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Attracting female sex workers to HIV testing and counselling in Ethiopia: a qualitative study with sex workers in Addis Ababa

Abstract

Despite growing efforts to increase HIV testing and counselling (HTC) services for most at risk populations in Ethiopia, the use of these services by female sex workers (FSWs) remains low. With rising numbers of FSWs in Addis Ketema and concerns on their high risk behaviours, exploring and addressing the barriers to uptake is of key importance. This qualitative study explores the barriers to utilizing HTC facilities and identifies the motives and motivations of FSWs who seek HTC through in-depth and semi structured interviews with female sex workers, health care workers and key informants. Results indicate that FSWs face numerous barriers including an inability to seek treatment if found to be positive due to the requirement of an ID card many do not own. Many FSWs reported discriminatory behaviour from health care workers and a lack of dedicated services. What is clear from the findings is that distinct strategies, which differ from the broader population, are required to attract FSWs - strategies which take into account the barriers and maximise the reported motives and motivations for testing.
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Introduction

Due to various biological, behavioural and structural factors, Female Sex Workers (FSW) have long been identified as a population who are at increased risk of HIV infection (Baral et al. 2012). In Ethiopia, there is a limited understanding of the extent of the HIV burden and its ripple effects amongst FSWs. HIV prevalence studies on sex workers in the last decade are scanty thereby limiting the in-depth understanding of the scope and extent of the epidemic in this population.

Four years after the first HIV infection was reported, the HIV prevalence amongst FSWs had already risen to 17% in 1984 (Côté et al. 2004) and up to 74% among sex workers in Addis Ababa in 2001 (Aklilu et al. 2001). Since then, the prevalence of HIV among FSWs in the Ethiopia population has remained high and reported at 25.3% (EPHI and CDC 2013-2014). Inconsistent condom use by FSWs has been identified in numerous studies worldwide [Beattie et al. 2010, Godin et al. 2008) as a factor hampering efforts to address HIV transmission in sex work settings. This inconsistency in condom use has also been identified as a barrier in Ethiopia. Due to multiple reasons, condom use by FSWs with regular, non-paying partners is low with potential consequences for HIV infection and transmission (FHAPCO 2010). Indeed, in a qualitative study of FSWs in two Ethiopian towns, many participants reported that they did not deem it necessary to use condoms with sexual partners outside of their work (Van Blerk 2007). Additionally, a previous study had shown that 7.1% of the sexually active female population in Addis Ababa were sex workers (Mehret et al. 1990). Since then, there has been a high influx of people into urban areas while increasing numbers of teenage sex workers are reported (FHAPCO2008).

Programs targeting sex workers in Ethiopia exist but most do not have a nationwide coverage. A national HIV prevention package for key populations including sex workers was developed in Ethiopia but its implementation has not been to the desired scale (FHAPCO, 2014). A study conducted in 12 towns across Ethiopia (TransACTION, 2011) showed the majority of the members of key populations were not reached by service providers.

With an upward trend in the number of people engaged in sex work, a reducing median age of females engaged in sex work, persistent high risk behaviour among sex workers and the high prevalence of HIV among sex workers, the need for a focused programmatic approach aimed at FSWs is very important and cannot be over-emphasized. HIV testing and counselling (HTC) is an important entry point for the prevention of HIV and the early uptake of appropriate services for those who need them (UNAIDS 2001). In 2007, the HIV/AIDS Prevention and Control Office, Ethiopia acknowledged that the uptake of HTC services was low even among FSWs (Mitike et al. 2005; FHAPCO 2007). Indeed, only 22% of FSWs tested for HIV and knew results in 2005 with the percentage rising to about 45% in 2009 (FHAPCO 2012).
However, no study has yet been carried out on the factors dictating the low uptake of HTC services particularly in Addis Ketema - one of the 10 Sub-Cities in Addis Ababa – and the most densely populated. The objective of our study was to qualitatively explore the barriers and facilitators of HTC uptake among FSWs in Addis Ketema. We aimed to increase our understanding of how and why these affect use of HTC services thereby providing an insight on efforts directed at increasing the uptake of HTC and making context-relevant recommendations.

