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Chapter 1

Background and Rationale

This report presents an overview of research findings of a study conducted in Zimbabwe investigating the reproductive 
health of young women who sell sex (YWSS) aged 16-24 years in Zimbabwe. The research was conducted in the 
context of a broader research project on Sexual and Reproductive Health and Rights (SRHR) amongst young key 
populations (YKP) in Southern Africa. 

A focus on the SRHR of young people has an obvious rationale and importance; the demography of Africa critically 
shapes the prospects for promoting and securing a healthy future for its people, in line with Goal 5 of the SDGs and 
the broader aspirations of Africa 2063: The Future We Want. That is because Africa has a very young age profile, with 
about two fifths of its population in the 0-14 age bracket (approximately 486 million children) and nearly one fifth 
(19%) in the 15-24 age bracket (approximately 230 million young people). This means that the current ‘demographic 
bulge’ of sexually active adolescents and young adults will grow further and persist for decades as the generation 
of 0-14 year olds also becomes sexually active. Against this background, the right to accessible, high-quality SRH 
services is clearly fundamental.

The focus on young people is further justified by a life-course approach to health, which makes it evident that poor 
sexual and reproductive health during this period of life will have severe ongoing consequences for the whole of 
an individual’s lifespan. The complex physical, psychological, emotional and social changes that take place during 
adolescence have immediate and long-term implications for individuals. For example, the onset of puberty is linked 
to the initiation of sexual activity, and subsequent exposure to the risk of pregnancy and STIs, including HIV. 

Key populations are ‘key’ to both the dynamics of and the response to the HIV epidemic, yet relatively few programmes 
have focused on these groups in the region, largely as a result of discriminatory laws and policies, but also because 
of deeply held social and cultural prejudices, resulting in low coverage of HIV prevention interventions. Data on 

Introduction
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Context

Zimbabwe

While sex work is widely considered illegal in Zimbabwe, the position of the law on “prostitution” as it  is currently couched 
in terms of the Criminal Codification and Reform Act [Chapter 9:23] is vague and not explicitly criminalised. Instead acts by 
“prostitutes” which are associated with their conduct are criminalised. Section 61 of the Criminal Code provides definition 
for a “prostitute” stipulating that it ‘means a male or female person who for money or reward: (a) allows other persons 
to have anal or extra-marital sexual intercourse or engage in other sexual conduct with him or her; or (b) solicits other 
persons to have anal or extra-marital sexual intercourse or engage in other sexual conduct with him or her’. It further 
indicates that ‘the word “prostitution” shall be construed accordingly’. There are particular protections for youth related to 
selling sex where it is considered an offence “if the owner of a place knowingly induces or allows a young person to enter 
or be in the place for the purposes of engaging in unlawful sexual conduct with another person or with other persons 
generally, the owner shall be guilty of permitting a young person to resort to a place for the purpose of engaging in 
unlawful sexual conduct” (s86). According to section 87, allowing a child (under 18 years of age) to “associate with or to be 
employed by any prostitute as a prostitute or to reside in a brothel” is also considered an offence. 

The widespread and deepening levels of poverty in Zimbabwe have catalysed a shift in the shape of the sex trade, with sex 
work becoming less formalised and interactions between sex workers and clients becoming more risky. Zimbabwe has 
one of the highest adolescent fertility rates in sub-Saharan Africa and this is on the rise (Ministry of Health and Child Care, 
2016). Minors over 16 years can access contraceptives without parental consent and contraceptives are reportedly made 
available (without need for a prescription or parental consent) through a public sector initiative for girls between 16 and 
18 years of age (Southern African AIDS Trust) but levels of uptake amongst YWSS are not known. 

There is relatively good age disaggregated data for YWSS in Zimbabwe which suggests the presence of high numbers 
of YWSS below the age of 25 years (Cowan et al., 2017; Elmes et al., 2013; James & Nengoma, 2017; Mtetwa, Busza, 
Davey, Wong-Gruenwald, & Cowan, 2015; Mwashita, 2017). In one study, 28% (234/836) of YWSS surveyed were below 
the age of 25 (Cowan et al., 2013); programme and survey data related to the National Sex Worker Program (Sisters with 
a Voice) indicate that 25-40% of YWSS are less than 23 years old (PEPFAR, 2016b) and in the Sisters Antiretroviral Therapy 
Programme for Prevention of HIV – an Integrated Response (SAPPH-Ire) trial in Zimbabwe, 785 of 2722 sex workers 
surveyed across 14 sites were between the ages of 18 and 24 (26.8% of the sample) (Cowan et al., 2014). 

YWSS (16-24 years) are a particularly vulnerable group, not only by virtue of immature reproductive physiology and age 
power differentials and compromised condom negotiation with clients (Scorgie et al., 2012), but also because these young 
women don’t appear to be part of the  adult sex worker social networks and are less likely to engage with targeted services 
for fears of disclosure (Chiyaka et al., 2018; Hensen et al., 2018). HIV prevalence was found to be 36% among adult sex 
workers aged 18-24, rising to 55% among those 25-29, 69% among those 30-39, and 77% among those older than 40 
(Cowan et al., 2014). YWSS (age 18-24) were found to be 4.2 times more likely to be living with HIV than young women 
(20-24) who do not sell sex in Zimbabwe (Cowan et al., 2014; PEPFAR, 2016). In a 2013 survey in Beitbridge, Zimbabwe 
– a border town where many long distance truck drivers pass and many YWSS conduct their business – HIV prevalence 
among YWSS age 18-20 was found to be 33.3%, rising to 43.5% among those age 21-25 (WHO AFRO, 2014).

Conceptual Model

Following a review of the literature, the following conceptual model (Figure 1) was developed to guide the specific 
study design and analysis. The conceptual framework postulates the distal and proximal determinants underlying 
unintended pregnancy amongst YWSS and highlights key crosscutting  drivers of poor reproductive health including 
violence and poor mental health. 

adolescent and young members of key populations in particular are extremely limited; either existing data on these 
groups are not disaggregated by age, or the research has not been done with adolescent populations, often due to 
concerns about consent issues or other barriers related to social and legal environments.  

Conceptual framework

This research is guided by the Social Determinants of Health framework which conceptualises how social, economic 
and political mechanisms give rise to a set of socioeconomic positions, whereby populations are stratified according 
to income, education, occupation, gender, race/ethnicity and other factors; these socioeconomic positions in turn 
shape specific determinants of health status (intermediary determinants) reflective of people’s place within social 
hierarchies; based on their respective social status, individuals experience differences in exposure and vulnerability 
to health-compromising conditions. (Solar & Irwin, 2010).

Objectives

This research is part of a joint four-year project (2017-2020) carried out by the Health Economics and HIV and AIDS 
Research Division (HEARD), the United Nations Development Programme (UNDP) and African Men for Sexual Health 
and Rights (AMSHeR), supported by funding from the Ministry of Foreign Affairs of the Kingdom of The Netherlands 
as part of their regional HIV and AIDS and SRHR programme in Southern Africa. The overall project aims to 
strengthen the legal and policy environment for reducing HIV risk and improving sexual and reproductive health and 
rights (SRHR) of young key populations in Angola, Madagascar, Mozambique, Zambia and Zimbabwe. The research 
conducted within the overall project aims to investigate the pathways of SRHR risk and vulnerability and the gaps in 
associated service provision, legislative and programmatic support for young key populations (16-24 years) in each 
of the five countries. 

Main research objective

To examine the determinants and outcomes of unintended pregnancies amongst YWSS (16-24 years) at the socio-
economic and environmental level, behavioural level, and service level in Zimbabwe, with a view to informing policy 
and practice to better support the reproductive health of YWSS.

Specific research objectives

• Describe reproductive health knowledge of YWSS. Determine means of knowledge transfer and factors 
associated with low knowledge.

• Describe use of contraceptive methods amongst YWSS. Determine factors associated with unmet need for, and 
non-use of, contraception.

• Describe pregnancies and pregnancy outcomes of YWSS. Determine factors key to decision-making and action-
taking, as well as involuntary outcomes.

• Describe need for sexual and reproductive health services amongst YWSS. Determine factors associated with 
barriers to accessing services.
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Chapter 2
Methods

Study site and population

The study was carried out in urban and peri-urban areas of Harare and Bulawayo in Zimbabwe. Harare is the capital 
and most populous city in north-eastern Zimbabwe, in the country’s Mashonaland region. Bulawayo is the second 
largest city in the western part of Zimbabwe and the largest city in the country’s Matabeleland. 

The study population included young women who self-identify as selling sex. This research followed the UNAIDS 
definition of sex work as ‘‘any agreement between two or more persons in which the objective is exclusively limited 
to the sexual act and ends with that and which involves preliminary negotiations for a price’’ (UNAIDS. Regional 
UNAIDS workshop on sex work in West and Central Africa. Abidjan, Cote d’Ivoire, 21–24 March 2000; 2000). 

There are definitional complexities when referring to young people engaged in selling sex since anyone under the 
age of 18 years “who receives money or goods in exchange for sexual services, either regularly or occasionally”, 
according to the technical definition of sex work (UNAIDS, 2002), is considered to be a sexually exploited child in 
accordance with article 34 of the Convention on the Rights of the Child (World Health Organization, 2015). The term 
“sex worker”, therefore, only applies to young women 18 years and over. This research follows the UN definition of 
“young people who sell sex” which encompasses children (10-17 years) who are considered sexually exploited as well 
as adult sex workers (18-24 years) (World Health Organization, 2015). 

Figure 1:  Conceptual framework
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Recruitment

The study was carried out between February 2019 and September 2019. Females aged 16-24 years who self-identified 
as being involved in selling sex were recruited from urban and peri urban locations in Harare and Bulawayo, 
Zimbabwe. In Harare, YWSS participants were recruited from 14 different locations both within the central business 
district and the outskirts and as far as 56km outside the city, extending as far as Nyabira, Epworth, Chitungwiza, 
Hopely and Juru.  In Bulawayo, YWSS participants were recruited from the city centre and the surrounding peri-
urban areas up to 30km from city centre extending as far as eSipezeni and Nyamandhlovu areas.  YWSS were initially 
recruited from the street where they were soliciting for clients, from bars, and/or lodges. We followed a snowball 
sampling method. We asked participants who we had already recruited, who lived in one area but did not work 
there, to assist with recruitment of YWSS who worked in these areas. In this way, we sought to avoid competition 
between participants and inclusion of friends as well as expanded our recruitment sites. Participants who assisted 
with recruitment were compensated USD5 for their time and transport to the study site. All YWSS who participated 
in the in depth interviews or FGDs were compensated USD10 for transport and refreshments. 

