable 
service delivery, including PrEP. However, 
the survey findings point to the low reach of 
peer educator programmes in all three cities 
(22% in Cape Town; 35% in Durban; 54% in 
Johannesburg).

PrEP and sex workers
In 2015, the World Health Organization (WHO) 
issued a strong recommendation that HIV-
negative people at substantial risk of HIV 
infection should be offered daily oral PrEP as 
part of a combined HIV prevention strategy12. 
WHO recommends that PrEP should be 
scaled up for populations where the inci-
dence of HIV is 3% or greater (as noted above, 
incidence amongst female sex workers in 
South Africa is estimated at 5.5%). Daily PrEP 
use reduces the risk of contracting HIV from 
sex by more than 90% when it is taken consis-
tently. However, when taken inconsistently or 
erratically, the level of protection against HIV 
decreases13.

PrEP has been described as an empowering 
approach with which to ensure self-protection, 
health and wellbeing among sex workers14. 
PrEP is of particular value for sex workers giv-
en their high vulnerability to HIV due to a range 
of behavioural, social and structural factors 
including challenges with ensuring consistent 
use of condoms by clients, physical and sexual 
violence, substance use, stigma, criminali-
sation of sex work, and police harassment15. 
PrEP is a discreet HIV prevention method 

http://www.doi.org/10.1016/S2352-3018(22)00030-3
https://apps.who.int/iris/handle/10665/197906
https://doi.org/10.1371/journal.pone.0212271
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When PrEP was launched in South Africa 
in 2016, sex workers were the first group to 
receive it28. The first South African National Sex 
Worker HIV, TB and STI Plan 2016-2019 set a 
target of providing PrEP to 3000 sex workers 
by 2019, and this target was exceeded with 
6205 sex workers receiving PrEP by then. The 
second South African National Sex Worker HIV, 
TB and STI Plan 2019-2022 sets a target of initi-
ating 14 200 sex workers on PrEP by 202229.

At the time of this evaluation, PrEP was avail-
able to sex workers through donor-funded key 
population services (primarily funded by Global 
Fund and PEPFAR). NDoH is in the process of 
rolling out PrEP to all public health facilities. 
From the latest available data, in January 2021, 
PrEP was reported to be available at 36% of 
health facilities, with 69% of sub-districts hav-
ing at least one facility providing PrEP30.

Sub-optimal uptake of PrEP
In 2020, the South African HIV Clinician’s 
Society observed that “with the highest HIV 
incidence in the world, PrEP use in the South 
African population remains unacceptably low 
and insufficient to reach its full impact as an 
HIV control measure”31. In other words, PrEP 
is not yet used at a sufficient rate in South 
Africa to reduce new HIV infections in order to 
contribute to eliminating HIV as a public health 
threat by 2030. The HIV Clinician’s Society 
PrEP guidelines recommend that to realise the 
full value of this prevention tool, PrEP must be-
come more accessible. Specifically, the guide-
lines recommend reduced clinical and health 
system barriers to simplify PrEP initiation and 
administration (eg same-day PrEP).
South Africa appears to not be alone in experi-
encing low uptake and use of PrEP by sex work-
ers. Although multiple clinical trials have indicat-
ed that sex workers are interested in PrEP, this 
willingness is not always translated into initiation 
onto PrEP or continued use of the medication32.  

28 SANAC (2019). South Africa’s National Sex Worker HIV, TB and STI Plan 2019-2022. Available at: https://www.nacosa.org.za/
wp-content/uploads/2021/11/SA-NATIONAL-SEX-WORKER-HIV-TB-STI-PLAN-PRINT.pdf
29 Green, A. (2021). HIV prevention pill available at 36% of public healthcare facilities, says Health Department, Spotlight NSP. 
Available at: https://www.spotlightnsp.co.za/2021/02/02/hiv-prevention- pill-available-at-36-of-public-healthcare-facilities-says-
health-department/
30 Bekker L-G, Brown B, Joseph-Davey D, et al. Southern African guidelines on the safe, easy and effective use of pre-exposure 
prophylaxis: 2020. S Afr J HIV Med. 2020;21(1), a1152. https://doi.org/10.4102/sajhivmed.v21i1.1152
31 Ghayda RA, et al. (2020). A Review of Pre-Exposure Prophylaxis Adherence among Female Sex Workers. Yonsei Med 
J.;61(5):349-358. doi: 10.3349/ymj.2020.61.5.349. PMID: 32390358; PMCID: PMC7214109.
32 Ghayda RA, et al. (2020). ibid
33 Baral et al. (2013) Modified social ecological model: a tool to guide the assessment of the risks and risk contexts of HIV 
epidemics, BMC Public Health 2013, 13:482 http://www.biomedcentral.com/1471-2458/13/482
34 Baral et al. (2013) Modified social ecological model: a tool to guide the assessment of the risks and risk contexts of HIV 
epidemics

A global review of studies on PrEP and sex work-
ers found that use of PrEP has been shown to be 
variable depending on the context33; some of the 
reasons for this are discussed below.

Facilitators & barriers
Facilitators and barriers to PrEP use are multiple, 
complex and inter-related, and operate on several 
levels. A modified social-ecological model can 
be used to analyse the different levels at which 
these facilitators and barriers operate. 

The modified social-ecological model has 
been posited as a way of visualising multi-level 
domains of HIV infection risks and informing 
research in HIV epidemiology and prevention 
sciences, particularly for key populations34. The 
model proposes five levels: individual, network, 
community, policy, and stage of the HIV epidemic 
(see Figure 1 below).

The fifth level in the modified socio-ecological 
model is the stage of the HIV epidemic, in other 
words, the epidemiological context in which the 
first four levels play out. For the PrEP programme, 
the main considerations at this level are the fact 
that South Africa has a mixed epidemic with high 
prevalence within the general population, but 
even higher prevalence amongst key populations, 
with sex workers having the highest prevalence 
of all key population groups. As noted above, inci-
dence amongst sex workers is declining, but still 
high. Furthermore, sex workers’ clients also have 
high prevalence of HIV, and contribute consider-
ably to new HIV infections in South Africa.

PrEP implementation with sex workers in South 
Africa and in sub-Saharan Africa, where the so-
cio-economic and epidemiological contexts are 
similar (outside of the context of research trials 
and demonstration projects) is still relatively new, 
with most programmes having been in existence 
for less than five years. Implementation research 
into the facilitators and barriers to PrEP use 

The goal for PrEP use should therefore see 
the alignment of PrEP use with periods of risk, 
rather than consistent use indefinitely. The goal 
of “prevention-effective adherence” is probably 
more appropriate; this goal accounts for dynamic 
behaviour, circumstances, and use of alternative 
HIV prevention tools (eg condoms, use of ART 
by known HIV-positive partners) over time25. 
However, the challenge is that prevention-effec-
tive adherence depends on the ability of the user 
to understand and respond to changes in their 
risk of HIV acquisition.

25 National Department of Health (2020). Guidelines for the provision of pre-exposure prophylaxis (PrEP) to persons at substan-
tial risk of HIV infection. Available at: https://www.prepwatch.org/resource/south-african-guidelines-prep-2020/
26 SANAC (2019). South Africa’s National Sex Worker HIV, TB and STI Plan 2019-2022. Available at: https://www.nacosa.org.za/
wp-content/uploads/2021/11/SA-NATIONAL-SEX-WORKER-HIV-TB-STI-PLAN-PRINT.pdf
27 Pilane, P. (2016). Sex worker’s new tools of the trade. Bhekisisa. Available at: https://bhekisisa.org/article/2016-11-29-tools-
of-the-trade-sex-workers-preped-for-business/

PrEP and sex workers in South Africa
South Africa has an enabling policy environ-
ment for PrEP, with the National Department 
of Health (NDoH) having issued Guidelines 
for the Provision of Pre-exposure Prophylaxis 
to Persons at Substantial Risk of HIV Infection, 
in 2020. The Guidelines recognise sex workers 
in South Africa as being at substantial risk26.

The National Strategic Plan (NSP) for HIV, TB 
and STIs, 2017-202227 prioritises PrEP for iden-
tified risk populations, including sex workers, 
under Goal 1 (Accelerate prevention to reduce 
new HIV and TB infections and STIs). The NSP 
pledges to create demand and raise awareness 
of PrEP. The NSP also recommends implemen-
tation science to determine best programmatic 
practices.

PUBLIC POLICY
Content and implementation of policies promote 

or decrease ability to decrease HIV risk

COMMUNITY
Determines the access to safe & competent 

prevention, treatment & care services. Can promote
 health & wellbeing or reinforce stigma & discrimination

INDIVIDUAL
Biological or behavioural factors 

associated with acquisition or 
transmission risks

SOCIAL & SEXUAL 
NETWORKS

1. Group of people who are predisposed to risk 
based on sexual/parenteral exposures

2. Family & social networks can provide social 
support or reinforce protective social norms

HIV EPIDEMIC STAGE
Prevalent transmission of HIV in the population

Stage of 
Epidemic

Public Policy Community Network Individual

LEVEL OF RISKS

Figure 1: Modified social-ecological model for HIV risk in vulnerable populations

http://www.nacosa.org.za/wp-content/uploads/2021/11/SA-NATIONAL-SEX-WORKER-HIV-TB-
http://www.nacosa.org.za/wp-content/uploads/2021/11/SA-NATIONAL-SEX-WORKER-HIV-TB-
http://www.spotlightnsp.co.za/2021/02/02/hiv-prevention-
http://www.biomedcentral.com/1471-2458/13/482
https://www.prepwatch.org/resource/south-african-guidelines-prep-2020/
http://www.nacosa.org.za/wp-content/uploads/2021/11/SA-NATIONAL-SEX-WORKER-HIV-TB-
http://www.nacosa.org.za/wp-content/uploads/2021/11/SA-NATIONAL-SEX-WORKER-HIV-TB-
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amongst sex workers in South Africa, and further 
afield, is starting to emerge, and can be used to 
inform ways in which PrEP programmes can be 
more effective.

Analysis of this research reveals both facilitators 
and barriers to PrEP uptake, initiation and adher-
ence at the levels of: the individual, social and 
sexual networks, community and programmes, 
and policy. The barriers and facilitators are 
classified according to the levels of the modified 
social-ecological study, and are summarised in 
the tables below. For the purpose of this literature 
review, emphasis is placed on PrEP programmes 

which have actually been implemented (ie either 
demonstration or ‘real-world’ programmes), as 
opposed to feasibility studies conducted prior to 
the introduction of PrEP.

Many of the facilitators and the barriers cited be-
low are amenable to programmatic intervention 
and point the way to PrEP programme adaptation 
and strengthening. These facilitators and barriers 
are explored further and validated against the 
South African setting in this evaluation.

BARRIERS COUNTRY SOURCE
Individual

Fear of side effects, or actual side effects
Zimbabwe Busza J, et al (2020)
South Africa Pillay D, et al (2020)
Kenya Mack N, et al (2014)

Substance use Kenya Van der Elst EM, et al (2013)
Mobility and unpredictable schedules Kenya Van der Elst EM, et al (2013)

Negative attitude to daily oral PrEP use
Mexico Pines HA, et al (2018)
South Africa Pillay D, et al (2020)

Social and sexual networks

Stigma: perception by others (sex workers, intimate partners) that PrEP users 
are on ARVs

Kenya Izulla P, et al (2016)
Kenya Van der Elst EM, et al (2013)
South Africa Pillay D, et al (2020)
South Africa Eakle R, et al (2018)

“Syndemics” (mutually reinforcing epidemics of substance abuse and physi-
cal and sexual violence) Kenya Bazzi, AR et al (2019)

Community/programmes

Barriers at public health facilities: long waiting times, provider attitudes, 
provider discomfort talking about sex, provider lack of skills to provide PrEP 
communication and counselling

South Africa Venter, W (2018)

Description of side effects in IEC materials Zimbabwe Busza J, et al. (2020)

Extreme poverty and material and food insecurity mean that short terms 
survival needs take precedence

Global Ghayda RA, et al. (2020)
Zimbabwe Busza J, et al (2020)
Zimbabwe Matambanadzo P, et al (2021)
South Africa Eakle R, et al (2018)
USA Ransome Y, et al (2018)

Policy

Criminalisation of sex work led to sex workers being arrested, which in turn 
affected PrEP adherence South Africa Human Rights Watch (2019)

FACILITATOR / MOTIVATOR COUNTRY SOURCE
Social and sexual networks

Encouragement from people in social networks, eg friends, family, fellow sex 
workers

South Africa Pillay D, et al (2020)
South Africa Eakle R, et al (2019)

Support for HIV prevention by brothel leadership Nigeria Okafor U, et al (2017)
Threat of sexual violence South Africa Eakle R, et al (2018)
Community/programmes

Integrating of PrEP within existing HIV/SRH services for sex workers
South Africa Eakle R, et al (2018)
Global Ghayda RA, et al. (2020)

Service providers who are knowledgeable and positive about PrEP Zimbabwe Busza J, et al (2020)
Introduction within familiar and trusted “friendly" services tailored for SWs Zimbabwe Busza J, et al (2020)
Structured adherence support from health care providers and peer educators Zimbabwe Busza J, et al (2020)

Messaging from faith leaders to destigmatise sex work, HIV and PrEP
Zimbabwe Matambanadzo P, et al (2021)
South Africa Eakle R, et al (2018)
USA Ransome Y, et al (2018)

Table 1: Barriers & facilitators to PrEP use & adherence for sex workers using the modified social-ecological model

PrEP has been described as an 
empowering approach with which 
to ensure self-protection, health and 
wellbeing among sex workers

Photograph: Centre for Positive Care
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Keeping HIV-negative sex workers negative was 
a key priority of the programme. The two main 
biomedical HIV prevention methods which are 
appropriate for sex workers are i) condoms and 
lubricants, and ii) PrEP.

The programme mobilised sex workers to test for 
HIV, and HIV-negative sex workers were then pro-
vided with information around PrEP and provided 
with HIV risk reduction information and methods. 
Clinical consultations, peer mobilisation and 
psychosocial support identified HIV- negative sex 
workers that were willing to be initiated on PrEP. 
The programme aimed to initiate and, more im-
portantly, retain as many HIV-negative sex work-
ers on PrEP as possible. Targets for PrEP sites 
were staggered through the grant period. PrEP 
was successfully provided in thirteen programme 

districts, using different implementation models 
in each district based on negotiations with dis-
trict and local departments of health (DoH), as 
well as resources available. Different modalities 
of PrEP implementation were associated with 
different implementation successes and chal-
lenges in each district.

The programme was managed by NACOSA as 
the PR, with SRs responsible for direct service 
delivery to sex workers on the ground (one SR 
per district). Each implementation team consist-
ed of a programme manager, clinical staff (pro-
fessional and enrolled nurses), site coordinators, 
peer educators, HIV testing services (HTS) and 
linkage officers, as well as a social worker and 
social auxiliary workers.