Methods

This research was carried out in Addis Ketema, Ethiopia. Addis Ketema has the country’s largest bus terminal and one of the biggest open-air markets in East Africa (Merkato). Addis Ketema is the first point of city interaction and a temporary settlement for migrant workers and FSWs. It is believed that the HIV prevalence rates are likely to be higher in Addis Ketema than in other areas of Addis Ababa (AMREF 2012).

Qualitative methods were used in this study because of its uniqueness in capturing perspectives and perceptions by exploring people’s views and interpretations through their experiences and stories (Pope and Mays 1995; Snape and Spencer 2003). Data were generated through in-depth and semi-structured interviews (Table 1) as they are particularly useful in exploring the ideas and experiences of participants in their own words (Kvale 2008). In-depth interviews were used to generate information from FSWs because this method allowed for an open ended conversation with minimal interruptions because it was necessary for the respondents to feel that they could openly communicate without judgement or evaluation. For health care workers (HCWs) and key informants, semi structured interviews were used because this allowed more flexibility to express their views more freely while also using their previous experience on the subject as prompts for exploring other areas related to the subject. 
Three categories of people participated in this study: Female Sex Workers, Health Care Workers and selected key informants (see table 1). FSWs were drawn with heterogeneous purposive sampling, to reflect particular features, characteristics and varied experiences and opinions (Ritchie et al. 2003). In particular different age groups were considered. Care was also taken to include both those that had previously gone for HTC and those that had never gone for HTC. FSWs were selected from different locations including those that worked on the streets (street based) as well as in hotels, bars and small drinking houses (establishment based) (Family Health International 2002). Lastly FSWs were selected to reflect the conditions or agreements (Tekola 2005) under which they worked. These conditions were dependent on whether they worked independently and therefore kept all of their income or had supervisors/managers with whom they shared their income. 
Convenience sampling (Ritchie et al. 2003) was applied in recruiting HCWs who were chosen based on availability. HCWs who participated in this study had previously been involved in providing HTC services, mostly as HIV counsellors. The selection of key informants (program manager, assistants and hotel owners) was opportunistic (Ritchie et al. 2003), a chance encounter with them allowed us to get their views.

(Table 1 here)

Experienced qualitative researchers conducted the interviews in a private and quiet room devoid of any distractions. The lead researcher is a medical doctor from the Liverpool School of Tropical Medicine with years of experience in HIV research and was assisted by experienced data collectors from a leading research NGO in Ethiopia. Based on the preference of some of the study participants, all interviews with FSWs and HCWs were conducted in the local language (Amharic) which were then transcribed into Amharic and then translated into English language by the research assistants. Interviews with key informants were conducted in English language based on request and because they had a good grasp of the language. Topic guides which were constantly reviewed and fine-tuned were used to guide the conduct of the interviews and were made flexible to enable participants adequately share their thoughts and stories. All interviews were digitally recorded and lasted between 45 to 60 minutes. Translations and transcriptions were periodically checked through discussions by the research team and by comparing transcripts to the notes taken during the interviews.

Analysis and coding was done by the principal researcher with significant inputs from the co-researchers. The analysis was done using the qualitative software Nvivo9TM and a modification of the thematic framework approach (Ritchie et al. 2003). Coding of the data was as open as possible although some codes mirrored some of the pre-determined themes of the topic guides. Themes occurring in each of the participant groups (FSWs, HCWs, and key informants) were drawn, compared and ultimately merged.

Ethical approval for the study was obtained from the ethics committee of the Liverpool School of Tropical Medicine in England and the Research and Ethics committee of the African Medical and Research Foundation, Ethiopia (Protocol number 11.44LT).
Results
Two broad themes emerged from the findings: barriers and facilitators. These were further divided into a number of categories with the views of FSWs, HCWs and key informants on each subject matter discussed simultaneously.

The barriers to HTC

Barriers were defined as factors that hindered or discouraged FSWs from using HTC services. The barriers highlighted in the interviews related to health service, personal, economic and environmental factors.

Health service related factors

The location of HTC facilities was expressed as an important factor on whether or not FSWs go for HTC. Most of the participants complained of the unfavourable location of facilities saying that the distance from their places of work or residence was a barrier:

‘I want to go but the place [HTC centre] is too far. It will take more than 30 minutes with a taxi to get there’ (Hotel-based FSW, interview).