Data generation

We conducted key informants interviews with representatives from the NGO sector (n=1), multilateral agency (n=1) 
and government stakeholders (n=2), as well as health care providers (n=5) and peer educators (n=16). We conducted 
30 FGDs (n=15 Harare, n=15 Bulawayo) and 42 in depth interviews (n=22 Harare, n= 20 Bulawayo) with YWSS (16-
24 years).  Participants for the in depth interviews did not take part in the FGDs. FGDs consisted on average of 5-7 
participants and, as much as possible, split between those aged 16-19 years and those aged 20-24 years. In total 198 
YWSS participated in the FGDs (n=99 YWSS 16-19 years; n=99 YWSS 20-24 years). For a description the FGD sample, 
please see Table 1. 

Interviews were conducted in the local languages (Shona in Harare and Ndebele in Bulawayo). The in depth 
interviews for YWSS were guided by an interview guide consisting of semi structured questions exploring life 
circumstances leading to entry into selling sex, SRH challenges, knowledge of reproductive health and contraception, 
use of contraceptive methods, pregnancies and pregnancy outcomes, and access to SRH services. The FGDs were 
led following an interview guide adapted from the Diagonal Interventions to Fast Forward Enhanced Reproductive 
Health (DIFFER) research project (https://cordis.europa.eu/project/rcn/100516/reporting/en) which drew on a free 
listing and ranking approach. Free listing allowed the researcher to have as broad a discussion as possible over the 
SRH challenges experienced by YWSS and ranking allowed participants to independently prioritise their challenges. 
The FGDs began with the question: What do you understand by the term ‘sexual and reproductive health’? A 
discussion on the definition of SRH then ensued, ensuring that issues related to HIV, pregnancy, abortion, STIs, 
gender based violence, and risky sexual behaviour were raised in some form in the discussion so that there was 
common understanding amongst the group. 

Participants were then given 3 blank sticky memo notes and a pen and asked to write their top three SRH challenges 
they experienced as YWSS on each note respectively. The interviewer went to each participant checking if they 
needed assistance. These memo notes were then collected and grouped thematically (e.g. “pregnancy” or “STIs”) 
on a flip chart. If the interviewer was unsure about a term used or under which theme the note should be placed, 
she/he would check with participants. Once all the notes had been grouped into themes, each theme was discussed 
in detail with participants, exploring the nature of the challenge and adjusting notes to another thematic group if 
necessary after clarification with participants. After this, participants were given two stickers with their participant 
identification (PID) written on it (in this case a number) and asked to “vote” which of the challenges identified was 
the most important and biggest challenge. Participants could place two stickers next to one challenge if it was very 
important to them or could vote for two different challenges. These stickers were then counted for each challenge 
and the challenges were ranked from most important to least. Another discussion ensured to determine why one 

issues was ranked as a greater challenge than the other. This process continued until all challenges and rankings 
had been discussed.

Ethics

Ethics approval for the study was obtained from the Biomedical Research Ethics Committee, University of KwaZulu-
Natal and the Medical Research Council, Zimbabwe. All participants provided written informed consent to participate 
in any component of the study and additional written consent to be audio recorded. Parental waivers were granted 
and written informed consent only was required for participants aged 16 and 17 years if they were considered 
‘emancipated minors’. Such was the case for adolescents who were parents or expecting parents, married or living 
in a marital union, and/or living separate or apart of their parents. Inclusion criteria for participation into study was 
being female, self-identifying as selling sex and being between the ages 16-24 years. Those who did not meet one or 
more of these criteria or who were less than 16 years of age were not recruited into the study.

Data analysis

All interviews were audio-recorded, transcribed, and translated into English and, through thematic analysis, collated 
and coded for themes and sub-themes. Data analysis was an ongoing and dynamic process throughout the data 
collection phase, so that the analysis guided and optimized the quality of information as it was being collected. 
Themes and sub-themes were inductively derived through a coding process as laid out by Corbin and Strauss (Corbin 
& Strauss, 2008). 

The interviewer was a young Zimbabwean female aged 27 years who had extensive qualitative research experience; 
the interviewer spoke Shona and English fluently. In Bulawayo, the interviewer was supported by a Zimbabwean 
male aged 40 years who was fluent in English, Shona and Ndebele (the local language of Bulawayo). Data was 
managed using Nvivo Software version 12.
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Chapter 3
Description of sample

Participant characteristics

Table 1 provides an overview of the distribution of participants interviewed across the two provinces in which the 
research was carried out. 

Table 1: Participants distribution across study sites

Key informant IDIs Harare Bulawayo

NGO 1 1

Government stakeholders 2

Multilateral agency 1

Peer educator IDIs 5 11

Health care provider IDIs  (>18 
years)

2 3

YWSS IDIs (16-24 years) 22 20

YWSS FGDs 15 15
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Table 2 provides age details of 
peer educators interviewed in 
the two provinces in which the 
research was carried out.

Harare

# PID Age

1 PE1 missing

2 PE2 26

3 PE3 22

4 PE4 44

5 PE5 17

Harare

# PID Age

1 PID1 20

2 PID2 25

3 PID3 22

4 PID4 27

5 PID5 24

6 PID6 24

7 PID7 28

8 PID8 28

9 PID9 21

10 PID10 20

11 PID11 18

12 PID12 20

13 PID13 25

14 PID14 25

15 PID15 17

16 PID16 16

17 PID17 17

18 PID18 17

19 PID19 17

20 PID20 16

21 PID21 22

22 PID22 20

Bulawayo

# PID Age

1 PID23 18

2 PID24 20

3 PID25 19

4 PID26 18

5 PID27 20

6 PID28 20

7 PID29 19

8 PID30 24

9 PID31 21

10 PID32 23

11 PID33 23

12 PID34 17

13 PID35 21

14 PID36 23

15 PID37 20

16 PID38 22

17 PID39 25

18 PID40 21

19 PID41 19

20 PID42 23

Bulawayo

# PID Age

1 PE6 37

2 PE7 39

3 PE8 43

4 PE9 52

5 PE10 22

6 PE11 27

7 PE12 26

8 PE13 20

9 PE14 20

10 PE15 26

11 PE16 39

Table 3: Age of YWSS in IDIs

Below are the socioeconomic and demographic characteristics of YWSS participants participating in the FGDs.

Table 4: FGD participant demographics
  

Harare Bulawayo Total

n = 93 n = 105 N = 198

Age

Mean 19.62 20.09 19.87

Median 19 20 19.5

IQR 18–22 18–22 18–22

Range 16–24 16–24 16–24

Highest level of  
education

None 0 2 2

Primary school 16 10 26

Some secondary 39 41 80

O level 36 47 83

A level 1 3 4

Missing 1 2 3

Age at first sex work

Mean 17.35 17.44 17.40

Median 17 17 17

IQR 16–19 16–19 16–19

Range 12–23 14–23 14–23

Place of sex work  
(Multiple options  
allowed)

Bar/club 83 92 175

Escort/massage agency 2 9 11

Brothel 3 2 5

Hotel/motel 24 33 57

Street 35 25 60

At home 42 43 85

Number of people  
supported financially

Mean 3.14 2.90 3.02

Median 3 3 3

IQR 2–4 2–4 2–4

Range 0–10 0–11 0–11

Ever been pregnant
78 73 151

Total answered 92 98 190

Missing 1 7 8

Table 2: Peer educator ages

YWSS participants for the in 
depth interviews were between 
the ages of 16-24 years. Table 3 
provides the specific ages of each 
participants participating in the 
IDIs across the two provinces in 
which the research was carried 
out.
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Age at start of selling sex

Some participants (now 16 years or older) had indicated that they were as young as 12 years when they first started 
selling sex, highlighting the high risk of sexual exploitation of children who lack family, social welfare and economic 
support. It also highlights the need to tailor SRH services accordingly, 

… nowadays young girls who are aged from 13, 14, 15 and 16 years are joining the sex work 
industry. At that age, if they go to request for Jadelle, they will be told that they are under age … to 
get these methods when you are still a minor is very difficult. (23 years old, PID23, Bulawayo)

Decisions to start selling sex were mostly for survival-based needs due to their life circumstances at the time, including 
deceased parents and/or guardians, being abandoned by the father of their child, and severe food insecurity or 
school fees, and/or a number of dependants, including children, younger siblings and grandparents of advanced 
age. Peer pressure also emerged as a key factor:

The situation will be very hard. You try to sell tomatoes and friends come telling you, that the amount 
you are getting they can get it in 15 minutes. You also really feel, aah I cannot go to the bar but when 
you get there you realise, it’s true, the money you would get after selling tomatoes the whole day or 
two days you will get it in some minutes. (18 years old, Participant 6, FGD12H, Harare)

Being engaged in selling sex at an early age was a key determinant to numerous SRH and sexual and  gender based 
violence (SGBV) challenges  experienced by young participants. 

For a detailed analysis of the dynamics around young age of selling sex and the unique vulnerabilities these young 
women face, please see: 

Crankshaw, T. L., Chareka, S., Zambezi, P., & Poku, N. K. (2021). Age Matters: Determinants of sexual 
and reproductive health vulnerabilities amongst young women who sell sex (16–24 years) in Zimbabwe. 
Social Science & Medicine, 270, 113597.

Abstract

Introduction: Female sex workers bear a disproportionate burden of HIV and other poor sexual and 
reproductive health (SRH) outcomes which has led to the tailoring of SRH interventions to mitigate 
risk. Understanding of the SRH vulnerabilities of young women who sell sex (YWSS) (16-24 years) in 
Southern Africa is under-represented in research which may result in a mismatch in current SRH 
interventions and service design.