PrEP IN THE SEX  
WORK PROGRAMME
The Sex Work programme funded  by the Global Fund was grounded in a 
district saturation approach in fourteen districts with the aim of reaching 
all or the highest percentage possible (95%) of the estimated sex worker 
population in that district. The programme aimed to reach a cohort of 
32 273 sex workers in Year 1, increasing to 36 417 in Years 2 and 3. The 
programme provided sex workers with peer support, information and 
education, condoms and lubricant, group activities, and mobilised them 
to take-up biomedical, psychosocial and human rights services.

• HIV self-screening
• Pregnancy testing
• Annual Pap smear
• Emergency 

contraception
• PrEP, PEP, ART, VL 

monitoring
• PMTCT, TOP
• PPT for STIs

• TB preventative 
therapy & 
treatment

• Hepatitis B 
screening & 
immunization

• Mental health 
services

• Hormone therapy
• Rectal care

• Peer education 
& navigation

• Condoms & 
lubricant

• HIV Testing 
Services

• Risk 
assessments

• TB and STI 
screening

• Community 
empowerment

• Dignity packs
• Gender, power & 

condom negotiation 
• Economic 

empowerment
• Reporting human 

rights violations

• Sensitizing health care 
workers & HTA

• Legal services 
• Post-violence care
• Interventions for young 

people who sell sex
• HIV service uptake for 

clients and partners
• Referral to Sisonke

• PrEP use support 
• Psychosocial 

support
• Peer-led 

adherence support
• Parenting 

• Harm reduction
• Substance use 

support 
• Harm reduction 

for SW who inject 
drugs

• Risk reduction 
counselling

• Social 
mobilization

• Psychosocial 
Support

• PrEP demand 
creation

SEX WORKER 
HELPLINE

NATIONAL SEX 
WORKER PLAN

FEMALE, MALE & 
TRANSGENDER 

GBV 
screening & 
awareness

STRUCTURAL

Figure 2: Sex Work Programme Graphic

POLOKWANE PrEP AMBASSADOR
Fatuma (not pictured), a sex worker from Polokwane, was initiated on 
PrEP by sub-recipient organisation, Centre for Positive Care (CPC). 
Following health education from peer educators, Fatuma convinced 
her partner to visit the organisation for HIV testing. Her partner tested 
HIV positive and was immediately linked to treatment. The couple were 
provided with extensive support on how to live as a discordant couple. 
Fatuma has remained on PrEP, becoming a PrEP ambassador for CPC: 

“I recommend PrEP to all people who are at risk as it has allowed 
me to enjoy myself with my partner without thinking about getting 
infected. I advise people to be consistent with PrEP, taking it daily 
and at the same time. I even have a baby who is negative due to 
adherence from both my partner and myself . I have also referred a 
lot of people on PrEP especially discordant couples like myself who 
have the same testimonies as they have remained negative despite 
their partner being positive.”

Photograph: The Global Fund/ Karin Schermbrucker
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Approach
The evaluation was undertaken using the follow-
ing principles: 

• a human rights focus
• participatory (which included building capaci-

ty via participation)
• constituency-based, by engaging sex workers 

as informants, site hosts, evaluators and gate 
openers

• inclusivity of both external and internal 
stakeholders

• a ‘realist’ lens to examine not only “what 
works?” and “what doesn’t work?”, but “what 
works for whom, in what contexts, and how?”

• utilisation-focused in order to follow process-
es and produce findings that are useful sex 
worker-friendly, non-stigmatising and treating 
sex workers with dignity.

• sex worker-friendly, non-stigmatising and 
treating sex workers with dignity.

Design
To meet the above evaluation objectives, a 
mixed-methods design was utilised.

Qualitative methods included: 

• a rapid literature review

• analysis of programme documents

• focus group discussions (FGDs) with sex 
workers and SR peer educators

• semi-structured interviews with SR staff, local 
key informants (KIs) and national KIs.

Quantitative methods included: 

• analysis of routine monitoring data

• administration of a mobile phone-based 
survey (administered face-to-face to a sample 
of HIV-negative sex workers by SR peer educa-
tors from the local area who were trained by 
the Impact Consulting team, with the informa-
tion immediately captured into a smartphone).

Participatory design/planning and analysis ses-
sions were also held with SR staff and NACOSA 
staff.

Pilot
Pilot process and outcomes
The data collection tools were piloted during 
a site visit to the agreed pilot site: Centre for 
Positive Care (CPC) West Rand in January 2022. 
The pilot was conducted according to the same 
planning and data collection processes as all 
sites outlined in the fieldwork plan. Draft data 
collection tools were piloted with evaluation 
participants, after which the fieldwork team was 
debriefed about their experiences and tools were 
revised based on this.

Adaptions to data collection tools
The main adaptations focused on clustering the 
questions in the interview and focus group tools 
according to the process flow of administering 
PrEP: 

1. Demand and interest creation

2. Initiation onto PrEP

3.	 Adherence support. Questions in the data 
collection tools were also de-duplicated and 
streamlined.

METHODOLOGY
The primary purpose of this process evaluation was to provide 
observations on the effectiveness of PrEP, and strengths and 
weaknesses of different modalities for providing PrEP to sex workers 
implemented by SRs of the programme.

The two chief objectives of the process 
evaluation were to:
1. Assess the effectiveness of different 

modalities of PrEP provision across 
various programmatic districts.

2. Determine the successes and 
challenges faced by SRs and sex 
workers in the provision of PrEP.

Training overview
There were two types of training undertaken: one 
for peer educators on how to administer the sur-
vey (including content and technical training) and 
one for the evaluation team on how to train and 
supervise the peer educators, as well as how to 
undertake the qualitative data collection accord-
ing to the evaluation protocols and ethics.

The peer educators’ training was conducted in an 
experiential way, using roleplays, debriefing after 
the roleplays, and then conducting observed 
pilots in different field settings. A final session 
of the training was held with the peer educators 
to debrief the pilot experience of administering 
the survey, answer any content or technical 
questions, identify lessons for administering 
the survey, and make final plans for the survey 
administration.

The evaluation team was trained by the pilot 
team, who shared their experiences in the field, 
and proposed tips for success and challenges 
to watch out for. The fieldwork team was taken 
through each tool, with questions and discus-
sions about translations and how to elicit rich 
responses from different groups, with particular 
focus on the survey and how to train the peer 
educators. Fieldwork logistics and administrative 
requirements were also relayed to the team, and 
templates shared for data capture and admin-
istrative functions (eg logging of receipts and 
attendance registers etc).

Data collection
Fieldwork was conducted in all 13 districts 
where the programme was implemented. Impact 
Consulting worked with the SRs to set up field 
research.

The fieldwork teams were paired and assigned to 
districts based primarily on their ability speak the 
relevant vernaculars required during fieldwork. 
Their relative levels of experience, their location 
and travel requirements were also considered 
when finalising pairings.

Fieldwork at each site took place over three days, 
with an additional half day made available for 
travel and to account for any plans that needed 
to be adjusted. Fieldwork took place in January 
and February 2022.

All fieldwork was carefully designed in 

conjunction with relevant partners and partic-
ipants, and the evaluation team attempted at 
all times to be unobtrusive and accommodate 
participants’ schedules, whilst striving to meet 
the evaluation timeframes. Assistance from the 
SRs was received for scheduling and hosting 
focus groups, interviews and workshops, and 
for administering the mobile phone-based 
questionnaire.

Sample
Qualitative sample
Details of final samples for SR, local KI and 
national KI interviews are included in Annex 
2 together with the sample of PEs included in 
FGDs. A guideline for sampling of sex workers 
for participation in focus group discussions was 
used to ensure a representative group of sex 
workers on and off PrEP from all sub-districts. 
Two groups per sub-district were selected (one 
group for sex workers currently on PrEP, one for 
those not currently on PrEP – including those 
who had used and discontinued, and those who 
had never used). Each focus group included be-
tween eight to ten sex workers per group. Further 
detail on the sampling process together with final 
samples included for each district are available 
in Annex 2. Over 400 participants engaged in the 
qualitative enquiry.

Quantitative sample
A sample of 546 sex workers were included in 
the evaluation. Survey respondents were diverse: 
90% were female, with male (3%), transgender fe-
male (3%) and transgender male (4%) making up 
the remainder. Around half the respondents were 
aged between 25 and 35 years old, with 29% 
between 18 and 24 years old, and the remainder 
over 36 years old. Only 2% were over the age of 
50. A total of 11% of those who participated were 
not South African.

A sample of 546 sex workers were 
included in the evaluation: 90% 
were female, 3% were male 3% were 
transgender female and 4% were 
transgender male.



2120 FINDINGSPrEP FOR SEX WORKERS EVALUATION 2022

Data analysis
Primary quantitative data analysis
Survey data was analysed using R-based soft-
ware. This included chi-squared and ANOVA 
comparative analysis. Key independent variables 
were tested against dependent variables. Where 
significance was detected, the data was analysed 
in detail, and displayed using Excel pivot tables 
to show overall results and key cross-tabulations. 
Modality and site/district were consistently used 
as significant determinants and cross-tabulated 
against all major indicators.

Qualitative analysis
The qualitative data was analysed thematically 
according to the key evaluation question areas 
that emerged from the terms of reference, partici-
patory planning, tool development, and the pilot.

Data and methodological triangulation was 
used to enhance the confidence and reliability of 
findings. Subjective experiences are reported as 
such. Data has been reported for the programme 
as a whole, and disaggregated by site, province 
or PrEP delivery Modality as necessitated by 
differences in the findings.

Analysis workshop and site validation
Initial data analysis to discuss findings was pre-
sented in a participatory analysis and reflection 
workshop on 31 March 2022, attended by SRs 
and NACOSA. At this session, each SR had a 
chance to validate their site profile and clarify any 
information that may have been contradictory 
or unclear, or to request further analyses to be 
conducted. They were also asked to reflect on the 
findings and provide interpretations. On 27 May, 
final findings were shared and further input on 
received from SRs, and recommendations were 
discussed together.

Ethical considerations
Impact Consulting submitted an application to 
Pharma Ethics for ethical approval for this evalu-
ation. Conditional ethical approval was received 
in January 2022, pending minor, non- substantial 
edits. Impact Consulting decided to commence 
fieldwork at this stage in order to meet project 
deadlines. Final ethical approval was received in 
February 2022.

PrEP implementation
In this section, we describe how PrEP is delivered 
across the programme, identifying three key “mo-
dalities” across the 13 sites. These are specific 
combinations of the various delivery methods 
available for PrEP demand creation, initiation, 
and retention. The methods include SR mobile 
clinics, SR fixed clinics, DoH mobile clinics and 
DoH fixed clinics, with consideration as to which 
staff provide the PrEP services at each of the 
facilities. The three modalities are:

Provision of PrEP from the SR only, through both 
mobile and fixed clinics by SR staff.

Provision of PrEP from the SR in partnership with 
the Department of Health (DoH), from both mo-
bile and fixed clinics by both SR and DoH staff.

Provision of PrEP from the SR in partnership with 
DoH, from fixed clinics but NO mobile clinic, by 
both SR and DoH staff.

General Department of Health (DoH) partnership 
arrangements are described below, and then 
each Modality is described and how it has been 
working across the sites where it applies. All the 
findings in this section have been compiled from 
SR descriptions of the process, peer educator 
group interviews, and in some instances from 
local key informant interviews.

DoH partnership arrangements 
In all thirteen implementation districts, SRs have 
some form of partnership with the District DoH. 
At a minimum, the partnership consists of:

• A Memorandum of Understanding (MOU) 
or Service Level Agreement (SLA) with the 
Provincial/District DoH (this is a requirement 
of the grant, in the interests of a coordinated 
and sustainable HIV response)

• PrEP medication stored at a DoH Pharmacy

• National Health Laboratory Services used for 
all blood tests (eg creatinine clearance)

• SRs report their PrEP figures to District DoH, 
and to NDoH through Clinton Health Access 
Initiative (CHAI)

• In some districts, data capturers from the SR 
upload PrEP data using Tier.net at the health 
facility

• In some districts, SR staff are based at a 
government health facility to provide clinical 
services to sex workers.

The majority of demand creation, initiation and 
retention activities are conducted by SR staff. In 
a few districts, some activities which require a 
professional nurse (ie drawing of blood and dis-
pensing of PrEP) are performed by DoH nurses.

PrEP roll-out 
The table on the next page describes the key pro-
cesses for PrEP, the activities within them, and 
where and by whom they were delivered.

The main differences in the three different mo-
dalities are with regards to where and by whom 
PrEP processes were offered. 

FINDINGS
The evaluation was emergent to a degree, in that evaluation 
questions emerged and were shaped as findings emerged, and as the 
purposes and uses of the evaluation were made explicit. The findings 
section, therefore, aims to answer the original evaluation questions, 
and to present evidence about the programme processes more 
broadly, so that this information has utility across diverse potential 
evaluation users.

MODALITY 1

MODALITY 2

MODALITY 2

Photograph: Centre for Positive Care
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Provision of PrEP from the SR in partnership 
with the Department of Health (DoH), from both 
mobile and fixed clinics, by both SR and DoH 
staff.

There are many permutations within this modal-
ity, but in essence all clinical services, including 
PrEP, are offered to sex workers from both 
mobile and fixed clinics. These can be SR or DoH 
facilities, depending on what is available in the 
specific district. Mobile services are provided 
from a mobile clinic or from aseven-seater vehi-
cle, which park at different locations according 
to a weekly or monthly schedule. Mostly, spots 
are visited weekly, except in Amathole: due to the 
rural nature of that district, the mobile clinic stays 
at a remote location for up to three days at a time 
until all the sex workers from around that area 
who need services have been seen. When DoH 
facilities are used, sex workers are served by SR 
staff and sometimes DoH staff.

Provision of PrEP from the SR only, through both 
mobile and fixed clinics by SR staff.

In five districts, all initiation and dispensing of 
PrEP is provided using SR infrastructure only 
(mobile and fixed clinics) and serviced entirely by 
SR staff.

There are two professional nurses in each dis-
trict, who visit sex workers in different locations 
in the district when working in the mobile clinic 
(either the mobile clinic itself or a seven-seater 
vehicle). The nurses provide a full suite of HIV 
services, including

HIV testing, PrEP initiation, PrEP refills, ART refills 
and other clinical services. They have a weekly 
or monthly schedule (i.e. they visit each location 
within the district with that frequency), and they 
park at pre-arranged hotspots where the peer 
educators who work in that location will have 
mobilised HIV-negative sex workers to come and 
get health services.

These SRs also have a fixed consulting room 
(“clinic”) at their offices, where sex workers can 
access these same services during consulting 
hours. In the districts with Modality 1, the only 
partnership with DoH is with regards to the activi-
ties listed in the general section above.

DISTRICT SR WHAT HAPPENS
Mopani HTT SR uses its own fully equipped  fixed clinic and a roving mobile clinic. 

Greater Sekhukhune

CPC
SR has a consulting room at the office and a roving mobile clinic. The 
mobile does not visit the loactions in areas close enough to the office - sex 
workers from these spots obtain services from the office consulting room.

West Rand

Bojanala

Thabo Mofutsanyana QLAC SR has a consulting room at the office and a roving mobile clinic.

