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Abstract 

This work centralizes a ubiquitous yet often ignored sector of global society: sex work. Situated 

in the criminalized context of the South African sex work market, my work attempts to predict 

how the welfare of sex workers might change in a decriminalized climate. Under a criminalized 

state, sex workers remain one of the South Africa’s most marginalized and targeted populations. 

Those who participate in the trade run the highest risk of contracting HIV/AIDS and are 

susceptible to much community and state-based stigma and violence. The motivations for this 

research, then, are to understand the ways in which opposing legal models affect a globally 

vulnerable population. There are two notable case studies (New South Wales and New Zealand) 

that present evidence to oppose criminalization policy from a rights-based perspective. This 

work furthers such research by approaching the question of sex work and (de)criminalization 

with economic assessments and applications. My work attempts to estimate three measurements 

of security and safety for sex workers – condom use and accessibility, symptoms of STIs, and 

experiences with violence – when moving from criminalization policies to decriminalization 

policies. My findings demonstrate that place of work has tremendous effects on all of 

measurements of sex worker welfare. Working outdoors decreased the likelihood of condom use 

by 4.91 percentage points and the likelihood of always having access to condoms by 4.97 

percentage points. In estimating the impacts of policy on sex worker health, I find that working 

outdoors increases the likelihood of experiencing STI symptoms for sex workers by 19.8 

percentage points as compared to working indoors. Finally, estimates on experienced violence 

illustrate that working outdoors increases the likelihood of experiencing violence by 30.9 

percentage points. Given that evidence shows decriminalization policy to shift sex work indoors, 

my research offers strong cause for the consideration of such policies.  
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1. Introduction 

Sex work is criminalized in South Africa, meaning that those who participate in selling sexual 

services face many hurdles in attaining HIV education and healthcare. South Africa’s HIV 

epidemic disproportionately affects its most vulnerable populations, primarily sex workers. Due 

to the heavy stigmatization of sex work, only five percent of South African sex workers have 

access to comprehensive HIV intervention programs.1 Such stigmatization perpetuates further 

marginalization of sex workers, rendering them shadowed and ignored from necessary health 

services and resources. Given that South Africa is at the center of the HIV/AIDS epidemic crisis, 

marginalization fosters the transmission of HIV not only amongst sex worker, but amongst the 

national population as well. Research concerning the effects of education and prevention 

programs on transmission in South Africa, therefore, is crucial in any attempt to understand the 

effectiveness of new programs as well as to predict future trends. The interaction between HIV 

and sex work underlines the importance of policies surrounding sex work, specifically 

criminalization policy versus decriminalization policy. This work attempts to predict 

improvement to sex worker well-being as well as HIV prevalence and transmission through an 

evaluation of the outcomes of conflicting policies.  

According to a study conducted by Sex Workers Education and Advocacy Task Force (SWEAT 

and South African National Aids Council (SANAC), HIV is present amongst 34% to 69% of 

South Africa’s sex worker population depending on the region (2013). A previous study 

similarly found that sex work accounted for around 19.8% of all new HIV contractions in the 

                                                 
1 South African Joint Committee on HIV and AIDS (2013) “Challenges facing sex workers: briefing by 
Sex Workers Education and Advocacy Taskforce”. 
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country.2 Criminalization policies instill incredible hurdles that prevent sex workers from 

accessing comprehensive and necessary health care. Additionally, injectable drug use is common 

amongst sex workers, making access to health services more difficult, but also more crucial.3 

Female sex workers (FSW) are especially affected, as one study reports an HIV prevalence of 

nearly 60% among FSW compared to 13% among women in the general South African 

population.4 Given such apparent need for health programs and services related to HIV care, 

educational organizations have reported difficulties in delivering such services due to frequent 

police harassment. One study cites up to 70% of women who sell sex have experienced abuse by 

police officials.5 Such statistics foster a framework for understanding the interaction between sex 

work and HIV in South Africa, and offer significant evidence for the impacts of criminalization 

policy on sex worker’ health and safety. The motivation for my research, therefore, is to consider 

how alternative policies – specifically, decriminalization policy – could potentially affect sex 

worker’s overall well being.    

The conversation about causes of the interaction between sex work and HIV often centers on the 

question of legal frameworks; specifically, which model would most efficiently reduce HIV rates 

amongst those involved in the sex trade? The three legal models relevant to this thesis are: 

criminalization, partial decriminalization, and decriminalization. Criminalization, the current 

legal model in South Africa, refers to rendering the entire trade illegal for any participant, 

including buyers, sellers, and pimps, among others. Partial decriminalization, also known as the 

                                                 
2 Health and Development Africa (Pty) Ltd. (2010), National Strategic Plan 2007-2011: Midterm Review 

2010. Rep. N.p.: South African National AIDS Commission. Print. 
3 South African National AIDS Council (SANAC) (2013) “National Sex Workers Report”, Print.    
4 Baral, S. et al (2012) 'Burden of HIV among female sex workers in low-income and middle-income 
countries: a systematic review and meta-analysis' The Lancet, Print.  
5 Women's Legal Centre (2012) “A Report On Human Rights Violations by Police Against Sex Workers in 
South Africa”, Print.   
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Swedish Model, refers to the criminalization of only the buying of sex services, but nothing 

involving selling, which was adopted by Sweden in 1999. Lastly, decriminalization entails 

viewing sex work as any other service trade and legally treating it as such. This discussion comes 

at a compelling time in the conversation regarding sex work and legal frameworks; as of August 

of this year, Amnesty International issued a release advocating for policy that supports the full 

decriminalization of all aspects of consensual sex work. The policy will also call on states “to 

ensure that sex workers enjoy full and equal legal protection from exploitation, trafficking and 

violence”.6 Given that Amnesty International is the largest NGO focused on preventing and 

eliminating abuses of human rights internationally, its declaration carries significant weight with 

other human rights based organizations as well as with national governments. Amnesty’s 

proposal has acted as the catalyst for expanding the conversation of sex work and rights to many 

organizations which previously were not concerned. Such discourse has also made governments 

more aware of their role in protecting the rights of vulnerable peoples and of how sex workers 

occupy various groups within such criteria. Given such radical ideological shifts concerning 

policies around sex work, my thesis aims to address the effects of various legal policies on the 

interaction between sex work and the prevalence of HIV.  

My research question, then, is: How would the wellbeing of sex workers change in a 

decriminalized climate? Before I address my main research questions, however, I must first 

consider the changes in labor market conditions that decriminalization might lead to by 

examining sex work in decriminalized regions.  

I use the dataset Beginning to Build the Picture: South African National Survey of Sex Worker 

                                                 
6 "Global Movement Votes to Adopt Policy to Protect Human Rights of Sex Workers." Amnesty 

International, 15 Apr. 2015. Web.  
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Knowledge, Experiences, and Behavior (2013), conducted by Sex Workers Education and 

Advocacy Task Force (SWEAT) and the National AIDS Community of South Africa 

(NACOSA), to empirically estimate the impacts of changes in labor market conditions on the 

welfare of sex workers in South Africa.  

The rest of this thesis is organized as follows: Section 2 introduces related literature and offers 

points to which this thesis augments the existing literature related to sex work, criminalization, 

and HIV. Section 3 describes the institutional features of the sex work market in South Africa. 

Section 4 presents more details on the data and discusses methodology and modeling. Section 5 

offers the results, while Section 6 discusses the results. Finally, Section 7 concludes.   

2. Literature Review   

The goal of this paper is to attempt to predict how sex worker well-being in South Africa might 

shift – especially in terms of condom use and accessibility, STI symptoms, and violence against 

sex workers – with decriminalization. To better understand such effects, we need to first 

contextualize the market of sex work in South Africa. Despite the prevalence of sex work on a 

global scale, literature that attempts to model the market of sex work is somewhat limited. Guista 

and Tommaso (2007) offer a macro-level understanding of the industry of sex work with their 

model for the market of ‘prostitution services’. The strength of their model is an evaluation of 

the demand, supply, and market equilibrium of sex work, controlling for stigma and reputation. 

