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current global statistics indicate that, the risk of acquiring 
HIV is 26 times higher among WESW as compared to other 
women [3]. In Uganda, the HIV prevalence is 31.3% among 
WESW, which is six times higher than the national average 
of 5.4% [4].

The situation is worsened by the criminalization of sex 
work in the country. Criminalization of sex work hinders the 
implementation of HIV prevention and treatment programs, 
especially those targeting WESW [5]. Moreover, combined 
with stigma and discrimination from health care providers, 
lack of friendly services, lack of transport to access health 
clinics, and low literacy levels, further deter women from 
accessing and utilizing HIV prevention and treatment ser-
vices [6, 7]. Therefore, access to preventive mechanisms 
among WESW is critical in minimizing the spread of HIV 
in highly impacted communities, such as those in Uganda. 
Condom use is recognized as an affordable and accessible 
preventive mechanism to HIV prevention and transmission 
of sexually transmitted infections, including HIV [7–10]. 
However, access and utilization of condoms among WESW 
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Abstract
We examined the factors associated with consistent condom use among women engaged in sex work in the Southern parts 
of Uganda. We used baseline data from a longitudinal study involving WESW from 19 hotspots in Southern Uganda. We 
conducted hierarchical models to determine the individual, economic, behavioral, and health-related factors associated 
with consistent condom use. We found that, alcohol use (b=-0.48, 95% CI=-0.77, -0.19), accepting money for condom-
less sex (b=-0.33, 95% CI=-0.38, -0.28), multiple customers (b=-0.01, 95% CI=-0.01, -0.005), being married (b = 0.50, 
95% CI = 0.01, 0.99), owning more assets (b = 0.08, 95% CI = 0.05, 0.13), having another income earner in the household 
(b = 0.55, 95% CI = 0.27, 0.83), condom use self-efficacy (b = 0.11, 95% CI = 0.03, 0.19), condom use communication 
(b = 0.06, 95% CI = 0.001, 0.12), and being knowledgeable about HIV/STIs transmission (b = 0.08, 95% CI = 0.01, 0.15) 
were associated with consistent condom use. Additionally, 29% of the women were consistent condom users. Hence, there 
is need to implement interventions that promote consistent condom use among WESW.
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is shaped by multilevel factors, including individual, social, 
economic, environmental, and structural factors.

A few studies have been conducted in Uganda to ascer-
tain the factors associated with consistent condom use 
among WESW, which include but are not limited to pov-
erty, age, education level, alcohol and substance use, hav-
ing multiple sexual customers, criminalization of sex work 
[11–15]. However, these studies were in Kampala, the capi-
tal city where preventive services, including condoms may 
be readily available [7], highlighting the need for literature 
on WESW in other parts of the country, especially in semi-
urban and rural areas – where the HIV prevalence is higher 
than the national coverage [4]. Also, these studies mainly 
focused on individual and structural factors. There is still a 
need to understand the effect of behavioral, economic and 
health related factors on condom use in this population. 
Therefore, this study assesses the factors associated with 
consistent condom use among WESW in Southern Uganda.

Theoretical Framework

The study is guided by the Brofenbrenner’s socioecologi-
cal model, a theory-based framework that examines mul-
tilevel factors that influence individual behavior [16]. 
According to Bronfenbrenner, understanding human behav-
ior goes beyond direct observation to examining multiple 
systems of influence. He divides the systems of interaction 
into the micro, meso, exo, and macro systems. Our study 
examined factors at the micro and exo systems that influ-
ence consistent condom use among WESW. A microsystem 
contains multifaceted relations between an individual and 
their immediate environment. Hence behavior is examined 
in terms of process rather than content [16]. We identify the 
micro factors at the individual level, to include women’s 
age, marital status, education experience, and household 
size, and how these affect women’s behavior as regards 
to consistent condom use. The exo factors, as explained 
by Bronfenbrenner’s model, refer to the forces within the 
larger social systems in which the individual is embedded 
and how these influence behavior [16, 17]. Hence these fac-
tors do not directly impact the individual but can exert both 
negative and positive interactive forces on the individual’s 
behavior [18]. In the present study, we defined these factors 
to include economic (debts, lack of employment, financial 
distress, financial self-efficacy), behavioral (substance use, 
alcohol use, multiple sexual customers, condom use self-
efficacy), and health-related factors (HIV/STIs knowledge, 
access to medical care).

