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Abstract

Violence against women, including female sex workers, is a public health concern worldwide. 

This is the first study in Mozambique to estimate the prevalence of and factors associated with 

physical and sexual violence against female sex workers. We used data collected from 1,250 

women recruited using respondent-driven sampling in the cities of Maputo, Beira and Nampula 

in 2011–12. Participants were 15 years of age and reported having had sex for money in the 

preceding six months. Prevalence of physical or sexual violence (defined as being hit or battered 

or raped or forced to have sex within the last 6 months) ranged from 10.0% to 25.6%. Strangers 

(37.0%) and acquaintances (31.2%) were reported to be the most frequent perpetrators of sexual 

violence. Among participants who experienced sexual violence, 65.9% and 87.0% did not seek 

medical care and police assistance, respectively. Physical or sexual violence was associated with 

city (adjusted odds ratio [AOR] 2.6 and 2.0 Nampula and Beira vs Maputo), age (AOR 1.9, aged 

15–24 years vs aged 25 and older), unprotected sex with last client (AOR 1.6) and self-reported 

sexually transmitted infections (AOR 2.1). The high prevalence of violence found confirms the 

need for interventions to mitigate this problem.
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Introduction

Gender-based violence, defined as ‘any act of violence that results in, or is likely to 

result in, physical, sexual or mental harm or suffering to women, including threats of 

such acts, coercion or arbitrary deprivation of liberty, by any person regardless of their 

relationship to the victim, in any setting’, is a human rights and public health issue 

associated with complex physical, mental, sexual, reproductive and general health problems 

CONTACT Kátia Ngale, katiamarcia_3@hotmail.com. 
1.Support Centres for Women and Children Victims of Violence (Gabinetes de Atendimento Integrado à Mulher e Criança Vitima 
de Violência in Portuguese) are dedicated safe spaces located within police stations in Mozambique. The centres are staffed entirely 
by specially trained female police officers who provide assistance to women and children reporting abuse, sexual assault, domestic 
violence or any form of gender-based violence.

HHS Public Access
Author manuscript
Cult Health Sex. Author manuscript; available in PMC 2024 December 26.

Published in final edited form as:
Cult Health Sex. 2019 August ; 21(8): 898–913. doi:10.1080/13691058.2018.1524512.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



(World Health Organization 2017, 2). The consequences of gender-based violence include 

fatal and non-fatal injuries, depression, post-traumatic stress, sexually transmitted infections 

(STI), chronic diseases, unintended pregnancies, unsafe abortions and substance abuse 

(Pico-Alfonso et al. 2006; García-Moreno et al. 2013). Gender-based violence also has 

social and economic costs that hinder national development goals (Duvvury et al. 2013; 

United Nations 2015a).

An estimated 35% of women globally have experienced gender-based violence; among 

women in relationships, 30% have experienced intimate partner physical or sexual violence 

(García-Moreno et al. 2013; Devries et al. 2013). Gender-based violence prevalence is 

highest in Africa, where almost half of countries report lifetime prevalence among women 

over 40% (United Nations 2015b). Few data on gender-based violence are available for 

Mozambique. The 2011 Mozambican Demographic Health Survey (DHS) found that 46% 

of married or cohabitating women aged 15–49 years had experienced physical or sexual 

violence in the past year (Instituto Nacional de Estatística 2013). A study of women who 

sought forensic services at the Maputo Central Hospital found that, of the 1,433 participants, 

55% had experienced severe intimate partner violence and 29% had been sexually coerced in 

the 12 months prior to seeking services (Zacarias et al. 2012).

Female sex workers are particularly vulnerable to physical and sexual violence (Dunkle 

and Decker 2013) because of sociocultural and structural factors such as stigma 

and discrimination, gender-based power disparities, economic inequalities, mobility and 

migratory lifestyle, trafficking or forced labour experiences, the legal status of sex work, 

policing practices and patriarchal attitudes (Deering et al. 2014; Ramesh et al. 2012; Okal et 

al. 2011; Shannon et al. 2015; Renzaho and Pallotta-Chiarolli 2009; Pauw and Brener 2003; 

Agha and Nchima 2004; Scorgie et al. 2013). A systematic review of workplace violence 

against female sex workers globally found lifetime prevalence ranging from 45% to 75% 

and 12-month prevalence from 32%–55% (Deering et al. 2014). Studies in sub-Saharan 

Africa report lifetime physical and sexual violence ranging from 47% to 82% and, in one 

study, a 71% prevalence of violence in the past 12 months (Mooney et al. 2013; Alemayehu 

et al. 2015; Coetzee, Gray and Jewkes 2017; Coetzee, Jewkes and Gray 2017; Muldoon et al. 

2017; Lim et al. 2015; Wirtz et al. 2015; Decker et al. 2016; Schwitters et al. 2015; Lyons et 

al. 2017).

Violence against female sex workers often results from negotiations for payment, condom 

use and sexual encounter duration (Kiernan, Mishori and Masoda 2016; Schulkind et al. 

2016). Negotiations are complicated and often deteriorate in work environments where 

alcohol use is common (Leddy et al. 2018; Schulkind et al. 2016; Schwitters et al. 2015; 

Wilson et al. 2016; Panchanadeswaran et al. 2008; Mbonye et al. 2014; Lees et al. 2009). 

The resulting violence causes women to have decreased condom self-efficacy and consistent 

condom use with clients, and an increased risk of gonorrhoea, syphilis and HIV infection 

(Dunkle and Decker 2013; Ramesh et al. 2012; Shannon et al. 2015; Beattie et al. 2015; 

Reed et al. 2016; Goodman-Meza et al. 2014; Madhivanan et al. 2005). Preventing violence 

improves health outcomes and has the potential to avert approximately 20% of new HIV 

infections among female sex workers; modelling also demonstrates that there are cascading 
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prevention benefits for clients and the general population (Shannon et al. 2015; Decker et al. 

2013).

Research on female sex workers in Mozambique is limited, and no specific data on gender-

based violence or vulnerability to violence existed prior to this survey. Although sex work is 

now legal in the country, acts defined as contrary to decency and public morals are excluded 

(Republica de Moçambique 2014). This leaves sex workers vulnerable to harassment and 

prosecution. Female sex workers also face great health risks in Mozambique, where the 

HIV prevalence among this group of women is high (17.8%–31.2%) (Augusto et al. 2016). 

We present study results describing violence and related risk factors with the goal of 

strengthening advocacy to reduce violence against female sex workers and informing HIV 

prevention programmes in Mozambique.

Methods

Study population and sampling

Our results are based on secondary data analysis of an integrated biological and behavioural 

surveillance study of female sex workers in Mozambique conducted between September 

2011 to March 2012 in the cities and greater urban areas of Maputo, Beira and Nampula 

(Augusto et al. 2016). The objective of the main study was to assess HIV prevalence and 

associated risk factors (Augusto et al. 2016). This secondary analysis sought to measure 

physical and sexual violence and to identify key factors associated with assault.