Such analysis enables a more thorough understanding of the motivations and characteristics of 

sex work as it looks beyond solely micro-level characteristics. Through such evaluation, Guista 

and Tommaso find that their model predicts the current gendered makeup of sex work on a 

global scale despite assuming “a genderless model”. Their results indicate the significance of 
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income inequality in the gendered nature of sex work: overwhelmingly, womxn7 supply and cis-

gender8 men demand. While the predictions of such a model follow the current socio-

demographic statistics of global sex work, it also goes beyond the simple assumption of sex work 

as solely gendered: the effect of income inequalities on the likelihood of participation is just as 

substantial. Guista and Tommaso’s model amplifies the existing literature related to sex work 

markets as well as provides insights into motivations to participate in such industries. Moving 

from a macro-level to a micro-level analysis, Kim (2012) provides a model for the evaluation of 

the sex work market in South Korea, another climate where sex work is heavily criminalized. 

Through randomized as well as direct-response surveys, Kim is able to offer estimations of the 

demand and supply of sex work in South Korea, estimating that approximately 1.66% of Korea’s 

GDP is due to demand for sex work services. Such findings provide a notable contextualization 

of the scale of sex work markets as un-observed economies in proportion to national GDP.  

Literature available on the sex work in South Africa utilizes survey-based methods to estimate 

the supply and demand of the market. Through an extensive size estimation survey conducted in 

twelve regions across South Africa, Konstant and Rangasami (2015) find that a moderate 

estimate of the female population participating as sex workers is ~0.89%. Such estimates are 

based on field surveys conducted amongst anyone who identified as a sex worker, even those 

below the age of 18. The authors offer that there are significant limitations to their study, most 

notably that their estimation is an underestimate given their data collection methods. Particularly, 

Konstant and Rangasami note that the obstacles involved with collecting survey-based data 

prevent them from reaching all individuals self identifying as sex workers. In their paper on the 

                                                 
7 Womxn refers to all people who identity as femme, female, women, or trans*  
8 Cis-gender refers to a person whose self-identity conforms with the gender that corresponds to their 
biological sex; not transgender (Oxford Dictionary)  
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prevalence of transactional relationships in South Africa, Jewkes and Morrell (2012) also suggest 

that the notion of the necessity for self-identification is quite limiting. Expanding the definition 

of ‘sex work’, they find, offers a more thorough estimation of the percentage of the South 

African population involved in relationships that are hinged on the exchange of sex and other 

sexual services for money (in various forms) as well as gifts. Their semantic shift is crucial as 

such actions are also prohibited under the current laws regarding sex work in South Africa. The 

main difference between more formal forms of sex work and transactional sex is stigma: 

transactional sex is more commonplace as such relationships are rooted in cultural expectations 

and are therefore less taboo. The inclusion of transactional sex in certain capacities into the 

discourse on sex work is imperative as it allows for a more expansive study of the demand side 

of sexual services, as demonstrated by Jewkes and Morrell’s study. Of the 1645 men aged 18-49 

surveyed in three distinct districts of South Africa, approximately two-thirds (66%) reported to 

have been involved in at least one transactional sex relationship in their life. While Jewkes and 

Morrell note that it would be sociologically inappropriate to conflate sex work and transactional 

sex relationships, these statistics are significant as they demonstrate the prevalence of such 

(informal) sex-based transactions, which are still technically criminalized under current sex work 

policies in South Africa. Given the prevalence of transactional sex in conjunction with the 

underground and unobserved nature of the market for sex work, the impacts of criminalization 

policy affect a tremendous portion of the South African population.  

To further our understanding of the potential consequences of criminalization policy, an 

evaluation of the prevalence of HIV in the sex work industry is essential. Much of the literature 

that exists in relation to the intersection between sex work and HIV in South Africa focuses on 

rates of HIV amongst individuals involved in sex work as well as HIV prevention practices. 
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Morison et. al (2001) found that in the four cities evaluated, HIV rates amongst female sex 

workers ranged from 34%-75%. Such startling statistics illuminate the extent to which the sex 

work industry is plagued with HIV/AIDS. The lowest prevalence of HIV was found to be due to 

safe-sex intervention and education programs within that city. These results mark the necessity 

of condom education and distribution in order to drive down the rates of HIV in the sex work 

industry. The criminalization of sex work, however, greatly hinders and limits such intervention. 

An evaluation of the impact of criminalization policy on the prevalence of HIV in the sex work 

industry in South Africa is, therefore, critical in working towards solutions to HIV reduction.  

The negative impacts of criminalization policy are most notable in three ways: the use of 

condoms as evidence of sex work, violence against sex workers from law enforcement, and 

inaccessible and insufficient health care due to stigma and discrimination. Law enforcement’s 

handling of condoms as contraband binds sex workers to the extremely difficult, yet unnecessary 

decision of choosing between safe sex practices and avoiding police harassment through fines or 

jail time. The fear of being confronted by police and facing unjust treatment hinders sex workers 

in South Africa from protecting themselves and their clients from STIs and other diseases. Open 

Society Foundations (2011) found that in South Africa, 45% of the sex workers surveyed (out of 

a sample of 20) claimed that carrying around condoms was extremely dangerous due to police 

harassment. One personal account from the study offers a harrowing yet unfortunately common 

experience for sex workers in South Africa: 

Officers from the South African Police Service searched a thirty-four-year-old female sex 
worker and raped her after finding her in possession of condoms. “They told me to my 
face that I’m a sex worker and my condoms are the evidence.”  The sex worker said, “I 
had sex with two police [officers] against my will. I was threatened that I would be 
sentenced so I had sex with them.” (Open Society Foundations, 14).   
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Stories like this illuminate the incredible effects of a criminalization policy that perpetuate 

violence against sex workers by those whose job it is to protect and serve. Such harassment also 

impacts sex workers’ access to health care as well as maintains discrimination against those who 

engage in sex work. A report by SWEAT related to the Sexual Offenses Act (2015) found that 

police actively deter sex workers from seeking health care. The study found that there have been 

multiple instances of police officers tailing sex workers and arresting them for visiting medical 

clinics as it is considered to be justifiable as proof of sex worker. In addition, sex workers’ 

efforts to ensure their access to condoms and protect their health are thwarted when police 

confiscate or destroy their condoms. Furthermore, there have been a number of cases where 

police officers have arrested sex workers and escorted them to clinics to publically humiliate 

them for their work.  

From a female sex worker in Cape Town: “The police arrested me with 3 other sex 
workers. They took us all to the clinic in Du Noon and then they called over the 
loudspeaker to other people to ‘come and see the prostitutes.’ I was very embarrassed. 
(SWEAT, 5). 

 

Such harassment perpetuates stigmatization and, therefore, discrimination against sex workers. 

SWEAT received many recounts from sex workers of poor health care services from public 

health facilities including clinics and hospitals due to stigma and discrimination by health care 

workers. For instance, healthcare workers sometimes refuse to provide condoms and other forms 

of contraception to those they suspect to be sex workers. Such experiences indicate that there is a 

potential negative relationship between criminalization policy and the overall well being of sex 

workers that deserves to be evaluated further.  
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Looking to the impacts of other legal models on sex workers, then, is necessary for my analysis. 

Reports from the effects of partial decriminalization policy and full decriminalization on access 

to health services for sex workers serve as a necessary point of comparison. Though partial 

decriminalization predicted more access to health care and better mechanisms for preventing 

HIV transmission, Sweden illustrates that this has not been the case. “There are substantial 

barriers in terms of sex workers accessing service and healthcare provision in Sweden… Harm 

reduction efforts to reduce the harm that may be experienced during sex work is seen as 

incompatible with Sweden’s abolitionism, with efforts to eliminate prostitution”.9 Given that 

treatment has not become a condition of their law reform, it is unsurprising that sex workers have 

not received the necessary improvements to health care accessibility. Therefore, while sex 

workers and clients were intended to be target groups for the reduction of HIV/AIDS, the 

“provision of condoms to sex workers is not seen to be the Stockholm Unit’s or the state’s 

responsibility. Social workers at the Unit oppose condom distribution”.10 There is little evidence, 

therefore, that partial decriminalization has done much to improve access to health care and HIV 

treatment for sex workers in Sweden.  