Objective: This paper is based on a sub-analysis of a qualitative study investigating the SRH of young 
women who sell sex (16-24 years) in Zimbabwe. We explored the differences in dynamics of SRH 
vulnerability amongst YWSS within the 16-24 year age band.

Methods: In-depth interviews (IDIs) were conducted amongst key informants (n = 4), health care 
providers (n = 5), and peer educators (n = 16). Amongst YWSS, we conducted IDIs (n = 42) and focus 
group discussions (n = 30). Transcripts were inductively coded for emergent themes and categories.

Results: Age and life stage determinants led to key differences in SRH vulnerabilities between younger 
(16-19 years) and older YWSS (20-24 years). These determinants emerged in the following ways: 1) 
distancing of younger participants from a “sex worker” identity leading to difficulties in identification 
and limiting intervention reach, 2) inexperience in dealing with clients and immature cognitive 

development leading to greater exposure to risk, and 3) the subordinate social position and exploitation 
of young participants within sex worker hierarchies or networks and lack of protective networks.

Conclusions: We highlight the presence of a diverse group of vulnerable young women who may be 
missed by sex worker programme responses. In future intervention planning, there is need to consider 
the age-related needs and vulnerabilities within a spectrum of young women involved in a wide range of 
transactional relationships to ensure that services reach those most vulnerable to poor SRH outcomes.
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Chapter 4
Pregnancies and Pregnancy Outcomes 

Eighty percent (151 out of 190) of the FGD participants reported ever being pregnant and two thirds of these women 
(n=101) reported that the pregnancy had been unintended. A wide range of participants generally believed that 
younger women selling sex experienced higher rates of unintended pregnancy than adult sex workers. 

The younger ones are getting pregnant most. The older sex workers know how to avoid pregnancies. 
Some are even mothers who came out of marriage and they have adequate information on 
the contraceptive method to use. The younger ones just come from home and don’t know any 
contraceptive. (18 years, Participant 5, FGD12H, Harare)

This sentiment was shared by health care workers:

Interviewer: If we are to compare the experiences of older (25 and older) and younger (16-24) 
women who sell sex -  do they face the same challenges? Does HIV, STIs, pregnancy, GBV affect one 
group more than the other or they are similar across board? 

Nurse Counsellor2: The only difference is the pregnancy issue. Older women are more experienced, 
they know how to prevent it, look after themselves and most of them have at least one child. They 
make informed decisions. (Bulawayo)
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Pregnancy intentions

Economic and social determinants played a strong role in shaping pregnancy intentions. 

As for me, I want to prevent pregnancy because looking at myself what are the chances of being 
able to fend for a child? I don’t want my child to live the life that I’m living. (16 years old, PID20, 
Harare)

Most participants agreed that pregnancy was not generally desired because pregnancy posed threat to their ability 
to continue working and women expressed concerns around caring for a child with constrained finances and an 
insecure occupational environment:

Having children within sex work is a great liability for you. (19 years old, Participant 1, FGD11H, 
Harare)

… being 15 to 24 - it is never a wanted pregnancy. That I can guarantee! It is never a planned 
pregnancy. Remember this is sex work. They may not even know the person responsible. So you 
find most of them, somehow, they also get scared to tell you until you continue counselling them, 
then they will tell you that ‘I can’t keep this pregnancy. I do not want it. It was an accident’. (Nurse 
Counsellor2, Bulawayo)

While having a child was seen as a liability to many, the desire to have at least one child strongly influenced pregnancy 
intentions: 

You may realize that some of your peers have grown up, they have kids and you still have not 
given birth to yours. So, you end up saying its better to have your own child as well. (24 years old, 
Participant 3, FGD17B, Bulawayo)

Male partner and peer pressure to have a child were key social determinants underlying pregnancy intentions. These 
are discussed in more detail in the next section.

Male influence on pregnancy

Hopes, dreams and desire to get married, also seen as a way to exit selling sex, influenced pregnancy intention and 
pregnancies amongst younger participants:

Because the older sex workers are only looking for money in the sex work business, us juveniles on 
the other hand are also desiring families and children. So, our objectives essentially differ, leading 
us to more pregnancy encounters. (19 years old, Participant 3, FGD10H, Harare)

When I am working, if it so, happens that I become pregnant, I will accept it. I cannot bear to 
dispose of the child because I do not have one. If I manage to get a child during my sex work, I 
would actually appreciate it. Currently, I actually want to go to my hometown and enter into a 
marriage because sex work is burdening me. (18 years old, PID11, Harare)

A number of women spoke about male partners (both romantic boyfriends and long-term clients) asking them to 
have a child with them. 

No one wants to fall pregnant because how will I go to the club. I will not be able to look for money. 

How will I take care of that child? However, a person decides to get pregnant if they meet someone, 
a boyfriend who will tell them to stop sex work because they want to take care of them. Sometimes 
you may just agree with that boyfriend that you want a child. (19 years old, Participant 1, FGD5H, 
Harare)

Romantic attachments also meant that young women weren’t as concerned about whether they had taken 
contraceptives to prevent pregnancy from occurring:

It’s because this was with a person I loved so I wasn’t really fussy about (taking the morning after 
pill). I also didn’t have money for the pills at that time. I assumed talking about it or asking for 
money to buy them was unnecessary. (21 years old, PID9, Harare)

The data suggests that the younger women were far more vulnerable to developing emotional attachments with 
male clients than the older women. However, participants also communicated high levels of distrust towards these 
men desiring pregnancies, referring to being “deceived” by these men who habitually left them once pregnant. As 
one participant remarked:

Someone can start as your client, paying you and protecting as well. You end up developing trust 
with that client. As a result, he may convince me to stop selling sex and settle at home. At the end 
the client changes his mind and I may end up with the child alone. (Age missing, Participant 6, 
FGD23B, Bulawayo)

As such, bearing a child at the request of a man was a careful risk calculation:

It all depends because you do not want to get pregnant for someone who will run away after you 
are pregnant. You need to be sure first. (19 years old, Participant 4, FGD3H, Harare)

This risk calculation also had economic considerations:

If I get a sugar daddy who needs a child with me and to settle down with me, I will have one. 
This work is not easy. What I don’t want is a baby without a responsible father because I already 
have one in South Africa. I am being helped to take care of that child. (18 years old, Participant 5, 
FGD12H, Harare)

Many women recounted being abandoned by the father of their child. Some women had borne children before 
starting to sell and had been left to fend for the child in the absence of the father which had been the push factor 
into selling sex.

At that time, I was living together with my former partner when I got pregnant. I had been living 
with him since I was 14 years old and we separated when I was 6 months pregnant. It is from that 
time onwards that I began sex work until this day that I had the child. (19 years old, Participant 3, 
FGD10H, Harare)

I started sex work after I had a baby. The father of the child was unsteady and he went to South 
Africa when the baby was 5 months old; that was 2015 and by then my mom was supporting the 
baby. It was another burden upon another and me and the baby daddy were not communicating, 
he was not talking to me and his family wasn’t communicating either. So I started having different 
boyfriends. When a relationship wasn’t working, I would just leave and get into another up until 
the baby was 2 and then I decided to try sex work and see if it would work for me and although the 
journey was not easy, meeting difficult clients, at the end of the day I was able to provide for my 
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child, buy clothes for her and now she is at school and I can afford to pay fees for her. (Participant 
5, FGD23B, Bulawayo)

Motherhood as a rite of passage

There was also evidence of substantial peer pressure to bear a child, with motherhood seen as a rite of passage 
into womanhood. The circumstance of being a mother of a child formed a strong moralistic divide between those 
who had a child (usually older women) and who constructed identities around being a “responsible adult” needing 
to provide for their children in direct contrast to descriptions of the childless and “reckless youth” engaged in selling 
sex “for fun”. When asked whether the following 24 year old identified as a younger or older woman selling sex, the 
circumstance of having a child directly shaped her answer: 

I will say I’m part of the older women, I have a child after all. (24 years old, PID4, Harare)

Constructions around “providing for children” were frequently used as a way to “legitimise” selling sex amongst older 
participants. The following 18 years old was pregnant at the time of the FGD and informed the research team that 
she had become pregnant, so that she could have at least one child for herself but also to stop the name-calling:

Some [sex workers] can insult you by telling that you are sterile, a stick which does not bear 
anything, a broiler chicken which only knows how to eat and cannot give anything back. Sometimes 
those who have children insult you by justifying that they engage in sex work for the sake of 
providing for their children, and if you try to justify your own sex work as a means to provide for 
your parents they laugh and insult you for being born for such a ‘useless cause’. (18 years old, 
Participant 4, FGD9H, Harare)

In the peri-urban FGDs, in particular, there was evidence of significant peer pressure for young women selling sex 
to bear a child: 

What can push me [to have a child] is the people that I hang out with… all of them have children. 
So when we arrive at work you hear them saying “I am working for my child….my child has to go to 
school…my child wants porridge…..my child wants this”…..and if I am to look at myself, I don’t know 
what I am using the money for. At least if I have a child I will know that I am working to take care of 
my child. (Age missing, Participant 9, FGD17B, Bulawayo)

It seemed that within adult sex worker communities the reason underlying one’s involvement in selling sex mattered:

Participant 4: If you do not have a child they will undermine and mock you in most things that you 
do, even when you buy yourself new shoes, they will not appreciate but will speak negatively. (18 
years old, FGD9H, Harare)

Interviewer: Does it matter how long you have been selling sex that makes you get called names or 
there are others factors.

Participant 3: The situation is that people are expected to engage in sex work for a reason. Most say 
that they do so they can provide for their children, but if you do not have a child then your practice 
in sex work is not really justified to them hence you receive nicknames. (20 years old, FGD9H, 
Harare)

Interestingly, this was also observed by an outreach worker in Harare:

Yes, what I also gathered is that when they are conversing amongst themselves they say that it 
is better to work knowing that you are working for your child. So then if you are young and fall 
pregnant you might decide to keep it because your aim then would be to work for your child. Maybe 
that is why we do not get a lot of young women coming here to consult who say that it is unwanted. 
Maybe it will be their first pregnancy; they prefer to keep the first child. (Outreach health worker, 
Harare)

Younger participants generally distanced themselves from a “sex worker” identity but the data suggests that fulfilling 
the societal expectation of motherhood creates legitimacy for their selling sex. In the context of a discussion around 
reasons for entry into first selling sex, one young participant shared how the need to provide for her child cemented 
her “sex worker” identity indicating how much the idea of “working for one’s child” was an important indicator of 
“responsibility” and therefore inclusion to older groups of sex worker communities.