Some of the FSWs however expressed a contrary opinion by expressing preference for HTC centres located in areas far from their places of work due to the fear of stigmatisation and loss of privacy in health facilities that are within their immediate vicinities.
A cross cutting theme in the qualitative analysis was the tendering of identity cards (IDs) as a precondition for accessing HIV treatment. Most of the FSWs interviewed said that they had avoided going for HTC because if they tested positive and required treatment, IDs proving their residential status was required and demanded before anti-retroviral therapy (ART) could be accessed. Probed on this, some of the HCWs, shed light on the issue:

‘We don’t ask for their ID cards to access HTC services...but for those who test positive and need treatment, we need their IDs to ensure that they can be followed up to improve adherence’ (Female clinical nursing officer, interview).

The availability of HTC centres and long waiting times were recurring issues across all the groups interviewed. FSWs blamed their unwillingness to go for HTC on the long waiting times they previously experienced while HCWs identified the cause of this as the non-availability or shortage of staff. HCWs and key informants held the view that there were insufficient HTC centres leading to long waiting times and an increased workload for the available HCWs.

Only one FSW had a positive view on the attitude of HCWs saying they were ‘okay and encouraging’. The other 19 FSWs had negative views which they said was a barrier to accessing HTC services. The fear of being made to divulge private information was a constant issue as questions asked during counselling sessions were described by many as unnecessary and intrusive:

‘Some of them will discourage you and embarrass you because they will ask you irrelevant questions like: ‘how many men have you had sex with?’ I have been in this business [sex work] for 7 years so how do I know this? They also ask questions like: ‘what kind of style [sexual positions] do you use usually?’ Is that their business? It is not ethical or professional’ (Street-based FSW, interview).

The lack of privacy of visits to HTC facilities was a worry for many FSWs. This is because of concerns that the public assumed such visits as confirmation that one was HIV positive. There are a few confidential clinics set up for only FSWs in Addis Ababa. Such clinics have no sign-posts but are known to FSWs. The majority of FSWs expressed preference for such clinics.

Risk perception

Six FSWs perceived that they were not at risk of HIV, making statements such as, ‘I am ok; I don’t think I have any disease’. They expressed a willingness to go for HTC only if they became unwell. Among those who believed they were at risk, the fear of a positive result and the perceived consequences of the aftermath of such including loss of job/income were barriers to getting tested. Furthermore, the experiences of fellow FSWs at HTC centres were also strong determinants. Where such experiences had been negative due to some of the factors already mentioned, FSWs tended to avoid HTC altogether. Three were indifferent saying that their perception of risk would not make any difference on their willingness or otherwise to use HTC services. One of those indifferent to questions on risk perception said:

‘I’m not bothered about HIV. I have experienced enough suffering over the years. Even if I decide to go for [HIV] testing and I test positive, it will not compare to the suffering I have already been through’ (Street-based FSW, interview).

In general, we found that FSWs who were younger in age and had never gone for HTC were more likely to have a low risk perception and therefore less likely to go for HTC compared to those that were older and more experienced; however those that had gone for HTC on at least one occasion were less motivated to go for repeat or subsequent sessions; while no clear differences were seen between street and establishment based FSWs.

(Table 2 here)

Economic Factors

While some of the FSWs mentioned transport costs as one of the barriers to HTC utilisation, others disagreed and felt that such costs were not impediments to going for HTC. A key informant however was of the view that financial costs in whatever form is an added burden for FSWs who already face numerous financial burdens:

‘You know what? It [transport costs] is a problem. Two Birr (10 cents) [for transportation] is not much for you and me but for them it is. How much do they earn by the way? Maybe 40-50 Birr ($1.99-$2.48) per day which is barely enough to pay the bed owners, buy clothes and use Khat (an addictive amphetamine based plant which is chewed)’ (Female hotel owner, interview).

While public HTC facilities in Ethiopia are mostly free, those in private health facilities come with a charge. For FSWs who prefer these private facilities because ‘they offer better services’, out-of-pocket charges constitute a barrier. Other economic factors mentioned as barriers to HTC include the possible loss of income, job or shelter if found to be HIV positive.