Conversely, the full decriminalization model offers much more evidence of increased 

accessibility to health care. Catherine Healy, a sex worker advocate and the National Director of 

the New Zealand Prostitutes Collective argued that the model of decriminalization has 

demonstrated that “the rates of HIV among sex workers in New Zealand remain low, although 

they have always been low, even prior to decriminalization. Sex workers’ occupational safety 

and health has been enhanced by decriminalization, in a context where sex workers, clients, and 

                                                 
9 Levy, Jay “Policy and Advocacy Officer with the International Network of People who use Drugs”, 
correspondence on March 4th 2015.  
10 ibid.  
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third parties are allowed to operate consensual commercial sex services”.11  In fact, the latest 

published data in 2006 recorded there was no HIV infection among the study sample of more 

than 300 workers. The study also found that most sex workers have regular sexual health check-

ups: 41.3% visit their general practitioner for such services, 25% access such health services 

from local sexual health centers, and 15% receives their services from the New Zealand 

Prostitutes Collective sexual health clinics.12 In relation to police harassment, New Zealand’s 

Prostitution Reform Act Impact report found that 77% of surveyed sex workers felt that police 

officers were concerned for their safety after decriminalization, and a majority felt that police 

attitudes had changed for the better since the PRA was enacted.  In addition, 70% of respondents 

agreed that sex workers were more likely under decriminalization to report incidents of violence 

to the police, as there was a general sense among sex workers that police would take their claims 

seriously.13 Given such evidence, it seems that in the context of various countries, specific legal 

models have varying impacts on sex workers in terms of: HIV treatment and access to health 

care, violence faced by police, and access to safe sex practices. Most importantly, much evidence 

demonstrates that decriminalized climates allow for more access to sexual health services and 

resources and less violence from law enforcement, thereby improving the overall well being of 

sex workers.  

Similarly, a comparative study by Harcourt et al (2010) of three Australian cities with different 

legal frameworks on sex work found that 52%of sex workers in Sydney (decriminalized sex 

                                                 
11 Catherine Healy, New Zealand Prostitutes Collective correspondence on March 12th 2015. 
12 Abel G. (2014) Sex workers’ utilization of health services in a decriminalized environment,  New 
Zealand Medical Journal; Vol. 127 No 1390, Web.  
13 Leitner Center for International Law and Justice (2011) “Decriminalization and its Evidence-Based 
Impact: Violence Against Sex Workers, Sex Trafficking, the Commercial Sexual Exploitation of 
Children, and Demand”, Print.  
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work) were more likely to approach health care centers as sources of information and training 

compared to 33% in Melbourne (legalized sex work) and Perth (criminalized sex work).14 This 

suggests that the legal environment has an important effect on access to health care services for 

sex workers.  

Furthermore, similar research has found significant effects of policy on place of work. Much of 

the evidence finds that decriminalization policy shifts sex work indoors, while the 

marginalization and stigmatization fostered by criminalization policies maintain outdoor 

locations as the most prominent sites of sex work. Complied in 2005, a comparison of estimated 

numbers of sex workers in the Auckland region in New Zealand by the Prostitution Law Review 

Committee and in 2007 by the Christchurch School of Medicine indicated that the number of 

street-based sex workers in the area had declined from 360 to 230 over the two-year span, and is 

continuing to decline.15 The same study found the rates for private or managed sex workers have 

increased. These results, therefore, indicate that policies around sex work also have significant 

implication of place of work.  

My thesis attempts to build on the existing literature regarding the effect of legal frameworks on 

the interaction of sex work and HIV prevalence and prevention efforts. By bringing in the 

context of South Africa – a climate with a significant culture of sex work under a criminalized 

model – this work offers economic modeling and assessment to predict potential outlets for the 

improvement of overall sex worker well-being. The intention of the research, then, is to evaluate 

                                                 
14 Harcourt C, O’Connor J, Egger S, et al. (2010); “The decriminalisation of prostitution is associated 
with better coverage of health promotion programs for sex workers.” Australian and New Zealand Journal 
of Public Health; 34: 485. 
15 Abel, Gillian, Lisa Fitzgerald, and Cheryl Brunton. The Impact of the Prostitution Reform Act on the 
Health and Safety Practices of Sex Workers. Rep. University of Otago, Christchurch: Department of 
Public Health and General Practice, 2007. Print. 
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the relationship between current criminalization policies and the safety and security of sex 

workers in terms of HIV and health, threats of violence, and stigma, and potential shifts in such 

areas in a decriminalized climate.  

3. Institutional Features of Sex Work  

The sex work industry in South Africa encompasses a wide variety of peoples, including male, 

female, and transgender workers, LGBTQIA* workers, white, black, Colored16, and 

Indian/Asian workers, and migrant workers. Sex work transpires in a multitude of locations: 

most frequented are the streets, brothels, truckstops, bars, and private homes. Outdoor sex work 

is generally less safe as sex workers remain more vulnerable to police violence and stigma as 

well as to HIV and other STIs. Street-based transactions remain South Africa’s most popular 

location of outdoor sex work, followed by truckstops. Sex workers at outdoor sites are more 

likely to be black and of lower socio-economic positioning, working independently with 

infrequent and marginal access to HIV testing services, condoms and femidoms17, and other 

general sexual health services.18 Conversely, indoor sex work, the two most prominent types of 

which are brothels and bars, is generally more formalized. Though bars may seem more similar 

to street-based sex work, drinking venues in South Africa act as spaces for sex workers and 

clients to interact, facilitated at the hands of the manager or owner. Often, there are underground 

or hidden sections on site where sexual transactions take place, so while less formal and 

regulated than brothels, bars function in a similar manner.19 Sex workers based in escort agencies 

and brothels are more likely to be white and of higher economic standing than outdoor sex 

                                                 
16 A label for people of mixed ethnic origin with ancestry from Europe, Asia, and Khosian and Bantu 
ethnic groups in Sub-Saharan Africa. (Oxford Dictionary) 
17 Female condoms  
18 Ramjee, Gita (2008), “Female Sex Workers” HIV/AIDS in South Africa, Cambridge University Press.  
19 Sugar Girls and Seaman  
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workers, and condom use and HIV and STI screenings are often regulated at the hands of the 

manager. Indoor sex workers, as much evidence has illustrated, therefore, are less vulnerable to 

the threats of outdoor sex work, such as sexual health complications as well as harassment and 

discrimination. While theoretical frameworks for understanding sex work are based on outdoor 

sex work conditions as compared to those of indoor sex work, there is some movement between 

groups.  

As the literature discusses, policies around sex work have tremendous effects on its socio-

demographic characteristics. Most notably, much evidence demonstrates that decriminalization 

policy pushes sex work indoors as well as increases visits to health clinics and accessibility of 

HIV and STI testing services. This work furthers such literature, addressing the empirical 

impacts of policies on the welfare of sex workers in South Africa, as assessed through condom 

use and accessibility, STI symptoms, and experiences with violence.  

4. Data 

The data for this thesis comes from a National Sex Worker Programme Evaluation 

conducted by SWEAT in 2013 entitled Beginning to Build the Picture: South African National 

Survey of Sex Worker Knowledge, Experiences and Behaviour. SWEAT’s survey is the first one 

regarding sex work in South Africa of such scope: the data contains over one thousand 

observations from sex workers in all eight national provinces. The data was collected by trained 

peer educators, sex workers who are employed by SWEAT to provide resources to and collect 

information from other sex workers in South Africa. Forty-five peer educators were further 

trained on content and intent of the interview guide as well as on the cell phone technology they 

employed to administer the survey. During training, peer educators worked on their abilities to 

properly and ethically administer the survey by participating in role-play and teasing out any 
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confounding language that they noticed. Specific concerns around “safety, language, timing and 

strategies for reaching a diverse range of sex workers”, were deliberated during site-by-site 

survey planning meetings.20 Once peer educators felt more confident and comfortable handling 

the survey, they then mapped viable routes through “sex worker hotspots” in order to maximize 

interview respondents. Lastly, each peer educator set a target of 25 interviews, thereby totaling 

over 1130 respondents.  

The interview questions contain a range of topics in order to best understand the 

knowledge, behaviors, and experiences of sex workers in South Africa. The full survey touches 

on seven items: age and gender demographics; working locations; contact with the SWEAT 

program; HIV basic knowledge; sexual risk behavior; condom and femidom use and access; and, 

exposure to violence.21 In order for peer educators to most efficiently conduct interviews, the 

survey was intentionally drafted to be brief and concise since respondents were interviewed 

during service hours and often in vulnerable or uncomfortable settings. The full survey is 

attached in Appendix C.  