We ended up in sex work because we needed to provide for the children we had given birth to. The 
children that we have were results of mistakes we made with our boyfriends back home. So, our 
identity shift to become mahure (sex workers) came about due to our desire to provide for our 
children. (19 years old, Participant 4, FGD10H, Harare)

For some women, it appears that being able to provide for their child/ren through selling sex helped cope with the 
demands of being involved in selling sex:

Participant 9: Sex work is endurable if you have your own child.  

Interviewer: What does that mean?

Participant 9: It is better to go to work knowing that you are trying to feed your child rather than 
working for people who can work to feed themselves. I will be working for my child. (22 years, 
FGD3H, Harare)

At the same time, young women were fatalistic about acquiring HIV and their own mortality but children provided 
the thread of continuity:

… sometimes when you get a rich regular customer, old sex workers may start fighting you claiming 
that you have taken their partners. So you decide to have children such that even if you die, you die 
knowing that you had children. (20 years old, Participant 6, FGD19B, Bulawayo)

Sometimes I feel I should have my own kid. I am looking after my parents and siblings but I just 
need one kid so that when I die I just leave at least one kid. (17 years old, Participant 4, FGD12H, 
Harare)

However, the data also suggests that the idea of a child as legitimatising one’s involvement in selling sex also had its 
roots in the high levels of competition amongst older and young women involved in selling sex:

Participant 1: (The younger women who sell sex) usually do not have any children at all, and they 
are afraid of being laughed at for not having any children, hence they end upon desiring to have 
children. (22 years old, FGD9H, Harare)

Interviewer: Which group or groups are behind the pressure to have children that is faced by these 
young women?
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Participant 3: It starts from the older groups, who feels jealous when the young groups are enjoying 
more of their earnings because they have less to cater for (such as a child). The older groups then 
stigmatize younger groups by making them feel like the only reason they are succeeding and 
comfortable is because they have life easy. The resulting comparison also pushes younger sex 
workers to also desire children. After the pressure from older sex workers, younger sex workers 
then join in and create peer pressure between one another to desire children. (20 years old, FGD9H, 
Harare)

This was echoed by a nurse counsellor in Bulawayo:

Nurse Counsellor: Very few pregnancies are intentional. Very few intentionally get pregnant to get 
married. Very few! Just a handful but the rest are unintended pregnancies.

Interviewer: But there is this thing we are getting from YWSS that ‘At least I want to have a child to 
make sex workers endurable’ 

Nurse Counsellor: Yes, they tend to say that when they are in a group but when you go one on one it 
is a different story. They will tell you that I am not ready. You know peer pressure. 

Pregnancy outcomes 

In the event of unintended pregnancies, the data suggests that the younger women who sell sex may only become 
aware of their pregnancy very late in the first trimester or early second trimester, as the following 21 year old who 
was pregnant at the time of the interview shared:

I missed my period the first month and when I missed it again in the second month I was puzzled 
but I still had doubts that I was pregnant. After the first month is when my grandmother told me 
she thinks I’m pregnant and I just thought she was talking nonsense, so I only knew for sure I was 
pregnant when I was 3 months along. (21 years old, PID9, Harare)

This was echoed by an outreach worker in Harare: 

They  come and tell you that they are 4 months pregnant but they only realized it when the baby 
was kicking and they did not know all along. I have personally encountered around five.

However, a peer educator in Bulawayo highlighted that younger women tended to conceal their pregnancies even 
if they are aware of them:

Young girls are difficult to deal with because they do not come out in the open that they are 
pregnant. I believe this is also linked to our belief systems …There is usually a belief that if they 
share with other people, they may get bewitched. (PE7)

In the event of unintended pregnancies, various factors influenced decision-making over whether to continue with 
the pregnancy or seek a clandestine induced abortion. Several factors led to young women retaining their pregnancy 
including not previously having a child as already suggested in the above discussion:

I was told by my sister (peer) at work. I take her as my sister. She told me that if you have an 
abortion for your first pregnancy, who knows maybe God has given you only one child. So, she said 
I should keep it then if I was to have other pregnancies, we would abort. I never attempted to have 

an abortion. She also told me that she had her own child and that would make one to live hopefully 
knowing that she is a mother to someone, and I was supposed to follow that path. (23 years old, 
PID32, Bulawayo)

Others, however, despite desiring a child chose to undergo an induced abortion due to their life circumstances:

It is true, sometimes you will be desiring a child, but you consider your financial inability to provide 
for them and that is what leads you to abort. In some cases, your boyfriend may lead you to 
believe that they will support the pregnancy, but one or two months later they usually desert you. 
After desertion that is when we mostly worry of how we are going to provide for the children. Our 
realization with our inability to provide for the child when they are born then pushes us to abort. 
(22 years old, Participant 4, FGD11H, Harare)

Although there are a number of formal and informal providers offering induced abortion services of variable safety 
in Zimbabwe, these all operate clandestinely due to the country’s restrictive abortion law.

Induced abortions

For a detailed discussion on the findings related to the determinants underlying the safety of abortions and access 
to post abortion care amongst participants, please see:    

Chareka, S., Crankshaw, T. L., & Zambezi, P. (2021). Economic and social dimensions influencing safety 
of induced abortions amongst young women who sell sex in Zimbabwe. Sexual and Reproductive Health 
Matters, 29(1), 1881209.

ABSTRACT

Globally, women, experience inequities in access to safe abortion services and this is most acutely 
felt in country contexts where legal abortions are highly restricted. Data around abortion amongst 
young women who sell sex (YWSS) in sub-Saharan Africa are very limited. We conducted 30 focus 
group discussions and 42 in-depth interviews (IDIs) amongst YWSS (16–24 years) in urban and peri-
urban areas of Zimbabwe, as well as IDIs amongst 16 peer educators, five health care providers and 
four key informants. Our findings indicate that abortions occur amongst YWSS in Zimbabwe but there 
remain questions over the extent of safety of abortions. The restrictive legal context around abortion 
and illegality of sex work in the country are key determinants underlying the clandestine nature of 
abortions. Socioeconomic concerns are key in decision-making around abortions. Youth, cost and 
lack of referral networks contribute towards unsafe abortions, even when safe abortion services are 
available. Many YWSS are not aware of the availability of post abortion care (PAC) services and resort 
to self-administered PAC. Being young and selling sex combine and interact on the economic and social 
levels to produce vulnerabilities greater than their sum to experiencing unsafe abortion.

The withdrawal of support or abandonment of a male partner when an intended pregnancy occurred meant that 
while some pregnancies which were initially desired, they later became unwanted as an outreach worker in Harare 
observed:

On intended pregnancies, a steady boyfriend can then say that they want a child but as 
time goes by the boyfriend might just disappear bearing in mind that a pregnancy has many 
responsibilities. At first, it will be an intended pregnancy but it becomes unwanted when the 
boyfriend starts to act funny. 
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With limited options in highly financially constrained circumstances, some young women opted to terminate their 
pregnancy at very high risk to themselves on account of late gestational age. Others abandoned the infant on birth 
or were faced with little choice but to keep the pregnancy:

Some keep their pregnancy. Their boyfriends will accept it but when it gets to 7 months they will 
then tell you that they are skeptical that it is theirs since you meet a lot of men.  Now it will be 
too late because everyone knows that you are pregnant and you cannot terminate it at 7 months. 
Your neighbours might also get you arrested because they would have seen you pregnant. So 
one will be afraid to terminate it. That is when you see people leave their newborn babies with 
their neighbours. In my neighbourhood people leave their children with landlords. (19 years old, 
Participant 1, FGD5H, Harare)

Maternal and child health

Given their financial constraints, it was common for young women who became pregnant in the period of life 
that they were selling sex, would continue to sell sex throughout their pregnancies which poses high risk of HIV 
transmission to mother and child and fetal complications as a result of STIs. The following  20 year old shares her 
story of her pregnancy:

I have a child. I got pregnant with them when I was going to the bar (to sell sex). For the duration of 
the 9 months of my pregnancy I continued going to the bar to engage in selling sex, such that when 
I went into labour I was actually coming from the bar and my colleagues had to follow me with my 
baby bags and necessities to the hospital. (Participant 3, FGD9H, Harare)

The following peer educator explains the dynamics around continuing to work while pregnant:

Others during pregnancy they continue with sex work continuously until they give birth. Others 
they stay 3 weeks, or a month (after birth) and they will be back at work. It also depends who they 
stay with, where they stay and the influence of their home background. It really depends on the 
individual sex worker, if she stays with her siblings and her parents have died, obviously she will 
wait for about 2 to 3 weeks and whenever she feels fit she will go back to work knowing that the 
siblings will take care of the baby. She may go for a few hours so that they may get bread for tea in 
the morning or food in general for the household, and even pay rentals up until the child is grown. 
(PE8)

Due to health care costs attached to all public sector services, including antenatal and maternity care, a number 
of participants shared that they had either not registered for antenatal care or collected birth certificates for their 
infants because they couldn’t afford to pay the associated fees.

I delivered in (public sector facility) and those days it cost $25. I did not even get to register my 
pregnancy at any institution because I did not have the money and when I gave birth, I got in 
a confrontation with them because of my alleged neglect. (22 years old, Participant 5, FGD11H, 
Harare)

Having a child to take care of and a livelihood to be earned, young women often had limited choices for childcare. 
While some left their infants at their rural homes with family members, others relied on younger or older siblings to 
take care of the infant while they were away at work. For those who had weak family support, their child was left in 
the care of community members.

Participant: I gave birth to her when I was selling sex, someone had approached me and told me 
that they wanted us to settle and start a family, but once I became pregnant, he left me…

Interviewer: Are you living with this child?