Table 3: Modality 1 operating in implementation sites

5
sites

SR ONLY
1

MODALITY

6
sites

SR & DoH

2
MODALITY 

6
sites

SR & DoH

2
MODALITY 

5
sites

SR ONLY
1

MODALITY

2
sites

SR & DoH
NO MOBILE

3
MODALITY

PROCESS ACTIVITIES BY WHOM WHERE

Demand creation

Outreach by peer educators
Small group meetings
Risk reduction workshops
HIV testing services (HTS)
Distribution of information, education 
& communication (IEC) materials

SR peer educators
SR HTS & linkage officers
SR nurses
SR psychosocial support 
team

Outreach venues
Workshop venues
HTS venues
SR and DoH clinics 
and mobiles

Initiation

Pre-initiation counselling
SR HTS & linkage officers
SR or DoH professional nurse 
or enrolled nurse

SR mobile clinic
SR fixed clinic
DoH mobile clinic
DoH fixed clinicOpen patient file, complete intake and 

consent forms
SR or DoH professional nurse 
or enrolled nurse

Blood tests SR or DoH professional nurse

Dispensing of PrEP SR or DoH professional nurse

Scheduling of follow-up SR or DoH professional nurse 
or enrolled nurse

Retention

Reminders of follow-up appointments SR peer educators
SR HTS & linkage officers

Outreach
WhatsApp

Dispensing and/or delivery of medi-
cation refills

SR or DoH professional nurse 
or enrolled nurse
SR HTS & linkage officers
SR peer educators

SR mobile clinic
SR fixed clinic
DoH mobile clinic
DoH fixed clinic
Home delivery (by SR 
peer educators)

Follow-up blood tests

SR or DoH professional nurse 
or enrolled nurse

SR mobile clinic
SR fixed clinic
DoH mobile clinic
DoH fixed clinic

Table 2: Activities for PrEP processes, and details of delivery
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Availability of PrEP services
PrEP was widely available, though it was not 
provided in all DoH clinics. Survey respondents 
reported that ‘PrEP is not available at my clinic’ at 
a few sites, with 31% of respondents in Mopani 
expressing that PrEP was not available, and 18% 
of respondents in Capricorn and 13% in Nelson 
Mandela Bay indicated this too. This was not 
connected with Modality. SR clinics provided 
PrEP to any sex worker who requested it unless 
they did not qualify clinically. Sometimes, there 
were challenges with receiving stock in time from 
the DoH pharmacies, which may have impacted 
on PrEP medication being available at SR clinics, 
and stock-outs were also reported at DoH clinics. 
In focus groups, some sex workers also reported 
that they were refused PrEP medication at some 
DoH clinics.

Accessibility of PrEP services
There was very high access to PrEP across the 
programme, regardless of the Modality. Only 3% 
of survey respondents noted that they struggled 
with access (regardless of where and how PrEP 
was obtained). In focus groups, sex workers 
reported that access to services was not a barrier 
and not a reason for them not taking up PrEP. The 
few survey respondents who had struggled to ac-
cess PrEP either reported that this was because 
they were not South African or noted that they 
had been refused PrEP when they requested it.

The figure below shows where survey respon-
dents reported obtaining PrEP services from. 
This information is plotted against the Modality 
which the respondent’s site reported to operate 

within. On the whole, the findings are in line with 
the offerings of each Modality, except for a few 
exceptions which are described below the graph.

Key findings about where sex workers access 
PrEP are that:

At the SR-only sites (Modality 1), 96% of respon-
dents’ first choice for PrEP collection was from 
mobile services.

For Modality 2, where both mobiles and fixed 
sites were available, they were equally used 
– with 42% using fixed sites (predominantly 
SR clinics) and 36% using mobiles under this 
Modality. A noteworthy percentage (18%) used 
“another NGO clinic”.

In Modality 3, most people from both sites in this 
modality used another NGO clinic, not related to 
the programme (48%), or had access to a mobile 
facility (45% - all from Capricorn), although the 
SRs within this modality did not provide services 
from a mobile clinic. There are two possible 
explanations for the respondents from Capricorn 
reporting accessing a mobile facility: either the 
mobile facility is a mobile clinic belonging to an-
other organisation, or the mobile facility which re-
spondents refer to is the seven seater SR vehicle.

Modality 1 Modality 2 Modality 3

5% 5% 5%

96%

8%

18%

42%
36%

48%

8%

45%

DoH Clinic Another NGO Clinic SR Clinic SR Mobile

Figure 3: Places where people get PrEP services, according to Modality 

Provision of PrEP from the SR in partnership 
with DoH, from fixed clinics but NO mobile clinic, 
by both SR and DoH staff.

Two SRs did not have access to mobile clinics 
and instead used a fixed clinic which the sex 
workers who live nearby can visit. In the rest of 
the district, sex workers are referred or accom-
panied by peer educators to DoH facilities where 
sex workers are seen by the DoH staff at those 
facilities. In one district, the SR nurse also pro-
vides services from a DoH facility that is located 
in the same city as the SR office/clinic.

2
sites

SR & DoH
NO MOBILE

3
MODALITY

DISTRICT SR WHAT HAPPENS

Amathole Keiskamma Trust

No services are provided from the SR offices. There is one SR mobile 
clinic that roves across sub-districts with one SR driver who goes to each 
hotsppot on a schedule where he is met by different clinical teams. The 
mobile clinic stays in one location for up to three days to make sure all 
clients in that area are served at least monthly. In each sub-district there 
are also four to five clinics which the SR nurses work from (on different 
allocated days).

Sedibeng Agape

No services are provided from the SR offices. The SR professional nurse 
initiates PrEP at a nearby DoH facility, which is “sex worker-friendly”. An 
SR mobile clinic roves around three sub-districts according to a weekly 
schedule.

King Cetshwayo TB HIV Care

 The SR does not distribute PrEP from its office and does not have its 
own mobile clinic; however, SR staff borrow the District DoH HAST 
programme’s mobile clinic. The SR professional nurses also do PrEP ini-
tiation from DoH health facilities in the sub-districts. When the SR profes-
sional nurse is not there, a DoH nurse does the initiations. Occasionally, 
King Cetshwayo programme staff also use the mobile clinic from the TB 
HIV Care Zululand site.

Zululand TB HIV Care

The SR has a consulting room at its office. The SR nurse has a consulting 
room at the Youth Centre (government facility), and she also provides 
PrEP services at DoH facilities. Sex workers are also sometimes provided 
wiht services by DoH staff at DoH facilities when the SR nurse is not 
there. The SR has a mobile clinic that visits the different sub-districts. 
This clinic is loaned to the King Cetshwayo site occasionally.

Ugu Lifeline Durban
The SR has a consulting room at its office and a roving mobile clinic. The 
SR also partnerrs with DoH for SR and DoH nurses to initiate in DoH fixed 
and mobile clinics.

Nelson Mandela Bay PE Rape Crisis Centre

SR has two fixed consultting rooms in Motherwell and Nelson Mandela 
CBD. Teams rove across three sub-districts using one mobile clinic. On 
days when the mobile clinic is not at a particular spot, sex workers are 
taken by peer educators to hte nearest DoH clinic where they are served 
by DoH staff. 

Table 4: Modality 2 operating in implementation sites

DISTRICT SR WHAT HAPPENS

Capricorn CPC

Services are provided from the SR offices. There is no mobile clinic. A sev-
en-seater vehicle is used to provide some services at safe spaces. Initiation 
and dispensing are also provided by DoH staff at two sex worker-friendly 
public clinics.

Buffalo City SWEAT
In Buffalo City (East London), services are provided by SR nurses form the 
SWEAT clinic and from a DoH facility. There is no mobile clinic. Services 
are also provided from DoH clinics in each sub-district by DoH nurses.

Table 5: Modality 3 operating in implementation sites
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Summary of key strategies and success factors

STRATEGIES USED
• Peer educators speak to sex 

workers about PrEP on outreach 
while they mobilise them for 
HIV testing and distribute IEC 
materials

• Small groups for HIV negative 
sex workers

• Risk reduction workshops
• Incentives: grocery vouchers, 

social assistance for vulnerable 
sex workers

• Community dialogues facilitated 
by partner CBOs

• Radio talks

Works best if...
• Sex workers are monitored for 

side effects and given informa-
tion and support if they experi-
ence any and are referred if side 
effects are unusual

• PrEP refills can be collected from 
a convenient and friendly SR 
facilility or mobile clinic

• Sex workers do not have 
to queue for follow-up 
appointments

•  Peer educators have adequate 
knowledge about cycling

• Sex workers are empowered with 
information and understanding 
of their risk profile to choosse 
to cycle on and off PrEP and are 
not treated as defaulters if these 
choices are well-informed

Works best if...
• There is a caring, respectful, 

trusting relationship between 
sex workers and healthcare 
workers

• Initiation happens in the SR 
mobile clinic

• Initiation happens as soon as a 
sex worker agrees to go on PrEP 
(ie when demand is created)

Works best if...
• Peer educators are knowledge-

able and confident to speak 
about PrEP

• Sex workers on PrEP are invited 
to share their experiences

• Sex workers have a trusting 
relationship with the providers 
of inforamation

STRATEGIES USED
• Linkage officers test for HIV, 

inform HIV negative sex workers 
about PrEP and refer to pro-
fessional nursae for initiation 
immediately

• Professional nurse counsels eli-
gible and interested sex worker, 
takes blood samples and issues 
one-month supply of PrEP

• Initiation sites include SR mobile 
clinic, SR fixed clinic, DoH facility 
or DoH mobile clinic

STRATEGIES USED
• Peer educators check up on how 

sex workers are faring on PrEP 
and counsel on side-effects, a 
high frequency of monitoring 
and support is provided in the 
first days

• The SR team keep track of sex 
workers’ follow-up appointments 
for refils and blood tests

• Peer educators remind sex 
workers to attend their appoint-
ment and sometimes fetch them 
on the day

• Incentives given for retention at 
certain milestones

• In some cases, peer educators 
deliver PrEP refills to the sex 
workers’ doors.

DEMAND CREATION INITIATION STAYING ON/CYCLINGPerceptions of success
When designing the evaluation and data collec-
tion tools, and during the analysis of existing pro-
gramme data prior to fieldwork, it became clear 
that there were no clear definitions of “success” 
for the programme. Success is not yet able to 
be measured by aligning with district or national 
goals and targets, because, as local and national 
key informants noted, although PrEP is part of 
the country’s prevention strategy, it has not yet 
been rolled-out across the country for the general 
population. The NSWP has set a target of 14 200 
sex workers to be on PrEP, and programmes can 
therefore align with this in the future. To set accu-
rate targets, accurate population data is needed, 
which is not readily available:

All stakeholders participating in the evaluation 
were asked what they thought a “successful PrEP 
programme for sex workers” looked like. While 
a few sex workers, peer educators and local 
healthcare workers across sites felt that it was 
important for as many HIV-negative sex workers 
as possible (or even all HIV-negative sex workers) 
to be on PrEP, there was a general consensus 
amongst all evaluation participants that the 
measure of success for the programme was: the 
extent to which sex workers are informed and 
empowered to make a choice about whether or 
not to be on PrEP at any particular time:

Based on findings, the evaluation makes use 
of the following measure of success for PrEP 
provision:

Sex workers who are at high risk of acquiring 
HIV are aware of their risk, are informed about 
PrEP and are able to access PrEP initiation and 
refill services easily and without facing stigma. 
Furthermore, sex workers are equipped with 
sufficient knowledge and agency to manage 
cycling on and off PrEP in response to changing 
HIV-related risk, thereby practicing “prevention-ef-
fective adherence”

This definition, while useful, has emerged from 
the evaluation, and so, because this data was 
not being intentionally collected before or during 
the study, there is limited data to quantitatively 
assess the extent to which this is being achieved, 
particularly in terms of risk profile data.

Key processes for 
implementing PrEP 
The programme adhered to the DoH PrEP 
guidelines, including the initiation algorithm, the 
diagram of which can be found in Annex 3.

For this evaluation, the programme processes 
that were assessed are described in three broad 
categories:

1. Demand creation: giving eligible sex workers 
information about PrEP, how it is useful for 
them, and building their interest in using PrEP

2. Initiation: the clinical processes undertaken 
to assess eligibility for PrEP (screening) and 
then providing the first month’s supply of 
PrEP to eligible candidates

3. Adherence support: supporting sex workers 
to effectively use PrEP in terms of taking 
their medication daily, getting monthly refills 
of the medication, making decisions about 
if and when they could possibly take a break 
from the medication.

“We need the tools and the population 
to be able to set the targets against the 
population size and size estimations…
So targets must be against more 
accurate figures” 
NATIONAL KEY INFORMANT

“People need to be empowered to 
make the choice for themselves – PrEP 
requires the individual to manage how 
and when they take PrEP, so if risk is 
very low at present, then they should 
choose to cycle on and off. So the sex 
worker needs to understand what 
cycling on and off is.”
NATIONAL KEY INFORMANT

“Health literacy and responsibility is 
important – continuity on preventive 
meds is not the point…Continuity is 
important when working nonstop, 
but when they go home in holidays 
and are not engaging in risky sex, it 
is unnecessary for them to continue 
to take PrEP. But they must have 
continuity while in risky situations.
NATIONAL KEY INFORMANT
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Sex workers’ knowledge of PrEP as an indi-
cator of success of demand creation
The survey administered to sex workers 
assessed the success of demand creation 
strategies, by asking them about their access to 
PrEP-related information. The survey also tested 
sex workers knowledge of what PrEP is, using 
a multiple choice question. In general, survey 
responses demonstrated that SRs were very 
effective at creating demand for PrEP. Almost all 
respondents had received an explanation of PrEP 
(95%) and completed a risk assessment (96%) 
(Table 6). Most of the information received was 
reported to have come from the SR, with some 
(60%) respondents having received information 
from other sources.

Interestingly, only 85% gave correct answers to 
the set of multiple-choice questions on what 
PrEP was, with around 10% (the difference 
between the 95% who had received information) 
saying that they had received information but still 
were not certain of what PrEP was. Virtually none 
of the respondents misunderstood the purpose 
of PrEP, and they did not think it could prevent 
pregnancy and STIs, which shows that important 
information has been relayed successfully.

Knowledge of PrEP by district
In a site comparison, the sites where sex 
workers had the lowest knowledge about PrEP 
were Buffalo City and Zululand, at 60% and 73% 
respectively. In Buffalo City, this was despite 
almost 100% of sex workers having been spoken 
to about PrEP.

KNOWLEGE QUESTIONS ABOUT PrEP (n=546) % ANSWERING YES
Do you know what PrEP is? 85%
Has a peer educator ever spoken to you about PrEP? 95%
Has a peer educator done an HIV risk assessment with you? 96%
Have you ever received IEC materials about PrEP? (eg pamphlets or 
booklets) 90%

Have you received other information around PrEP (from someone 
other than a peer educator)? 60%

Table 6: Overall responses on knowledge about PrEP

It is difficult to attribute interactions between 
PrEP use and cycling and knowledge directly 
to Modality. There was no difference between 
Modality 1 and 2 in answers to the question ‘do 
you know what PrEP is’ (87-88% knew), but only 
73% of respondents in Modality 3 knew (p<0.01).