The study used respondent-driven sampling, a systematic chain-referral methodology that 

has been widely used to sample female sex workers and other difficult-to-access populations 

(Heckathorn 2002, 1997; Malekinejad et al. 2008). Sampling began with the purposeful 

selection of participants, ‘seeds’, using diverse demographic characteristics (e.g. venue 

of sex work [street, bar, club, brothel, home], age, education, residence, nationality and 

language spoken) and size of social networks. The study team aimed to enrol women 15 

years of age and older who received money from someone other than a main partner in 

exchange for sex in the six months preceding the survey. Women who were unable or 

unwilling to provide written informed consent and who did not present a valid survey 

coupon were excluded. A target sample size of 400 women per study site was established, 

assuming statistical power of 80% and a design effect of 2.0.

Study procedures

The study was implemented in discrete offices rented for the duration of enrolment. 

Non-descript recruitment coupons contained study location and contact information. 

Only individuals bearing a coupon were permitted access. Study staff screened potential 

participants to ensure eligibility and obtained informed consent before an interviewer 

administered a computer-assisted personal interview using Questionnaire Design Study 

software (QDS™) version 2.6.1. After completing study procedures, interviewers gave 

each participant study coupons to recruit other sex workers within their social network. 

Participants received a beauty kit (valued at ~US$8) and STI and HIV prevention materials 

(condoms, lubricants and brochures). Participants also received mobile phone vouchers 
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(valued at ~ US$2) for each eligible peer referred who enrolled in the study. The combined 

value of primary and secondary reimbursements was ~ US$10–15 per participant.

Measures—The survey tool was based on a standardised, behavioural questionnaire 

adapted for use in the Mozambican context (University of California San Francisco, and 

San Francisco Department of Public Health 2014). Specific domains included demographic 

characteristics, sexual history, sexual behaviour, experiences of violence and sexual 

aggression, alcohol and drug use and healthcare and prevention service utilisation. The 

questionnaire was piloted with female sex workers prior to implementation.

The outcome variable of our secondary analysis was based on an affirmative response to 

at least one of two questions: ‘In the last six months, were you hit or beaten for being a 

female sex worker?’ or ‘Has anyone raped you or forced you to have sex in the last six 

months?’ Although these questions address two types of violence, we used a single variable, 

composed of answers to both questions, in analysis because both types of violence directly 

place the sex worker in a vulnerable situation and the public health implications are similar. 

Additionally, we followed the methodology used in other regional studies on violence for 

better alignment and comparison (Deering et al. 2014; Berger et al. 2018).

Data analysis

We analysed data using RDSAT v7.0 and R Statistical Software v3.1 (R Development 

Core Team, Vienna, Austria). RDSAT 7-produced point estimates and boot-strapped 95% 

confidence intervals are presented. We used individual weights specific to the outcome 

of interest produced in RDSAT 7 for weighted logistic regression performed in R 3.1 to 

determine associations with violence.

We merged weighted data from all three surveys for multivariable logistic regression. We 

selected variables for multivariable modelling a priori based on the literature (Deering et 

al. 2014), policy importance or demonstrated bivariate association (p < 0.2) with violence. 

Missing responses were excluded from analysis. Alcohol consumption was excluded from 

models because of missing responses.

We developed several descriptive models, analysing two-way interactions between variables 

and potential confounders (e.g. age, education and city of residence). We removed variables 

based on analysis of deviance until Rao–Scott likelihood ratio tests indicated a significant (p 
< 0.05) change in model fit. We present the model with the best fit. Weighted odds ratios and 

Wald-test p-values are reported.

Ethical considerations—The National Bioethics Committee for Health in Mozambique, 

the Committee on Human Research of the University of California, San Francisco (UCSF) 

and the Center for Global Health at the US Centers for Disease Control and Prevention, 

approved the study. Ethical approval included authorisation to survey younger women 

between the ages of 15 and 17 as financially independent, emancipated minors who resided 

outside of their parental homes. Personal identifying information was not collected from 

participants, other than a signature on the informed consent form, which was kept securely 

stored at the survey site.
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The study team received sensitivity training on the legal and psychosocial needs of female 

sex workers. The training, led by the African Sex Worker Alliance, included: an explanation 

of legal rights; instructions on providing referrals for HIV/STI testing and treatment; and 

guidance on accessing counselling and legal services for violence. In accordance with 

standard reporting procedures for healthcare workers in Mozambique, the study team gave 

participants information on services available at Support Centres for Women and Children 

Victims of Violence1 within local police stations and the Human Rights League where 

survivors of violence were able to receive free legal counsel. To preserve anonymity, 

verifying the services received at these organisations was not feasible.

Results

Sample demographics

Recruitment, which began with seven seeds in Maputo, six in Beira and five in Nampula, 

lasted 26 weeks in Maputo, 18 weeks in Beira and 17 weeks in Nampula. Equilibrium 

was achieved on all variables, and homophily was low. The coupon return rates were 20% 

in Maputo (2,160 distributed by 411 participants), 33% in Beira (with 1,455 distributed 

by 411 participants) and 33% in Nampula (with 1,446 distributed by 429 participants). 

Most participants were 15–24 years old (73.5% in Maputo, 82.1% in Beira and 80.0% in 

Nampula) (Table 1). The majority of women (60.4% in Maputo, 61.0% in Beira and 69.0% 

in Nampula) had at least a middle school education and reported being single or never 

married (63.8%, 76.5% and 65.4% in Maputo, Beira and Nampula, respectively).

Nearly all female sex workers were younger than 18 years at sexual debut, and 42.6% in 

Maputo, 58.8% in Beira and 63.9% in Nampula were younger than 18 years when they 

had sex in exchange for money for the first time. Condom use at last sex with the last 

client ranged from 73.4% in Beira to 85.8% in Maputo. Symptoms or diagnosis of an STI 

in the six months preceding the survey were reported by 31.1% of participants in Maputo, 

43.3% in Beira and 30.6% in Nampula. The population-adjusted prevalence of physical or 

sexual violence in the prior six months was 10.0% in Maputo, 22.8% in Beira and 25.6% in 

Nampula.

Perpetrators and reporting of sexual violence

Among the 1,240 participants, 138 (11.1%) reported at least one instance of forced sex 

in the past six months; the mean number of reported instances was 1.8 in all three cities 

(range 1–10) (Table 2). Strangers (37.0%), friends/acquaintances (31.2%) and clients/sexual 

partners (30.4%) were the main perpetrators of violence. Additionally, 68.1% of participants 

who experienced sexual violence reported that the most recent perpetrator did not use a 

condom. One-third (34.1%) of participants who experienced sexual violence sought medical 

services; 6.5% received medical treatment. Few female sex workers pursued justice or legal 

services: 13.0% reported the incident to the police, and 5.8% filed a report with the Support 

Centres for Women and Children Victims of Violence.

Disclosure statement
The authors have no conflicts of interest to disclose. The findings and conclusions in this manuscript are the authors’ and do not 
necessarily represent the official position of the US CDC.
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Independent associations with violence

In Maputo, physical and sexual violence was statistically associated with greater educational 

attainment (12.6% among female sex workers with secondary schooling or greater versus 

5.0% with less education) and younger initiation to sex work (13.9% among participants 

who first had sex for money younger than 18 years versus 6.1% older than 18). In Beira, 

violence was positively associated with reported symptoms or diagnosis of an STI in the 

prior six months: 31.5% among those with an STI versus 15.9% among those without 

one. Variables independently associated with violence in Nampula included age (27.8% of 

female sex workers between 15–24 years old had experienced violence compared to 14.3% 

of women at least 25 years old), marital status (10.9% among married or cohabitating 

female sex workers compared to 28.3% among single or unmarried women) and number of 

stable sexual partners (38.6% among female sex workers with two or more non-client sex 

partners in the prior month compared to 21.7% among those without non-client partners). 