Participant: Yes, I live with her but when I am going out, I leave her under the care of some 
residential community members (20 years old, PID10, Harare)

The above participant went onto clarify the reasons why she had no alternative but to leave her child with community 
members: 

… some time ago I used to bring my child with me to the lodge. But these days the lodges we are 
living in are not safe and there are reports of multiple cases of theft of blankets and other things, 
hence due to fear that my child could be kidnapped or worse, so I stopped bringing her with me.

Others brought their infants to their workplace:

There is a bar called (name of bar); the bar lady is a sex worker and she has her own private room 
within the premises. So, when the sex workers come with the babies, they pay her to have their 
babies kept within her room. After a while, sex workers go to the room to breastfeed their babies in 
that room then they continue with their work. (PE6)

In the absence of support or childcare arrangements at their work place, some women resorted to desperate 
measures:

What happens is that once they give birth, if the sex worker does not have parents, she will drug 
the child and leave it sleeping. So she can go to work in the evening and come back in the morning 
before the child wakes up. (17 years old, PID15, Harare)
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Chapter 5
Contraceptive patterns amongst YWSS 

While pregnancies were generally not desired since these interfered with the ability to work and posed additional 
financial burdens, the data suggests that younger participants did not have high levels of contraceptive uptake, and 
as one outreach worker in Bulawayo noted:

Participant: They are more worried about other things in life more than getting pregnant. I think 
they have this notion that l am being careful. l do not know what that means to them. They are 
always saying ‘don’t worry sisi l am being careful’

Interviewer: What does that mean? (laughs) 

Participant: I have no idea what that means (laughing) but that is what they always say, do not 
worry l am being careful l will come when l want family planning. No come now; now is the time if 
you are sexually active you might get pregnant because we know that as much as we may give you 
condoms, as much as you may take them here there is probability that they might not use them 
because sometimes clients offer them more money for unprotected sex. 

A number of factors shaped choice and uptake contraception but common to all factors was young age which 
emerged as a strong cross-cutting issue shaping contraceptive patterns. 

…there is a difference between the mature ones and younger female sex workers. The mature ones 
probably do not want children so they will opt for Jadelle. For the younger ones, Depo for three 
months is ok. Oral pills are also fine but you will find that they tend to forget. Therefore, we need to 
continue to conscientise them about the morning after pills. That one’s availability is very low but 
we really need that because you will find that one will come and say ‘sister I had a burst condom 
and I am not on any family planning. What should I do?’ Sometimes we have to give them the oral 
contraceptive but it is not as proper as the emergency contraceptive. (Nurse counsellor2, Bulawayo)
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Traditional methods

Traditional methods of preventing pregnancy were reported to be widely used. Traditional methods included 
obtaining herbs from traditional healers, Mbuya’s or “grandmothers” within the community, use of cannabis, and 
other spiritual practices.

The Prophets, they prepare a string that you will keep here around your waist. The string will 
ensure that you do not get pregnant, if you want to get pregnant you go and have it removed. 
(Participant # missing, FGD17B, Bulawayo)

A granny in my neighbourhood sells herbs for $3. These herbs help in pregnancy prevention. It is a 
powder; you have to put in your porridge every morning. If you do that you will not get pregnant. 
(Age missing, Participant 5, FGD5H, Harare)

Through the ‘grandmothers’. They have herbal medicines they can give to prevent pregnancies. For 
some they take the medicine before having sex, for others it depends if they have the money to 
acquire the types of medicines, they want which are also consumed at different stages. They can 
give you leaves, or sometimes a plastic bag with herbs that you have to boil in water and consume 
the juice before you go to work. (18 years old, Participant 4, FGD10H, Harare)

Uptake of contraception

A number of intersecting determinants influenced contraceptive uptake, including contraceptive knowledge, myths 
and misconceptions, duration of effectiveness and convenience, cost, side effects, and health provider and weak 
health system factors. Below we discuss some of these determinants in more detail.

Knowledge, myths and misconceptions

Contraceptive knowledge was widely variable, with participants suggesting that younger women had less experience 
and therefore knowledge of contraception information.

The younger ones are getting pregnant most. The older sex workers know how to avoid pregnancies. 
Some are even mothers who came out of marriage and they have adequate information on 
the contraceptive method to use. The younger ones just come from home and don’t know any 
contraceptives. (18 years old, Participant 5, FGD12H, Harare)

Sources of contraceptive information were similarly diverse, including family members, outreach services, and peers. 

Due to strong outreach HIV/SRH services for sex workers in Zimbabwe, levels of contraceptive knowledge were 
generally high and strong efforts were being made to ensure provision of contraception, particularly in the civil 
society sector. However, there existed some myths and misconceptions around contraceptive use and choices, 
including the belief that taking contraception before bearing child would impair ones fertility:

Contraceptive method preferences

Overall, participants reported using a variety of contraceptive methods, including hormonal and barrier contraceptive 
methods, as well as traditional methods.

Hormonal contraceptive methods

Hormonal methods included the oral contraceptive pill, injectables (mainly depo provera), and implants (Jadelle/
Implanon). Barrier methods included male and female condoms. Due to the roll out of the implant, Jadelle, in 
Zimbabwe, a number of participants had received the implant.  Very occasionally, participants reported using 
an intrauterine copper device but expressed the fear that these would be displaced during sex or cause other 
reproductive health problems. Emergency contraception was often used as a contraceptive method.

Barrier methods

Some women, particularly younger participants, didn’t use hormonal contraception at all and instead relied on the 
male (and in some cases, female) condom to prevent pregnancy. However, use of a male condom mean that these 
women were entirely reliant on their client agreeing to wear a condom. In the event of unprotected sex and no 
contraceptive method, young women would obtain the morning after pill. This, however, was a costly option. 

The data also indicated that condoms were incorrectly used, with some participants believing it best for the male 
partner to wear two condoms or to simultaneously use a female and male condom.

Participant 1: As a woman you should have your female condom that you wear, a man should have 
his own condom that he makes sure he wears properly so that he protects himself. Some women 
don’t wear condoms but if you are comfortable to wear one you should. 

SC: Based on what you have said do you mean to say that a woman should wear a condom and the 
man should also wear one to make them 2 condoms?

Participant 1: Yes, both parties should wear condoms. (19 years old, FGD7H, Harare)

Female condoms seemed to be used amongst older, rather than younger women, as the following health care 
provider shares:

…..the young ones they do not really like the female condom. The female condom is usually used by 
the older sex workers. (Nurse counsellor1, Bulawayo)

A few women spoke about inserting cotton wool or cloth into their vaginas, as a barrier method to prevent pregnancy: 

Ever since I gave birth to my son, cotton wool has been my family planning method of choice.  
(24 years old, PID6, Harare)
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We do not use family planning pills because we have been told that they lead to infertility so we 
prefer using condoms. In the case that the condom bursts we use morning after pills. (20 years old, 
Participant 6, FGD19B, Bulawayo)

We are told that if you have never given birth -I believe none of us has a child here- you are not 
supposed to take family planning because if you do you might become infertile/barren. Therefore, 
we are scared to take them because what if I decide to get married one day, what will I tell my 
husband. My husband may divorce me if I do not have children for him. (19 years old, Participant 1, 
FGD5H, Harare)

A nurse counsellor based at a NGO in Bulawayo, shares her insights based on her experience in providing SRH care 
to YWWS: 

… this generation of young women selling sex does not like family planning because of the old 
myths like if you take family planning before you have a child chances are you might never have a 
child, have difficulties conceiving or delay your pregnancy. But still we are fighting to win them on 
this one (Nurse Counsellor 2, Bulawayo)

However, as we will discuss below, there is indication that myths related to the impact of contraception on fertility 
are shared more widely, including amongst some nurses in the public sector and more work remains to be done in 
this area.  It is unclear to what extent these beliefs were a result of what young participants  were told by nurses in 
the public sector or were prevailing myths amongst their peers.

I heard that if you have never given birth you should not use Depo. Depo is only for people who have 
children. (18 years old, Participant 6, FGD3H, Harare)

Beliefs around one’s fertility also shaped contraceptive uptake: 

Honestly I don’t use anything at all but I’m starting to think that I’m infertile because the number of 
times I have had unprotected sex lately and I’m not pregnant. (18 years old, Participant 7, FGD7H, 
Harare)

Low confidence in the effectiveness of contraceptives to prevent pregnancy:

For the child I currently have, I got pregnant with them while I was using Jadelle. I still have that 
very same implant to this day. So, I feel that having Jadelle or not having any family planning is just 
the same in terms of risk. (20 years old, Participant 3, FGD9H, Harare)

For my mother, control pills did not work and for my sister Jadelle failed her, so I also fear that both 
methods may fail me that is why added the morning after. I really fear that if I have pregnancy how 
will I provide for it and who will look after the child for me. (19 years old, Participant 5, FGD10H, 
Harare)

This resulted in the above participant using two hormonal methods concurrently:

Most times I take the morning after pills after I have had a sexual encounter with someone. I do 
not trust Jadelle because my sister once got pregnant though she had a Jadelle. So, I use multiple 
contraceptive at the same time, I am on Jadelle, and I also take the birth control pills (19 years, 
Participant 5, FGD10H, Harare)

Older participants tended to prefer Jadelle on account of its long lasting efficacy:

I saw that it can last for 5 years without myself getting pregnant and I can be able to renew it; I will 
be progressing at work. I saw that if I was to use family planning pills, there is a certain time that 
I will not be able to take the pills, so that will affect me. With a Depo for 3 months, you can also 
forget but with Jadelle I know that I am guaranteed of my 5 years without any problems. (23 years, 
PID32, Bulawayo)

Side effects of hormonal contraceptives

Contraceptive side effects had a strong influence on contraceptive uptake, method choice and contraception 
discontinuation:

I heard that family planning methods causes weight gain such that a person can become fat. Others 
would say that family planning leads to a prolonged menstrual period. Some were saying that 
Jadelle leads you to continuously menstruate for 2 months. People were saying that the effective of 
a family planning method depends with your body and others would say that family planning pills 
can cause headache. (23 years old, PID32, Bulawayo)

These side effects were specific to the user and resulted in some switching methods while other resorted to condoms, 
traditional methods or no contraception at all.