The nature of the data is cross-sectional; each respondent was interviewed only once 

sometime during the month of December 2012. The study aimed to interview a diverse array of 

sex workers in terms of gender, nationality and language, ranging from metropolitan, urban and 

rural locations as well as from brothels, truckstops, streets, taxi ranks, border posts and home-

based locations. The diversity of peer educators in terms of the parameters listed above further 

helps ensure that the data collected is representative of the adult sex work population in South 

                                                 
20 SWEAT and SANAC (2013) Beginning To Build The Picture: South African National Survey Of Sex 
Worker Knowledge, Experiences And Behaviour, Print.   
21 ibid, 2013.  
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Table 1: Descriptive Statistics by Sex on Age, Place of Work, and Experienced Violence 

 Female Male Transgender Total 

Age:     

Under 18 yrs. 0.025 0.129 0.082 0.033 

18 – 25 yrs. 0.337 0.407 0.224 0.334 

Over 25 yrs.  0.629 0.407 0.673 0.616 

Place of Work:     

Street 0.542 0.741 0.531 0.553 

Bar 0.503 0.352 0.531 0.494 

Brothel 0.148 0.274 0.245 0.266 

Truckstop 0.133 0.093 0.041 0.126 

Home 0.185 0.105 0.286 0.116 

Experienced Violence:      

Police 0.290 0.389 0.286 0.298 

Client 0.309 0.167 0.469 0.309 

Pimp 0.043 0.074 0.041 0.044 

Partner 0.165 0.056 0.143 0.158 

Other sex workers  0.096 0.037 0.612 0.092 

Total (N) 1,026 54 56 1,136 
 

From the table we can extract three important pieces of information: 1. Almost two-thirds of the 

sex workers are over twenty-five years of age and male sex workers make up a majority of 

underage sex work, which is 3.3% of the supply-side market. 2. Street-based sex work is the 

most prevalent type of sex work in South Africa, followed by sex work in bars. Female and 

transgender sex worker are fairly evenly split between the two locations, while male sex workers 

frequent streets more often than bars. 3. The two most prominent agents of violence against sex 

worker are police (29.8%) and clients (30.9%). The second and third observations have several 

implications for research on policy and sex work. Criminalization policy fosters and perpetuates 

unsafe working conditions for sex workers of all genders. Outdoor sex work is the most 

dangerous type of such work as it places those who participate in incredibly vulnerable 

situations, often in the form of violence from police and clients. It is also the least community-

based form of sex work, which means that support and access to sexual health care and services 
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is more difficult, thereby illustrating that criminalization policies contribute to many adverse 

effects on sex workers in South Africa.  

The final table represents the summary statistics of the variables of interest through which we 

assess the impacts on overall sex worker well-being under criminalization policies. From the 

data, a large majority of sex workers claim to always use condoms (87.3%) and always have 

access to condoms (90%). An incredibly high percentage of sex workers (93.4%) indicated being 

aware of their HIV status as well as (88.6%) also indicated being tested for HIV within the past 

twelve months, which is also a proxy for having visited a medical clinic in the past twelve 

months. A smaller but still significant portion of sex workers have experienced STI symptoms 

within the past twelve months (46.2%) and have also experienced violence (54%) by one or 

multiple agents listed above.  

 
Table 2: Summary Statistics of Variables of Interest  

Variable Obs. Mean Std. 
Dev.  

Min  Max 

Always use condoms 1135 0.873 0.333 0 1 

Always have access to condoms 1135 0.900 0.299 0 1 

Score of HIV knowledge  1126 3.937 0.999 0 5 

Tested for HIV in past twelve months 1132 0.886 0.317 0 1 

Experienced STI symptoms in past twelve 
months 

1131 0.462 0.499 0 1 

Experienced violence  1131 0.540 0.499 0 1 

 

The variable HIV_score measures sex worker knowledge of HIV transmission. The data includes 

five questions (Appendix C) attempting to gauge if the sex workers interviewed have a basic 

knowledge of the means by which HIV can be contracted and spread. HIV_score measures how 

many questions each respondent answered correctly, with 3.9 out of 5 as the average score.  
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From the summary statistics above, my main variables of interest, or dependent variables, are: 

condom1, access_condom1, STI, and Violence (Appendix B). Given that much evidence 

demonstrates that decriminalization policy will shift sex work indoors as well as increase visits 

to medical clinics for testing and other related health services, this work aims to measure how 

such changes would impact my criteria of sex worker welfare – condom use and accessibility, 

experiences with STIs and experiences with violence.  

5. Methodology 

Given my research question, which is focused on the effect of the criminalization of sex work on 

the overall well-being of sex workers in South Africa, my hypothesis is as follows:  

Changes in labor market conditions associated with decriminalization – specifically, 

shifts from outdoor sex work to indoor sex work as well as increased access to education 

and health care – will positively impact welfare of sex workers by decreasing 

experienced violence, increasing condom use and accessibility, and reducing STIs. 

The above hypotheses will help illuminate the relationship between criminalization laws on sex 

work and HIV rates and prevention programs in South Africa as they provide a foundation 

through which the available data can be applied into a testable framework. The data at hand 

allows me to test whether changes in variables will have positive impacts on behaviors and 

outcomes of sex workers under decriminalization. The alternate hypothesis in this case, then, is 

simply the direct opposite of the null hypothesis and is true if null hypothesis is shown to be 

false. Given the data, the variables of interest are: age, sex, location of work, HIV knowledge, 

condom use and accessibility, whether the respondent has been tested within the last 12 months, 

and experiences with violence.  



 
Reddy 22 

The hypothesis will be tested by estimating the following regression: 

(𝑆𝑊 𝑊𝐿𝐸𝐹𝐴𝑅𝐸) 𝑖

=  𝛽0 + 𝛽1 𝐻𝐼𝑉_𝑆𝐶𝑂𝑅𝐸𝑖 + 𝛽2 𝐻𝐼𝑉_𝑇𝐸𝑆𝑇𝐸𝐷𝑖 + 𝛽3 (𝑃𝐿𝐴𝐶𝐸 𝑂𝐹 𝑊𝑂𝑅𝐾)𝑖

+ 𝛽4 (𝜒)𝑖 + 𝜀𝑖 

(𝑆𝑊 𝑊𝐿𝐸𝐹𝐴𝑅𝐸) 𝑖 = welfare of sex worker i, as measured by four dependent variables: 

responding as always using condoms (condom1), always having access to condoms 

(access_condom1), having experienced symptoms of STIs in the past twelve months (STI), 

which is also my measurement of sex worker health, and, lastly, having ever experienced 

violence as a sex worker (Violence). Each of the four separate regressions and will be estimated 

with the probit estimation technique since all the dependent variables are also dummy variables.  

𝐻𝐼𝑉_𝑆𝐶𝑂𝑅𝐸𝑖 = a score representing how educated sex worker i is concerning HIV contraction 

and transmission, or more generally, HIV knowledge.  

𝐻𝐼𝑉_𝑇𝐸𝑆𝑇𝐸𝐷𝑖 = a dummy variable equal to 1 if sex worker i has been tested for HIV in the last 

twelve months. This is also my measure for visiting medical clinics and accessing health 

services, more generally. Meaning, that being tested for HIV in the past twelve months is a proxy 

for having visited a medical clinic sometime within the same time frame.  

(𝑃𝐿𝐴𝐶𝐸 𝑂𝐹 𝑊𝑂𝑅𝐾)𝑖 = a set of dummy variables identifying place of work for sex worker i 

(𝜒)𝑖 = control variables for sex worker i include age (under 18 yrs., 18 – 25 yrs., and over 25 

yrs.), gender (male, female, and transgender), and 𝐸𝑋𝑃_𝑉𝐼𝑂𝐿𝐸𝑁𝐶𝐸(𝑎,𝑏,𝑐,𝑑,𝑒)𝑖, six dummies 

measuring sex worker i’s  experienced violence from various agents, who include: a.) police/law 

enforcement, b.) clients, c.) partners; d.) pimps or managers; and e.) other sex workers.  
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Refer to Appendix B for further details on the variables in use for the regressions.  

All four regressions include controls on age, gender, and place of work. The regressions on 

condom use and accessibility include further controls on experienced violence, HIV knowledge, 

and being tested for HIV in the past twelve months. I include controls on experiences with 

violence from various agents as, under criminalization policy, condoms are also criminalized in 

South Africa, meaning that condoms are used by prosecutors and are accepted by judges in a 

court of law as evidence of a person’s involvement in sex work or intent to engage in sex work. 

Police, then, view condom possession as justification for the detention or arrest of suspected sex 

workers. The regressions include on controls on experienced violence, therefore, in order to 

capture the potential effects of such policy on condom use and accessibility. The regression 

measuring effects on experienced STI symptoms only includes controls on HIV knowledge and 

being tested, while the regression measuring effects on experienced violence includes no 

additional controls.  