Associations by city are presented in Table 3.

Multivariable associations with violence

In multivariable analysis (Table 4), female sex workers from Nampula and Beira had twice 

the odds of experiencing violence compared to women from Maputo (adjusted odds ratio 

[AOR] = 2.6, 95% CI: 1.8–4.0 in Nampula and AOR = 2.0, 95% CI: 1.3–3.1 in Beira), as 

did female sex workers aged 15–24 years (AOR = 1.9, 95% CI: 1.2–2.9). Odds of violence 

were greater among female sex workers with a self-reported STI in the prior six months 

(AOR = 2.1, 95% CI: 1.6–2.9), and among those that did not use a condom at last sex with a 

client (AOR = 1.6, 95% CI: 1.2–2.2). Educational level, marital status and language spoken 

at home were not significantly associated with violence in multivariable analysis.

Discussion

Our analysis reveals that female sex workers in Mozambique experienced high levels of 

physical and sexual violence, which notably is associated with condomless sex with clients 

and STI symptoms. This finding is consistent with those in other settings and has important 

public health implications (Dunkle and Decker 2013; Ramesh et al. 2012; Shannon et al. 

2015; Beattie et al. 2015; Reed et al. 2016). During a violent encounter, a woman’s ability 

to negotiate the circumstances of sex (e.g. where the sexual exchange occurs and what type 

of sex transpires) is compromised, and HIV and STI prevention is often sacrificed in the 

face of implied pressure or overt coercion (Dunkle and Decker 2013; Lees et al. 2009). A 

mediating factor for violence and aggression is often a client’s desire for condomless sex 

and the woman’s resistance (Dunkle and Decker 2013; Okal et al. 2011; Kiernan, Mishori 

and Masoda 2016; Schulkind et al. 2016).

Our study also showed that women aged 15–24 years were almost twice as likely to 

have experienced violence as female sex workers older than 25 years. Consistent with 

our findings, other research shows that adolescent age at sex work entry and less sex 

work experience is associated with greater vulnerability to physical and sexual violence 

(Alemayehu et al. 2015; Silverman 2011). In contrast, older women with more experience 
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may mitigate threats by identifying potentially violent clients, securing safer work locations 

and reducing police conflict (Okal et al. 2011).

Another striking study finding was the small proportion of female sex workers who sought 

legal recourse or medical care after experiencing physical or sexual assault. Reporting 

violence to the police, in particular, may be perceived as a risk because police in many 

settings use the law to harass, threaten, beat and sexually coerce female sex workers (Decker 

et al. 2015; Arnott and Crago 2009; Schulkind et al. 2016; Pauw and Brener 2003; Agha 

and Nchima 2004; Onyango et al. 2015). This was likely a concern of participants in 

Mozambique during our study implementation when a penal code from 1886 provided the 

legal framework (Republica Portuguesa 1919) and stated that the ‘prostitute’ may be subject 

to security measures in cases of ‘… public scandal or continuously disobey[ing] the police 

prescription’. This code, which permitted subjective police interpretation, was replaced with 

an updated code in 2014 that still leaves female sex workers in a precarious position by 

penalising behaviour against decency and public morals (República de Moçambique 2014). 

In medical settings, the Ministry of Health encourages providers to report violence and refer 

survivors to legal services (Romão et al. 2012); however, stigma experienced in some clinics, 

combined with uncertain legal standing, could deter female sex workers from seeking 

medical care.

The regional variation in the prevalence of violence experienced by female sex workers 

(10.0% in Maputo, 22.8% in Beira and 25.6% in Nampula) may highlight cultural, religious 

and societal factors in Mozambique (Audet et al. 2010) that require ethnographic research 

to be better understood. For example, the cities have differing urbanity, educational access 

and migration to and from neighbouring countries (Raimundo 2009; van der Berg, da Maia 

and Burger 2017) that may influence violence. Similarly, further exploration is needed 

on the observed differences between our data and violence experienced nationally and by 

female sex workers regionally. The prevalence of violence against participants in our study, 

although unacceptably high, was lower than the prevalence of violence experienced by 

Mozambican women in the general population and female sex workers in other sub-Saharan 

African countries (Instituto Nacional de Estatística 2013; Berger et al. 2018; Misganaw and 

Worku 2013; Renzaho and Pallotta-Chiarolli 2009; Muldoon et al. 2017; Wilson et al. 2016; 

Fawole and Dagunduro 2014; Alemayehu et al. 2015; Micheni et al. 2015; Sherwood et al. 

2015; Mooney et al. 2013; Schwitters et al. 2015).

We recognise that a large proportion of the survey sample was composed of younger 

women, and age, an important confounding variable, may limit generalisability of our 

findings to the total female sex worker population of each city. Nevertheless, coupon return 

rates were similar to other studies, and weighting accounts for population age distribution. 

Another limitation derives from the secondary nature of this analysis, which uses data 

collected primarily to measure HIV prevalence. This resulted in a limited number of 

violence-related questions and insufficient power to analyse sexual and physical violence 

separately. Additionally, the definition used in the survey included only sex work-related 

physical violence and, as such, does not capture other experiences. The lack of consistent 

definitions of violence and reference time periods across studies obfuscates differences and 

makes comparisons difficult. For example, physical violence in our survey was defined as 
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being hit or beaten in the prior six months specifically for being a female sex worker, 

whereas the DHS defines physical violence more broadly with a 12-month period of 

exposure. The reliance on self-reported violence also may have biased results. Participants 

may have been reluctant to disclose their experience with violence and/or may have 

misclassified violence, associating it with terms of sex work. It is well-documented that 

many female sex workers view violence as ‘part of the job’ and forced sex as repayment for 

food and drinks consumed (Okal et al. 2011; Decker et al. 2015; Leddy et al. 2018). Finally, 

the exclusion of alcohol use from analysis because of missing responses is a limitation as it 

is an important factor in violence against female sex workers (Leddy et al. 2018; Schulkind 

et al. 2016; Schwitters et al. 2015; Wilson et al. 2016; Panchanadeswaran et al. 2008; 

Mbonye et al. 2014).

Despite these limitations, our analysis highlights female sex worker vulnerability in 

Mozambique and the need for comprehensive services to address the complexity of violence 

and resulting risks for survivors. At the individual level, female sex workers could benefit 

from integrated programmes that combine HIV and STI interventions with gender-based 

violence prevention (Bekker et al. 2015; Schulkind et al. 2016). Model programming has 

demonstrated reduced violence and STI prevalence using strategies such as peer outreach, 

condom promotion and provision and HIV and STI testing and treatment (Beattie et al. 