The survey results showed that IEC materials 
were widely available in most sites: more than 
75% of survey respondents in all districts report-
ed receiving IEC material about PrEP.

The percentage of sex workers receiving informa-
tion from sources other than the SR varied across 
sites, and was highest in Amathole, Bojanala, 
Thabo Mofutsanyana, West Rand and Sedibeng. 
The main source for this information, other than 
the SR, was another NGO.

Knowledge of PrEP by PrEP status
Correct knowledge of PrEP varied significantly 
depending on PrEP status and whether HIV- neg-
ative sex workers had ever used PrEP or not.

Higher knowledge was significantly linked with 
consistent PrEP use. Sex workers who had the 
most knowledge were ‘always on’ PrEP. Those 

with the least knowledge were those who had not 
been on and did not plan to take PrEP.

Interest in PrEP among non-users
Survey data indicated that 39% of HIV negative 
sex workers who were not on PrEP at the time 
of the survey were potentially interested in using 
PrEP, compared to 17% who said they were not 
interested. Interest in PrEP among non-users was 
generally higher than a lack of interest at most 
sites, except in Greater Sekhukhune and King 
Cetshwayo districts. In Zululand in particular, 
there was a high interest in PrEP amongst those 
who had not used it. This indicates an opportuni-
ty for consistent and ongoing demand creation, 
and for making initiation easy.

Initiation
How did initiation onto PrEP work?
Initiation took place in either mobile or fixed 
clinics. Wherever the initiation was done, a 
professional nurse conducted an intake ses-
sion, provided information and counselling 
on PrEP, asked the sex workers to complete a 
consent form, conducted the necessary clinical 

Assessment of demand creation 
processes
The evaluation found that the programme per-
formed very well in creating demand for PrEP. 
This was assessed via sex workers’ knowledge 
about PrEP and the assistance that was reported-
ly provided to them to be initiated. In this section, 
we address the reasons why sex workers became 
interested to go on PrEP and why not. It is hoped 
that this information can be used to inform 
demand creation strategies and messaging in 
future programmes.

How did demand creation work?
Most SRs used every available avenue within 
the programme to inform sex workers about 
PrEP and to motivate sex workers who were HIV-
negative to take it up. Some of the key strategies 
employed across the sites follow:

Peer educators worked with a cohort of sex 
workers, and they engaged with these sex work-
ers regularly offering support on a wide range 
of issues, including creating demand for PrEP 
amongst HIV-negative sex workers in the cohort. 
During outreach, they distributed IEC materials on 
PrEP, encouraged sex workers to test for HIV, and 
motivated sex workers to attend risk reduction 
workshops and small groups. The success of this 
strategy was largely dependent on the knowledge 
of peer educators and the trust that the sex work-
ers had with them, and thus any information they 
were providing. The evaluation found that peer 
educators’ knowledge about PrEP varied between 
SRs. As one peer educator said, “We as peer 
educators need to be monitored so that we give 
proper and accurate information to sex workers”. 
The issue of peer educators’ training and whether 
it equipped them with sufficient knowledge to 
create demand is addressed elsewhere in this 
report.

Risk reduction workshops were also a platform 
where talks about PrEP were given, usually by the 
SR professional nurse. In addition, some small 
groups were held with sex workers which fo-
cused on the topic of PrEP. One SR staff member 
explained: “We invite about 10-15 HIV-negative 
sex workers to a small group, including some 
who are on PrEP already to speak about their 
experiences. Usually, after these groups, about 
six to eight participants will initiate”. Usually, the 
small groups were facilitated by the SR social 
worker or social auxiliary worker. These staff also 

played a key role in motivating sex workers to 
go on PrEP as they gave them an opportunity to 
voice their concerns, ask questions, and discuss 
the pros and cons of PrEP with their fellow sex 
workers. A key factor related to the success of 
these workshops in terms of PrEP uptake was 
if interested sex workers could get initiated 
immediately after information about PrEP was 
provided.

The HTS and linkage officers also reported that 
after they conducted HIV testing, they used 
the post-test counselling session to motivate 
sex workers to initiate onto PrEP and, wherever 
feasible, offered to refer sex workers to the pro-
fessional nurse for immediate initiation. The HTS 
and linkage officers also conducted risk assess-
ments with sex workers, and, when sharing the 
results, indicated to them how they could reduce 
their risk of HIV by using PrEP.

Incentives were offered at some sites to sex 
workers who initiated on PrEP. These took the 
form of R60 and “dignity packs”, although all 
needy sex workers were eligible to receive dignity 
packs, not just those who initiated.

In some districts (eg Sedibeng, West Rand, and 
Bojanala) there were community-based organisa-
tions (CBOs), also funded by NACOSA, who did 
demand creation in the community by hosting 
information sessions. One CBO described how 
they held information sessions in taverns where 
sex workers work. They also held community 
sensitisation dialogues with the general popula-
tion, after which they were often approached by 
people who identified themselves as (clandestine 
or “stealthy”) sex workers, or as clients of sex 
workers. The CBOs coordinated with the SRs so 
that sex workers were able to access services 
from the SR, including PrEP, and clients could 
either access services from partner NGOs or DoH 
facilities.

The HTS and linkage officers also reported that 
after they conducted HIV testing, they used 
the post-test counselling session to motivate 
sex workers to initiate onto PrEP and, wherever 
feasible, offered to refer sex workers to the pro-
fessional nurse for immediate initiation. The HTS 
and linkage officers also conducted risk assess-
ments with sex workers, and, when sharing the 
results, indicated to them how they could reduce 
their risk of HIV by using PrEP.
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Usage of PrEP
The two largest categories of survey respondents 
were those who were either already on PrEP 
(36%), or potentially interested in trying PrEP 
(39%). A substantial number were not interested 
in PrEP with 16% being uninterested without 
having tried it, and another 1% having had PrEP 
experience with no plans to start again. A total of 
7% were occasionally on PrEP.

PrEP use differed significantly (p<0.01) between 
modalities. Far more sex workers were always 

on PrEP in Modality 1 (46%), compared with 31% 
and 24% in Modalities 2 and 3 respectively. The 
highest number of respondents who would con-
sider taking PrEP, but had not yet taken it, were 
found in Modality 3 (53%). This may be explained 
by the lack of a mobile clinic, which was found 
to be a definite enabler for uptake and usage of 
PrEP. Almost half (42%) and almost a third (29%) 
of those not currently on PrEP indicated interest 
in Modality 2 and 1 districts respectively. Lack of 
interest in PrEP - those who would not consider 
taking it – was very similar across all modalities.

Always on
 

36%

On sometimes 
off

5%

Off sometimes 
on

2%

Never taken but 
would consider 39%

Was on, won't 
start again 1%

Never taken and 
wouldn't

16%

Figure 4: PrEP status distribution among survey respondents
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55%

18%
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start again
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and wouldn't

Figure 5: The distribution of PrEP status across Modalities

observations, and took blood samples for creat-
inine, STI and pregnancy (required to be eligible 
to take daily PrEP). This protocol is described 
in the NDoH PrEP Guidelines, as illustrated in 
Annex 3. Blood samples were sent to the NHLS 
for analysis. The sex worker was counselled to 
start taking PrEP immediately, with the caveat 
that if the blood tests revealed any irregularities, 
they would be informed and would need to stop 
taking the PrEP. Sex workers were informed that 
if they did not hear anything back from the blood 
tests, they could presume there were no prob-
lems and could continue to take the medication. 
Nurses also stressed during initiation that PrEP 
does not prevent pregnancy and STIs, and that 
sex workers should continue to use condoms. 
They also counselled that it could take seven 
days after initiating on PrEP until full protection 
against HIV was provided, and that in the interim, 
PrEP users were still vulnerable to contracting 
HIV during unprotected sex. They also provided 
information regarding side effects, that mild side 
effects may occur, but that they usually subsided 
after a week. Sex workers were invited by peer 
educators, or other SR staff whom they reported 
it to, to contact the nurse for medication to treat 
side effects if these became bothersome.

Generally, in the focus groups with sex workers 
on PrEP, participants validated that the above 
happened, indicating that correct and adequate 
information had been provided, and that it had 
been well understood. There was, however, de-
bate and uncertainty amongst some sex workers 
as to the number of days until one is fully protect-
ed (a minority thought it was 28 days).

Initiation in mobile clinics
When sex workers received an HIV negative test 
from the SRs’ HTS and linkage officers during 
outreach (without a mobile clinic or nurse pres-
ent), they would then be offered to be initiated 
onto PrEP and if they were interested, the peer 
educators or HTS & linkage officers would “ask 
them to please come to the next mobile date 
where they could…if still negative get onto PrEP”. 
The names of those who indicated interest in 
PrEP were handed to the nurse so that they could 
be initiated at the next clinical visit. On the day of 
the next mobile clinic visit, peer educators would 
remind sex workers to go to the clinic, sometimes 
by WhatsApp or sometimes by going to fetch 
them from where they stay and escorting them to 
the mobile clinic for initiation. Alternatively, and 
preferably, if sex workers tested HIV negative on 

the day of the mobile clinic visit and expressed 
interest on being initiated onto PrEP, they were 
then immediately initiated.

Sex workers reported a preference to be initiated 
onto PrEP in an SR mobile clinic. The conve-
nience of the mobile clinic was a major drawcard 
for sex workers and was greatly preferred over 
having to queue at public health facilities. As one 
sex worker FGD participant said: “we are busy at 
night and sleep during the day - we do not have 
time to queue at clinics”. The fact that the mobile 
clinic came to them, or at least to a location very 
close to them, saved them both time and trans-
port money. Both the SR staff and sex workers 
mentioned that the fact that they could be initiat-
ed on PrEP without delay after testing negative, 
without having to be referred elsewhere, or wait 
for any blood results, was a strong enabler for 
PrEP initiation.

Initiation at other facilities (not mobile 
clinics)
The majority of SRs also had consulting rooms 
at their offices (usually with set consulting hours 
when the professional nurse was present), and 
sex workers who lived nearby had the option to 
be initiated at these clinics.

In some districts, the professional nurse who 
was not in the mobile clinic on a particular day, 
conducted initiations in other venues. The pro-
gramme car was also used to travel to venues 
where they could consult with sex workers. These 
venues included spaces where risk reduction 
workshops or small groups were being held, or 
sex work venues such as brothels or taverns, or 
space within a DoH health facility.

In some districts, the partner CBOs were also 
involved in supporting initiation by bringing inter-
ested sex workers to the SR, for example:

“Twice or thrice a week we take new 
sex workers to initiate them on PrEP. 
NACOSA has given us a vehicle. We 
collect them from the hotspots, we take 
them to [the SR].”
CBO KEY INFORMANT
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who did not use sex work as a primary source of 
income (34%).

Another interesting reason that a significant 
number of sex workers gave for wanting to go 
on PrEP related to issues of positive self-image, 
self-worth and what has been referred to as 
“future orientation” (ie the tendency to set goals 
and plan for one’s future). For these sex workers, 
the fact that they were able to commit to taking a 
tablet every day which was likely to prevent them 
from getting HIV held tremendous psychological 
significance. This resulted in a feeling of pride 
about the fact that PrEP helped their lives to 
become less risky and precarious, and helped 
them to plan for their future. Another sex worker 
noted that when she started to plan for her future, 
she then chose to go onto PrEP to safeguard 
that future. Another participant spoke about her 
desire to be a mother, and to stay HIV-negative 
for her child: “I want to have a baby soon, so PrEP 
will help me not to get sick. I am very aware of 
the need for condoms as well.”

Reasons for choosing NOT to go on PrEP
There were a substantial number of survey 
respondents who were not interested in PrEP 
(17% of the total sample), 1% of whom had expe-
rienced PrEP and decided that they would prefer 
not to use it any longer.

According to the survey, the top two reasons for 
not wanting to be on PrEP were that sex workers 
did not feel they needed it because they did not 
“feel unwell” (30%) and because they did not 
want to be on daily medication (24%). Figure 7 
details reasons why survey respondents did not 
want to take PrEP.

The survey findings were supported by NACOSA 
programme data, which demonstrated that 36% 
of sex workers felt healthy (ie “not unwell”) which 
is why they did not want to start PrEP, and 21% 
of sex workers who refused PrEP did so because 
they felt they were ‘unable to adhere’, to taking 
medication on a daily basis.

Similarly, in the focus groups, sex workers said 
that even though they understood that they were 
at risk of HIV, they were nevertheless reluctant to 
take a daily tablet to reduce their risk. At one SR, 
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Figure 6: The reasons why sex workers want to take PrEP

“I want to have a baby soon, so PrEP 
will help me not to get sick. I am very 
aware of the need for condoms as well.”

Sex worker reasons for initiating or not
Data from surveys and FGDs provided insights 
about the reasons that sex workers initiate or not.

Reasons for choosing to go on PrEP
The primary reason why survey respondents 
initiated onto PrEP was because they felt that 
they were at high risk of acquiring HIV (Figure 
7). Many respondents were also motivated by a 
peer educator. Reduced fear and stress around 
sex work risks, including possible condom break-
age, and a greater ability to relax and negotiate 
condom use were also reasons cited by survey 
respondents who were on PrEP for initiating in 
the first place.

Significantly more respondents in the SR-only 
Modality 1 (84%) chose to take PrEP because 
they believed that they were at risk of HIV, than 
under Modality 2 (75%) or Modality 3 (73%). In 
Modality 3, the reason most provided to go on 
PrEP was that a peer educator had recommend-
ed PrEP (51%), significantly more than this being 
a core reason for Modality 1 (30%) and 2 (32%).

Reasons for starting PrEP were unpacked further 
in the FGDs, where sex workers raised a range 
of motivating factors in their decisions. The 
qualitative data mirrored quantitative findings. 
Sex workers’ awareness of having an increased 
risk of acquiring HIV was the key reason for 
wanting to be on PrEP. They spoke about the 
different risks in their working environments 
which PrEP could help to mitigate. They had all 
been informed that condoms should still be used 
by people on PrEP, as PrEP does not prevent STIs 
or pregnancy. However, in the focus groups, sex 
workers disclosed that there were occasions 
when unprotected sex did occur, due to factors 
which sometimes were not, and sometimes were, 
in their control.

Sometimes condoms burst during sex: “As a sex 
worker I sleep with different partners – some-
times the condom breaks.” Sometimes clients 
removed condoms during sex; and sometimes 
clients forced sex workers to have condomless 
sex against their will: “Some clients do not want a 
condom. Some are abusive and force themselves 
on you without a condom.” In addition, most sex 
workers admitted that there were occasions 
when clients offered them more money to have 
“skin to skin” sex, and that they were more 
prepared to take that risk, knowing they were 
protected from HIV by PrEP. A minority of focus 
group participants said that they would never 

agree to condomless sex, even if they were on 
PrEP. Encouragingly, only 10% of survey respon-
dents stated that their reason for using PrEP was 
to avoid using condoms.

Sex workers in focus groups also acknowledged 
that many of them work in environments where 
both they and clients drink heavily, and that PrEP 
could protect them even if they took risky deci-
sions when drunk: “I was advised by my teacher 
[peer educator] to go on PrEP because I drink a 
lot and sometimes get reckless when drunk.”