With these modern methods, I suffer side effects. Pills make me vomit, the injections make me 
bleed for longer; that is why I prefer traditional medicines and condoms. (Age missing, Participant 
6, FGD22B, Bulawayo)

Condoms, they are easily available for us as sex workers. As young sex workers, we rarely use 
Jadelle unless if you have children because they have side effects for example gaining weight. (19 
years old, Participant 1, FGD19B, Bulawayo)

Contraceptive induced bleeding was a key reason for discontinuation of a method choice since this interfered with 
young women’s ability to work: 

All the contraceptive methods did not go well with me. If I take family planning pills, I will continue 
bleeding, If I also take Depo I will bleed excessively. Jadelle also makes me menstruate for nearly a 
month and in that month, I stop working which is a challenge for me since I need money to sustain 
myself. (Age missing, Participant 6, FGD11H, Harare)

Managing menses with contraceptives

Participants employed a wide variety of practices to postpone or prevent their menses from occurring so as not to 
interfere with their work. Some took the oral contraceptive pill incorrectly to delay their periods:

Because period means no money. The other thing is there is abuse of family planning pills.  They 
skip the brown line, they only take the white pills so that they do not go for periods. After some 
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time they will come back to you because they have hormonal disturbances because they were 
taking the pills improperly. It means that they will be bleeding continuously. It means that if we 
cannot control it at clinic level we now need a hospital and that means more money. So it is a 
challenge for young SWs. (Nurse counsellor 2, Bulawayo)

Others used concurrent hormonal contraceptives to manage the timing of their menses:

I use family planning pills. I am on Jadelle but if I am on my period, I buy control pills. I will only drink 
the white pills. They stop your period. I will take the brown pills when I feel like menstruating. (22 
years old, Participant 2, FGD3H, Harare)

Access to contraceptives

Most very young participant recounted difficulties in access to contraceptives when attending public sector clinics 
since nurses reportedly refuse to provide contraceptives to a young person who has not yet had a child, as the 
following 17 year old participant shared:

[Older sex workers] use both Jadelle and condoms and younger SWs use morning after and family 
planning pills. …Jadelle is hard to get if you are young. They ask you a lot of questions like why you 
want it at such a young age. But if you are lucky you can find nurses who will insert it without asking 
a lot of questions. …You can get family planning pills anywhere. I know of a gran and a nurse who 
sells them in our neighbourhood. Most people who sell them do not care how old you are all they care 
about is their money. (17 years, PID17, Harare)

Conversely, participants spoke about the ease of access of medication, including oral contraceptive pills, on the black 
market in Zimbabwe which also shaped contraceptive use. 

Participant: People sell them (oral contraceptive pills) in their homes or streets for 50 cents or $1 for 
a pack

Interviewer: Can you find the pills at the local clinic?

Participant: Yes 

Interviewer: How come people prefer buying them on the streets?

Participant: At the clinic they will only give you family planning pills if you have given birth before. I 
went there once and they asked me if I had given birth before when I said no that is when they told 
me that they do not give to women who haven’t given birth. (17 years old, PID15 Harare)

In this way, contraceptive method used was shaped by ability to access it rather than necessarily personal preferences. 
For young women under 18 years, oral contraceptives were often their only option when attending public sector 
services. When asked why the following young participant chose oral contraceptive planning pills instead of Depo 
Provera or Jadelle, she answered:

I knew that I wouldn’t be given any other course. If I went to the clinic they would ask if I had a child 
and so I would not get any. That is why I decided to get family planning pills because that way I 
wouldn’t have to answer to anyone but just buy my pills in secret and use them as I please. (18 years 
old, Participant 4, FGD9H, Harare)

Cost of contraception influenced method selection:

Participant 7: We prefer the traditional methods

Interviewer: Ok, what is it that pushes you to use traditional methods?

Participant 7: It is shortage of money. (16 years old, FGD17B, Bulawayo)

As mentioned above, being young and not having a child were major barriers to accessing contraceptive services 
in the public sector for YWSS. Younger participants who had not yet given birth to a child frequently reported that 
nurses at sector public clinics refused to provide them with hormonal contraception on the basis of risking infertility 
and not yet having a child. 

Participant 4: I tried to get depo (provera) and they asked if I had a child. When I indicated that I have 
no child they refused to inject me. I started using morning after and now am using control pill. (17 
years old, FGD12H, Harare)

Participant 3: No it’s not easy because they don’t accept to give contraceptives to those people 
without kids. They say you can become infertile and it affects you in the future. You need to tell them 
that you have a child. (18 years old, FGD12H, Harare)

However, it seemed that even with a child, being young proved an enduring barrier to access to long acting 
contraception.

I am not on family planning. I tried pills and Depo but they were not compatible with me. They 
refused to insert Jadelle because I only have one child. (19 years old, Participant 1, FGD3H, Harare)

Two different peer educators echo this barrier: 

No, they do not have access, but if one is 16 or 17 years old they only have access to contraceptives if 
they already have a child. I do not foresee the process being easy for young sex workers (sic) without 
a child to access contraceptive methods through public health facilities. But as for condoms they 
may gain access to them because no one must hand them over to you, they are readily available in 
boxes located in public spaces therefore they can just come and take as many as they need. (PE7, 
Bulawayo)

It is very difficult for (YWSS) to access the contraceptives because if one is under 18 years of age, they 
will never be provided with such a service. (PE1, Bulawayo)
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Chapter 6
Other SRH issues

While the in depth interviews focussed more specifically on pregnancy and contraception, the focus group discussions 
allowed a broader discussion of SRHR challenges, including pregnancy and contraception.  HIV and STIs emerged as 
a key concern, the dynamics of which we discuss below. We also discuss menstrual and other vaginal practices that 
were reported which may increase risk for poor SRH.

Unprotected sex, HIV and STIs

Participants frequently reported condoms “bursting” and while it is likely condoms did tear from time to time, it was 
clear from participant accounts that condoms were not widely used. Economic reasons were by far the strongest 
driver of unprotected sex amongst young participants since clients often preferred unprotected sex and would pay 
higher rates in order to ensure this. Two young participants shared the internal risk-related conflict that many of 
their peers who live in very constrained financial circumstances face. With the economic crisis in Zimbabwe and 
greatly devalued Bond note, the US dollar represents a very strong and valuable currency:

I think (the issue of unprotected sex) affects the young the most because sometimes when we are 
at work and an older client comes to me with US Dollars, the moment I mention use of condoms 
he increases the offer and at the end of the day I cannot say no to him. (Age missing, Participant 1, 
FGD22B, Bulawayo)

The charge for sex for a short time is $10 (bond). One man approached me and placed down $10 
(bond) on the ground and $100 (bond) next to the 10, and he said he wanted unprotected sex. Then 
the man said he would give me the $100 (bond) for unprotected sex and that if I was referring to 
use condoms, he would pay only $10 (bond). And at that time, I was troubled because I knew things 
were tough at home, I needed money for rent, food and children’s school fees. So, the only choice I 
had was to agree on having unprotected sex and afterwards go to the (name of NGO) and deceive 
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them that the condom burst in the act so that they can treat you. (19 years old, Participant 5, 
FHD10H, Harare)

Other factors that underpinned unprotected sex were substance use, violence, and familiarity with a long-term 
client. Power imbalances in terms of age and gender also contributed strongly to the difficulties young women faced 
in negotiating condom use:

Clients are not very intimidated by us; they simply take advantage because we are younger and 
there is no real fight. (23 years old, Participant 5, FGD9H, Harare)

Given the high levels of unprotected sex, STIs were a commonly reported SRH challenge by participants and this was 
also confirmed by health care providers who we interviewed, as shared by the following nurse counsellor:

Remember they are also dealing with adult men. Negotiating for a condom might be difficult. There 
comes these men, older than them, offers them more money, maybe foreign currency. What can a 
child do? She can only give them sex without a condom. So you will find that there are a lot of STIs 
in that age group.  (Nurse counsellor 2, Bulawayo)

STI treatment was available both in the public and private sector; however, being asked to bring a sexual partner 
to also be treated, as is standard clinical protocol when treating STIs, posed barrier to care for some of the younger 
participants:

It is difficult to go to public hospitals and be treated for STIs because they always ask you to bring 
your partner. In my case I don’t have a partner or permanent boyfriend especially if I have sex at 
night. Who am I going to approach and ask them to be my partner at the hospital? I end up going 
to Makokoba where they sell me some traditional herbal concoctions that I can use. (22 years old, 
Participant 2, FGD16B, Bulawayo)

Out of all the SRHR challenges discussed amongst participants, HIV was consistently voted as the top most SRH 
challenge by all the FGD participants, with concerns expressed around having to take lifetime treatment. However, 
fears around acquiring HIV were often subsumed to immediate economic concerns as outlined above and high 
levels of unprotected occurred even though participants perceived high HIV risk. Although PreP had begun to be 
made available from a nationally based civil society organisation, the data suggests that uptake amongst younger 
women was still low: 

They do not trust PrEP because word has spread that PrEP is ARVs. Yes, they are ARVs but I think the 
packaging should be different. (Nurse counsellor 2, Bulawayo)

Menstrual and other vaginal practices

While it was not true of all participants, many young women continued to work during their menses. The following 
focus group discussion participants discuss a variety of practices that allowed them to work during their menses: 

Participant 3: I take some cottonwool and stuff it in my vagina. The cotton ball will soak up all 
the blood, and by the time I need to meet a client for a short time sexual encounter, I remove the 
cotton ball. Soon after the short time encounter, I insert another cotton ball. (20 years old, FGD9H, 
Harare)

Interviewer: When you are having the sexual encounter, will the cotton ball still be inside you.

Participant 3: No, I only insert it before and after sex. It functions to absorb the blood so that 
during sex no more blood will be flowing out. Soon after sex when the blood is about to flow out 
again, I then reinsert a new clean cotton ball. (20 years old, FGD9H, Harare)

Participant.6: Menstrual bleeds are different, I have a heavy flow so when I do the short-time 
encounter, I do not remove the cotton ball, I only remove it after the short time sexual encounter. 
(22 years old, FGD9H, Harare)

Interviewer: So, are you removing the cotton ball after the short-time sexual encounters?