For the regression estimating condom use, I predict the coefficients on  𝐻𝐼𝑉_𝑆𝐶𝑂𝑅𝐸𝑖 and 

𝐻𝐼𝑉_𝑇𝐸𝑆𝑇𝐸𝐷𝑖 to be positive as knowledge of HIV transmission as well as visits to medical 

clinics for testing services should presumably increase condom use. Similarly for access to 

condoms, I do not expect 𝐻𝐼𝑉_𝑆𝐶𝑂𝑅𝐸𝑖 to have any significant effect, but I do hypothesize that  

𝐻𝐼𝑉_𝑇𝐸𝑆𝑇𝐸𝐷𝑖 (an indication for visits to medical clinics) will have a positive effect on 

accessibility of condoms as often such centers provide free condoms and femidoms. For both 

condom use and accessibility, however, I predict positive coefficients on indoor sites of sex 

work, such as brothels, bars, and homes, and negative coefficients on outdoor forms of sex work, 

such as streets and truckstops, as evidence indicates there are high rates of HIV and other STIs 

amongst participants of outdoor sex work in criminalized contexts. Furthermore, as condoms are 



 
Reddy 24 

criminalized in South Africa and there is a higher premium for unprotected sex, I predict there 

will be a negative relationship between condom use and accessibility and experiences of violence 

from police and clients.  

For the regression estimating experienced STI symptoms, I hypothesize that the coefficients on  

𝐻𝐼𝑉_𝑆𝐶𝑂𝑅𝐸𝑖 and 𝐻𝐼𝑉_𝑇𝐸𝑆𝑇𝐸𝐷𝑖 will be negative as sex workers are presumably more likely to 

contract STIs if they are less aware of how they are spread or are unable to access such 

information (as visits to medical clinics would allow).  For both STI and Violence, I predict that 

the coefficients on outdoor sex work will be positive as sex workers remain more vulnerable to 

police and client brutality as well as to various health concerns within criminalized markets. 

Conversely, I predict a negative relationship between violence and STIs and indoor sites of sex 

work as evidence from New Zealand and New South Wales has shown to hold police and clients 

more accountable as well as increase visits to medical clinics for testing services. 

Given such estimate, two-way causation is a potential problem of my regression estimating the 

effects of getting tested on experiences of STI symptoms. Meaning, getting tested for HIV could 

affect condom use and, consequently, STI symptoms. Experiencing symptoms, however, could 

also potentially motivate a sex worker to get tested, despite the hurdles imposed in criminalized 

climates. I plan to deal with such endogeneity by incorporating an instrument that controls for 

sex workers’ interaction with SWEAT and consequent effects on access to testing services. This 

will control for those sex workers who we know have received HIV tests from SWEAT and, 

therefore, enables a more accurate estimation of the effects of HIV testing on experiences with 

STI symptoms.  
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6. Results 

This work estimates the effects of the variables most likely to directly change in a decriminalized 

climate on overall sex worker well-being, exploring a variety of potential mechanisms of impact. 

6.1 Condoms Use and Accessibility  

Safety and safe sex practices are one of my primary measures of sex worker well-being. Table 3, 

“Measuring Impacts on Condom Use and Accessibility”, illustrates the effects of place of work, 

HIV knowledge and testing, and experienced violence on two primary variables of interest: 1. 

always using condoms during sex (condom1) and 2. always having access to condoms when 

needed (access_condom1). As evident from Table 3, there is a positive and significant 

relationship between HIV testing, my measurement of medical care, and both always using a 

condoms and having access to condoms. Meaning, getting tested for HIV increases the 

probability of condom use by 21 percentage points and access to condoms by 12.1 percentage 

points, roughly twenty-four percent and thirteen percent of the means, respectively (Table 2). 

These results strongly support decriminalization as such policy would promote accessible health 

care and HIV and STI testing. Furthermore, decriminalization would disrupt current barriers 

impeding sex workers from accessing such health services, such as stigma and threats of 

violence or legal consequences.22  

 

                                                 
22 Table 3 and Table 4 (from Appendix A) – the former testing the same regressions with interaction terms 
on place of work and gender and the latter with interaction terms on place of work and age – measure 
similar effects of HIV testing on condom use and accessibility. Other noteworthy results regarding access 
to condoms concern age, as all interactions between place of work and under eighteen year olds is 
negative and significant (except home-based work, which is still negative but not significant). While it is 
distressing that under age sex workers have little access to condoms, ideally, they would not have to 
participate in sex work in the first place. Many factors contribute to underage sex work, such as poverty, 
child abuse and abandonment, and sex trafficking. 
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Table 3: Measuring Impacts on Condom Use and Accessibility 

 
 (1) (2) (3) (4) 
VARIABLES condom1 condom1 access_condom1 access_condom1 
     
brothel 0.0299  0.0166  
 (0.0215)  (0.0198)  
bar 0.0193  -0.0111  
 (0.0190)  (0.0174)  
truckstop -0.0574*  -0.0293  
 (0.0346)  (0.0302)  
home -0.0430  -0.0262  
 (0.0330)  (0.0301)  
outdoor  -0.0491**  -0.0497*** 
  (0.0200)  (0.0173) 
HIV_score -0.000869 -0.000382 -0.00138 -0.00135 
 (0.0094) (0.0095) (0.0089) (0.0087) 
HIV_tested 0.210*** 0.199*** 0.121*** 0.118*** 
 (0.0418) (0. 0412) (0.0365) (0.0358) 
     
     

Another compelling result of such measurements are the effect of place of work on condom use 

and accessibility. Sex work policies, as discussed in previous literature, have a serious impact on 

whether the market gravitates indoors or outdoors. Much of the literature offers that indoor sex 

work (as in brothels, homes, and a hybrid, bars) facilitates many improvements to sex worker 

well-being, especially in terms of safety and safe sex. Furthermore, there is much evidence from 

New Zealand and New South Wales illustrating that decriminalization policies move sex work 

indoors.23 From Tables 3, we see that working at truckstops decreases the likelihood of condom 

use by 5.74 percentage points and working outdoors (defined as either street or truckstop) 

decreases the likelihood of condom use by 4.91 percentage points as compared to working 

indoors (defined as brothel, or bar, or home). truckstop has a negative effect on the probability of 

                                                 
23 Leitner Center for International Law and Justice, (2011).  
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condom accessibility, as does outdoor, which decreases the likelihood of always having access to 

condoms by 4.97 percentage points.24 

One impact the results does not support is a positive and significant relationship between 

knowledge of HIV transmission and safer sex practices. In fact, the tables illustrate a negative 

and insignificant relationship between the two. At first glance, such effects do not align with the 

intended impacts of decriminalization policy as condom use would likely increase with greater 

access to health information and resources. The results, however, do not disprove such 

assessments. The questions on HIV transmission are too simplistic and such caveats in the data 

make it difficult to truly assess the relationship between HIV knowledge and condom use and 

accessibility.  These findings, then, do not contradict other findings of improvements to sex 

worker welfare and practice under decriminalization policies.  

6.2 Health and Violence 

Another important measure of sex worker well-being is heath and experienced violence. Table 4, 

“Effects of Place of Work on Health and Violence”, demonstrates how place of work and visits 

to medical clinics may impact health and violence along two variables of interest: 1. experienced 

STI symptoms within the last twelve months (STI) and 2. experiences of violence from various 

agents (Violence). These estimates indicate that place of work has note worthy and important 

impacts on sex worker welfare. As evident from Table 4, there is a positive and significant 

relationship between truckstop sex work STI symptoms, my measurement of health. Empirically 

speaking, working at a truckstop increases the probability of having experienced STI symptoms 

                                                 
24 Conversely, the interaction terms bar_trans and brothel_1825 (from Appendix A, Table 7 and Table 8) 
exhibit a positive and significant influence on condom use, demonstrating a relationship between indoor 
work and safe sex practices. In general, there is a positive relationship between all indoor work variables 
and condom use and accessibility, though that relationship is not always significant. 
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within the last twelve-month period by 12 percentage points. Conversely, working at a bar 

reduces that probability by 5.3 percentage points, as compared to street-based sex work. Overall, 

Table 4 illustrates that working outdoor increases the likelihood of experiencing STI symptoms 

for sex workers by 19.8 percentage points compared to working indoors, which is around forty-

three percent of the mean (46.2%). These results exemplify a significant relationship between 

place of work and health of sex workers, as measured by STI symptoms, thereby supporting 

advocacy of decriminalization policy.  