Methodology

Study Sample and Recruitment

We used baseline data from, a 5-year National Institute of 
Mental Health (NIMH)-funded study aimed at reducing HIV 
risks among WESW in Southern Uganda. The study details 
are published in Ssewamala et al. [19]. The study recruited 
542 women from 19 HIV “hotspots” (small towns) across 
four districts in Southern Uganda. Women were eligible to 
participate in the study if they: (1) were at least 18 years old; 
(2) reported having engaged in vaginal or anal sexual inter-
course in exchange for money, alcohol, or other goods in 
the preceding 30 days; and (3) reported at least one episode 
of unprotected sexual intercourse in the past 30 days with 
either a paying, casual, or regular sexual partner[20] The 
research team engaged community stakeholders currently 
working in the study region to identify and recruit WESW 
into the study from the potential sites [20].

Data Collection

All study instruments and consent forms were translated 
into the local language (Luganda, the most widely used lan-
guage in the study region) by a certified translator from the 
Department of Languages at Makerere University. To ensure 
that the tools were culturally and linguistically appropriate, 
the study team worked with stakeholders in reviewing the 
documents to help infuse experiences relevant to WESW 
[20]. Research assistants completed the research ethics 
training, including the Collaborative Institutional Training 
Initiative (CITI), Human Subjects Protection training and 
Good Clinical Practice training before engaging with study 
participants.

Measures

The primary outcome for the study was consistent condom 
use during vaginal sex with a male paying sexual partner. 
Condom use was defined as the percentage of times the par-
ticipant used a condom during vaginal sex in the preceding 
30 days. In calculating this percentage, the numerator was 
the number of times that a condom was used during those 
encounters, while the denominator was the number of times 
the participant had engaged in vaginal sex in the preceding 
30 days. After getting the percentage, we dichotomized the 
outcome into consistent (100%) and inconsistent (less than 
100%) condom use.
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Individual Level Factors

We ascertained information on demographics, household, 
and sex-work related characteristics of the participants, 
including their age (continuous), marital status, education 
level and household size (total number of people in the 
household including children and adults).

Economic Level Factors

The variables included, asset ownership, financial distress, 
financial self-efficacy, whether a participant had a debt with 
someone, having another income earner in the family as 
well as current employment of the participant. Asset owner-
ship was measured on a 21-item scale. The scale comprised 
a list of household assets such as house, land, gardens, cat-
tle, means of transport, and whether a family owned a small 
business. An asset index was generated from the scale (range 
0–21) where by a higher score signified more assets owned 
by the participant’s household (Cronbach alpha = 0.85).

Financial distress was measured using a five-item scale 
with a range of 5–20. The scale assessed the participant’s 
financial ability to meet basic needs such as food, cloth-
ing, transportation, housing fees, and medical expenses. 
Responses were coded from 1 = “Never” to 4 = “Many 
times”. A higher score indicated higher levels of financial 
distress (alpha = 0.80).

Financial self-efficacy was assessed using a four-item 
scale adapted from the domestic violence-related financial 
issues scale [21]. The questions assessed the ability of the 
participant to meet their financial goals, including becoming 
financially secure, obtaining adequate employment, build-
ing up savings, and paying off their debts. Responses were 
rated on a 5-point Likert scale, with 1 = Not confident at all 
= 1 and Extremely confident = 5, with a higher score indicat-
ing financial self-efficacy. The theoretical range was 4–20, 
with a Cronbach alpha of 0.84.

Behavioral Factors

These were measured using the following indicators: (i) 
“Have you used recreational drugs in the past 30 days”, (ii) 
“Have you used alcohol in the past 30 days”, (iii) “How 
many different customers have you had in the past 30 days 
who gave you cash, good, drugs or other services for sex”, 
(iv) “How many days of the week do you engage in sex 
work”, (v) “Have your paying customers offered you more 
money, good or services not to use a condom”, and (vi) con-
dom use and condom communication self-efficacy.

Condom use self-efficacy was assessed using an eight-
item scale with questions on the participants’ confidence 
in using condoms with their male sexual partners [22]. 

Responses were coded from 1 = Not at all confident to 
3 = very confident. The theoretical range was 8–24, with a 
higher score indicating more confidence in using a condom 
(alpha = 0.87). Similarly, participants were asked questions 
on condom use communication to examine how well they 
would communicate their condom use preferences with 
their paying sex customers. Questions on this scale were 
adopted from the couples’ communication scale [23]. The 
questions were assessed using a five-item Likert scale rang-
ing from 1 = definitely no to 5 = definitely yes. A higher score 
indicated ease of communication/discussion about condom 
use with their customers. The theoretical range was 5 to 25 
(a Cronbach alpha of 0.89).