Several respondents: Yes

Interviewer: Okay, and what about others, Participant 5?

Participant 5: I also have a heavy menstrual flow; the cotton ball is not enough for me for the short-
time encounter so I do not engage in any sexual activities during my 3-day menstrual period. I then 
go back to work after the 3 days. (23 years old, FGD9H, Harare)

Participant 2: I go to work even during my menstruation period, I do not stop. (20 years old, FGD9H, 
Harare)

Cotton wool was not only used to manage menstruation while working, it was also used to provide a barrier method 
to prevent pregnancy and to manage STIs in the absence of treatment. As the following nurse counsellor shares, this 
often caused condoms to tear:

Another challenge we also face, when the girls come to you they plug cotton wool inside. When 
you ask them why they have that cloth or cotton plugged in, they will tell you that sister I have a 
discharge (STI) so to conceal it from the client I plug the cotton wool inside. It stays in there I do 
not know for how long. So this is one of the reasons why we have these condoms bursting because 
instead of rubbing on a smooth surface it is rubbing on a cotton/cloth.  The tip of the condom 
easily breaks. These are some of the issues we discuss when we have community mobilization. We 
encourage them to come to the clinic to get help. Those who are not on family planning also use 
that plugging system to block the sperms. We still have a lot of work to do. (Nurse counsellor 2, 
Bulawayo)

Douching with beer or water in between sexual encounters and insertion of herbal medicines to dry of the vaginal 
wall to enhance men’s pleasure were amongst the practices of YWSS which could negatively impact on young 
women’s SRH.

We talk about vaginal secretions, you tell them you need that so that there will be no friction, so 
that you can enjoy the sex, so that you cannot get hurt. They will tell you; no, men do not like that, 
we have to go to certain grannies to reduce the secretions because men do not like that sound 
you know the stuff in there, the particles that are in there they will put leaves, grained whatever... 
Because they believe they are supposed to be dry. (Nurse counsellor 1, Bulawayo)

Some believed that vaginal douching would prevent HIV transmission from occurring, as shared by the following 
participant:

Participant 3: The common beliefs with us sex workers is the HIV transmission happens in the 
womb, so we want to prevent the sperms from getting to the womb. It is only alive for a few 
seconds, so when we wash it off with beer we also killing it and for some of us who have given birth 
we wash it off and whatever is left behind is as good as dead. (20 years old, FGD7H, Harare)
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The data highlighted a number of beliefs underpinning the perceived need to clean the vaginal walls as shared by 
participants in the same FGD:

Participant 4: The womb needs regular cleansing because the womb is vulnerable to sick that is 
contracted from within and also on the womb opening. (16 years old, FGD7H, Harare)

Participant7: The womb needs regular cleansing because of the lubricants that are on condoms. 
Condoms like the “puma” ones have contaminations that even when you sleep with someone it can 
affect the womb. (18 years old, FGD7H, Harare)

Chapter 7
Access to SRH services

Zimbabwe’s public health system is currently in crisis. A severe shortage of experienced health professionals, 
dilapidated health care infrastructure, and frequent stock outs of medication at national level have resulted in a 
generally poor quality of availability of health services. Civil society providing tailored health care to young people 
who sell sex are very active in the key provinces in Zimbabwe. The limited reach of the static clinics in outlying areas 
of Zimbabwe has resulted in outreach service efforts. However, these are not provided daily and young people may 
need or prefer to access public sector clinics. In the public sector, there exists a number of barriers for YWSS to 
access for SRH services.

Barriers to care

Cost1  

Our study found that cost was a major barrier to accessing care. 

I have heard so many sex workers saying they can’t afford going to local clinics  
(Outreach worker, Bulawayo)

Costs included out of pocket (OOP) costs associated with accessing public sector clinics in the form of registration 
fees and for medication.

1  At the time of the study, there were a number of currencies in circulation in Zimbabwe, including the Zimbabwean Bond Dollar 
(Bond) and the US Dollar (USD). The USD has consistently held the highest value in a country marked by highly fluctuating currency 
exchange. To illustrate, in February 2019, the official USD:Bond rate was 1USD:3.76 Bond and by September 2019, the rate was 
1USD:12.4Bond. The blackmarket or street rate for the USD was higher than the official rate.
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At these clinics you pay a lot of money for you to access health services. You pay $5bond for you 
card to be stamped, then you have to pay another $3bond for contraceptives. (PE12, Bulawayo)

In addition to user fees, further costs linked to accessing medication and referrals were reported: 

If I go to a local clinic they will need their ZW$5.00 (entry fee) and I might have an extra ZW$8.00 for 
injections and if I have warts that need to be burnt they will refer me to Parirenyatwa Hospital and 
when I get there I will need to pay consultation fee which costs me more money again.  
(23 years old, Participant 3, FGD6H, Harare)

Even after paying the 5 Bond registration fee, there are frequently medication stock-outs in public sector facilities 
which meant young women would be issued a prescription for the medication that they needed and which they 
would need to purchase, at their own cost, from a pharmacy. 

Sometimes if you go the clinic you have to pay ZW$5.00 for consultation only to be told they don’t 
have the medication, so they write a prescription for something that might cost ZW$10.00 and if 
you add the ZW$5.00 for consultation and ZW$5.00 to get to the pharmacy you can go to a private 
clinic where you are guaranteed to get the medication. (18 years old, Participant 5, FGD6H, Harare)

The consequence of this was that some women didn’t fill their prescriptions, as one participant who was pregnant 
at the time shared: 

When I got pregnant, they asked me to pee in a cup and said my pee wasn’t normal. So they 
prescribed some medication but I could afford it so I just didn’t buy it. When I went back there they 
said I hadn’t bought the medication to date; “Why?”. And I said, “I don’t have money”, and we just 
left it like that. (16 years old, Participant 6, FGD6H, Harare)

Another participant shares the consequences of delaying treatment due to inability to afford it: 

Most clinics do not have medication. Sometimes we cannot afford the prescribed medication. We 
only get family planning pills, male and female condoms here but we have to buy STI treatment 
drugs. Even the hospital does not have injections to treat syphilis and drop. So if you find a client 
you will have to engage because you want the money for medication. (22 years old, Participant 9, 
FGD3H, Harare)

Lack of money to pay for medication also resulted in young women to accessing cheaper, potentially less effective 
medication from the blackmarket or traditional healers. As the following participant shared: 

I prefer the modern methods but I may not have the money for the services. 

When asked why she uses traditional methods, she answered: 

It is shortage of money.” (Age missing, Participant 9, FGD17B, Bulawayo) 

However, unregulated medicines may at best be placebo and at worst harmful to those purchasing them: 

You just tell the hawker that you have an STI, they will give you small white pills. Some of the pills 
are dangerous because if you take them you may get worse and decide to go to the clinic. At the 
clinic, they will tell you that the pills are dangerous and we shouldn’t buy them. The hawkers will 
give you whatever they have. That is how some people have complications because they believe 
that they are treating the disease meanwhile it will be getting worse. (19 years old, Participant 1, 
FGD4H, Harare)

Access to contraceptive and family planning services

As mentioned above, being young and not having a child were major barriers to accessing contraceptive services 
in the public sector for YWSS. Younger participants who had not yet given birth to a child frequently reported that 
nurses at sector public clinics refused to provide them with hormonal contraception on the basis of risking infertility 
and not yet having a child. 

Participant 4: I tried to get depo (provera) and they asked if I had a child. When I indicated that I 
have no child they refused to inject me. I started using morning after and now am using control pill. 
(17 years old, FGD12H, Harare)

Participant 3: No it’s not easy because they don’t accept to give contraceptives to those people 
without kids. They say you can become infertile and it affects you in the future. You need to tell 
them that you have a child. (18 years old, FGD12H, Harare)

However, it seemed that even with a child, being young proved an enduring barrier to access to long acting 
contraception.

I am not on family planning. I tried pills and Depo but they were not compatible with me. They 
refused to insert Jadelle because I only have one child (19 years old, Participant 1, FGD3H, Harare)

Two different peer educators echo this barrier: 

No, they do not have access, but if one is 16 or 17 years old they only have access to contraceptives 
if they already have a child. I do not foresee the process being easy for young sex workers (sic) 
without a child to access contraceptive methods through public health facilities. But as for 
condoms they may gain access to them because no one must hand them over to you, they are 
readily available in boxes located in public spaces therefore they can just come and take as many 
as they need. (PE7, Bulawayo)

It is very difficult for (YWSS) to access the contraceptives because if one is under 18 years of age, 
they will never be provided with such a service. (PE6, Bulawayo)

Stigma and discrimination in public sector clinics 

Many of the younger participants complained of being poorly treated by health care providers in the public sector 
clinics due to their young age and because they were involved in selling sex. In some cases, this increased costs for 
some young women who preferred to pay the costs of private services to avoid being stigmatised:

l think private clinics are better than council clinics. Private clinics are better because nurses there 
have been trained how to treat patients unlike those at council clinics who have attitudes. Those 
nurses at council clinics take parental roles and start judging young sex workers. (PE12, Bulawayo)

Very young participants shared particular challenges with discrimination from health care workers due to their 
young age:

They asked a lot of questions on what happened, I told them. They were too harsh and would ask 
how I got infected, as young as I am. (Age missing, Participant 7, FGD22B, Bulawayo)
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At my age, 16 years, how do I go to the clinic for STI treatment with the way nurses are rude? 
Spare me! I will only go to the clinic once when I’m sick. Why would I go to get scolded when I can 
still conduct my life normally and go to town to do my deals? (16 years old, Participant 5, FGD7H, 
Harare)

A number of young participants spoke about feeling humiliated by the behaviour of some nurses:

Some nurses laugh and broadcast your problems make it very uncomfortable. (21 years old. PID9, 
Harare)

The combination of selling sex and young age added to the levels of discrimination.