2015). Another potential component of comprehensive services for female sex workers in 

Mozambique is cash transfers. This may limit early sex work debut, thereby reducing the 

risk of violence for younger women, and reduce dependence on violent sexual relationships 

for monetary gain (Fulu, Kerr-Wilson and Lang 2014). Given the increased risk of sexual 

infection from condomless penetration, the provision of pre-exposure prophylaxis (PrEP) 

for HIV should also be standard to keep uninfected women healthy. Following an assault, 

presumptive STI treatment, emergency contraception and post-exposure prophylaxis (PEP) 

also should be routinely administered. The inclusion of mental health interventions is 

equally important, as female sex workers who are sexually assaulted have a high burden 

of post-traumatic stress disorder (Rossler et al. 2010).

At the community and structural levels, efforts to mitigate violence against female sex 

workers in Mozambique should include strengthening networks, providing advocacy and 

legal support and promoting safer work environments. Peer support, galvanised by the 

formal or informal creation of female sex worker associations, can facilitate ‘bad date’ 

warning systems as an additional method of protection from violence (Goldenberg, Duff 

and Krusi 2015; Lim et al. 2015; Schulkind et al. 2016; Leddy et al. 2018; Cange 

et al. 2017). This strategy, along with guidance from experienced female sex workers 

(Stadler and Delany 2006), may benefit younger women who were more vulnerable in our 

study. Rapid violence response through 24-hour crisis management teams has also proven 

to be effective elsewhere (Beattie et al. 2015). Simple structural strategies to promote 

safer work environments include making changes to venues (e.g. improving the lighting), 

enacting supportive managerial practices (e.g. restricting alcohol sales to inebriated clients), 

providing accessible HIV/STI prevention and improving relations with police (Shannon et 

al. 2015; Goldenberg, Duff and Krusi 2015). As previously noted, the police who interpret 

laws governing sex work contribute to an environment in which violence against female 

sex workers is tolerated and easily perpetrated (Decker et al. 2015; Pauw and Brener 2003; 
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Agha and Nchima 2004; Schulkind et al. 2016). In the absence of clear legislation that 

decriminalises sex work in Mozambique, there is a need to clarify how the current code is 

operationalised and interpreted by the judicial system and police in an effort to better protect 

the rights and health of female sex workers.

Comprehensive services and policy strategies constitute an appropriate public health 

response to violence perpetrated against female sex workers in Mozambique that will benefit 

the communities where they work and reduce new HIV infections attributable to sex work. 

Therefore, violence prevention for female sex workers should be a priority for the country’s 

HIV care and treatment strategy.

Funding

This study was supported by the US President’s Emergency Plan for AIDS Relief (PEPFAR) through the US 
Centers for Disease Control and Prevention (CDC) under the terms of Cooperative Agreement H-F3-MOZ-07-PTR-
PWPS.

References

Agha S, and Nchima MC. 2004. “Life-Circumstances, Working conditions and HIV Risk among Street 
and Nightclub-Based Sex workers in Lusaka, Zambia.” Culture, Health & Sexuality 6 (4): 283–299.

Alemayehu M, Yohannes G, Damte A, Fantahun A, Gebrekirstos K, Tsegay R, Goldberger A, and 
Yebyo H. 2015. “Prevalence and Predictors of Sexual Violence among Commercial Sex Workers in 
Northern Ethiopia.” Reproductive Health 12 (1): 47–53. [PubMed: 26001847] 

Arnott J, and Crago AL. 2009. Rights Not Rescue: A Report on Female, Male, and Trans Sex Workers’ 
Human Rights in Botswana, Namibia, and South Africa. New York: Open Society Institute.

Audet C, Burlison J, Moon T, Sidat M, Vergara A, and Vermund S. 2010. “Sociocultural and 
Epidemiological Aspects of HIV/AIDS in Mozambique.” BMC International Health and Human 
Rights 10 (1): 15–24. [PubMed: 20529358] 

Augusto ÂR, Young P, Horth R, Inguane C, Sathane I, Ngale K, Benedetti M, et al. 2016. “High 
Burden of HIV Infection and Risk Behaviors Among Female Sex Workers in Three Main Urban 
Areas of Mozambique.” AIDS & Behavior 20 (4): 799–810. [PubMed: 26238035] 

Beattie TS, Bhattacharjee P, Isac S, Mohan H, Simic-Lawson M, Ramesh B, Blanchard JF, Moses S, 
Watts CH, and Heise L. 2015. “Declines in Violence and Police Arrest among Female Sex Workers 
in Karnataka State, South India, Following a Comprehensive HIV Prevention Programme.” Journal 
of the International AIDS Society 18: 20079. doi:10.7448/IAS.18.1.20079

Bekker LG, Johnson L, Cowan F, Overs C, Besada D, Hillier S, and Cates W Jr. 2015. “Combination 
HIV Prevention for Female Sex Workers: What Is the Evidence?” Lancet 385 (9962): 72–87. 
[PubMed: 25059942] 

Berger BO, Grosso A, Adams D, Ketende S, Sithole B, Mabuza XS, Mavimbela MJ, and Baral 
S. 2018. “The Prevalence and Correlates of Physical and Sexual Violence Affecting Female 
Sex Workers in Swaziland.” Journal of Interpersonal Violence 33 (17): 2745–2766. [PubMed: 
26872508] 

Cange CW, LeBreton M, Saylors K, Billong S, Tamoufe U, Fokam P, and Baral S. 2017. “Female 
Sex Workers’ Empowerment Strategies Amid HIV-Related Socioeconomic Vulnerabilities in 
Cameroon.” Culture, Health & Sexuality 19 (10): 1053–1065.

Coetzee J, Gray GE, and Jewkes R. 2017. “Prevalence and Patterns of Victimization and 
Polyvictimization among Female Sex Workers in Soweto, a South African Township: A 
Cross-Sectional, Respondent-Driven Sampling Study.” Global Health Action 10 (1): 1403815. 
doi:10.1080/16549716.2017.1403815

Coetzee J, Jewkes R, and Gray GE. 2017. “Cross-Sectional Study of Female Sex Workers in Soweto, 
South Africa: Factors Associated with HIV Infection.” PLoS ONE 12 (10): e0184775. doi: 
10.1371/journal.pone.0184775

Ngale et al. Page 9

Cult Health Sex. Author manuscript; available in PMC 2024 December 26.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Decker MR, Crago AL, Chu SK, Sherman SG, Seshu MS, Buthelezi K, Dhaliwal M, and Beyrer C. 
2015. “Human Rights Violations against Sex Workers: Burden and Effect on HIV.” Lancet 385 
(9963): 186–199. [PubMed: 25059943] 

Decker MR, Wirtz AL, Pretorius C, Sherman SG, Sweat MD, Baral SD, Beyrer C, and Kerrigan 
DL. 2013. “Estimating the Impact of Reducing Violence Against Female Sex Workers on 
HIV Epidemics in Kenya and Ukraine: A Policy Modeling Exercise.” American Journal of 
Reproductive Immunology 69 (Supplement 1): 122–132. [PubMed: 23387931] 

Decker MR, Lyons C, Billong SC, Njindam IM, Grosso A, Nunez GT, Tumasang F, LeBreton 
M, Tamoufe U, and Baral S. 2016. “Gender-Based Violence Against Female Sex Workers in 
Cameroon: Prevalence and Associations with Sexual HIV Risk and Access to Health Services and 
Justice.” Sexually Transmitted Infections 92: 599–604. [PubMed: 27280972] 

Deering KN, Amin A, Shoveller J, Nesbitt A, Garcia-Moreno C, Duff P, Argento E, and Shannon 
K. 2014. “A Systematic Review of the Correlates of Violence Against Sex Workers.” American 
Journal of Public Health 104 (5): e42–54.

