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a

Background: Sex work is a high-risk occupation for mental health problems as sex workers are vulnerable to high rates of
violence, sexual coercion, stigma and HIV.
Aim: To determine the prevalence of depressive and anxiety symptoms and substance use in sex workers.Method: A crosssectional questionnaire survey of all men and women attending the Sisonke health initiative, a non-profit non-governmental
organisation (NGO), for sex workers was conducted over three months. A socio-demographic questionnaire, the Self Reporting
Questionnaire (SRQ 20), the Patient Health Questionnaire (PHQ 9) and the WHO Alcohol, Smoking and Substance Involvement
Screening Test (ASSIST V3.0) were administered.
Results: A total of 155 participants were surveyed. The prevalence of anxiety and depressive symptoms on the SRQ 20 and PHQ
9 total scores were 78.4% and 80.9% respectively. Some 40% of sex workers reported suicidal ideation in the year preceding the
study. High rates of violence (n = 112, 72%) and childhood abuse (n = 107, 69%) were reported. The prevalence of HIV was 76.1%.
The lifetime prevalence of substance use for nicotine (87.8%), alcohol (87.8%) and cannabis (87.7%) was high. Despite the high
prevalence of psychiatric symptoms reported, only 15 (9.7%) participants were receiving psychiatric treatment at the time of the
survey.
Conclusions: The high prevalence of anxiety, depression, suicidal ideation, substance use and co-morbid HIV infection reported
by sex workers and the significant treatment gap suggests an urgent need to provide an integrated health service that targets
physical and mental health in sex workers.
Keywords: mental health, mental illness, sex workers, South Africa

Introduction

Sex work is a profession typically defined by its controversial
nature and quasi-legal status in society. Sex work is defined as
work undertaken by any person who exchanges sexual services
for economic compensation such as money, drugs or alcohol.1,2
According to Rossler and colleagues sex workers are a
heterogeneous population group with some sex workers
working indoors, protected from violence and coercion and
earning an adequate income, and others who are street-based
often supporting an addiction and vulnerable to exploitation by
pimps and clients.3 In South Africa the majority of sex workers fall
into the latter category. Sex workers are a marginalised group in
society due to the illegal nature of their work and the stigma
attached to their occupation.
They are also a vulnerable population group as they are often
exposed to high rates of violence from police, brothel owners
and clients and they are exposed to health risks such as human
immunodeficiency virus (HIV) infection and sexual harassment.4,5
Violence amongst sex workers is a common occurrence.3,5,6
Several studies have documented the high prevalence of
violence amongst sex workers and its association with mental
illness.3,5
The negative societal views of sex work and their psychosocial
challenges force sex workers to conceal aspects of their identity
and this leads to low self-esteem and self-worth.8,9 Many sex
workers do not disclose their occupation to family and friends,
which in turn leaves them socially isolated.9 These factors in turn
predispose them to psychopathology. Specific mental health

disorders that are prevalent in the sex-worker population are
anxiety disorders, post-traumatic stress disorder, mood disorders
and substance abuse.3,4,10,11
Despite the increased vulnerability to mental health disorders,
the prevalence of depression among sex workers has varied in
the international literature. Reported prevalence rates have
varied from as low as 4.2% in Bangladesh, while a study in
Australia reported no difference in prevalence compared with
the general population, compared with a Swiss study in Zurich
that found the lifetime prevalence of depression and anxiety to
be 36.3% and 34.2% respectively.3,5,7 Finally a study in Nepal
reported the prevalence of depression to be as high as 84% in
female sex workers.12
Studies have also demonstrated high rates of substance abuse
amongst sex workers, for example the study in Bangladesh
reported that more than half of the sample had a substance use
disorder including alcohol and other illicit drugs.7 In the
Australian study the majority of sex workers were heroin
dependent and one-third were either cocaine or cannabis
dependent.5 Studies among arrested female sex workers in the
United States of America found that 73% tested positive for
cocaine use compared with 38% among females arrested for
non-sex-worker-related offences.10 Substance abuse and sex
work have a bi-directional relationship. Previous research has
shown that sex work can be a means to finance substance
dependence and substances are often used to facilitate sex work
or aid in the numbing process.7,11 Substance abuse also increases
the risk for sexually transmitted diseases, violence, exploitation
and mental illness.7
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In South Africa there is a dearth of literature regarding the mental
health of sex workers. In the South African context, where there
are high rates of HIV and violence, an understanding of sex
workers’ mental health needs will allow us to identify those at
risk and more comprehensively address their needs.