Fear of stigma and discrimination

The fear of stigma and discrimination was a cross-cutting theme in the qualitative analysis. All the healthcare workers interviewed were of the opinion that discrimination was still rife in their community. A sense of discrimination was widely perceived by FSWs who reported discrimination even in health facilities:

‘... even in the clinic it [discrimination] happens. When we go in groups for HTC and identify ourselves as FSWs, they look at us in a bad way and put us to one side. That is why we don’t go. Those who go will not identify themselves’ (Hotel Based FSW, interview).

Seven FSWs actually viewed discrimination as a motivation to go for HTC. One of them expressed the sentiment of stigma and discrimination as a motivation thus:

‘When I got tired of the way people were looking down on me and discriminating, I decided to go for HTC. That was the first time. I wanted people to know that I am not HIV positive. Thank God the result was negative and so I proudly told everybody then they stopped looking down on me’ (Small drinking house based FSW, interview).

Most of the establishment based FSWs expressed the view that the lack of support from the hotel, bed and other establishment owners was a barrier to going for HTC. This lack of support is compounded by their (owners) seeming encouragement of unprotected sex. Many FSWs were reported to have been pressurised and encouraged by owners to engage in sex without condoms with sometimes dire consequences for those who refuse.

The facilitators to HTC among FCWs

Motives in this study, referred to the factors (negative or positive) that influenced a previous uptake of HTC and motivations referred to the factors or processes that would influence the future or subsequent uptake of HTC. Many of the motives and motivations overlap (Figure 1).

Motives

Some of the FSWs that had been pregnant or had children expressed this as the motive for accessing HTC while it took a serious ailment to get some of the FSWs to a HTC facility. Exposure to high risk sex as well as a positive result for a partner or loved one had influenced some of the FSWs to access HTC in the past:

‘Let me tell you my experience. I’ve had sex with many clients without a condom with clients who pay me a lot of money. Later, I heard that one of our clients had died from HIV so I was very worried and went for a HIV test’ (Hotel based FSW, interview).

The death of a child, financial incentives as well as the availability of a free service were among the other factors mentioned by FSWs as motives for a previous HTC uptake.

Motivations

An increased awareness and knowledge on the importance of knowing ones sero-status as well as visible support for people who test positive were expressed as motivations.

Many expressed the view that they believed that there should be simpler and clearer information conveyed through the public media. FSWs take the views of their peers seriously. The advice and encouragement of friends was a commonly expressed reason for going for HTC. The ‘feeling of relief’, sense of liberty on getting a negative result and the urge to assuage the ‘fear of bondage’ brought on by not knowing one’s own status were expressed as motivations.

FSWs who prefer HTC centres located far from their place of work or residence said that knowing the addresses and locations of HTC centres would encourage them to seek HTC services. Others mentioned improved quality of services especially as it relates to the attitude of health workers.

Some of the key informants acknowledged that hotel/guesthouse managers and bed owners play the role of ‘benefactor’ to FSWs and have a lot of influence over them. These views were supported by most FSWs.

(Figure 1 here)

Discussion

While some of the facilitators and barriers for FSWs in our study overlap with those of the general population (Ma et al. 2007; Omolase et al. 2010; Wang et al. 2009), context-specific factors (such as access to ART services with ID cards requirements) and issues specific to FSWs such as working hours, access costs and stigma were more important.

The constraint of distance parallels the findings of Wolff et al (2005). An interesting finding is the preference of FSWs for HTC facilities that are in places farther from, rather than nearer to their places of work or residence. This is in contrast to findings from studies on the broader populations for whom far distances was mentioned as a barrier to accessing HTC (Angotti et al. 2009; Were et al. 2006). This location preference of FSWs emphasizes the need to make clear distinctions between strategies to improve the uptake of HIV prevention services among FSWs and the broader population.

A key theme of this study was the revelation that FSWs living with HIV/AIDS were required to tender their IDs before accessing treatment. The status of Addis Ketema as the first city interaction of migrant workers and an abode for FSWs who migrate from the countryside makes the issue of ID cards a delicate one for FSWs. Many FSWs do not possess residential ID cards and complained of the often tedious processes of getting one. Those who do have ID cards were issued cards not in Addis Ababa but in the regions where they migrated from. The success of efforts to improve the uptake of HTC services as well as universal access to HIV treatment in Ethiopia will be impeded if the tendering of ID cards as a precondition for accessing services is not re-considered and addressed.