Devries KM, Mak JY, Garcia-Moreno C, Petzold M, Child JC, Falder G, Lim S, et al. 2013. “Global 
Health. The Global Prevalence of Intimate Partner Violence Against Women.” Science 340 (6140): 
1527–1528. [PubMed: 23788730] 

Dunkle KL, and Decker MR. 2013. “Gender- Based Violence and HIV: Reviewing the Evidence for 
Links and Causal Pathways in the General Population and High-Risk Groups.” American Journal 
of Reproductive Immunology 69 (Suppl 1): 20–26. [PubMed: 23216606] 

Duvvury N, Callan A, Carney P, and Raghavendra S. 2013. Intimate Partner Violence: Economic Costs 
and Implications for Growth and Development. Washington, DC: World Bank.

Fawole OI, and Dagunduro AT. 2014. “Prevalence and Correlates of Violence Against Female Sex 
Workers in Abuja, Nigeria.” African Health Sciences 14 (2): 299–313. [PubMed: 25320578] 

Fulu E, Kerr-Wilson A, and Lang J. 2014. What Works to Prevent Violence Against Women and 
Girls: Evidence Review of Interventions to Prevent Violence Against Women and Girls. London: 
Medical Research Council.

García-Moreno C, Pallitto C, Devries K, Stöckl H, Watts C, and Abrahams N. 2013. Global and 
Regional Estimates of Violence Against Women: Prevalence and Health Effects of Intimate Partner 
Violence and Non-Partner Sexual Violence. Geneva: World Health Organization.

Goldenberg SM, Duff P, and Krusi A. 2015. “Work Environments and HIV Prevention: A Qualitative 
Review and Meta-Synthesis of Sex Worker Narratives.” BMC Public Health 15: 1241–1255. 
[PubMed: 26672756] 

Goodman-Meza D, Pitpitan EV, Semple SJ, Wagner KD, Chavarin CV, Strathdee SA, and Patterson 
TL. 2014. “Hazardous Drinking and HIV-Risk-Related Behavior among Male Clients of Female 
Sex Workers in Tijuana, Mexico.” The American Journal on Addictions 23: 502–509. [PubMed: 
25066863] 

Heckathorn DD 1997. “Respondent- Driven Sampling: A New Approach to the Study of Hidden 
Populations.” Social Problems 44 (2): 174–199.

Heckathorn DD 2002. “Respondent- Driven Sampling II: Deriving Valid Population Estimates from 
Chain-Referral Samples of Hidden Populations.” Social Problems 49: 11–34.

Instituto Nacional de Estatística, Ministério da Saúde Moçambique, MEASURE DHS/ICF 
International. 2013. Moçambique Inquerito Demográfico e de Saúde 2011 (Mozambique National 
Demographic Health Survey 2011). Maputo, Moçambique: Ministério da Saúde.

Kiernan B, Mishori R, and Masoda M. 2016. “‘There Is Fear but There Is No Other Work’: A 
Preliminary Qualitative Exploration of the Experience of Sex Workers in Eastern Democratic 
Republic of Congo.” Culture, Health & Sexuality 18 (3): 237–248.

Leddy AM, Kerrigan D, Kennedy CE, Mbwambo J, Likindikoki S, and Underwood CR. 2018. “‘You 
Already Drank My Beer, I Can Decide Anything’: Using Structuration Theory to Explore the 
Dynamics of Alcohol Use, Gender-Based Violence and HIV Risk Among Female Sex Workers in 
Tanzania.” Culture, Health & Sexuality. doi:10.1080/13691058.2018.1438667

Lees S, Desmond N, Allen C, Bugeke G, Vallely A, and Ross D. 2009. “Sexual Risk Behaviour 
for Women Working in Recreational Venues in Mwanza, Tanzania: Considerations for the 
Acceptability and Use of Vaginal Microbicide Gels.” Culture, Health & Sexuality 11 (6): 581–595.

Ngale et al. Page 10

Cult Health Sex. Author manuscript; available in PMC 2024 December 26.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Lim S, Peitzmeier S, Cange C, Papworth E, LeBreton M, Tamoufe U, Kamla A, et al. 2015. 
“Violence against Female Sex Workers in Cameroon: Accounts of Violence, Harm Reduction, 
and Potential Solutions.” Journal of Acquired Immune Deficiency Syndromes 68 (Suppl 2): S241–
S247. [PubMed: 25723990] 

Lyons CE, Grosso A, Drame FM, Ketende S, Diouf D, Ba I, Shannon K, et al. 2017. “Physical 
and Sexual Violence Affecting Female Sex Workers in Abidjan, Côte d‘lvoire: Prevalence, and 
the Relationship with the Work Environment, HIV, and Access to Health Services.” Journal of 
Acquired Immune Deficiency Syndromes 75 (1): 9–17. [PubMed: 28169873] 

Madhivanan P, Hernandez A, Gogate A, Stein E, Gregorich S, Setia M, Kumta S, et al. 2005. “Alcohol 
Use by Men Is a Risk Factor for the Acquisition of Sexually Transmitted Infections and Human 
Immunodeficiency Virus From Female Sex Workers in Mumbai, India.” Sexually Transmitted 
Diseases 32 (11): 685–690. [PubMed: 16254543] 

Malekinejad M, Johnston L, Kendall C, Kerr LRFS, Rifkin M, and Rutherford G. 2008. “Using 
Respondent-Driven Sampling Methodology for HIV Biological and Behavioral Surveillance in 
International Settings: A Systematic Review.” AIDS & Behavior 12 (S1): 105–130.

Mbonye M, Rutakumwa R, Weiss H, and Seeley J. 2014. “Alcohol Consumption and High-Risk 
Sexual Behaviour among Female Sex Workers in Uganda.” African Journal of AIDS Research 13 
(2): 145–151. [PubMed: 25174631] 

Micheni M, Rogers S, Wahome E, Darwinkel M, van der Elst E, Gichuru E, Graham S, Sanders E, 
and Smith A. 2015. “Risk of Sexual, Physical and Verbal Assaults on Men Who Have Sex with 
Men and Female Sex Workers in Coastal Kenya.” AIDS 29 (Suppl 3): S231–S236. [PubMed: 
26562812] 

Misganaw A, and Worku Y. 2013. “Assessment of Sexual Violence among Street Females in Bahir-Dar 
Town, North West Ethiopia: A Mixed Method Study.” BMC Public Health 13 (1): 825–831. 
[PubMed: 24020491] 

Mooney A, Kidanu A, Bradley H, Kumoji E, Kennedy C, and Kerrigan D. 2013. “Work-Related 
Violence and Inconsistent Condom Use with Non-Paying Partners among Female Sex Workers in 
Adama City, Ethiopia.” BMC Public Health 13 (771–780.