Table 4: Effects of Place of Work on Health and Violence 

 
 (1) (2) (3) (4) 
VARIABLES STI STI Violence Violence 
     
brothel -0.0372  -0.0785**  
 (0.0365)  (0.0357)  
bar -0.0526*  -0.150***  
 (0.0306)  (0.0300)  
truckstop 0.120***  0.0804*  
 (0.0462)  (0.0457)  
home 0.0264  0.0146  
 (0.0462)  (0.0487)  
outdoor  0.1975***  0.3099*** 
  (0.0298)  (0.0289) 
HIV_score -0.0139 -0.0088   
 (0.0155) (0.0152)   
HIV_tested 0.114** 0.1266***   
 (0.0458) (0.0455)   

 

HIV testing – the proxy for medical clinics – also has significant, yet inconsistent effects on the 

STI variable. As Table 4 exemplifies, being tested increases the probability of experiencing STI 

symptoms by between 11.4 percentage points and 12.6 percentage points (Column (1) and 

Column (2)), which is between twelve and fourteen percent of the mean of respondents who 

indicated being tested in the past twelve months (88.6%). Such effects are a clear consequence of 
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two-way causation between HIV testing and STI symptoms. Getting tested would presumably 

reduce STI symptoms as knowledge of status as well as access to health information and 

resources would encourage safe sex practices. On the other hand, experiencing STI symptoms 

would also encourage sex workers to get tested. These results illustrate such endogeneity and, 

therefore, are not accurate measurements of the true effects of getting tested, or visiting medical 

clinics, on STI symptoms, or sex worker health. To circumvent this issue, I introduce an 

instrument, which is discussed in the following section.  

Assessing experiences with violence, Table 4 furthers such assessments, illustrating important 

effects of place of work on violence against sex workers. As the results exemplify, working at 

brothels decreases the probability of having ever experienced violence by 7.9 percentage points, 

and working at a bar reduces that same probability by 15 percentage points. In contrast, working 

at a truckstop increases the likelihood of ever having experienced violence as a sex worker in 

South Africa by roughly 8.04 percentage points. Overall, working outdoors as a sex worker in 

South Africa increases the likelihood of experiencing violence by 30.9 percentage points as 

compared to working indoors. Given that this difference if over half of the mean of sex workers 

who responded has having experienced violence (54%), these results are staggering. The 

distinction between outdoor sex work and indoor sex work, then, is clear; outdoor sex work 

renders those that sell sex more vulnerable to issues of sexual health and safety as well as to 

experiences with violence. Such results, then, empirically offer strong support for decriminalized 

policies along measurements of sex worker welfare – access and use of condoms, experiences 

with STI symptoms, and experienced violence.   
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6.3 Robustness and Limitations  

One anticipated problem with my regressions is that there is potential endogeneity given the 

nature of the variables. For instance, there is a potential for two-way causation between STI 

symptoms and getting tested for HIV as testing is a proxy for visits to health clinics. To avoid 

such two-way causation, therefore, we incorporate an instrumental variable: 𝐶𝑂𝑁𝑇𝐴𝐶𝑇𝑖, which 

is a dummy representing whether or not sex worker i has ever received an HIV test from 

SWEAT. Presumably, then, this instrument is a reliable predictor of HIV testing and has no 

independent effect on experiencing STIs, making it a strong and helpful instrumental variable. In 

running my instrumental regressions, I found that it is not in fact a strong instrument, making a 

more accurate assessment of the impact of HIV testing on sex worker health quite difficult. 

Instead, a better instrument would be a variable measuring sex worker visits to medical clinics, 

as this would have an effect on testing but not on sexual practices and, consequently, contracting 

STIs. The questionnaire used, unfortunately, does not any questions on visits and access to 

medical clinics, which is a major caveat of the dataset.   

Another major limitation of this research is the nature of the data. While the data has many 

strengths and is groundbreaking in many respects, particularly in terms of content and collection, 

it poses some hurdles to a fuller and richer understanding of the impacts of criminalization policy 

on sex worker welfare. Most notably, unlike my predictions, the coefficient on HIV_score was 

negative in the estimations on condom use and accessibility and STI symptoms. Much of the 

evidence on policy effects on the market conditions of sex work, however, indicate that there is a 

positive relationship between knowledge of HIV transmission and sex worker health and safe sex 

practices. The results, then, do no support such assessments. Upon further evaluation, the mean 

score is 3.937 (out of 5) with a standard deviation of 0.999, leaving little room for improvement 
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– or, at the very least, to estimate the effects of low scores on safe sex practices. This still leaves 

the question: Why do the results not exhibit a positive, significant relationship? The nature of the 

questions has much to do with the answer. The five questions employed in the study to assess 

HIV knowledge (Appendix C) are incredibly simple, which is illustrated in the high HIV 

knowledge scores. Such simplicity, however, is reductive in that in does not allow for a proper 

assessment of sex worker knowledge on HIV transmission as related to various sexual practices, 

such as oral sex, and bodily fluids, such as blood and breast milk. As such, the questions and, 

consequently, the scores do not necessarily reflect accurate estimates of sex worker knowledge 

and the potential impacts of increased access to health information and resources.  

Final limitations to the data more concern the method of collection and the structural 

implications of policy on sex work market conditions. For one, all of the data is self-reported, 

meaning that there is a strong potential for response bias. Given that the data was collected by 

sex workers affiliated with SWEAT, it is possible that respondents felt obligated to indicate 

frequent condom use and testing – as evidenced by the incredibly high means – in an attempt to 

avoid perceived judgment. If this is the case, it would affect this research attempts to estimate 

effects of policy on sex worker security and welfare. In addition, we do not have information of 

how long respondents have been a part of the South African sex trade, the regions where they 

work (rural vs, urban, etc.), and their motivations for participation. Such information would help 

us gauge the impacts of policy on the make up of the market as well as on market participation, 

which is critical material for policy makers aiming to influence the demand and supply of sex 

work in South Africa. Furthermore, it would allow for more controls to my regressions, thereby 

enabling more accurate estimates of the effects of criminalization policy on overall sex worker 

well-being.  
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7. Discussion and Conclusion 

This work centralizes a ubiquitous yet often ignored sector of global society: sex work. Focused 

on the criminalized context of the South African sex work market, my work attempts to predict 

how the welfare of sex workers might change outside of criminalization. Currently, sex workers 

remain incredibly vulnerable to HIV/AIDS, stigma, and violence. As one of South Africa most 

marginalized and targeted populations, then, there is much cause for the consideration of 

alternative policies.  

I hypothesize that changes in labor market conditions associated with decriminalization – 

specifically, shifts from outdoor sex work to indoor sex work as well as increased access to 

education and health care – will positively impact welfare of sex workers by decreasing 

experienced violence, increasing condom use and accessibility, and reducing STIs.  

This study uses data from a 2013 National Sex Worker Programme Evaluation conducted by 

SWEAT entitled Beginning to Build the Picture: South African National Survey of Sex Worker 

Knowledge, Experiences and Behaviour to identify the effects of place of work and visits to 

health clinics on overall sex worker well-being. My work attempts to estimate three 

measurements of security and safety for sex workers, or sex worker welfare – condom use and 

accessibility, symptoms of STIs, and experiences with violence – when moving from 

criminalization policies to decriminalization policies. 

From the results discussed above, I find that place of work has tremendous effects on all 

employed measurements of sex worker welfare. Working at truckstops decreases the likelihood 

of condom use by 5.74 percentage points and, similarly, working outdoors decreases the 

likelihood of condom use by 4.91 percentage points. Truckstop-based sex and outdoor sex work 
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also both have a negative effect on the probability of condom accessibility, the latter decreasing 

the likelihood of always having access to condoms by 4.97 percentage points. In estimating the 

impacts of policy on sex worker health, I find that working at a truckstop increases the 

probability of having experienced STI symptoms within the last twelve-month period by 12 

percentage points, while working at a bar reduces that probability by 5.3 percentage points. 