Another salient reason for being interested in 
PrEP that emerged from the focus groups was 
related to sex workers’ relationships with their 
intimate partners. Sex workers reportedly do not 
often, for various reasons, use condoms with 
their intimate partners, and felt that PrEP reduced 
their risk of acquiring HIV during condomless sex 
with sero-discordant partners: 

The literature review did not find any other 
studies noting this finding, demonstrating a 
novel reason for the uptake and continued use of 
PrEP amongst sex workers with sero-discordant 
partners.

Overall, considering the definition for success 
that emerged from the evaluation study, it can be 
said that initiation is “successful” in that mitigat-
ing self-acknowledged risk was the main reason 
for starting PrEP. The data found that the higher 
their sense of risk, the more sex workers are like-
ly to take PrEP consistently.

Survey data showed that that significantly more 
full-time sex workers (42%) were always on 
PrEP than part-timers. Data also showed that 
significantly more sex workers for whom sex 
work was their primary source of income (42%) 
were always on PrEP compared to sex workers 

“Some clients do not want a condom. 
Some are abusive and force themselves 
on you without a condom.”

“My boyfriend told after two months 
in the relationship that he is HIV-
positive on ART, and advised me to go 
test. Luckily, I tested negative – so I 
started on PrEP.”
SEX WORKER IN FOCUS GROUP DISCUSSION
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found, people will think I am HIV-positive”. 
Sex workers reported that they feared that 
people who saw them queuing at the clinic, 
or who saw the bottle of tablets, would 
presume that they were HIV-positive, would 
spread rumours about them or suspect them 
to be sex workers (including their boyfriends 
who may not know that they were actually 
sex workers): 

FEAR OF SIDE EFFECTS
Some sex workers in the focus groups reported 
that they had initiated on PrEP and experienced 
side effects in the first few days, and therefore 
stopped taking it. Some of these sex workers 
had not understood that side effects were mostly 
temporary. A wide range of side effects were also 
experienced by 62% of the survey respondents 
who had started and then discontinued PrEP. 
Despite the fact that SRs explained that they 
told sex workers that PrEP side effects were 

1Milovanovic M. et al. (2022). Sex work and young women: a cross sectional study to understand the overlap of age and sex 
work as a central tenet to epidemic control in South Africa. AIDS Care. 2022 Apr 4:1-9. doi: 10.1080/09540121.2022.2057908. 
Epub ahead of print. PMID: 35373670.

  

invariably mild and of short duration, stories 
about side effects tended to circulate and gain 
traction. Some of the side effects which sex 
workers listed in the focus groups are document-
ed in the literature, whereas others are not. A 
major concern of sex workers was the effect of 
PrEP on their appearance. Some reported that 
PrEP made them gain weight – some were happy 
about this, others were unhappy. It is also worth 
noting that some sex workers on PrEP cited that 
they perceived positive effects of taking PrEP to 
include an improved and radiant complexion, and 
an increase in libido and sexual pleasure.

YOUNGER PEOPLE’S LACK OF INTEREST IN 
INITIATING
Young sex workers were particularly uninterested 
in PrEP, according to SR programme managers 
and peer educators. SR staff were aware that 
many sex workers contract HIV during their 
first few years in the industry (an observation 
which had been confirmed by research)1 and felt 
frustrated that sex workers between the ages 
of 17 and 24 did not want to discuss PrEP. They 
reported that the young sex workers who they 
encounter are very influenced by their peers and 
would refuse to use PrEP if their peers were not 
using it, or if their peers might ridicule them for 
using it.

“People’s lies and judgemental minds 
about people who are taking PrEP: I 
was afraid I will be associated with 
AIDS.” 
SEX WORKER IN FOCUS GROUP

staff reflected that “Some [sex workers] say that 
they don’t see the need for PrEP, because con-
doms have worked for them for years, and also 
protect them from STIs”. Other sex workers said 
they did not trust themselves to take a pill every 
day as their lifestyles involved alcohol use and 
were also not routine in that they often travelled 
with clients, or slept over at clients’ places, and 
therefore they were not in the same place at the 
same time every day. Others said they did not 
want to take a daily pill, as they associated it with 
having a chronic disease, such as HIV, diabetes 
or hypertension.

Other significant reasons for survey respondents 
not wanting to be on PrEP were with regards to 
stigma and fear of side effects. 

STIGMA
Sex workers were afraid about being perceived 
to be HIV-positive or suspected of being a 
sex worker (this finding emerged from both 
survey data and NACOSA programme data). Sex 
worker FGDs substantiated the perception 
that PrEP medication packaging looks and 
sounds the same as ART: “The pills looks 
like antiretrovirals (ARVs) and I am ashamed 
to carry them, should it happen that they be 

30%

14%

24%

3%

20%

18%

14%

5%

3%

3%

1%

3%

1%

0%

0%

I feel healthy, don't think I need it

I do not like taking medication

People thinking I'm HIV+, 
my family/partner seeing me

Don't want people to know I do sex work

I am not at high risk/taking a break

Afraid of side effects or too many side effects

Can't afford medication and/or transport

Couldn't get - I'm not South African

I asked for it but was refused

It's difficult aking daily medication

I don't know about PrEP

It's difficult to get PrEP every month

PrEP is against my religion

I have to focus on earning more money

The clinic did not have PrEP/stock-out

Not Needed/Low Risk

Low Acceptability

Stigma/Disclosure

Side Effects

Affordability

Not Accessible

Lack of Education

Social Reasons

Not Available

Figure 7: The reasons why sex workers do not want to take PrEP

“The pills looks like anti- retrovirals 
(ARVS) and I am ashamed to carry 
them, should it happen that they 
be found, people will think I am 
HIV-positive.”
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SRs thought they were doing well in terms of 
retention, eg “Retention is between good and 
excellent” (interview with SR staff). In some 
districts, it was felt that there was potential 
to exceed their programme targets. In a few 
districts, however, SRs were of the opinion that 
retention was not that successful:

While the routine monitoring data collected has 
been reportedly useful for monthly monitoring, 

it was not able to be used to answer the broad 
evaluation questions of this evaluation study at 
the aggregated level needed over a long time 
period (mostly due to the data being reported in 
quarterly time periods, and also not on an individ-
ual level).

Supporting sex workers to effectively use PrEP: 
how it works
At initiation, sex workers are given a one-month 
supply of PrEP and an appointment card with 
a return date after one month. The NDoH PrEP 
Guidelines stipulate that after the first month, 
PrEP prescriptions are for three months, but the 
medication should be issued monthly. Repeat 
HIV tests are done at one month post-initiation, 
and thereafter every three months, along with 
STI and pregnancy screening. Creatine tests are 
repeated seven months post-initiation, and there-
after annually.

In most cases, sex workers collect their refills 
from the same place where they obtained their 
PrEP at initiation. Survey data shows that the ma-
jority (52% overall, and 96% under Modality 1) of 
respondents used mobile services to collect their 
PrEP refills. For Modality 2, where both mobiles 
and fixed sites at DoH clinics were available, they 
were equally used – with 42% using fixed sites 
and 36% using mobiles under this Modality.

On the day of their appointment, HTS and linkage 
officers and peer educators use a variety of 
tactics to get sex workers to attend: they send 

2  Nyaope, a common street drug in South Africa, is a mixture of low grade heroin, cannabis products, antiretroviral drugs and 
other materials added as cutting agents

reminders on the day or go and fetch them from 
their homes and escort them to the mobile or 
the clinic. At some sites, PrEP medication is 
actually taken to sex workers directly at their 
homes or workplaces. There was some debate 
amongst SR staff as to the pros and cons of 
delivering PrEP directly to sex workers. While 
some were concerned that it would create 
dependency and entitlement, and some also 
worried that the strategy was not sustainable, 
others argued that it was necessary given sex 
workers’ lifestyles, and that it made it possible 
for them [the SR] to reach programme targets.

In some circumstances, the SRs did issue a two-
month supply of PrEP. This was usually when the 
sex workers indicated that they were going to 
their family homes for a couple of months over 
the December holiday period and would not be 
able to collect their PrEP from the SR as usual. 
This was also the case during the COVID-19 lock-
downs. Additionally, in some cases, certain sex 
workers who were assessed as being stable and 
adherent to PrEP were also given two-months’ 
supply. However, the guidelines do not currently 
allow for multi-month dispensing, as is possible 
with ARVs for HIV-positive patients who are 
adherent. Some SR staff said that the one-month 
supply mitigated the risk of sex workers’ sharing 
their PrEP with friends, lending their PrEP, selling 
their PrEP to those who used it as a mix for nya-
ope2, or exchanging it for drugs. Other evaluation 
participants felt that the requirement to return 
monthly was a deterrent to effective use, espe-
cially if obtaining refills was inconvenient and/
or costly for them, due to having to travel to the 
clinic.

Tracking refills and case management
Currently, there is no automated digital PrEP 
management system which keeps a record of 
sex workers’ appointments and sends reminders 
to the SR team or to them. At present, some SRs 
have developed their own (mainly Excel-based) 
tools to keep track of when each sex worker is 
due for an appointment for a refill and a repeat 
blood test. At one SR, it was the Monitoring and 
Evaluation (M&E) officer who had developed 
the tool. At other sites, it seemed that the 
HTS and linkage officers and peer educators 
had developed their own systems for tracking 
appointments. It was commonly reported that 
peer educators note which sex workers are due 
for their follow-up appointments a few days 

“There are many missed appointments, 
and only 50% of clients come back” 
INTERVIEW WITH SR STAFF

“They are doing fine with initiation, 
but retention is not doing well”
INTERVIEW WITH SR STAFF

8 Reasons for refusing PrEP by Modality
The main reason not to take PrEP for 
Modality 1 respondents was HIV stigma 
(Figure 9), although feeling healthy, not want-
ing to take medication and side effects were 
all important reasons. Stigma was lowest 
for Modality 2 (19%), possibly suggesting 
the value of normalising and mainstreaming 
services for sex workers. In Modalities 2 and 
3, the most frequent reason given for not 
wanting to take PrEP, was feeling healthy or 
feeling as if PrEP was not needed (53% and 
59% respectively). Other concerns raised by 
respondents in Modality 3 at especially high 
levels were finding medication unacceptable 
(49% of respondents) and HIV stigma (48% of 
respondents).

The reasons why sex workers do not initiate on 
PrEP are useful to help the programme to de-
cide where focus should be placed to improve 
initiation, in particular to counteract the fear of 
stigma (for being HIV-positive, and for being a 
sex worker); unwillingness or inability to take 
daily medication; or with regards to miscon-
ceptions about side effects.

Adherence, and cycling off and on
“Retention” rates
NACOSA data for PrEP “retention” provide 
the number of people who were previously on 
PrEP and continue to use it in that time period. 
Together with the number of people initiated, this 
gives the total number of sex workers using PrEP 
in the time period. NACOSA’s data management 
system has limited ability to extract the number 
of continuous or discontinuous periods a person 
uses PrEP at an aggregated level.

The number of doses used in a quarter, and 
whether or not use is consistent or occasional, 
are not currently collected as part of programme 
data. Measuring retention and cycling becomes 
even more complicated when sex workers use 
more than one service provider to access PrEP as 
data sharing agreements (ie POPIA) preclude the 
capturing of this data. Combined, these factors 
speak to the complex space within which PrEP-
related data management systems are currently 
located.

SRs’ self-reports on the retention rates in their 
districts varied considerably. About half the 
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The sentiment that managing and monitoring 
cycling on and off was just too complex and 
too demanding at this early stage of the pro-
gramme was also expressed by District DoH key 
informants:

SR staff noted that there was a tendency at DoH 
facilities not to distinguish between PrEP and 
ARV adherence, echoing the observations by 
Venter3 that terms such as “loss to follow up”, 
“defaulting” and “non-compliance” are inappropri-
ately applied to PrEP in the public health service. 
“There is concern about misinformation from 
some clinics that if one takes a break, it is the 
same as defaulting” (interview with SR).

This widespread reluctance to introduce the 
concept of cycling on and off PrEP was evident 
in the fact that many junior outreach staff (HTS 
and linkage officers and peer educators)were not 
familiar with it and did not understand that there 
was a distinction between discontinuing PrEP or 
not using PrEP consistently, and cycling on and 
off. This lack of knowledge on the part of the 
outreach staff was also evident in discussions 
with sex workers. Some of the sex workers who 
were not on PrEP said that they had been told it 
was for life, and that this had been off-putting for 
them.

While this avoidance of promoting or speaking 
about cycling on and off was apparent from the 
majority of SRs, there were a few SRs where staff 
indicated that they supported cycling on and off, 
and even spoke about it as one of the advantages 
of PrEP when doing demand creation. An SR 
nurse noted: “If I tell a sex worker you have to 
take it your whole life, they are put off. If I tell 
them, it’s only for when you are at high risk, then 

3 Venter, W. (2018). Pre-exposure Prophylaxis: The Delivery Challenge, Frontiers in Public Health, V6. DOI=10.3389/
fpubh.2018.0018

its more appealing for them”. At these sites, the 
importance of open two-way communication 
between sex workers and SR staff (in particular 
the nurse), as well as enhancing the agency of 
the sex workers, was stressed. For example, one 
peer educator said: 

Sex workers at these sites were better informed 
and more empowered with a sense of agency 
when it came to deciding whether and when to 
use PrEP. Participants did not feel pressured 
but encouraged to adhere, and to inform the SR 
when they were planning to take a break and/or 
travelling.

Enablers and barriers
The enablers and barriers for PrEP uptake and 
retention have been analysed according to the 
modified socio-ecological model (described in 
the literature review and have been categorised 
at the following four levels: a) individual; b) social 
and sexual networks; c) community/programme 
and d) policy. The evaluation findings largely 
address the first three levels and are presented 
below. The evaluation did not identify any sig-
nificant enablers or barriers at the policy level, 
besides those already reported in the literature 
review. Similarly, the fifth level (stage of the epi-
demic) has been described in the literature review 
and is useful insofar as it provides an epidemi-
ological context for understanding the enablers 
and barriers at the other levels.

“For now, it would be dangerous to 
even speak about this. The programme 
is not mature enough to speak the 
cycling language” 
DISTRICT DOH KEY INFORMANT

“They should take it all the time. We 
do not give to students who want to 
only take it when at risk (referring to 
colleges students who are selling sex)”
DISTRICT DOH KEY INFORMANT

“Teach sex workers about cycling on 
and off so they know they have a choice, 
and they do not feel they are doing 
something wrong by wanting to take a 
break.”

“If I tell a sex worker you have to take 
it your whole life, they are put off. If 
I tell them, it’s only for when you are 
at high risk, then its more appealing 
for them.”

before the appointment is scheduled, and then 
remind sex workers about their appointments, 
either face-to-face or via WhatsApp messages 
or calls. NACOSA has supported SRs to use the 
KVAP platform to filter sex workers that were 
on PrEP and had not yet returned for follow-up 
appointments in a given period of time (interview 
with NACOSA staff member). Manual, rather than 
automated, tools are prone to human error and 
contribute to loss to follow up.