Muldoon K, Akello M, Muzaaya G, Simo A, Shoveller J, and Shannon K. 2017. “Policing the 
Epidemic: High Burden of Workplace Violence among Female Sex Workers in Conflict-Affected 
Northern Uganda.” Global Public Health 12 (1): 84–97. [PubMed: 26508315] 

Okal J, Chersich MF, Tsui S, Sutherland E, Temmerman M, and Luchters S. 2011. “Sexual and 
Physical Violence against Female Sex Workers in Kenya: A Qualitative Enquiry.” AIDS Care 23 
(5): 612–618. [PubMed: 21390890] 

Onyango MA, Adu-Sarkodie Y, Agyarko-Poku T, Asafo MK, Sylvester J, Wondergem P, Green K, 
Wambugu S, Brennan AT, and Beard J. 2015. “‘It’s All About Making a Life’: Poverty, HIV, 
Violence, and Other Vulnerabilities Faced by Young Female Sex Workers in Kumasi, Ghana.” 
Journal of theAcquired Immune Deficiency Syndromes 68 (Supplement 2): S131–S137.

Panchanadeswaran S, Johnson SC, Sivaram S, Srikrishnan AK, Latkin C, Bentley ME, Solomon S, 
Goc VF, and Celentano D. 2008. “Intimate Partner Violence Is as Important as Client Violence in 
Increasing Street-Based Female Sex Workers’ Vulnerability to HIV in India.” International Journal 
of Drug Policy 19: 106–112. [PubMed: 18187314] 

Pauw I, and Brener L. 2003. “‘You Are Just Whores—You Can’t Be Raped’: Barriers to Safer Sex 
Practices among Women Street Sex Workers in Cape Town.” Culture, Health & Sexuality 5 (6): 
465–481.

Pico-Alfonso MA, Garcia-Linares MI, Celda-Navarro N, Blasco-Ros C, Echeburua E, and Martinez 
M. 2006. “The Impact of Physical, Psychological, and Sexual Intimate Male Partner Violence on 
Women’s Mental Health: Depressive Symptoms, Posttraumatic Stress Disorder, State Anxiety, and 
Suicide.” Journal of Women’s Health 15 (5): 599–611.

Raimundo IM 2009. “International Migration Management and Development in Mozambique: What 
Strategies?” International Migration 47: 93–122.

Ramesh So., Ganju D, Mahapatra B, Mishra R, and Saggurti N. 2012. “Relationship between Mobility, 
Violence and HIV/STI among Female Sex Workers in Andhra Pradesh, India.” BMC Public 
Health 12 (1): 764–771. [PubMed: 22967276] 

Ngale et al. Page 11

Cult Health Sex. Author manuscript; available in PMC 2024 December 26.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Reed E, Erausquin JT, Groves A, Salazar M, Biradavolu M, and Blankenship K. 2016. “Client-
Perpetrated and Husband-Perpetrated Violence among Female Sex Workers in Andhra Pradesh, 
India: HIV/STI Risk Across Personal and Work Contexts.” Sexually Transmitted Infections 92 (6): 
424–429. [PubMed: 26905080] 

Renzaho AM, and Pallotta-Chiarolli M. 2009. “Commercial Sex Work, Survival Sex, Sexual Violence 
and HIV/AIDS Prevention in Arumeru District, Arusha Region of Tanzania.” The Open Tropical 
Medicine Journal 2: 27–38.

de Moçambique República. 2014. Boletim da República: 14.° Suplemento (Bulletin of the Republic: 
14th Supplement). I Série: Numero 105. Maputo, Moçambique: Republica de Moçambique.

Portuguesa República. 1919. Código Penal Português: Ordanada por Decreto de 16 de Setembro 
de 1886 (Portuguese Penal Code: Ordained by the Decree of September 16, 1886). Coimbra, 
Portugal: Universidade de Coimbra.

Romão FP, Baptista A, Polana M, and Fiosse S. 2012. Guia para Atendimento Integrado às Vítimas de 
Violência (Guide for Integrated Care of Victims of Violence). Maputo, Moçambique: Ministério da 
Saúde.

Rossler W, Koch U, Lauber C, Hass AK, Altwegg M, Ajdacic-Gross V, and Landolt K. 2010. 
“The Mental Health of Female Sex Workers.” Acta Psychiatrica Scandinavica 122 (2): 143–152. 
[PubMed: 20105147] 

Schulkind J, Mbonye M, Watts C, and Seeley J. 2016. “The Social Context of Gender-Based Violence, 
Alcohol Use and HIV Risk among Women Involved in High-Risk Sexual Behaviour and Their 
Intimate Partners in Kampala, Uganda.” Culture, Health & Sexuality 18 (7): 770–784.

Schwitters A, Swaminathan M, Serwadda D, Muyonga M, Shiraishi R, Benech I, Mital S, Bosa 
R, Lubwama G, and Hladik W. 2015. “Prevalence of Rape and Client-Initiated Gender-Based 
Violence Among Female Sex Workers: Kampala, Uganda, 2012.” AIDS & Behavior 19 (S1): 
68–76.

Scorgie F, Nakato D, Harper E, Richter M, Maseko S, Nare P, Smit J, and Chersich M. 2013. “‘We Are 
Despised in the Hospitals’: Sex Workers’ Experiences of Accessing Health Care in Four African 
Countries.” Culture, Health & Sexuality 15 (4): 450–465.

Shannon K, Strathdee S, Goldenberg S, Duff P, Mwangi P, Rusakova M, Paul SR, Lau J, Deering 
K, Pickles M, and Boily MC. 2015. “Global Epidemiology of HIV among Female Sex Workers: 
Influence of Structural Determinants.” Lancet 385 (9962): 55–71. [PubMed: 25059947] 

Sherwood J, Grosso A, Decker M, Peitzmeier S, Papworth E, Diouf D, Drame F, Ceesay N, and 
Baral S. 2015. “Sexual Violence Against Female Sex Workers in The Gambia: A Cross-Sectional 
Examination of the Associations between Victimization and Reproductive, Sexual and Mental 
Health.” BMC Public Health 15 (1): 270–279. [PubMed: 25886187] 

Silverman J. 2011. “Adolescent Female Sex Workers: Invisibility, Violence and HIV.” Archives of 
Disease in Childhood 96 (5): 478–481. [PubMed: 21357241] 

Stadler J, and Delany S. 2006. “The ‘Healthy Brothel’: The Context of Clinical Services for Sex 
Workers in Hillbrow, South Africa.” Culture, Health & Sexuality 8 (5): 451–463.

United Nations. 2015a. Sustainable Development Goals. New York: United Nations, accessed January 
31, 2018. https://sustainabledevelopment.un.org/sdgs

United Nations. 2015b. The World’s Women: Trends and Statistics. New York: United Nations, 
Department of Economic and Social Affairs, Statistics Division, accessed January 31, 2018. 
https://unstats.un.org/unsd/gender/worldswomen.html

University of California San Francisco, and San Francisco Department of Public Health. 2014. 
Toolbox for Conducting Integrated HIV Bio-Behavioral Surveillance (IBBS) in Key Populations. 
San Francisco: UCSF.

van der Berg S, da Maia C, and Burger C. 2017. Educational Inequality in Mozambique. Helsinki, 
Finland: The United Nations University World Institute for Development Economics Research.