Health Related Factors

These included; (a) participants’ knowledge of HIV/
STI transmission, which was assessed on a 12 item scale 
adapted from the Brief HIV knowledge questionnaire [24], 
with true/false statements. A higher score indicated cor-
rect knowledge about HIV/STI transmission (range = 0–12, 
alpha = 0.81); (b) access to medical care was assessed 
using 6 items related to seeking medical care in the past 
12 months with responses coded from 1 = strongly disagree 
and 5 = strongly agree (5) [25]. Summated scores were cre-
ated with higher scores indicating ease in access to medi-
cal care (range = 7–30, alpha of 0.59); (c) we also included 
participants biological test results when confirmed positive 
from a laboratory test. Three STIs were tested -Gonorrhea, 
trichomoniasis, and chlamydia.

Analysis Procedures

Data were analyzed using STATA SE, Version 17 (Stata-
Corp, College Station, TX 77,845). To adjust for clustering 
at the level of the hotspots/sites, we declared the data as sur-
vey data. Descriptive statistics were run to summarize the 
social-demographic characteristics. Continuous variables 
were summarized using means and standard deviations, 
while the categorical variables were summarized using per-
centages and proportions.

We fitted hierarchical linear regression models to exam-
ine how blocks of predictor variables were associated with 
our primary outcome. Model one includes individual fac-
tors, including age, marital status, education level, and the 
number of people in the household. In Model two we intro-
duce economic factors, including asset ownership, financial 
distress, financial self-efficacy, having a debt, other income 
earner in the household, and current employment of the par-
ticipant. These are introduced over and above the individual 
factors (in Model 1). Model three introduces behavioral fac-
tors, including drug use in the past 30 days, alcohol use in 
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Results

Sample Characteristics

Table  1 presents the characteristics of participants 
enrolled in the study.

Individual Characteristics

A total of 542 WESW were recruited in the study. The 
average age was 31.4 years (SD = 7.18, range = 18–55 
years). Majority of participants (61%, n = 331) were either 
divorced/widowed or separated from their partners, and 
63.5% (n = 344) had achieved up to primary education. In 
addition, 53.7% (291) of the women lived in small towns.

At the economic level of influence, 76% (n = 414) of 
the participants were not employed at the time of enroll-
ment, and most of them (71%, n = 388) had debts. Partici-
pants reported moderate scores on financial self-efficacy 
(mean = 8.5, range 4–20), and mean = 14.5 (5–20) on the 
financial distress scale. Over half of the participants, 58% 
(n = 316) reported having received offers for more money 
from customers to engage in condomless sex.

As far as behavioral and health related factors are con-
cerned, 74% (n = 342) and 13% (n = 74) of participants 
reported using alcohol and drugs in the past 30 days, 
respectively. On average, 33 sexual partners were reported 
by women in the past 30 days, with an average of 5 days 
engaged in sex work per week. Women reported an average 
score of 5.5 (0–12) on their HIV/STIs transmission knowl-
edge and mean = 19.2 (7–30) on their access to medical ser-
vices. Of the total sample, 2.6% of the participants tested 
positive for chlamydia, 1.3% for Gonorrhea, and 7.4% for 
trichomoniasis. In addition, participants reported high scores 
for condom use self-efficacy (mean = 18.9, range 8–24) and 
mean = 20.9 (5–25) for condom use communication scales.

Factors Associated with Consistent Condom use

Results from the hierarchical regression models are pre-
sented in Table 2.

Model one includes individual level factors. Model 1 
explains 2% variance in the primary outcome (Pseudo 
R2 = 0.016). Specifically, in model 1, we find that marital 
status and education were significantly associated with 
consistent condom use. In particular, married women were 
more likely to use condoms consistently than the single and 
divorced women (b = 0.60, 95% CI = 0.18, 1.04, p = 0.006). 
In addition, women with secondary education were more 
likely to use condoms consistently compared to those with 
primary education or less (b = 0.22, 95% CI = 0.13, 0.31, 

the past 30 days, number of different customers in the past 
30 days, number of times participants engaged in sex work 
in a week, condom use self-efficacy and condom use com-
munication. Factors in model three are over and above mod-
els one and two. The fourth model assessed health-related 
factors, including participants’ knowledge on HIV/STIs 
transmission, access to care, and whether participants had 
any STIs. Model four factors are introduced over and above 
models one, two and three. In all models, we adjusted for 
clustering at the site level. All p-values of 0.05 or less were 
considered statistically significant.