Decisions about staying on PrEP continuously, or 
cycling on and off PrEP
As discussed in the literature review, PrEP is indi-
cated during periods of elevated HIV risk, and is 
not, like ARVs, intended to be chronic medication 
taken for life. The term “cycling off” PrEP is used 
when the user makes a conscious decision to 
take a break from PrEP for a period of time when 
HIV risk may be decreased. It is important to 
reiterate that this is different from not practising 
“prevention-effective adherence” – that is, not 
taking PrEP consistently enough during periods 
of high risk for tissue levels of tenofovir disoprox-
il fumarate to be sufficient to provide protection 
against HIV.

The issue of managing cycling on and off is 
complex as it requires the sex workers to have 
enough insight about their level of HIV risk 
at different periods of time, and to base their 
decision to use PrEP or not on those insights. In 
the programme, cohort following and periodic 
completion of risk profiles is designed to support 
consistent risk awareness and risk reduction 
education.

As noted above, only 7% of survey respondents 
reported that they cycled on and off PrEP. 
Modalities did not appear to affect cycling. Only 
in one district - Nelson Mandela Bay - did a rela-
tively high percentage of respondents (25%) re-
port sometimes taking PrEP breaks. The qualita-
tive component of the evaluation also found that 
cycling on and off was uncommon. When it did 
happen, the primary reason related to cycling was 
because of a perceived reduction in risk, while a 
secondary reason was due to fear of stigma. The 
most common reason cited for cycling off was 
because of taking a break from sex work, usually 
due to pregnancy and childbirth. Another reason 
was because of taking a holiday to visit families 
in rural areas where the sex workers would not be 
working, especially when families were not aware 
of what the sex worker did for a living. Cycling or 

staying on PrEP was not significantly related to 
the other reasons to take PrEP, such as a desire 
not to use condoms, influence of friend and fami-
ly, fear of condoms failing, ease of getting clients, 
stress doing sex work.

Perceptions from stakeholders about the value of 
cycling on and off
Despite the fact that global and national PrEP 
guidelines support cycling off PrEP during peri-
ods of low risk, and despite the literature findings 
(cited above) that continuous PrEP use is neither 
the goal, nor the reality in sub-Saharan Africa, 
this evaluation found that programme staff and 
district-level key informants generally seemed 
to think that cycling was not a good idea. Most 
were of the opinion that sex workers should stay 
on PrEP once initiated on it, for as long as they 
remained in the industry. A number of reasons 
were proposed for this.

Some SR staff argued that cycling off PrEP was 
too risky, as sex workers may then get out of the 
habit of taking PrEP daily. 

Other SR staff and key informants from DoH felt 
that, even when sex workers were on holiday, they 
were never “not at risk”.

Other programme staff cited the concern that sex 
workers would confuse cycling on and off with 
using event-driven PrEP. Event-driven PrEP (or 
the 2-1-1 schedule) is when the person initiates 
taking PrEP the day before they anticipate having 
sex. As noted in the literature review, event-driv-
en PrEP has been endorsed by WHO as being 
safe for men who have sex with men, but not 
appropriate for women. One SR staff member 
spoke of a case of a female sex worker who had 
sero-converted because she had used PrEP “on 
demand”. Whether she had been given incorrect 
information, or had misunderstood the informa-
tion given by the SR, was unclear. There is a defi-
nite need for more information to be circulated 
about the various uses of PrEP and when they are 
appropriate and when not, which may also require 
further training of SR staff so that they are clear 
themselves.

“Those who stopped because they were 
not busy, often did not start again”
INTERVIEW WITH PEER EDUCATORS
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be criticised as “hand-holding”, and while the 
sustainability of such intensive support could be 
up for debate, it is clear that it has been a major 
factor in enabling the rates of PrEP initiation seen 
in the programme. Several quotes illustrate how 
vital this caring, trusting relationship between 
sex workers and SR staff is to the success of the 
programme:

In many sites, peer educators reported that they 
checked on sex workers daily for the first week 
after they initiated PrEP use to see how they 
were doing. They reassured sex workers who 
were experiencing minor side effects, but also 
referred them to the nurse or local pharmacy if 
the side effects were so unpleasant that they 
required medication, or if they were worried that 
the side effects were excessive or unusual. It was 
reported the SR teams were on standby for “24/7 
call-back support”.

Community/programmes
It is important to note that PrEP was offered 
in the context of a comprehensive package of 
services which form part of a holistic programme 
that aims to meet the multiple needs of sex work-
ers with the ultimate goal of improving their HIV-
related outcomes. The programme includes a 
package of primary healthcare services, services 
to address various barriers to wellness, such as 
mental health and relationship concerns, human 

rights violations and sexual and gender-based 
violence. The SRs are therefore able to provide 
a range of services to address the barriers to 
staying on PrEP which sex workers may be ex-
periencing. These include monthly risk reduction 
workshops and small support groups based on 
the Integrated Access to Care and Treatment 
(IACT) model, and psychosocial counselling.

The programme elements which were most ef-
fective (as reported by sex workers and SR staff) 
were:

• The convenience of the mobile clinic

• Immediate initiation onto PrEP after testing 
HIV negative, without having to be referred 
elsewhere, or wait for any blood results,

• The peer educator cohort approach.

Barriers
Individual
According to both the SRs and sex workers, the 
primary reason for stopping PrEP was because 
of side effects. Amongst survey respondents, 
62% of PrEP users had experienced side effects, 
of which 58% experienced headaches, 34% dizzi-
ness, 27% nausea, 25% rash, and 24% diarrhoea, 
with stomach pain, fatigue, loss of appetite, 
and changes in weight being mentioned less 
frequently. Focus group participants reported 
a range of side effects, including changes in 
menstrual cycle; heavy or painful periods; nausea; 
dizziness; increased appetite, weight loss or 
weight gain; itchiness between the thighs; rashes, 
and bad dreams.

Sex workers in focus groups also reported that 
they did not appreciate feeling pressurised by SR 
staff to start using PrEP if they were unwilling or 
not ready (ie in pre-contemplation or contempla-
tion stage):

“I must mention that my peer educator 
will faint if I ever did not take my PrEP. 
She checks on me every time, and that 
support keeps me strong”

“What helps me is that the Sister 
encourages me at every visit, that I 
should not stop taking the pills” 

“In most cases, and in my experience, 
when I come to the meetings, we get 
scolded - which is why I do not attend 
the meetings and this is where PrEP 
gets discussed. Again, I feel we are 
being forced because they always 
explain different things about it”

“The nurse here at (the SR) and our 
peer educator have been pillars of 
support in making us take PrEP and 
also making us stay on PrEP. Even 
when I wanted to give up, they would 
send you a reminder and when you 
complain of side effects, they counsel 
you and tell you nicely that the side 
effects will go down at some point”

“It doesn’t need to be forced down 
one’s throat, it must be emphasised as 
a good choice but not a must.”

Enablers
Individual
Sex workers felt a sense of pride from testing 
HIV-negative every month, and they experienced 
better wellbeing and reduced fear and stress 
about acquiring HIV. This was a key individual 
enabler for them in continuing with PrEP.

Incentives offered to sex workers when they 
initiated onto PrEP were reported by sex workers 
and SR staff as a key drawcard. In one focus 
group, a sex worker described that she had been 
interested in PrEP but decided to take the step of 
initiating at a time when she needed money for 
groceries. Both the SR staff and the sex workers 
on PrEP also mentioned that the structured 
rewards in the form of cash incentives at key 
intervals were an additional incentive to stay on 
PrEP.

The degree to which the incentives influenced up-
take of PrEP varied. A few sex workers reported 
in the focus groups that they had taken up PrEP 
just because of this money; this was not neces-
sarily a bad thing because it motivated those sex 
workers to come to the SR, where they were then 
offered a holistic suite of HIV services and be-
came part of the programme cohort; it acted as 
a gateway for other services. Others noted that 
they wanted to initiate on PrEP anyway, but then 
went along for the initiation when they needed 
the money the most. Other sex workers reported 
that they wanted to be on PrEP anyway, and the 
money was a welcome bonus, but not their main 
reason for presenting at the SR.

The fact that SR staff spent time discussing 
PrEP with sex workers - sometimes over a long 
period – and allowed time for decision-making 
was appreciated and identified as an enabler. SR 
staff in several sites described that a sex work-
er’s decision to start PrEP was a process which 
often took time to make. Staff needed to provide 
information when sex workers were receptive to 
it, be alert for the “teachable” moment, answer 
their questions, and respond to their concerns 
with empathy. These observations about the de-
cision-making process are in line with Prochaska 
and Velicer’s transtheoretical model of health be-
haviour change[63], which recognises that people 
may go through stages of ‘precontemplation’ and 
‘contemplation’ before arriving at ‘determination’ 
and ‘action’. Many sex workers confirmed in the 
focus groups that they had needed time to make 
up their minds about starting PrEP

Social and sexual networks
One of the most powerful factors that influenced 
sex workers to take up PrEP was knowing other 
sex workers on PrEP. In this way, they got to 
understand the experience of taking PrEP, and 
seeing it with their own eyes dispelled some of 
the myths and misconceptions that were circulat-
ing about PrEP. As staff from one SR said, “Fellow 
sex workers are the main influencers. We bring 
them into groups to speak about their experienc-
es.” At another site, the SR reported, “We now 
see sex workers being brought in by other sex 
workers, more than by peer educators”.

 An important factor, as noted by both SR staff 
and sex workers, was the relationship of trust 
between the SR and sex workers – this was 
vitally important both at PrEP initiation and for 
continued PrEP use. SR staff were reported to be 
sensitised and to treat sex workers with respect. 
Sex workers in one district said, “(The SR) has a 
personal relationship with us, they are friendly, 
they don’t treat us like sex workers”. When the 
messenger is trusted, so is the message which 
they bring. The importance of the collaborative 
and caring relationships between peer educators 
and sex workers cannot be underestimated.

Each peer educator looked after a cohort of 
up to 180 sex workers and knew each one of 
them, where they worked, the risk factors they 
faced, their HIV status, and what medication 
they were on, or not. As has been mentioned in 
the section above, peer educators reported that 
they sometimes motivated PrEP to a sex worker 
over a long period and waited for the time when 
that sex worker expressed that she was ready to 
start. When the sex worker was ready, the peer 
educator supported them, by sending them mes-
sages, going to fetch them, travelling with them 
to the mobile clinic site, or the facility, encour-
aging them all the way. While this support could 

“Fellow sex workers are the main 
influencers. We bring them into 
groups to speak about their 
experiences.” 

“(The SR) has a personal 
relationship with us, they are 
friendly, they don’t treat us like sex 
workers”
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the SR instead uses HIV self-screening kits 
(HIVSS). However, the PrEP Guidelines stipulate 
that PrEP can only be initiated on a negative test 
from an HIV rapid test, or blood test, not from 
a self-test. Thus, a lack of test kits delays PrEP 
initiation.

The storage of the SR’s PrEP stock at DoH facili-
ties was cited as a barrier, as obtaining the stock 
from DoH facilities often involved long waits, 
which in turn made the mobile clinic late for its 
appointments with sex workers, which in turn 
made sex workers fed up, and resulted in them 
leaving before the mobile clinic arrived. This bar-
rier cannot easily be overcome due to the legal 
requirements around the storage of medication, 
which means that it is not feasible for SRs to be 
registered as medicine storage facilities.

It was sometimes not possible for all sex workers 
in a district to receive PrEP directly from the SR 
and, in some cases, sex workers are referred to 
public health facilities for PrEP. While PrEP train-
ing for nurses has been rolled out nationwide, 
data indicate that PrEP initiation in public facili-
ties remains low (for all populations, as key pop-
ulation data is not disaggregated at facilities). In 
one district, the DoH District HAST Manager said:

Despite the assertion by DoH that all professional 
nurses have been trained on PrEP, a HTS and 

linkage officer at one SR described the following 
experience: 

Assessment of enabler and barriers against 
those in the literature
The findings from this evaluation are aligned with 
the findings from the literature review to a large 
degree. 

The only enablers identified in other studies that 
did not arise in this evaluation were:

• Support for HIV prevention by brothel leader-
ship.

• Messaging from faith leaders to destigmatise 
sex work, HIV and PrEP.

Barriers from the literature that did not clearly 
emerge as barriers in this evaluation study were:

• Description of side effects in IEC materials 
being inadequate

• Extreme poverty and material and food insecu-
rity, meaning that short-term survival needs 
took precedence over PrEP

• Criminalisation of sex work leading to sex 
workers being arrested which in turn affected 
PrEP adherence.

The fact that the above factors were not identi-
fied as enablers and barriers does not mean that 
they were not factors, but perhaps not significant 
enough to have come up in the data that was 
gathered.

“They have all been trained, so I don’t 
know why the stats are so low. Maybe 
they lack confidence as they have 
not had the chance to practice. So 
sometimes they make excuses because 
they are not confident”

“In (the local clinic) when I took a sex 
worker to be initiated, they told me 
they have PrEP but do not know how 
to initiate”

Photograph: Agape Lerato

This is an important finding to consider alongside 
thinking about risk as a determinant for sex 
workers cycling on and off PrEP. Peer educators 
should not be pushing all sex workers to be on 
PrEP, but their role is to help sex workers to un-
derstand their risk and make an informed choice 
about whether PrEP is an appropriate prevention 
method for them.

Another barrier was sex workers’ lifestyles. 
Despite the intensive support which SRs offer, 
many sex workers’ lifestyles are unpredictable, 
and even precarious, which makes it difficult 
for them to take PrEP regularly and stick to 
appointments. Sex workers may move locations, 
flee from abusive clients, boyfriends or relatives, 
lose their phones or change their phone numbers, 
lose their IDs or clinic cards, or use different 
names. Alcohol and drug use also contribute to 
increasing disorganisation in some sex workers’ 
lives. Homeless sex workers may be robbed of 
their PrEP, or their PrEP may be confiscated along 
with their other possessions by police or security 
guards. Sex workers may prioritise an opportunity 
to make or receive money over attending their 
appointments. For example, at one SR, it was 
said that sex workers would not attend their 
appointments if the SASSA grant collection was 
on the same day.

Social and sexual networks
Anticipated stigma was found to be a major de-
terrent for taking PrEP. Sex workers feared both 
HIV and sex work-related stigma. Sex workers 
reported that they were afraid that intimate part-
ners or family and friends would find out that they 
are on PrEP, and either mistake it for ART, and 
therefore conclude that they were HIV-positive, or 
realise that they are a sex worker.

Community/Programmes
Most SRs indicated that they only do outreach 
during the day due to human resource and safety 
constraints. SRs therefore probably miss many 
sex workers who may be interested in PrEP but 
not able to access the programme because of 
their hours of work.

SR resources were cited as a barrier to support-
ing sex workers to stay on PrEP. SR staff felt that 
they were not able to spend enough time with 
sex workers – counselling them and providing 
the necessary follow-up and support. This was 
due to the fact that there were only two nurses 
per district and only one mobile clinic (in select-
ed districts). In addition, peer educators had 
large cohorts to monitor. As the SR staff were 
providing the full package of services offered by 
the programme, not just PrEP, they felt they did 
not always have enough time to talk about and 
monitor PrEP.