Moreover, working outdoors increases the likelihood of experiencing STI symptoms for sex 

workers by 19.8 percentage points as compared to working indoors. Finally, estimates on 

experienced violence illustrate that working at brothels decreases the probability of having ever 

experienced violence by 7.9 percentage points and working at a bar reduces that same probability 

by 15 percentage points. Conversely, working at truckstops increases the likelihood of having 

ever experienced violence by around 8.04 percentage points. More generally, the estimates 

demonstrate that working outdoors as a sex worker in South Africa increases the likelihood of 

experiencing violence by 30.9 percentage points. These results evidence the likely benefits of 

decriminalization policy, as such policy would shift sex work to indoor sites of service, thereby 

improving condom use and accessibility, STI-specific health issues, and experienced violence for 

those involved in the sex trade in South Africa. 

Further results show that HIV testing, my proxy for medical visits, has important impacts on 

condom use and accessibility as well. I find that getting tested for HIV increases the probability 

of condom use by 21 percentage points and access to condoms by 12.1 percentage points. 

Though I found no reliable estimates on the effects of HIV testing on STI symptoms, the given 

results still strongly support decriminalization as such policy would promote accessible health 

care and testing services. 
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One of the strongest hesitations to decriminalization policy is the fear that it will contribute to 

increased sex trafficking and underage sex work. For one, sex trafficking and sex work are 

completely distinct: one involves the abduction and enslavement of peoples to act against their 

will and the other pertains the monetary trade of sexual services by consenting adults. In this 

way, the policies informing sex work and sex trafficking should hardly be the same, and the 

policy of one will have little implication of the outcome of the other. In regards to underage sex 

work, however, the issue becomes larger than decriminalization, though such policy would aid in 

reducing the number of underage sex workers participating in the South African market. 

Currently, criminalization policies push all sex work underground, marginalizing and 

invisiblizing its participants. Decriminalization, instead, would bring visibility to the market and 

its participants, from sex workers to clients, pimps to the underage. In doing so, those working 

below the age of eighteen are more likely to be exposed and, thereby, more accessible to other 

government and public intervention programs working to aid children in poverty or victims of 

abuse and trafficking.  

Despite such skepticism, the findings of my thesis offer strong cause for the consideration of 

decriminalization policies around sex work in South Africa. As much research has shown from 

New Zealand and New South Wales, decriminalization policy pushes sex work indoors and 

increases access to heath and testing services. From here, I find that such shifts would contribute 

to great benefits to overall sex worker well-being, specifically in term of health and security. As 

of this month, France just passed new policies around sex work that imitate the unfortunately 

insufficient Swedish Model (partial decriminalization) as discussed earlier. The timing of this 

research, therefore, is critical; as national and international negotiations around sex work and 

policy gain momentum, it is imperative that full decriminalization is at the center of the 
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conversation. In addition to much of the rights-based perspectives for decriminalization, my 

research supports and adds to such arguments, fiercely aligning with the movement for the 

decriminalization of sex work in South Africa.   
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Appendix A 

Table 1: Measuring Impacts on Condom Use and Accessibility 
 (1) (2) 
VARIABLES condom1 access_condom1 
   
under18 -0.0577 0.0387 
 (0.0653) (0.0394) 
eighteen_25 0.0252 0.0379** 
 (0.0190) (0.0164) 
male -0.0140 0.0341 
 (0.0487) (0.0321) 
transgender -0.0136 -0.0324 
 (0.0460) (0.0455) 
brothel 0.0299 0.0166 
 (0.0215) (0.0198) 
bar 0.0193 -0.0111 
 (0.0190) (0.0174) 
truckstop -0.0574* -0.0293 
 (0.0346) (0.0302) 
home -0.0430 -0.0262 
 (0.0330) (0.0301) 
HIV_score -0.000869 -0.00138 
 (0.00941) (0.00892) 
HIV_tested 0.210*** 0.121*** 
 (0.0418) (0.0365) 
police 0.0177 0.0229 
 (0.0206) (0.0193) 
client -0.0290 0.0178 
 (0.0223) (0.0189) 
partner -0.0750** 0.00255 
 (0.0319) (0.0237) 
pimp 0.0974*** 0.0694*** 
 (0.0217) (0.0254) 
sex_workers 0.0967*** 0.0666* 
 (0.0306) (0.0359) 
other_violence -0.175 -0.0986 
 (0.121) (0.107) 
   
Observations 1,121 1,121 

Robust standard errors in parentheses 
*** p<0.01, ** p<0.05, * p<0.1 
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Table 2: Measuring Impacts on Condom Use and Accessibility  
 (1) (2) 
VARIABLES condom1 access_condom1 
   
under18 -0.0520 0.0420 
 (0.0651) (0.0379) 
eighteen_25 0.0243 0.0353** 
 (0.0193) (0.0166) 
male -0.0116 0.0347 
 (0.0484) (0.0326) 
transgender -0.0178 -0.0366 
 (0.0471) (0.0464) 
outdoor -0.0491** -0.0497*** 
 (0.0200) (0.0173) 
HIV_score -0.000382 -0.00135 
 (0.0095) (0.0087) 
HIV_tested 0.199*** 0.118*** 
 (0. 0412) (0.0358) 
police 0.0111 0.0215 
 (0.0213) (0.0194) 
client -0.0268 0.0187 
 (0.0224) (0.0188) 
partner -0.0864*** -0.00188 
 (0.0323) (0.0243) 
pimp 0.0997*** 0.0704*** 
 (0.0214) (0.0255) 
sex_workers 0.103*** 0.0689** 
 (0.0278) (0.0341) 
other_violence -0.198 -0.110 
 (0.122) (0.107) 
   
Observations 1,121 1,121 

Robust standard errors in parentheses 
*** p<0.01, ** p<0.05, * p<0.1 
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Table 3: Measuring Impacts on Condom Use and Accessibility  
[Interaction on Place of Work and Gender] 

 (1) (2) 
VARIABLES condom1 access_condom1 
   
under18 -0.0533 0.0400 
 (0.0641) (0.0401) 
eighteen_25 0.0252 0.0389** 
 (0.0192) (0.0165) 
male 0.0206 0.0486 
 (0.0677) (0.0491) 
transgender -0.0328 0.0602 
 (0.0924) (0.0403) 
brothel 0.0332 0.0219 
 (0.0220) (0.0204) 
bar 0.0197 -0.00697 
 (0.0199) (0.0184) 
truckstop -0.0548 -0.0318 
 (0.0352) (0.0311) 
home -0.0437 -0.0146 
 (0.0360) (0.0322) 
HIV_score -0.000652 -0.000849 
 (0.00939) (0.00899) 
HIV_tested 0.206*** 0.120*** 
 (0.0414) (0.0360) 
police 0.0184 0.0248 
 (0.0206) (0.0194) 
client -0.0302 0.0142 
 (0.0225) (0.0193) 
partner -0.0750** 0.00617 
 (0.0321) (0.0235) 
pimp 0.0947*** 0.0707*** 
 (0.0230) (0.0253) 
sex_workers 0.0956*** 0.0709** 
 (0.0303) (0.0345) 
other_violence -0.178 -0.114 
 (0.120) (0.114) 
brothel_male 0.0144  
 (0.114)  
brothel_trans -0.0132 -0.301 
 (0.104) (0.220) 
bar_male -0.189 -0.102 
 (0.156) (0.154) 
bar_trans 0.0894*** -0.0834 
 (0.0240) (0.126) 
truck_trans -0.437  
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 (0.298)  
home_male 0.0499 -0.0317 
 (0.0716) (0.127) 
home_trans -0.0937 -0.147 
 (0.137) (0.168) 
   
Observations 1,116 1,106 

Robust standard errors in parentheses 
*** p<0.01, ** p<0.05, * p<0.1 
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Table 4: Measuring Impacts on Condom Use and Accessibility 
[Interaction on Place of Work and Age] 