Table 1  Characteristics of 542 women engaged in sex work
Variable Number 

(%)
Individual factors
Age (Mean, SD) 31.4 (7.18)
Marital Status
Single/Never married 72 (13.3)
Married/In a relationship 139 (25.7)
Divorced/Widowed/Separated 331 (61.1)
Education Level
Up to primary education 344 (63.47)
Secondary and Higher Education 198 (36.53)
Number of people including adults and children 
(mean, SD)

3.60 (2.19)

Site Location
Fishing sites 131 (24.2)
Rural 120 (22.1)
Small towns 291 (53.7)
Economic factors
Debt (currently owe money to someone) 388 (71.6)
Asset factor index (mean, SD 5.52 (4.14)
Financial distress scale (mean, SD) 14.47 (4.5)
Financial self-efficacy index (mean, SD)) 8.49 (4.1)
Having another income earner in the family 1.37 (0.48)
Currently employed 128 (23.6)
Behavioral factors
Have you used drugs in the past 30days 74 (13.65)
Have you used alcohol in the past 30days 342 (63.1)
Multiple customers in the last 30 days (mean, SD) 33.44 

(47.41)
Days of the week engaged in sex work (1–7) 5.09 (1.82)
Customers offered more money with no condom 316 (58.3)
Condom use self-efficacy (mean, SD) 19.0 (4.71)
Condom communication self-efficacy (mean, SD) 21.0 (4.47)
Health-related factors
HIV Knowledge (mean, SD) 5.48 (2.31)
Access to medical services (mean, SD) 19.22 (4.51)
Sexually Transmitted Infections
Chlamydia 14 (2.6)
Gonorrhea 7 (1.3)
Trichomonas 40 (7.4)
Condom Use (Proportion estimation)
Consistently used a condom (100% condom use) 150 (28.6 )
Inconsistent condom use 374 (71.4)

1 3

972



AIDS and Behavior (2023) 27:969–977

When we regressed economic factors on the individual 
characteristics, the model explained 6% (Pseudo R2 = 0.055) 

p < 0.001). Age and household size were not significant in 
the model.

Model 1 Model 2 Model 3 Model 4
Characteristics β (95% CI) β (95% CI) β (95% CI) β (95% CI)
Individual factors
Age -0.01(-0.02,0.01) 0.01 (-0.10, 

0.02)
0.01 (-0.01, 0.02) 0.002 (-0.02, 

0.02)
Marital status
Single/Never married Ref Ref Ref Ref
Married/In relationship 0.61 (0.18, 1.04) 0.78 (0.21, 

1.35)
0.53 (-0.04, 1.10) 0.50 (0.01, 

0.99)
Divorced/widow/separated -0.01(-0.16, 0.15) 0.11 (-0.001, 

0.22)
-0.03 (-0.19, 
0.13)

-0.08 (-0.34, 
0.18)

Education level
Received up to primary 
education

Ref Ref Ref Ref

Secondary and higher 0.22 (0.13, 0.31) 0.17 (0.02, 
0.32)

0.17 (-0.15, 0.48) 0.17 (-0.22, 
0.56)

Household size (adults and 
children

0.02 (-0.05, 0.08) -0.02 (-0.12, 
0.07)

-0.04 (-0.18, 
0.10)

-0.05 (-0.19, 
0.10)

Economic factors
Asset ownership 0.08 (0.04, 

0.13)
0.08 (0.05, 0.12) 0.08 (0.05, 

0.13)
Financial distress -0.02 (-0.08, 

0.04)
-0.01 (-0.06, 
0.03)

-0.01 (-0.06, 
0.05)

Financial self-efficacy -0.01 (-0.04, 
0.02)

0.01 (-0.02, 0.04) -0.01 (-0.03, 
0.05)

Participant has a debt with 
some one

-0.12 (-0.36, 
0.13)

-0.07 (-0.44, 
0.29)

-0.07 (-0.46, 
0.32)

Household has other income 
earners

0.59 (0.46, 
0.72)

0.54 (0.27, 0.81) 0.55 (0.27, 
0.83)

Participant is currently 
employed

-0.23 (-0.41, 
-0.04)

-0.14 (-0.40, 
0.11)

-0.15 (-0.42, 
0.12)

Behavioral factors
Used drugs in the past 30 days 0.08 (-0.12, 0.29) -0.06 (-0.12, 

0.24)
Used alcohol in the past 30 
days?