The evaluation team repeatedly heard stories of 
peer educators having to use their own money 
received from their stipends to ensure that sex 
workers attended their follow-up appointments, 
by either paying for their transport or buying them 
food: 

This indicates an insufficient budget for such 
travel and food, and it is obviously unacceptable 
for staff working on minimal salaries to dip into 
their own pockets to be able to support their 
cohorts and to meet their targets. While it was 
clear that sometimes this was done outside of 
programme expectations, from a sense of deep 
commitment and care for their cohort, the pro-
gramme budget should cater for such instances 
and be able to refund peer educators if these 
unusual circumstances occur, or if it is regular, 
make provision for that too.

Even though the mobile clinic is branded in a way 
which does not identify it as providing services 
to sex workers, sex workers were still self-con-
scious about being seen to be receiving services 
from the mobile clinic. One SR explained, “When 
the mobile arrives next to the clinic, the general 
population gets curious as to why sex workers 
are the only ones going to the mobile”. This is 
a barrier to PrEP provision because, as noted 
above, sex workers may not want to attend the 
mobile clinic for fear of the stigma that they have 
HIV or that they are sex workers. 

In terms of the SLAs which SRs have with DoH, 
DoH supplies SRs with HIV rapid test kits.
Sometimes DoH has stockouts of test kits, and 

“Those of us who don’t take PrEP feel 
like we don’t like or love ourselves. 
That is how these meetings make you 
feel like. Then you ask yourself why. 
I feel pressured into taking it, rather 
than encouraged positively.” 

“Peer educators spend from their own 
pockets to buy food for sex workers at 
sites while waiting for clinical teams 
to arrive on check-up and refill days” 
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Programme management
With regard to programme management, most of 
the qualitative data collected centred around the 
following areas:

• Programme design 
• Data/metrics and tracking 
• Strategic targeting
• Resourcing
• Partnerships

Programme design
Training
The peer educators would benefit from more in 
depth information/education about PrEP, and so 
the annual refresher training remains an import-
ant programme activity, and it could perhaps be 
extended to other SR staff. It was consistently 
raised during data collection that the online train-
ing (which was necessary as it was COVID) was 
not adequate. In some districts, not all peer edu-
cators were able to access the training. Training 
should ideally have been more participatory 
and built competence, rather than just provide 
information. In particular, peer educators (as 
well as other SR staff) should be equipped with 
motivational interviewing skills to support healthy 
behaviour and to mitigate resistance from their 
cohorts.

Recipients of the PrEP service
Local key informants and some SR staff men-
tioned that the programme could expand its 
reach and impact by extending services to the cli-
ents and intimate partners of sex workers if they 
were brought along by sex workers for initiation 
onto PrEP. 

In some sites, “many illegal miners are clients, 
including foreigners who are reluctant to go to 
the clinic because of their undocumented status” 
(interview with local key informant).

However, to date, the programme design and 
budget constraints have prevented PrEP being 
extended to clients or intimate partners.

Data/metrics and tracking
While NACOSA programme data has utility for 
monitoring programme implementation, the data 
could not be used to answer most of the ques-
tions in this evaluation, mainly because:

• Reporting done per programme ‘period’ (ie, 
a period of six months) does not allow for 
cumulative findings over time, which makes it 
difficult to track trends over time, or to aver-
age results over an extended period of time.

• There is not yet a specific way to track cycling 
on and off PrEP, as opposed to just a blanket 
indicator for “adherence”. The President’s 
Emergency Plan for AIDS Relief (PEPFAR) sex 
worker programme has reportedly made some 
headway with developing metrics for cycling 
on and off, and the programme could perhaps 
learn from these or adapt these already estab-
lished indicators so that learnings can be 
shared (interview with national key informant).

Strategic targeting
For the moment, targets used by the SRs are set 
by the Global Fund and are output-driven (inter-
view with national key informant). Peer educators 
at one site did raise a concern that:

While this is not necessarily the case as yet, 
when targets are being set they should consider 
prevention- effective adherence as the goal, rath-
er than blanket 100% adherence (as is the goal 
with ART).

Providing PrEP is a new service for SRs and 
even for Global Fund, and so there is much 
to be improved as learning takes place. The 
evaluation has shown that ensuring uptake and 
prevention-effective adherence on PrEP is a 
high-resource activity. Strategic learning is im-
portant with a new programme so that processes 
are developmental, and evidence can inform the 
adjustment of strategies and targets and metrics, 
with the aim of maximising outcomes with the ju-
dicious use of limited resources. In addition, any 
targets should be in line with the new national 
plan.

“We are losing [the sex workers’] 
clients in the process of taking them 
to the clinic. They wonder why sex 
workers are getting services at [the 
SR] and they have to go to the clinic” 
INTERVIEW WITH SR

“There is a danger of the programme 
prioritising quantity over quality, 
where getting numbers supersedes 
providing a holistic service for sex 
workers”

Outcomes 
Although the focus of the evaluation was on 
evaluating the processes for PrEP provision, 
we report some outcomes for sex workers here 
around how being on PrEP has benefitted them.

On the whole, the main outcomes were that:

• Sex workers had less fear of contracting HIV: 
even when engaging in risky behaviours or if 
risky things happened out of their control.

• Sex workers felt more empowered and in con-
trol of their lives, which led to a more positive 
approach to life.

• Sex workers are making healthier choices and 
experiencing better health.

OUTCOMES OF THE PrEP PROGRAMME

LESS FEAR BECAUSE OF 
THEIR REDUCED RISK OF 
CONTRACTING HIV:

MORE EMPOWERED AND IN 
CONTROL OF THEIR LIVES 

which led to a MORE POSITIVE 
APPROACH to like too:

MAKING HEALTHIER 
CHOICES AND EXPERIENCING  

BETTER HEALTH:I have less fear of being 
infected with HIV

focus group with sex workers

It has improved their 
attitude to life

interview with peer educator

Sex workers had

Sex workers felt

The agency that sex workers 
have gained has led them to

They feel less at risk of 
contracting HIV/AIDS even 
in cases of burst condoms 

and rape

interview with peer educator

I feel safer in the work I 
do as a sex worker and 

... in the risky conditions 
that I may find myself in

focus group with sex workers

They are less at risk, 
including during reckless 
behaviour due to alcohol 

or drug use

interview with peer educator

You have no idea how 
being on PrEP has put 
meaning to the word 

‘life’ for me. I live life to 
the fullest ... I am also no 
longer risking my life like 

I was doing before

focus group with sex workers

Sex workers are caring for 
their health more seriously 
since becoming invovled in 

the programme.

interview with SR staff

Understanding 
their risk has been 
key to realising these 
outcomes
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Sustainability strategies 
There were no explicit sustainability strategies 
operating when the programme was evaluated. 
NACOSA staff did mention that the PR had 
encouraged all SRs to work with government 
facilities to provide PrEP (outside the 
programme) so that the sex workers did not 
have to rely solely on SRs for services. This is 
“movement towards sustainability…the only way 
to ensure sustainability is through integrating sex 
workers into government [services]”.

Local and national key informants all felt that the 
next round of the programme would benefit from 
engagement between donor-funded programmes 
and DoH, perhaps coordinated by the PR:

From a sustainability point of view, DoH key infor-
mants at national and district levels recognised 
the problematic nature of relying entirely on 
donor-funded NGOs for outreach services, and 
reflected that they would need to create their own 
outreach programmes (with allocated budgets) 
if NGOs stopped operating. They acknowledged 
that this would require DoH to become ready to 
take over the programme, and most stakeholders 
do not believe they are ready yet. From a hando-
ver perspective, only three of the SRs reported 
that they felt that they would be able to hand 
over their records to DoH at this point knowing 
that PrEP would continue to be provided to sex 
workers, and they were still concerned that “trust 
has been built with the sex workers and ourselves 
and starting over again would be a big risk” (inter-
view with SR).

Only in King Cethswayo did the local DoH staff 
believe that the mobile HTA programme and DoH 
facilities would be able to continue the work of 
delivering PrEP to sex workers at this moment. 
They did suggest that this could only happen if 
the HTA peer educators could be trained further 
in working with key populations (key informant 
interview), although the reality is that they would 

need to hire the current experienced and trained 
peer educators from the SRs if they were to be 
able to provide the programme effectively (key 
informant interviews, interviews with SRs, PE 
focus groups).

A common sustainability pathway is the social 
contracting of NGOs and CBOs by the govern-
ment to provide community-based services, 
and to work in partnership with the government, 
whose main responsibility is facility-based 
services.

It is not likely that NGOs will no longer be part 
of the health system in some way in the future, 
even without donors, but funding and partnership 
arrangements would need to be worked out, par-
ticularly for community services.

Stakeholders felt that it was important that strat-
egies are put in place as soon as possible so that 
there is time for DoH to take over the programme 
incrementally (particularly with regards to facili-
ties), and for capacity to be built in various ways:

“The problem is that there is no 
sustainability and this needs to be 
embedded into the funding of PRs 
and SRs…They should not be there 
to replace the health system, but to 
support it, we should not be creating a 
parallel health system!”
INTERVIEW WITH NATIONAL KEY INFORMANT

“The key here is for all partners to 
work with the government, and to 
transfer their skills. If they work alone 
in silos without engaging the DoH, the 
DoH will not know what is happening. 
On a monthly basis, there should be 
engagement and close working so that 
the DoH knows the skill plans and the 
resource plans, so that partners reveal 
their resources and what they are 
putting into the sex work programme 
so that DoH can plan to take these over 
in the future, including staffing and 
procurement and the budget plans… 
More information is better”
INTERVIEW WITH NATIONAL KEY INFORMANT

“Clients need to test out services at the 
clinic and see how they are treated 
at the clinic now that sensitisation 
workshops have taken place. This will 
also nicely incorporate people into the 
system back and give confidence to the 
Department of Health. But that is very 
difficult because money is time for sex 
workers”
INTERVIEW WITH SR STAFF

Resourcing
Some key resourcing needs identified in this eval-
uation have already been addressed in the next 
round of funding from the Global Fund, including 
additional mobile clinics and additional nursing 
staff.

However, it is important to remember when 
considering extra resources for SRs that pro-
grammes operating in parallel to those provided 
by the government will not continue indefinitely. 
The continued strengthening of the programme 
may be making an important contribution to 
reaching national targets related to improving 
sex workers’ HIV-related outcomes; however, 
this strengthening poses a dilemma with regard 
to sustainability, and is further discussed in the 
section on sustainability below.

Partner relationships
As already noted, all the SRs have a partner-
ship with DoH, at a minimum an SLA with the 
Provincial DoH. Overall, this evaluation found that 
there are sound working partnerships at district 
level, although this varies from district to district. 
SR staff and key informants reflected that there 
could be more multi-sectoral meetings, as these 
are useful. More linking between DoH and the 
SRs in terms of participating in each other’s 
events would be beneficial, although capacity 
constraints are again acknowledged. SRs do 
participate in HTA meetings, although content is 
not PrEP-specific, and more specialised regular 
meetings may be needed.

At facility level, there were positive, collaborative, 
mutually supportive relationships reported in 
some districts. In general, it was observed that 
attitudes towards sex workers were steadily 
improving in public health facilities, but that 
sensitisation of clinical and non-clinical staff was 
still needed.

There are also some partner relationships with 
other NGOs and CBOs, some for demand creation 
purposes, and others to provide HIV services. 
These relationships are reportedly good, no major 
challenges were highlighted through the evalua-
tion. SRs did not report any challenges working 
with the PR in this evaluation.

Sustainability
The discussion in this section focuses on the 
critical question of whether outcomes could be 
sustained without the current funding in place. 
“Sustainability” here refers to quality PrEP pro-
vision continuing for sex workers without donor 
funding, but rather as part of the public health-
care system. It could be argued that planning 
for sustainability requires integration between 
donor-funded programmes and public health 
services.

Evaluation participants (mostly key informants) 
noted that a key gap in the programme design is 
in terms of the lack of sustainability measures 
built into the programme. The key finding is that 
the programme does not have enough explicit 
focus on how to ensure longevity in the pro-
gramme, and not to just create a parallel health 
service dependent on donor funding, which is 
only available in the short term and to limited 
sites and districts (which change as donors shift 
strategy). This does not ensure continuity of ser-
vices or outcomes.

Extent to which outcomes would be 
sustained without the programme 
continuing
Peer educators, SR staff, local key informants 
(made up mostly of DoH staff), national key infor-
mants, and sex workers themselves (across all 
sites) agreed that, at this point in the programme, 
the outcomes would not be able to be sustained 
if the programme were to end.

When asked, all stakeholders felt that sex 
workers’ use of PrEP would significantly reduce 
without the holistic, community-based support 
provided by the SRs. The quotes below are indica-
tive of the responses:

“Only a few sex workers would 
continue, most would stop. If there 
was no one to remind them to collect 
or go test, they would not do it”
INTERVIEW WITH PEER EDUCATOR

“The sex workers will suffer, because they have an organisation that nurtures 
them, provides them meals, a good relationship, they are understanding. DoH 
tried to run this program for sex workers, but they were not able to improve the 
programme until [the SR] came”  
INTERVIEW WITH KEY INFORMANT
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Some enablers and barriers to DoH taking over 
the programme were identified through the 
evaluation.

Current enablers for sustainability:
Seconding capable and experienced staff into the 
DoH has been shown to be an effective strategy 
to establish systems within DoH for PrEP, and 
kickstart effective programmes for sex workers 
from within DoH at all levels.

• The NDoH Key Population Health Implemen-
tation Plan is in draft form. When published, 
it can be used by donors to set targets that 
are aligned with DoH targets and resources at 
all levels, to prevent duplication, and address 
gaps.

• The SR peer educators are experienced and 
trained, and could be immediately absorbed to 
fully function in any new DoH programmes for 
sex workers at a local level.

• The programme’s methods and strategies can 
be used as a blueprint for such a programme, 
and there are very experienced SR staff who 
could train local and national DoH staff:

Current barriers for sustainability:

• There are reportedly problems with the supply 
system for all clinical commodities, including 
PrEP, which results in stock-outs of PrEP.

• Support is needed so that DoH provincial and 
district offices can implement and operation-
alise current policies.

• Continuous training and sensitisation for DoH 
staff (who turn over regularly) is needed to 
be able to work with key populations; the only 
way to ensure that this is continuous is if it 
were written into DoH standard practices.

• There are reportedly major capacity gaps 
at national, provincial and district DoH with 
regard to planning, resourcing, implementing 
and monitoring key population services: 

“They need to have a full 
understanding of the service. If 
they use our [SR] methodology and 
strategies, the sustainability would be 
seamless. The sex workers would just 
be moving from [SR] to DoH”
INTERVIEW WITH SR

“Funders are not taking on the role 
of capacitating DoH, and DoH has 
so many priorities, and their KP 
programmes are not being readied to 
take over from the donors when the 
funds start to stop”
INTERVIEW WITH NATIONAL KEY INFORMANT

Broad strategic consid-
erations
The literature notes that the following are some 
of the key elements needed for a successful 
programme:

• An integrated model among multiple stake-
holders which intervene at the structural, 
environmental, community, and personal/
individual level (Ghayda RA, et al 2020) 

• Community-based, peer-led outreach and 
support (including a microplanning approach) 
(Matambanadzo P, et al (2021) Jana, S et al 
(2021))

• Differentiated service delivery options, eg 
home delivery, pick up at drop-in centre, multi- 
month dispensing (Matambanadzo P, et al 
(2021) Jana, S et al (2021).