Wilson KS, Deya R, Masese L, Simoni JM, Stoep AV, Shafi J, Jaoko W, Hughes JP, and McClelland 
RS. 2016. “Prevalence and Correlates of Intimate Partner Violence in HIV-Positive Women 
Engaged in Transactional Sex in Mombasa, Kenya.” International Journal of STD & AIDS 27 
(13): 1194–1203. [PubMed: 26464502] 

Ngale et al. Page 12

Cult Health Sex. Author manuscript; available in PMC 2024 December 26.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://sustainabledevelopment.un.org/sdgs
https://unstats.un.org/unsd/gender/worldswomen.html


Wirtz AL, Schwartz S, Ketende S, Anato S, Nadedjo FD, Ouedraogo HG, Ky-Zerbo O, et al. 2015. 
“Sexual Violence, Condom Negotiation, and Condom Use in the Context of Sex Work: Results 
from Two West African Countries.” Journal of Acquired Immune Deficiency Syndromes 68: 
S171–S179. [PubMed: 25723982] 

World Health Organization. 2017. Violence Against Women: Intimate Partner and Sexual Violence 
Against Women. Geneva: World Health Organization.

Zacarias A, Macassa G, Svanström L, Soares J, and Antai D. 2012. “Intimate Partner Violence against 
Women in Maputo City, Mozambique.” BMC International Health and Human Rights 12 (1): 
35–50. [PubMed: 23241146] 

Ngale et al. Page 13

Cult Health Sex. Author manuscript; available in PMC 2024 December 26.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Ngale et al. Page 14

Ta
b

le
 1

.

Sa
m

pl
e 

de
sc

ri
pt

io
n 

an
d 

pr
ev

al
en

ce
 o

f 
ph

ys
ic

al
 a

nd
 s

ex
ua

l v
io

le
nc

e 
am

on
g 

fe
m

al
e 

se
x 

w
or

ke
rs

, M
oz

am
bi

qu
e,

 2
01

2.

M
ap

ut
o 

(N
 =

 4
00

)
B

ei
ra

 (
N

 =
 4

11
)

N
am

pu
la

 (
N

 =
 4

29
)

Sa
m

pl
e

A
dj

us
te

d*
Sa

m
pl

e
A

dj
us

te
d*

Sa
m

pl
e

A
dj

us
te

d

n
%

%
(9

5%
 C

l)
n

%
%

(9
5%

 C
l)

n
%

(9
5%

 C
l)

A
ge

s 
15

–2
4 

ye
ar

s 
ol

d
23

8
59

.5
73

.5
(6

9.
0–

83
.4

)
31

7
77

.1
82

.1
(7

6.
9–

86
.7

)
33

3
78

.0
80

.0
(7

5.
1–

85
.9

)

Pr
im

ar
y/

no
 f

or
m

al
 e

du
ca

tio
n

17
7

44
.4

39
.6

(3
2.

0–
47

.3
)

16
8

41
.0

39
.0

(3
2.

5–
45

.9
)

11
3

26
.4

31
.0

(2
3.

8–
36

.8
)

Sp
ok

e 
pr

im
ar

ily
 P

or
tu

gu
es

e 
at

 h
om

e
23

2
58

.1
53

.6
(4

6.
0–

60
.7

)
14

3
34

.9
34

.1
(2

8.
4–

40
.0

)
20

5
47

.9
48

.4
(4

1.
3–

55
.0

)

M
ar

ita
l s

ta
tu

s

 
Si

ng
le

22
7

56
.9

63
.8

(5
7.

9–
71

.4
)

29
3

71
.5

76
.5

(7
1.

3–
81

.4
)

27
8

65
.0

65
.4

(5
8.

3–
71

.4
)

 
M

ar
ri

ed
/c

oh
ab

ita
tin

g
31

7.
8

4.
6

(2
.5

–8
.0

)
19

4.
6

4.
4

(2
.3

–6
.6

)
37

8.
6

10
.6

(6
.7

–1
4.

8)

 
D

iv
or

ce
d/

w
id

ow
ed

/s
ep

ar
at

ed
14

1
35

.3
31

.6
(2

4.
0–

36
.9

)
98

23
.9

19
.1

(1
4.

6–
24

.0
)

11
3

26
.4

24
.0

(1
9.

0–
30

.3
)

<
18

 y
ea

rs
 o

ld
 a

t s
ex

ua
l d

eb
ut

37
2

95
.4

95
.9

(9
3.

0–
98

.1
)

38
1

94
.3

94
.2

(9
0.

7–
9.

7)
41

1
96

.3
96

.7
(9

4.
5–

98
.5

)

<
18

 y
ea

rs
 o

ld
 w

he
n 

fi
rs

t h
ad

 s
ex

 f
or

 m
on

ey
14

2
35

.7
42

.6
(3

5.
5–

50
.3

)
23

2
57

.3
58

.8
(5

1.
9–

64
.6

)
27

3
63

.9
63

.9
(5

6.
8–

71
.3

)

In
co

m
e 

ea
rn

ed
 f

ro
m

 w
or

k 
be

si
de

s 
se

x 
w

or
k,

 p
as

t 6
 m

on
th

s
10

3
25

.8
23

.7
(1

8.
1–

29
.4

)
12

9
31

.5
30

.4
(2

4.
9–

36
.3

)
62

14
.5

16
.8

(1
2.

0–
22

.0
)

C
on

do
m

le
ss

 s
ex

 w
ith

 la
st

 c
lie

nt
45

11
.3

14
.2

(1
0.

0–
19

.1
)

10
9

26
.7

26
.6

(2
0.

8–
32

.4
)

16
2

37
.9

37
.2

(3
0.

6–
43

.5
)

A
lc

oh
ol

 u
se

 in
di

ca
tiv

e 
of

 a
bu

se
 o

r 
de

pe
nd

en
ce

 (
A

U
D

IT
-C

)
18

0
46

.3
44

.5
(3

8.
1–

51
.6

)
20

4
49

.9
50

.0
(4

4.
1–

56
.1

)
18

5
43

.2
41

.3
(3

4.
0–

48
.2

)

ST
I 

sy
m

pt
om

 o
r 

di
ag

no
si

s,
 p

as
t 6

 m
on

th
s

10
6

26
.6

31
.1

(2
5.

2–
37

.7
)

17
1

41
.8

43
.3

(3
7.

3–
48

.7
)

11
9

27
.8

30
.6

(2
4.

2–
37

.2
)

H
it 

or
 b

ea
te

n 
fo

r 
be

in
g 

a 
fe

m
al

e 
se

x 
w

or
ke

r, 
pa

st
 6

 m
on

th
s

26
6.

5
6.

4
(3

.8
–9

.5
)

55
13

.4
11

.6
(7

.6
–1

5.
7)

65
15

.2
14

.9
(1

0.
9–

19
.4

)

R
ap

ed
 o

r 
fo

rc
ed

 to
 h

av
e 

no
n-

co
ns

en
su

al
 s

ex
, p

as
t 6

 m
on

th
s

18
4.

5
4.