-0.48 (-0.79, 
-0.16)

-0.48 (-0.77, 
-0.19)

Multiple customers in the past 
30 days

-0.01 (-0.01, 
-0.01)

-0.01 (-0.01, 
-0.01)

Days of the week engaged in 
sex work

-0.05 ( -0.23, 
0.12)

-0.06 (-0.25, 
0.13)

Condom use self-efficacy 0.11 (0.03, 0.19) 0.11 (0.03, 0.19)
Communication about condom 
use

0.06 (0.002, 0.12) 0.06 (0.001, 
0.12)

Customers offered more money 
with no condom

-0.36 (-0.39, 
-0.33)

-0.33 (-0.38, 
-0.28)

Health related factors
Knowledge of HIV/STIs 
transmission

0.08 (0.01, 
0.15)

Has access to medical care 0.02 (-0.07, 
0.11)

Having any STIs -0.06 (-0.79, 
0.67)

Constant -1.22 (-1.5,-0.95) -1.76 (-2.91, 
-0.61)

-4.42 (-8.22, 
-0.62)

-5.12(-10.92, 
0.69) 

Pseudo R2 0.016 0.055 0.123 0.128
Incremental R2 0.039 0.068 0.005

Table 2  A hierarchical regression 
model showing factors associ-
ated with consistent condom use 
among women engaged in sex 
work
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Discussion

This study examined the factors associated with consistent 
condom use among women engaged in sex work in South-
ern Uganda. Guided by the Brofenbrenner’s socioecologi-
cal model [16], we examined the individual, economic, 
behavioral and health-related factors associated with con-
sistent condom use among WESW. Study findings show 
that 71% of our participants reported inconsistent condom 
use in the past 30 days, a percentage which is higher com-
pared to the previous studies conducted in the country. For 
instance, a systematic review conducted by Muldoon in 
Uganda revealed that, between 33 and 55% of sex workers 
reported inconsistent condom use [7]. In addition, Bukenya 
and colleagues reported that 40% of the study sample were 
not using condoms consistently in the study conducted in 
Kampala- the main capital of the country [13]. Given the 
high prevalence of HIV among this group [3], strategies to 
promote consistent condom use and reduce the risk of HIV 
transmission are highly required.

Among individual level factors, marital status and edu-
cation level were significantly associated with consistent 
condom use in our study. Specifically, the findings revealed 
that being married was associated with consistent condom 
use. This could be due to the women’s need to protect them-
selves against contracting HIV or any STI, especially if they 
engage in sex work in secret. According to Muldoon, female 
sex workers with permanent partners are determined to pro-
tect themselves and their partners [7]. Additionally, a study 
conducted by Tenkorang revealed that most married women 
who engage in sex work used condoms as a contraceptive 
method to avoid unwanted pregnancies [26]. Other studies 
have highlighted that married women prefer condoms to 
strike a balance between the need to support their families 
and remain healthy to live longer and take care of their chil-
dren [12].

In addition, education level was associated with consis-
tent condom use. Specifically, participants with secondary 
school and above were more likely to use condoms consis-
tently compared to those with primary education or lower. 
These findings align with other studies that have documented 
a strong relationship between education levels and condom 
use [13, 27, 28]. This could be attributed to exposure to 
information regarding condom use and also the ability to 
understand and interpret the information materials, which 
give women the confidence to negotiate safe sex among 
those with higher education [28, 29]. Also, having higher 
levels of education may give women other employment 
options, hence having less pressure to meet their economic 
and social needs than their counterparts with low education 
levels [30]. Therefore, availability of user friendly infor-
mation related to condom use, that takes into account the 

variance in consistent condom use. We noted that being mar-
ried (b = 0.78, 95% CI = 0.21, 1.35, p = 0.008) and having 
secondary education and higher (b = 0.17, 95% CI = 0.02, 
0.32, P = 0.023) were still significant in the model. In addi-
tion, participants with more assets (b = 0.08, 95% CI=-0.04, 
0.13, p < 0.001) and those that had another income earner 
in the family (b = 0.59, 95% CI = 0.46, 0.72, p < 0.001) 
were more likely to use condoms consistently. On the other 
hand, women who were unemployed were less likely to 
use condoms consistently (b=-0.23, 95% CI=-0.41, -0.04, 
p = 0.018).