While the evaluation has found that this pro-
gramme is no doubt successful to a large degree 
and perceived to be making a significant differ-
ence in the lives of sex workers, it is also clear 
that this is currently a resource-intensive HIV 
prevention method. 

To protect themselves from disease and preg-
nancy, sex workers already need contraception 
and condoms. If they are on PrEP, they still 
need to use contraception and condoms, and 
consistent condom use is as effective as PrEP to 
prevent HIV. In addition, many sex workers do not 
want to or cannot be on daily medication, or have 
mitigated their risk of contracting HIV in terms 
of how they work. When considering the very 
low incidence rates amongst sex workers in the 
broader sex work programme (even without PrEP 
being provided), it begs the question with regards 
to the cost-benefit value. 

As this evaluation did not assess cost benefit or 
analyse programme financials, it is recommend-
ed that more economic and modelling studies 
are done with better quality risk data to better 
understand the best value for such a programme, 
and to inform target setting so that resources are 
utilised where most needed.

There is no doubt that PrEP is incredibly import-
ant for sex workers who are at a high risk of 
contracting HIV, but it is important to think strate-
gically – both within the programme and for the 
development of sustainability strategies – about 
where the effort and resource should go for 
such a programme. It is important that funders 
seriously consider cost-benefit and sustainability 
when developing their funding strategies and 
targets.

Strategies to improve 
processes
Demand creation
Participants in the evaluation had several recom-
mendations for how demand creation could be 
improved. These recommendations include:

• The strategy of using sex workers on PrEP to 
motivate others to use PrEP, which is already 
employed by SRs, is highly effective, and this 
strategy has the potential to be strengthened 
and formalised into a PrEP ambassador 
programme and scaled up. PrEP ambassadors 
could be capacitated to give testimonials in 
small groups and risk reduction workshops, 
post on social media, wear T-shirts saying, 
“Ask me about PrEP”, and even speak to the 
media about their PrEP experiences. However, 
it is acknowledged that this would have funding 
implications on a budget that is already con-
strained.

RECOMMENDATIONS
Recommendations have been presented as broad strategic 
considerations for the programme in general,  recommended 
strategies to improve processes in terms of demand creation, 
initiation and prevention-effective adherence, recommendations 
about PrEP provision, and recommendations about resourcing and 
sustainability.
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practical application, and possibly competen-
cy testing before certification needs to be built 
into the NDoH PrEP curriculum.

• The shorter the time period between testing 
negative, being offered PrEP and being 
initiated on PrEP, the better. This is a case 
of “striking while the iron is hot” otherwise 
sex workers may lose interest or may not be 
available when the initiation service is offered. 
Achieving this would necessitate nurses and 
facilities to be available when HIV testing is 
done, and PrEP offered immediately, which 
is of course reliant on funding and logistics.

Prevention-effective adherence
• NACOSA programme data demonstrates that 

sero-conversion rates of sex workers in the 
programme are very low amongst those on 
PrEP, and those not on PrEP. In the context 
of programme resources which are currently 
insufficient to reach all eligible sex workers 
with PrEP, strategic targeting of sex workers 
at highest risk within the programme cohort 
could be considered. It is probable that the 
most strategic investment of programme 
resources is to put effort into motivating the 
highest risk sex workers to initiate on and 
adhere to PrEP. Consideration must be given 
to the fact that sex workers’ risk profiles 
change regularly, therefore these must be 
regularly monitored.

• The programme needs to focus on making 
sure sex workers understand their risks and 
know about PrEP as an HIV prevention meth-
od, and be able to make informed choices 
about getting onto PrEP, and then be able to 
access it easily if they decide to. The focus 
should be on empowering sex workers with 
knowledge and skills to make healthy choices, 
rather than aiming to have all HIV-negative sex 
workers be on PrEP and stay on it forever.

• Currently, the risk profile tool used to catego-
rise sex workers is simple and short, which is 
necessary as it needs to be easily understood 
by sex workers and easy and quick to admin-
ister. However, the current assessment form 
includes yes/no questions rather than a scale, 
which is too absolute to capture lived expe-
rience, for example, and does not facilitate 
understanding the nuances of risk. In addition, 
data about sex worker risk profiles is currently 
over-written in the NACOSA database when 
a new risk profile is completed, which means 
that there is no baseline or historical data 
against which to assess changes in a sex 
worker’s risk profile. It is recommended that 
these tools and systems are updated accord-
ingly.

• To reach more sex workers with PrEP refills, 
peer educators and SR staff noted that night 
and weekend outreach might be necessary. 
Some SRs are already doing this, and reported 

• While it is important that SR staff consistently 
share PrEP information with sex workers, the 
way in which this information is presented 
should not make sex workers feel like they are 
being pressurised. Information about cycling 
is also impotent to convey clearly.

• IEC materials should be translated into more 
languages. This is in line with recommen-
dations from the literature review: that there 
is a need for improvement of IEC materials, 
including translation of all IEC materials into 
the 11 official languages of South Africa, and 
making the materials available online and 
through social media channels.

• In general, it is important to ensure that all 
SR staff tasked with demand creation are 
adequately trained and competent, that they 
receive supervision and mentorship, and that 
training is refreshed and updated periodically. 
In particular, SR staff need to be better edu-
cated about cycling on and off PrEP, the link 
between risk and cycling, and how to educate 
sex workers to make informed decisions 
about this. This is in line with recommenda-
tions arising from the literature, including:
• Training healthcare workers to be able to 

conduct risk assessments, offer PrEP, and 
provide information and counselling.1 

• The use of motivational interviewing as a 
counselling technique.2

• Pre-PrEP counselling should provide 
information on both the physical and 
social risks associated with pill usage. 
Pre-PrEP counselling should provide users 
with skills, strategies, and support for 
minimising adverse physical and social 
harms associated with taking oral PrEP 
medications.3

To enable better risk counselling, there is a need 
to strengthen the risk assessment form itself, 
and the tracking and capturing of this data so 
it can be used to measure prevention-effective 
adherence as “success” in terms of retention, and 
to better target where the most initiation effort 
should be made. Further recommendations about 
how to strengthen the form follow later.

It was suggested that staff at public health 
facilities could be supported to improve their 
knowledge and practice on PrEP provision by 
those who have had more experience (SRs from 
this programme and perhaps other providers in 

1 Silapaswan A, Krakower D, Mayer KH. (2017). Pre-exposure prophylaxis: a narrative review of provider behaviour and interven-
tions to increase PrEP implementation in primary care. J Gen Intern Med. 32:192–198
2 Ghayda RA, et al, 2020 
3 Van der Elst EM, et al, 2019 

other donor-funded programmes) so that they 
may be more confident with regards to promoting 
PrEP to anyone at substantial risk, and initiating. 
Improved knowledge will help healthcare workers 
to routinely include PrEP as a component of the 
HIV prevention toolkit.

Strategies to encourage young people to be on 
PrEP are needed – it seems that peer influence 
would be the most successful with this group, as 
well as using social media and media in a way 
that young people can relate to.

Health information and promotion around PrEP 
should not be limited to sex workers but should 
target the broader community. 

This could include health promotion talks in clin-
ics, or messaging on radio, TV and social media. 
This recommendation is not the responsibility of 
the programme but will benefit the programme. 

This strategy could prevent the stigma of PrEP 
being synonymous with being a key population, 
may enable members of the general population 
who are engaged in high risk sexual behaviour 
to become informed about PrEP, and may help 
programmes to reach sex workers who work in 
isolation, undercover or without being known to 
the programme. Whilst some SRs are already 
doing this, it is not their core work, and therefore 
this is a strategy that can be used more broadly 
by the SANAC or the South African government.

Initiation
Some key recommendations that could improve 
initiation rates and processes include the 
following:

• To address the barriers relating to public 
health facilities, it is recommended that 
key population sensitisation of clinical and 
non-clinical staff at all government clinics 
continues to be rolled out. Regarding the 
low rates of PrEP initiation within DoH, it is 
imperative that nurses not only be trained in 
PrEP, but also mentored as they practice until 
they are competent to discuss and initiate 
PrEP with patients. In other words, mentoring, 

“Stop making it a sex worker medicine 
and say it is for all!”
FOCUS GROUP DISCUSSION WITH SEX WORKERS

“I have referred a lot of people on 
PrEP, especially discordant couples 
like myself, who have the same 
testimonies as they have remained 
negative despite their partner 
being positive”
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To enable an effective and sustainable PrEP 
national programme for sex workers (and a 
general sex worker programme if implemented by 
DoH), it is recommended that DoH address some 
of the following, as identified through this evalua-
tion study to realise “sustainability” as defined in 
the section above:
• Improve the supply system for all clinical 

commodities, including PrEP to avoid stock-
outs experienced in provincial pharmaceutical 
depots.

• When approved/published, use the Key 
Population Health Implementation Plan to 
align M&E frameworks and collaboration so 
that donor funded programmes can use the 
national plan to avoid duplication, identify and 
address gaps, and identify areas for collabora-
tion so as to maximise funds and resources.

• Send capable and experienced staff into the 
DoH (at all levels) as a strategy to establish 
systems for PrEP and kickstart effective 
programmes for sex workers from within DoH. 
Ideally, for a PrEP programme, these would be 
staff who had already been involved in a PrEP 
programme for sex workers, and who had 
experience of the DoH system so that they 
could establish and implement a feasible and 
successful system and practices.

• If DoH were to take the programme over, 
the SRs could provide training to the DoH at 
national and local levels to ensure they are 
fully informed about the programme’s meth-
ods and strategies: “They need to have a full 
understanding of the service. If they use our 
[SR] methodology and strategies, the sustain-
ability would be seamless. The sex workers 
would just be moving from [SR] to DoH.” 
(Interview with SR)

• Ideally, if the programme was eventually trans-
ferred to the DoH, they would incrementally 
employ the SR peer educators who are already 
capacitated and experienced in the work that 
needs to be done.

• Key population training and sensitisation 
should be part of nurses pre-service training. 
In addition, sensitisation training for clinical 
and non-clinical staff at facility level should 
continue to be rolled out. Key performance 
indicators in this regard would be helpful to 
integrate this into the health system, and it is 
important that a systemic approach is under-
taken to ensure sustainability and allocation 
of resources.

“They need to have a full under-
standing of the service. If they use our 
[SR] methodology and strategies, the 
sustainability would be seamless. the 
sex workers would just be moving from 
[SR] to DOH.”

that it enabled them to reach sex workers who 
might otherwise not have been reached. There 
are, however, logistical challenges with initi-
ation after hours, when bloods are taken, as 
NHLS is not open after office hours. However, 
distributing refills, on months when bloods are 
not taken, would be less challenging.

• Expanding options for PrEP provision in line 
with the move towards differentiated service 
delivery is also recommended. For example, 
an ‘e-pharmacy’ with delivery or pick-up of 
PrEP at the nearest convenient spot is an 
innovative option which may be attractive to 
some segments of the sex worker population. 
A PrEP-providing e-pharmacy was implement-
ed amongst men who have sex with men 
under the PEPFAR Key Population Implemen-
tation Fund (KPIF) and proved to be popular 
(interview with national key informant). Devel-
opment of an e-pharmacy for men who have 
sex with men, transgender people and sex 
workers is in the workplan of the current grant 
(2022-2025), and PEPFAR COP22. Collabora-
tion is planned between the two donor-funded 
programmes to design this feature together 
for successful implementation.

• A system which could generate automatic 
reminders about appointments would improve 
accuracy of peer educators following up with 
sex workers on PrEP and save time.

PrEP provision
To decrease the stigma associated with PrEP, 
stakeholders felt that the packaging needed to 
be changed, as well as the appearance and size 
of the pill itself. Some participants suggested 
that the PrEP container be changed to prevent 
the association with ARVs. While it is illegal to 
re-package any medication into packaging dif-
ferent to that provided by the drug manufacturer, 
this recommendation can still be amplified until 
it eventually reaches the attention of drug manu-
facturers or regulatory authorities. In addition, the 
method used by one SR of putting the pill jar in a 
brown paper bag to give to sex workers is a low-
cost partial solution which can be implemented 
by the other SRs. Concerns around taking a daily 
tablet would be alleviated when the option of 
injectable PrEP (cabotegravir and ripivirine, also 
known as CAB-LA) is offered in South Africa. It is 
encouraging to see that the developer of CAB-LA 
has already applied to SAHPRA for registration, 

4 https://www.unaids.org/en/resources/presscentre/pressreleaseandstatementarchive/2021/december/20211222_cabotegravir 

and an outcome is expected in 2022.4 Across 
districts and participant groups, injectable PrEP 
was enthusiastically anticipated as “with injec-
tions, we will be able to travel with confidence, 
and not worry about forgetting to take daily pills” 
and “this would stop sex workers having to hide 
pills” (both quotes from focus group discussion 
with sex workers on PrEP). PrEP vaginal rings 
were not a popular suggestion. In a number of 
sites, sex workers and peer educators felt that 
both oral pills and injectables should be offered 
to expand choices for individuals.

Resourcing and 
sustainability
In future iterations of the programme, there must 
be a consideration for adequate transport and 
funding for transport to be provided to enable 
peer educators to do their jobs. Organisations 
need to manage costs and budgets so that peer 
educators should never be expected to use their 
own money from minimal salaries to cover costs 
for the programme.

While many of the recommendations noted 
above would improve national HIV prevention 
outcomes by increasing the percentage of sex 
workers reached with PrEP services through 
this programme; on the other hand, this action 
strengthens a parallel health system that is 
dependent on donor funding, and there are sus-
tainability concerns with this kind of model. It is 
recommended that the programme implement 
some measures to build sustainability so that the 
DoH can take the programme over should donor 
funds no longer be available. These activities 
would need to be funded, and should be part of 
Global Fund’s terms of reference for new grants.

“With injections, we will be able to 
travel with confidence, and not worry 
about forgetting to take daily pills”
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Cycling on and off as a strategy for PrEP use 
is an area that requires more knowledge, and 
is a likely way to achieve even more success. 
While the programme has been very effective 
as a programme in its own right, it does not 
work towards integration with the health 
system enough, and is creating a parallel 
health system that is donor-reliant; sustain-
ability strategies should be developed, funded 
and implemented as soon as possible. The 
programme is also high-resource, and there-
fore it is important to strategically consider 
programme design targets. 

The programme has found that PrEP is best 
used by sex workers who are at the highest 
risk of contracting HIV, which necessitates 
understanding constantly changing risk 
profiles. 

On the whole, it is encouraging that PrEP is 
widely and easily available to sex workers as 
a discreet HIV prevention method which they 
have control over, and this service must be 
continued.

CONCLUSION
The programme has been very successful in that it has made PrEP 
highly accessible to all HIV negative sex workers, regardless of the 
delivery modality. It has also provided education about PrEP to 
sex workers, and support to initiate and for prevention-effective 
adherence. 
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