Our finding that FSWs who had previously gone for HTC on at least one occasion were less motivated to go for subsequent sessions may be related to their less than optimal experiences on previous visits. The impression that HTC is associated with long waiting times is crucial because long waiting times could ultimately translate to a potential loss of income for FSWs. The issue of long waiting times may be a pointer to other underlying problems including shortage of staff with client demand possibly outstripping the available staff. The poor attitude of HCWs had a persistent mention by the majority of FSWs and mirrors those found by Denolf et al (2001).

A recurring issue from the qualitative analysis was the fear and apprehension of FSWs in making a decision to or not to go for HTC. These fears were more pronounced in FSWs who had never gone for HTC and younger FSWs and could be due to their perceived vulnerability, relative inexperience and a lack of appropriate HTC information.

In making the decision whether or not to go for HTC, FSWs seem to ask themselves: ‘What if I test HIV positive?’ and ‘What happens after I test positive?’ This ‘what if, what next’ dilemma, particularly the fear of a positive result which is mirrored in other studies (Irwin et al. 1996; Paz-Soldan et al. 2005; Tekola 2005; Alwano-Edyegu et al. 1999), and apprehension over what happens afterwards can be assuaged through a comprehensive knowledge and information dissemination package for FSWs.

While the fear of a positive result cannot be said to be peculiar to FSWs compared to the general population, the aftermath of such is crucial among FSWs in Addis Ketema particularly due to ID card and ART issues already discussed.

The attainment of the goals of HTC for FSWs is dependent on regular rather than a one-off use of HTC services. Service fees as well as other charges like transport costs combined with the often precarious financial situation of FSWs in Addis Ketema are likely impediments to regular HTC. This has been described in other studies which found that transport difficulties and costs limit the number of people seeking HTC services (Asingwire 2004; Yoder 2006). Result-based financing strategies including health voucher programs and conditional cash transfers (Musgrove 2010), which have been shown to be successful in increasing the use of health services by populations at high risk of HIV and improving the quality of services in developing countries (Bellows et al. 2011; Meyer et al. 2011), could be useful strategies.

FSWs face stigma and discrimination not only because of perceptions of the community on HIV issues but also on the negative perceptions of sex work. We found that FSWs face discrimination not only in the community in which they live but also in health care facilities. This finding which mirrors those in other settings (Bishop et al. 2000; Foreman et al. 2003; Paxton et al. 2005) is one that needs to be addressed as HCWs are important stakeholders in the drive to improve access to HTC services among FSWs.

Our finding that stigma and discrimination was regarded as a motivation to go for HTC by some FSWs was unexpected. This could be an important message that could be put across to FSWs and their peers - that FSWs can stand up to discrimination by making use of HTC services, knowing their HIV status and learning of ways to prevent HIV.

The hold that hotel, bed and other establishment owners have on FSWs and their influence on their sexual behaviours, including condom use, make them important change agents and stakeholders in the drive to improve HTC uptake. While a study in China suggested that managers had limited influence on FSWs (Wang et al. 2009), our findings suggest their involvement in programs that target FSWs needs to be considered in Ethiopia.

The findings that some FSWs only go for HTC when they get seriously ill or for some negative reason like the death of a child resonates with those found in a study in Botswana on the attitudes and practices of HIV testing (Weiser et al. 2006). This calls for innovative efforts at advocacy and communication on the benefits of knowing one’s status and the early uptake of HIV treatment. One of the ways that this communication can be done effectively is through peers and networks of FSWs. This study shows that FSWs take the views of their peers seriously, especially those who had received education and training on HIV and HTC. This presents an opportunity to recognize the importance of expanding peer education programs for FSWs.

This was a qualitative study with a small sample size carried out in one Sub-City district in Addis Ababa. The findings of this study may therefore not be applicable to other areas with different features and influences. Time constraints meant that all the aspects of the research topic may not have been fully explored. More insight may have been provided into the issues raised if more HCWs and key informants were included.