 (1) (2) 
VARIABLES condom1 access_condom1 
   
under18 -0.102 0.119*** 
 (0.0997) (0.0116) 
eighteen_25 -0.00827 0.0219 
 (0.0369) (0.0177) 
male -0.0115 0.0154 
 (0.0485) (0.0205) 
transgender -0.0150 -0.0265 
 (0.0467) (0.0316) 
brothel 0.00127 0.00940 
 (0.0268) (0.0134) 
bar 0.0191 -0.00254 
 (0.0231) (0.0124) 
truckstop -0.0950** -0.0250 
 (0.0462) (0.0239) 
home -0.0543 -0.0130 
 (0.0437) (0.0234) 
HIV_score -0.000331 -0.000807 
 (0.00943) (0.00541) 
HIV_tested 0.210*** 0.0793*** 
 (0.0420) (0.0260) 
police 0.0177 0.0162 
 (0.0206) (0.0114) 
client -0.0305 0.0126 
 (0.0226) (0.0113) 
partner -0.0733** 0.00106 
 (0.0322) (0.0144) 
pimp 0.0952*** 0.0401*** 
 (0.0222) (0.0128) 
sex_workers 0.0927*** 0.0329 
 (0.0333) (0.0224) 
other_violence -0.165 -0.0522 
 (0.124) (0.0691) 
brothel_under18  -0.957*** 
  (0.00530) 
brothel_1825 0.0756*** 0.0166 
 (0.0293) (0.0215) 
bar_under18 -0.0281 -0.963*** 
 (0.126) (0.00473) 
bar_1825 -0.000352 -0.0105 
 (0.0415) (0.0260) 
truck_under18  -0.961*** 
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  (0.00492) 
truck_1825 0.0600 0.0295 
 (0.0367) (0.0184) 
home_1825 0.0191 -0.0149 
 (0.0501) (0.0399) 
home_under18 0.0339  
 (0.106)  
   
Observations 1,115 1,116 

Robust standard errors in parentheses 
*** p<0.01, ** p<0.05, * p<0.1 
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Table 5: Effects of Place of Work on Health and Violence 
 (1) (2) 
VARIABLES STI Violence 
   
under18 -0.128 -0.000878 
 (0.0813) (0.0893) 
eighteen_25 -0.0297 -0.0216 
 (0.0324) (0.0322) 
male 0.0461 -0.0496 
 (0.0716) (0.0705) 
transgender -0.120* 0.0459 
 (0.0728) (0.0750) 
brothel -0.0372 -0.0785** 
 (0.0365) (0.0357) 
bar -0.0526* -0.150*** 
 (0.0306) (0.0300) 
truckstop 0.120*** 0.0804* 
 (0.0462) (0.0457) 
home 0.0264 0.0146 
 (0.0490) (0.0487) 
HIV_score -0.0139  
 (0.0155)  
HIV_tested 0.114**  
 (0.0458)  
   
Observations 1,118 1,130 

Robust standard errors in parentheses 
*** p<0.01, ** p<0.05, * p<0.1 
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Table 6: Effects of Place of Work on Health and Violence 
 (1) (2) 
VARIABLES STI Violence 
   
under18 -0.139* -0.0141 
 (0.0789) (0.0882) 
eighteen_25 -0.0292 -0.0239 
 (0.0322) (0.0321) 
male 0.0404 -0.0536 
 (0.0713) (0.0706) 
transgender -0.121* 0.0418 
 (0.0718) (0.0733) 
outdoor 0.1975*** 0.3099*** 
 (0.0298) (0.0289) 
HIV_tested 0.1266***  
 (0.0455)  
HIV_score -0.0088  
 (0.0152)  
   
Observations 1,118 1,131 

Robust standard errors in parentheses 
*** p<0.01, ** p<0.05, * p<0.1 
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Table 7: Effects of Place of Work on Health and Violence 
[Interaction on Place of Work and Gender] 

 (1) (2) 
VARIABLES STI Violence 
   
under18 -0.140* -0.000627 
 (0.0808) (0.0904) 
eighteen_25 -0.0336 -0.0218 
 (0.0327) (0.0326) 
male 0.173* -0.0600 
 (0.104) (0.106) 
transgender -0.291*** 0.00105 
 (0.106) (0.136) 
brothel -0.0381 -0.0620* 
 (0.0375) (0.0371) 
bar -0.0615* -0.157*** 
 (0.0319) (0.0314) 
truckstop 0.120** 0.0696 
 (0.0474) (0.0474) 
home 0.0622 0.00892 
 (0.0532) (0.0532) 
brothel_male -0.0122 -0.148 
 (0.209) (0.217) 
brothel_trans -0.00719 -0.267* 
 (0.185) (0.156) 
bar_male -0.156 -0.0591 
 (0.143) (0.156) 
bar_trans 0.356*** 0.234** 
 (0.118) (0.118) 
truck_trans  -0.105 
  (0.312) 
home_male -0.419*** 0.0749 
 (0.0592) (0.194) 
home_trans -0.0378 -0.0470 
 (0.186) (0.190) 
HIV_score -0.0136  
 (0.0155)  
HIV_tested 0.1138**  
 (0.0461)  
   
Observations 1,115 1,125 

Robust standard errors in parentheses 
*** p<0.01, ** p<0.05, * p<0.1 
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Table 8: Effects of Place of Work on Health and Violence 
[Interaction with Place of Work and Age] 

 (1) (2) 
VARIABLES STI Violence 
   
under18 -0.0387 -0.0433 
 (0.115) (0.122) 
eighteen_25 -0.0954* -0.0650 
 (0.0562) (0.0574) 
male 0.0497 -0.0609 
 (0.0717) (0.0717) 
transgender -0.125* 0.0536 
 (0.0727) (0.0756) 
brothel -0.0672 -0.139*** 
 (0.0436) (0.0429) 
bar -0.0865** -0.143*** 
 (0.0381) (0.0378) 
truckstop 0.190*** 0.0570 
 (0.0564) (0.0584) 
home 0.0118 -0.00588 
 (0.0622) (0.0619) 
brothel_1825 0.113 0.168** 
 (0.0762) (0.0693) 
bar_under18 0.139 0.185 
 (0.204) (0.179) 
bar_1825 0.0964 -0.0356 
 (0.0653) (0.0657) 
truck_under18  0.105 
  (0.282) 
truck_1825 -0.130 0.0495 
 (0.0922) (0.0996) 
home_under18 -0.267 -0.415*** 
 (0.195) (0.141) 
home_1825 0.0557 0.103 
 (0.102) (0.0981) 
HIV_score -0.0156  
 (0.0156)  
HIV_tested 0.1172**  
 (0.0459)  
   
Observations 1,116 1,128 

Robust standard errors in parentheses 
*** p<0.01, ** p<0.05, * p<0.1 
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Appendix B 

Table 9: Description of Relevant Variables 

Variable Name  Explanation  

𝐴𝐺𝐸𝑖 Age of sex works are represented categorically: under 18; 18-
25; and, over 25. 

𝑆𝐸𝑋𝑖 Gender of sex works are represented categorically: female, 
male, and transgender.  

𝑊𝑂𝑅𝐾(𝑎,𝑏,𝑐,𝑑.𝑒.𝑓)𝑖 The work variable will be separated into six dummies as some 
sex workers work in multiple locations, which include: a.) 
street, b.) bar or shebeen, c.) brothel; d.) truck stops; and e.) 
home.  

𝐶𝑂𝑁𝐷𝑂𝑀1𝑖 This variable is a dummy: 1 if the sex worker uses a condom 
always, and 0 otherwise.   

𝐴𝐶𝐶𝐸𝑆𝑆_𝐶𝑂𝑁𝐷𝑂𝑀𝑠𝑒𝑥,𝑖 This variable is a dummy: 1 if the sex worker always has access 
to condoms, and 0 otherwise.   

∑ 𝐻𝐼𝑉_𝑆𝐶𝑂𝑅𝐸𝑖 
This variable is summed as it represents a score assigned to each 
responded depending on how many questions (out of five) 
regarding knowledge of HIV transmission they answer 
correctly.  

𝐻𝐼𝑉_𝑇𝐸𝑆𝑇𝐸𝐷𝑖 This variable is a dummy: 1 if the sex worker has been tested 
for HIV in the past twelve months, and 0 otherwise.   

𝑆𝑇𝐼𝑖 This variable is a dummy: 1 if the respondent has experienced 
STI symptoms in the past year, and 0 otherwise.  

𝑉𝐼𝑂𝐿𝐸𝑁𝐶𝐸𝑖 This variable is a dummy: 1 if the respondent has experienced 
violence as a sex worker, and 0 otherwise. 

𝐸𝑋𝑃_𝑉𝐼𝑂𝐿𝐸𝑁𝐶𝐸(𝑎,𝑏,𝑐,𝑑,𝑒)𝑖 The experienced violence variable will be separated into six 
dummies as some sex workers have experienced violence from 
multiple types of persons, who include: a.) police/law 
enforcement, b.) client, c.) partner; d.) pimp/manager; and e.) 
other sex workers. 
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Appendix C 

Data Collection Questionnaire from Beginning to Build the Picture: South African National 
Survey of Sex Worker Knowledge, Experiences and Behaviour (SWEAT, 2013)  
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