2
(2

.2
–6

.5
)

55
13

.4
11

.6
(7

.6
–1

5.
7)

83
19

.5
18

.5
(1

3.
9–

23
.5

)

* W
ei

gh
te

d 
es

tim
at

es
 a

nd
 b

oo
t-

st
ra

pp
ed

 c
on

fi
de

nc
e 

in
te

rv
al

s 
pr

od
uc

ed
 in

 R
D

SA
T

 7
.

Cult Health Sex. Author manuscript; available in PMC 2024 December 26.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Ngale et al. Page 15

Table 2.

Health-seeking behaviours among female sex workers (n = 139) who were raped or forced to have sex in the 

last six months, Mozambique, 2012.

n = 138* Mean (min, max) or %

Number of times sexually assaulted in past 6 months 138 1.8 (1.0, 10.0)

Main perpetrator of last sexual assault was a:

 Stranger (previously unknown individual) 51 37.0

 Friend/acquaintance 43 31.2

 Client/sexual partner 42 30.4

 Other 2 1.4

Sought medical treatment after last assault 47 34.1

Received medical treatment after last assault 9 6.5

Reported incident to the police 18 13.0

Reported incident to the Support Centres for Women and Children Victims of Violence 8 5.8

Condom was not used by the perpetrator at last sexual assault 94 68.1

*
Estimates are unweighted.
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Table 3.

Prevalence of violence by female sex worker socio-demographic and behavioural characteristics, 

Mozambique, 2012.

Maputo Beira Nampula

n % (95% CI) n % (95% CI) n % (95% CI)

Age

 15–24 238 13.3 (9.1–18.2) 315 24.2 (18.4–30.6) 331 27.8 (21.9–34.5)

 ≥25 159 4.3 (0.9–9.0)* 94 16.4 (7.7–27.1) 96 14.3 (7.9–23.3)**

Spoke primarily Portuguese at home

 Yes 231 8.8 (4.7–13.7) 143 182 (10.2–26.9) 205 21.5 (15.4–29.0)

 No 166 10.4 (5.7–15.9) 266 25.2 (18.9–31.5) 222 29.2 (21.8–36.6)

Level of education

 Primary/no formal 175 5.0 (1.5–8.8) 168 25.7 (17.3–33.9) 113 20.7 (13.4–28.1)*

 Secondary or greater 222 12.6 (8.0–17.5)* 241 20.5 (13.8–27.5) 314 27.6 (21.2–34.3)

Marital status

 Single 226 11.3 (7.0–16.5) 292 25.4 (18.4–30.7) 278 28.3 (21.6–35.4)

 Married/cohabitating 31 7.2 (0.0–21.6) 19 27.2 (5.9–53.6) 36 10.9 (3.1–23.5)*

 Divorced/widowed/separated 140 8.5 (4.4–14.2) 98 16.1 (8.9–25.4) 113 22.6 (13.1–33.9)

Age of sexual debut

 <18 371 10.8 (7.2–14.8) 380 23.5 (18.0–29.0) 410 24.7 (19.8–30.3)

 ≥18 17 1.3 (0.0–5.5) 23 10.9 (0–28.1) 16 35.3 (9.2–68.0)

Age first sex for money

 <18 142 13.9 (8.2–21.9) 231 23.7 (16.6–30.3) 272 28.9 (21.8–35.9)

 ≥18 254 6.1 (2.8–9.4)* 173 21.7 (14.4–30.2) 154 20.9 (13.8–30.2)

Number of non-client partners, past month

 0 268 10.5 (6.3–15.0) 215 22.0 (15.2–29.6) 250 21.7 (15.8–28.6)

 1 102 9.2 (3.8–17.4) 120 23.6 (13.7–34.4) 116 24.0 (15.7–34.8)

 ≥2 20 5.2 (0.0–13.0) 73 23.1 (12.8–34.5) 53 38.6 (21.6–57.0)**

Number of first-time clients, past month

 <2 209 10.2 (6.2–15.2) 188 24.4 (16.4–32.9) 254 24.2 (18.3–30.5)

 ≥2 179 7.6 (3.6–12.6) 214 21.9 (15.6–28.7) 163 27.1 (17.7–36.0)

STI symptom or diagnosis, past 6 months

 Yes 106 13.2 (7.2–20.2) 171 31.5 (22.6–40.6) 118 33.5 (22.5–46.2)

 No 291 8.2 (4.8–12.0) 237 15.9 (10.8–21.7) 309 21.1 (16.6–27.5)**

Used a condom at last sex with last client

 Yes 351 9.6 (6.2–13.6) 299 20.3 (15.2–26.1) 265 22.5 (17.6–29.1)

 No 45 12.2 (2.2–25.0) 109 30.2 (19.7–41.8) 162 31.5 (22.5–42.2)*

Location of last client meet-up

 Indoor establishment 79 13.8 (5.7–24.7) 193 24.0 (16.8–32.3) 192 24.4 (16.3–32.7)

 Street-based venue 234 9.4 (5.6–14.1) 169 21.2 (14.1–28.2) 198 26.7 (19.5–34.6)
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Maputo Beira Nampula

n % (95% CI) n % (95% CI) n % (95% CI)

 Other 81 7.5 (1.9–15.6) 46 21.6 (8.7–37.2) 37 22.1 (8.0–37.9)

Note: Estimates and boot-strapped confidence intervals produced in RDSAT 7. P-values based on Wald-test from generalised logistic regression 
using RDSAT-generated weights.

*
p< 0.05.

**
p< 0.01.
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Table 4.

Multivariable logistic regression of factors associated with violence among female sex workers, Mozambique, 

2012.

OR (95% CI) (N = 1,233) p AOR (95% CI) (N = 1,230) p

City

 Maputo 1.0 1.0

 Beira 2.7 (1.8–4.0) <0.01 2.0 (1.3–3.1) <0.01

 Nampula 3.1 (2.1–4.6) <0.01 2.6 (1.8–4.0) <0.01

Age

 ≥25 1.0 1.0

 15–24 2.2 (1.5–3.2) <0.01 1.9 (1.2–2.9) 0.01

Spoke primarily Portuguese at home

 Yes 1.0 1.0

 No 1.4 (1.1–1.9) 0.02 1.3 (1.0–1.7) 0.11

Level of education

 Primary/no formal 1.0 1.0

 Secondary or greater 1.3 (1.0–1.8) 0.08 1.2 (0.8–1.7) 0.22

Marital status

 Married/cohabitating 1.0 1.0

 Single 2.0 (1.1–4.1) 0.04 1.8 (0.9–3.8) 0.11

 Divorced/widowed/separated 1.4 (0.7–2.9) 0.39 1.5 (0.8–3.3) 0.27

STI symptom or diagnosis, past 6 months missing = 1

 No 1.0 1.0

 Yes 2.1 (1.6–2.8) <0.01 2.1 (1.6–2.9) <0.01

Condomless sex with last client missing = 2

 Yes 1.0 1.0

 No 1.6 (1.2–2.2) <0.01 1.6 (1.2–2.2) <0.01

Note: Odds ratios (OR), adjusted odds ratio (AOR) and p-values, which are based on Wald-test from generalised logistic regression, produced using 
respondent-driven sampling weights.
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