Ethical considerations

The aim of this study was to determine the prevalence of
depression, anxiety symptoms, suicidal ideation and substance
use in sex workers attending a support group.

Results

Methodology: Study sites and population

A cross-sectional study including all men and women attending
the Sisonke health initiative for sex workers at four sites, namely
Hibberdene, Port-Shepstone, Ilembe and Durban Central in
KwaZulu-Natal, South Africa, was conducted. The Sisonke Health
Initiative was initiated by the Sex Workers Education and
Advocacy Task Force, a registered non-profit and nongovernmental organization (NGO). The data were collected from
October 2015 to December 2015 by the principal investigator.
All adult sex workers aged between 18 and 65 years, attending
the Sisonke Health Initiative and willing to participate, were
invited to do so.

Assessment instruments

The assessment tools included a socio-demographic
questionnaire, the Self Reporting Questionnaire (SRQ 20), the
Patient Health Questionnaire (PHQ 9) and the WHO Alcohol,
Smoking and Substance Involvement Screening Test-(ASSIST
V3.0).13–17
The socio-demographic questionnaire consisted of questions
relating to age, gender, income, clinical factors and other
psychosocial factors relating to emotional distress such as recent
experience of violence and stigma.
The SRQ 20 was developed by the World Health Organization
(WHO). It is a self-rating scale that assesses the frequency and
severity of 20 symptoms related to depression and anxiety on a 0
(absent) to 1 (present) scale.18 A cut off score of 7 was used to
indicate the presence of depression and anxiety. The SRQ was
found to be a reliable and valid instrument in a number of studies
in several different cultural contexts.17
The PHQ-9 is a multipurpose instrument for screening,
diagnosing, monitoring and measuring the severity of depression
over the past two weeks.16 A cut off score of 5 was used to screen
for the presence of depression.
The WHO Alcohol, Smoking and Substance Involvement
Screening Test (ASSIST V3.0) is used to detect and manage
substance use and related problems.15

Statistical analysis

Data were analysed using SAS® (version 9.4 for Windows)
software (SAS Institute, Cary, NC, USA). The association between
each of the potential risk variables and the presence/absence
of mental health disorder (as determined by each of the SRQ20
and the PHQ) were determined by the chi-square test (or
Fisher’s exact test in the case of 2 × 2 tables or where the
assumptions of the chi-square test were not met). The relative
risks of the various socio-demographic variables for mental
health disorder, together with their 95% confidence intervals,
were calculated.

All research participants provided written informed consent. The
study was approved by the Biomedical Research Ethics
Committee of the University of KwaZulu-Natal and the Sisonke
Health Initiative.

A total of 155 participants were included in the study.

Socio-demographic information

The majority of the participants were female (n = 150, 96.8%),
Black (n = 147, 94.8%) and 94 (60.6%) were between the ages of
18 and 30 years. They were predominantly single (n = 147, 94.8%)
and 101 (65.2%) sex workers had not completed secondary
school (below grade 12). There was no association noted
between the socio-demographic characteristics and the
prevalence of depression and anxiety symptoms. The sociodemographic profile of the group is summarised in Table 1.
Tables 2 and 3 compare participants’ socio-demographic
characteristics based on the SRQ and PHQ9 scores.
Table 1: Socio-demographic information on sex workers
Variable

Age (years)

Gender

Ethnicity

Relationship status

Highest school grade
achieved

Tertiary education

Monthly household
income

Category

Number

Percentage

18–30

94

60.6

31–40

51

32.9

41–50

6

3.9

51–60

1

0.6

> 60

1

0.6

Missing

2

1.3

F

150

96.8

M

2

1.3

Missing

3

1.9

Black

147

94.8

Coloured

3

1.9

Indian

1

0.6

White

0

0.0

Missing

4

2.6

Single

147

94.8

Married

4

2.6

Divorced

2

1.3

Widowed

1

0.6

Missing

1

0.6

Less than grade 12

101

65.2

Grade 12

37

23.9

Missing

17

11.0

No

118

76.1
18.7

Yes

29

Missing

8

5.2

< R1 000

92

59.4

R1 000–R2 500

31

20.0

R2 501-R5 000

18

11.6

R5 001–R10 000

0

0.0

> R10 000

1

0.6

Missing

13

8.4

*Missing refers to data where participant did not answer.
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Table 2: Socio-demographic characteristics by depression score on SRQ
Characteristic