Participant 10: Ok, the problem is if I go to the clinic for STI screening, and I find out that I do have 
the infection, they start asking you so many questions that make you feel uncomfortable. It’s the 
public clinic, they make you feel so uncomfortable, asking questions about unsafe sex, how I got 
infected and at the end I end up giving up on being served thereby not accessing the service. (Age 
missing, FGD16B, Bulawayo)

Participant 1: They make sure you do not feel comfortable. They start telling you things like “why 
can’t you move around selling tomatoes instead of selling sex? They can even start preaching to 
you. (19 years old, FGD16B, Bulawayo)

Participant: I also wanted to talk about the same issue. They tell you that “…a young girl like 
you, where did you get the STI whilst some of the children are in school?” (22 years old, FGD16B, 
Bulawayo)

This meant that some women refused to disclose they were selling sex while being seen by a nurse and an opportunity 
lost in providing holistic care:

Participant 9: If they know that you are a sex worker they will ill treat you. They will just write a 
prescription. They do not take time to examine your private areas. They diagnose you from the 
symptoms you tell them.  But sometimes we are not able to explain all the symptoms. We want 
them to check and examine our body parts to make sure that they treat us correctly. (22 years old, 
FGD3H, Harare)

Participant 10: No, we do not tell them. You just go as a normal citizen. (20 years old, FGD3H, 
Harare)

However, two nurse counsellors shared some of the challenges with providing services to these young women:

Young women are not patient. They do not want to be seen sitting on the bench for too long 
because they do not want to be seen by people from their neighbourhoods or church. Hence, that is 
another challenge. We have to be very fast. (Nurse counsellor 2, Bulawayo)

Well, information, the other organizations lack information on how to handle (YWSS). Because the 
key pops, like the sex workers, usually you know how they sometimes behave, they are probably 
loud when they get to an area, and yet it’s in a clinic where we need you know quietness…and when 
you try to say, “please don’t make noise”. Or they can come as people who have come to disturb 
the other sick…you know, clients yet they are also coming in to seek treatment. So, our clinic, in 
our organization, you come in whether you are loud or not, we attend to you. (Nurse counsellor 1, 
Bulawayo)

The role of civil society 

Non governmental organisations (NGOs) filled a critical gap in the provision of SRH services, and participants shared 
many positive experiences following interactions with these services, expressing perceptions of confidentiality and 
quality of care.

I noticed that the local clinics don’t uphold confidentiality as much as (name of NGO) does. They 
can’t attend to you in private. I once saw a woman who was asked to go and buy Sadza for her 
injection and this wasn’t done in private and because everyone knows the STI injection is very heavy 
they will automatically know that she has a STI. (NGO) clinics generally show more love and concern 
than local clinics. (17 years old, Participant 2, FGD6H, Harare)

Further, at NGO-supported facilities, most of the services are offered free of charge, and while participants still had 
to travel to attend these clinics, they recounted experiences where the NGOs would cover transport costs for those 
who could not afford it: 

Let’s say I go to [name of NGO] and they tell me I have Syphilis or an STI that can only be treated by 
[name of another NGO] and I tell them I don’t have money; I actually borrowed the money I used 
to come with. So they talk to management and provide you with transport money. (23 years old, 
Participant 3, FGD6H, Harare)

NGOs, however, cannot replace the national health system. NGO-based facilities are often located in urban areas 
which creates OOP costs for more rural populations who may wish to access them: 

I have contracted an STI and it has now been two weeks and I do not have $3 to get transport to go 
to [name of ] Clinic. To the local clinic, I can just walk there, so if their kind of staff was at the local 
clinic we could be helped more. (23 years old, PID32, Bulawayo)

I use Depo and is not available at pharmacies. At the local clinic I have to pay for it whilst at [NGO 
name] Clinic it’s for free. Sometimes I won’t be having money to commute to the [NGO name] clinic 
and while local clinics are the nearest place where I can access them, they are not for free. (20 
years old, PE14, Bulawayo)

In addition, very young participants were often not aware of NGO-based services and even when aware expressed 
reluctance to attend these services since they were known to be specifically tailored services for sex workers. Very 
young participants generally avoided being associated with selling sex and often expressed preference to attend 
public sector facilities since these offered more anonymity. 

This meant, however, that they had to deal with the stigma and discrimination discussed above. In addition, insufficient 
sensitization as to how to provide care for YWSS meant that sometimes the care provided was inappropriate for 
young women’s needs:

When I went I was told to bring my partner, where was I going to get a partner when I got my STI in 
City Sports Stadium? That partner was actually a disgrace and you wouldn’t want to be seen with 
him, meanwhile they are insisting I should bring my partner and my STI is advancing. (20 years old, 
Participant 3, FGD7H, Harare)

Health care providers from NGOs indicated that their organisations held sensitisation training workshops with health 
care providers from the public sector and ensured they referred their young patients to the public sector nurses who 
had received the training. But one nurse based in an NGO highlighted the persistence of stigma and discrimination 
amongst health care providers:
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Chapter 8
Discussion and Conclusions

With the growing phenomenon of ever younger women and girls engaging in selling sex as a means of survival, the 
contexts and determinants of entry into sex work are becoming increasingly complex (Elmes et al., 2017; Kadzikano, 
Mataure, Mbwanda, Mafoti-Matope, & Senzere, 2015; Mwashita, 2017). Very young women who engage in selling 
sex in Zimbabwe are sexually exploited children whose SRHR needs are not well understood since they have not 
been well represented in research, largely due to the ethical complexities and sensitivities involved. For this reason, 
our study only included older adolescents (16 years and above) and those considered emancipated minors as a 
way to navigate some of these sensitivities, simultaneously building in strong referral pathways for any participant 
who required support. While our participants will therefore not be representative of all adolescents and especially 
younger children who are being sexually exploited, the data provides clear indication of how younger women are 
highly vulnerable to poor SRHR outcomes in ways that older women (>19 years- 24 years) who sell sex are not. 

The reality on the ground is that these young people are very often the breadwinners of their households and may 
have child or young sibling dependants. For example, many of our participants indicated they were orphans who 
constitute a highly vulnerable group. In 2017, approximately 13% of children (0-17 years of age) in Zimbabwe were 
orphans, with the highest proportion of all types of orphans (31.2%) found in the 14-17 year age group (Zimbabwe 
National Statistics Agency, 2018). The proportion of double orphans – that is children where both biological parents 
are deceased - increases with age, with 40.8% of double orphans occurring in the 14-17 age group out of all the other 
age groups (Ibid). A study conducted in Zimbabwe reported strong associations between orphan status and adverse 
sexual outcomes, showing a relationship between maternal and double orphans and early initiation of sex as well 
as multiple sexual partners (Birdthistle et al., 2008). Maternal orphans were found to be least likely to have used a 
condom at sex debut (Ibid). These young people receive no protection in practice, either legally, economically or in 
the form of social welfare and many indicated that they had little option but to sell sex for survival. Education and 
health care is not free in Zimbabwe. In already constrained economic circumstances, if any young woman wished to 
pursue her own education or support that of her sibling/s, she would have to pay for this and if she wished to access 
health care from a public facility, this too carries a charge, which means that many young women continue to be 
locked in a cycle of poverty and poor sexual and reproductive health.

Sometimes they see a child who is a girl selling sex to us. We have had trainings with them but 
remember this is a personal thing, you may find that there is that one nurse whose husband deals 
with sex workers so they will give sex workers an attitude. (Nurse counsellor 2, Bulawayo)

Several NGOs provided mobile or outreach services in an effort to increase reach. However, these are also not 
available on a daily basis: 

Yes, they come. They put posters with the dates, if you miss the day you will have to wait until they 
come back to your area. (22 years old, Participant 2, FGD3H, Harare)

In terms of sustainability of response, a number of health care workers shared the uncertainties and disruptions 
caused by changes in funding cycles or funding cuts:

You are talking about a young women who is selling sex, who has a mouth to feed, rent to pay and 
some of them are even sending themselves to school… the problem is if she looks for money to 
come 10/15kms to the clinic then we just give her a prescription what is the point. (Nurse counsellor 
2, Bulawayo)
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Chapter 9
Recommendations

• Provide quality, comprehensive adolescent friendly SRH services that are accessible, acceptable, equitable, 
appropriate and effective;

• Sensitize health care providers, particularly nurses, in provision of SRH care for the different young key population 
needs;

• Remove cost barriers to primary and secondary education and primary health care; 
• Provide economic empowerment opportunities and social protections for youth, and particularly orphaned 

youth;
• Increase outreach efforts to support young women to re-enter school or learn a trade;
• Develop targeted SRHR interventions to increase reach, care and support of sexually exploited children.

Sex worker tailored clinics are important in meeting the SRH needs of YWSS but given the lack of published research 
amongst very young women who sell sex in Southern Africa, it is entirely possible that these have been modelled 
mostly on adult sex worker preferences and may not be the best health care intervention approach for very young 
women, as our data suggests. Instead, comprehensive adolescent friendly services with well trained staff may prove 
more effective in promoting the SRH of young women, including those who do not sell sex but who may be involved 
in what has been described as transactional or non-commercialised forms of sex (Stoebenau, Heise, Wamoyi, & 
Bobrova, 2016). Comprehensive adolescent friendly services would offer the anonymity that many of our young 
participants sought and which tailored services did not provide, by virtue of being tailored. In addition, young people 
do not occupy static positions. They may move in and out of selling sex or transactional sex arrangements depending 
on their life circumstances, for example, and a holistic approach to adolescent SRH is likely to offer better overall 
health of young people.

Our study found a very active and supportive civil society landscape in Zimbabwe, with substantial direct health care 
provision based at static clinics, as well as outreach efforts in the form of peer educators and mobile clinics. Our data 
also reveals that these organisations were key in the provision of HIV testing, ARVs, contraception, STI treatment, 
and to a lesser extent at the time of our study, PreP. However, a serious question needs to be posed around the 
long-term sustainability of these civil society efforts, with the limited and constantly threatened funding for SRHR. 
Certainly, civil society cannot operate in the absence of state health care facilities which have greater reach to a 
population who can least afford the cost of travel when requiring health care. Effort to invest in and strengthen the 
Zimbabwean health system is clearly critical. Similarly, efforts to sensitise health care providers on the SRHR needs 
of young key populations, especially at the nursing level, should be an ongoing priority.
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