When we included behavioral factors in our third model, 
they significantly affected the model as they explained 12% 
of the variance in the primary outcome (Pseudo R2 = 0.123). 
Specifically, having more assets (b = 0.08, 95% CI = 0.05, 
0.12, p < 0.001) and another income earner in the house-
hold (b = 0.54, 95% CI = 0.27, 0.81, p < 0.001) were still 
associated with consistent condom use. Additionally, alco-
hol use in the past 30 days (b=-0.48, 95% CI=-0.79, -0.16, 
p = 0.003), having multiple sexual customers (b=-0.01, 95% 
CI=-0.009, -0.005, p < 0.001) and receiving offers for more 
money to engage in condomless sex (b=-0.36, 95% CI=-
0.39, -0.33, p = < 0.001) were all associated with inconsistent 
condom use. Conversely, participants who were confident 
in using condoms (b = 0.11, 95% CI = 0.03, 0.19, p = 0.008) 
and communicated condom use with their sexual partners 
(b = 0.06, 95% CI = 0.002, 0.12, p = 0.041) were more likely 
to use condoms consistently.

In model four, we included health-related factors. In this 
model we regressed health related factors on the individual, 
economic and behavioral factors. The model explained 13% 
of the variance in the primary outcome (Pseudo R2 = 0.128). 
Being married (b = 0.50, 95% CI = 0.01, 0.99, p = 0.047), 
having more household assets (b = 0.08, 95% CI = 0.05, 
0.13, p < 0.001), having another income earner in the family 
(b = 0.55, 95% CI = 0.27, 0.83, p < 0.001), were still associ-
ated with consistent condom use. In addition, being offered 
more money to engage in condomless sex (b=-0.33, 95% 
CI=-0.38, -0.28, p < 0.001), having multiple sexual custom-
ers (b=-0.01, 95% CI=-0.01, -0.005, p < 0.001) and having 
used alcohol in the last 30 days (b=-0.48, 95% CI=-0.77, 
-0.19, p = 0.001) remained significant predictors of inconsis-
tent condom use. Participants who scored high on condom 
use self-efficacy (b = 0.11, 95% CI = 0.03, 0.19, p = 0.009), 
condom use communication (b = 0.06, 95% CI = 0.001, 0.12, 
p = 0.044), as well as HIV/STIs transmission knowledge 
(b = 0.08, 95% CI = 0.01, 0.15, p = 0.036) were more likely 
to use condoms consistently. Comparing the R squared 
across all models, model 3 which includes the behavioral 
level factors explained the most variance with a 7% increase 
from (R2 = 0.055 to R2 = 0.123).
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One of the strength of our study is collecting data from 
a representative sample (n = 542) which offers room for 
generalization of the findings to other areas of the country. 
However, it is essential to note that these findings should 
be interpreted with caution due to some limitations. First, 
condom use was self-reported and may have reflected social 
desirability and recall bias. Also, we did not assess for PrEP 
use among our study population, which could impact con-
dom use among WESW. Hence future studies could inte-
grate the role of PrEP use when assessing factors that affect 
consistent condom use among WESW. In addition, the study 
used a cross-sectional design. Therefore, we cannot infer 
causal relationships. Using longitudinal data in future stud-
ies would help to ascertain the causal relationships between 
condom use and the factors assessed in this study. Also 
future studies should include qualitative research based on 
participants’ experiences to ascertain contextual factors and 
the possible measures to promote consistent condom use 
among WESW. Ye and colleagues denote that, interventions 
aimed at promoting condom use among this population may 
be difficult without their involvement[38].

Conclusion and Implications

This study assessed individual, economic, behavioral and 
health-related factors associated with consistent condom use 
among women engaged in sex work in Southern Uganda. 
Findings showed that marital status, educational back-
ground, having another income earner in the family, having 
more assets in the family, being confident in communicating 
and using condoms as well as having knowledge on HIV/
STIs transmission, were associated with consistent con-
dom use. On the other hand, use of alcohol, having multiple 
customers and willingness to engage to engage in condom-
less sex for more money were associated with inconsistent 
condom use. Given the high disease burden among women 
engaged in sex work [2], strategies to promote consistent 
condom use and help reduce the risks of HIV among this 
population are critical.

In addition, findings point to the need to design programs 
and interventions that aim to increase availability, accessi-
bility and promote consistent use of condoms. This could 
help reduce the spread of HIV in heavily impacted com-
munities. However, such programs need to consider the cul-
tural relevancy as well as the literacy appropriateness of the 
information to help bridge the knowledge gap, especially 
among women with low literacy levels, to gain the confi-
dence needed in negotiating for safer sex.
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