Conclusion

Overcoming the barriers and understanding the motives and motivations for HTC use by FSWs is crucial in order to drive upwards the uptake of HTC services. Existing policies and guidelines may need to be reviewed with the active participation of stakeholders including FSWs to create a common understanding of the issues involved and forge a common way forward.

Many of the barriers to HTC uptake by FSWs were directly or indirectly related to inadequate communication of issues surrounding HIV and HTC. Without innovative and creative approaches to disseminating education, information and communication packages, the uptake of HTC by FSWs will remain low with far reaching implications for the broader population. Based on findings from this study, a number of suggestions that may guide policy makers, program managers and practitioners at local and national levels have been identified (Table 3). These may be useful in the development of strategies for the improved uptake of HTC by FSWs.

(Table 3 here)

Further research is needed to guide and inform appropriate strategies that are best suited to reaching out to FSWs in settings such as Addis Ketema. Key issues that may be explored in such research include the involvement of establishment owners in HTC programs, HTC related stigma reduction strategies, suitable and workable peer education models as well as the potential use of voucher and conditional cash transfer programs for FSWs.

To achieve the global target of universal access to HIV/AIDS prevention, treatment and care, there is the need for national bodies to understand the dynamics of their local contexts and put such to bear in the design, implementation and evaluation of targeted programs.
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Table 1: Participants: In-depth interviews/semi-structured interviews

	Type of participants
	Number (31 participants)
	Method

	Sex workers
	20
	In-depth interviews

	Community counselors
	3
	Semi structured interviews

	Clinical nursing officers
	2
	Semi structured interviews

	Confidential clinic coordinator
	1
	Semi structured interviews

	Program manager/assistants
	3
	Semi structured interviews

	Hotel owners
	2
	Semi structured interviews


Table 2 - Barriers to the uptake of HTC by FSWs in Addis Ketema.
	Barriers to the uptake of HTC by FSWs in Addis Ketema

	1. Health service Factors

	Accessibility
	Availability
	Quality

	· Distance

· Location preferences 

· Identity card
	· Few staff and HTC centers

· Difficulty in accessing ART
	· Poor attitude of HCWs

· Privacy and confidentiality of visits

· Poor counselor skills

· Lack of follow up

· Long waiting time

	2. Personal Factors

	· Fear of a positive result

· Indifference

· Poor information on aftermath of a potential positive result 

· Bad experiences of friends

· Frequent engagement in high risk sex

	

	3. Economic Factors

	· Transport costs

· Private facility charges

	4. Environmental Factors

	· Stigma 

· Discrimination

· Managers’ (Hotel, bed owners, drinking houses) influence


Table 3 – Factors likely to improve the use of HTC services by FSWs in Addis Ketema and recommendations.
	Factors likely to improve HTC uptake among FSWs
	Recommendations

	Increased community awareness of HTC which may increase knowledge and improve attitudes towards HIV and HTC
	Increase promotions, awareness campaigns though active partnerships with the media and the community.

	Provision of  more information to FSWs on HTC processes including what happens on and after a potential positive HIV test
	Provide and distribute comprehensive IEC materials on HTC to FSWs.

	Minimization of the unpleasantness related to HTC visits
	Build the capacity of HCWs and counselors in HTC services provision.

Develop a framework for HTC process evaluation.

	Provision of  vivid instructions on the locations and addresses of HTC centers
	Produce and disseminate HTC brochures containing the addresses and locations of strategic facilities in different sub-cities and regions.

	Expansion of  the free HTC policy to include private facilities
	Involve and integrate private health care providers in HTC service provision.

Consider Health voucher programming

	Involvement of establishment owners in strategies to improve uptake of HTC
	Provide HTC information to establishment owners and involve them in the dissemination of IEC materials to FSWs.

	A  review of the ‘policy’ of tendering ID cards before accessing treatment
	Make the process of obtaining ID cards easier for FSWs.

Devise more innovative strategies of improving adherence to ARTs e.g.  Mobile phone numbers as contact and for follow up.

	Improved peer support networks
	Expand peer education programs and training for FSWs.

	Improved partnerships with different sectors
	Foster and sustain partnerships with the media, community groups, FBOs, CSOs, NGOs, development partners.
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Figure 1 - Facilitators to the use of HTC services by FSWs in Addis Ketema.
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