Depressed by cut-off score on
SRQ N = 120 n (%)

Not depressed by cut-off score on
SRQ N = 33 n (%)

Significance (chi-square test or
Fisher’s exact test)

Mean age (years, SD) 18–30

74 (61.6)

18 (54.5)

0.42

Mean age (years, SD) 31+

44 (36.6)

15 (45.4)

0.42

Female gender

116 (96.6)

32 (96.9)

Variable not analysed
Only two male participants

Marital status
Single

115 (95.8)

30 (90.9

2 (1.6)

2 (6.06)

Divorced

1 (0.83)

1 (0.03)

Widowed

1 (0.83)

0 (0)

Less than grade 12

79 (65.8)

22 (66.6)

0.82

Grade 12

28 (23.3)

9 (27.2)

0.44

24 (20)

4 (12.1)

Married

Variable not analysed
Only four married participants

Schooling

Tertiary education
Income
< R1 000

74 (61.6)

16 (48.4)

R1 000–R2 500

20 (16.6)

11 (33.3)

R2 501–R5 000

14 (11.6)

4 (12.1)

R5 001–R10 000

0

0

1 (0.83)

0

> R10 000

0.12

Table 3: Socio-demographic characteristics by depression score on PHQ 9
Characteristic

Depressed by cut-off score on
PHQ9 N = 123 n (%)

Not depressed by cut-off score on
PHQ9 N = 29 n (%)

Significance (chi-square test or
Fisher’s exact test)

Mean age (years, SD) 18–30

77 (62.6)

16 (55.1)

0.40

Mean age (years, SD) 31+

44 (35.7)

13 (44.8)

0.40

Female gender

120 (97.5)

27 (93.1)

Variable not analysed as only two male
participants

118 (95.9)

27 (93.1)

Variable not analysed as only four married
participants

Married

3 (2.43)

1 (3.4)

Divorced

1 (0.81)

1 (3.4)

Widowed

0

0

Less than grade 12

83 (67.4)

17 (58.6)

Grade 12

30 (24.3)

7 (24.1)

Tertiary education

23 (18.6)

5 (17.2)

< R1 000

75 (60.9)

16 (55.1)

R1 000–R2 500

24 (19.5)

6 (20.6)

R2 501–R5 000

16 (13.0)

1 (3.44)

R5 001–R10 000

0

0

> R10 000

0

1 (3.44)

Marital status
Single

Schooling

0.80
> 0.99

Income

Prevalence of anxiety and depression

One hundred and twenty participants (78.4%) had a score of
greater than 7 suggesting depression and anxiety on the SRQ20.
One hundred and twenty-three (80.9%) participants had a score
greater than 4 indicating depression on the PHQ9. Seventy-three

0.42

(48.1%) participants scored in the moderate to severe range on
the PHQ9 for current depressive symptoms. There was no
significant difference between the categorised scores obtained
by the two assessment tools. (Fisher’s exact test: p < 0.0001; phi
coefficient = 0.35).
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Table 4: SRQ depression scores and clinical characteristics
Variable

Number of participants with score
SRQ > 7 (depressed)
Total = 120 n (%)

Number of participants with score
on SRQ < 7 (not depressed)
Total = 33 n (%)

Significance (chi-square test or
Fisher’s exact test)

Positive (n = 118, 76.1%)

94 (78.3)

22 (66.6)

0.26

Negative (n = 23, 14.8%)

16 (13.3)

7 (21.2)

Yes (n = 107, 69.0%)

88 (73.3)

17 (51.5)

No (n = 47, 30.3%)

31 (25.8)

16 (48.4)

Yes (n = 42, 27%)

34 (28.3)

7 (21.2)

No (n = 104, 67%)

79 (65.8)

25 (75.7)

Yes (n = 95, 61.3%)

79 (65.8)

15 (45.4)

No (n = 51, 32.9%)

35 (29.1)

16 (48.4)

Yes (n = 112, 72.3%)

91 (75.8)

20 (60.6)

No (n = 38, 24.5%)

25 (20.8)

13 (39.3)

0.044 (phi = 0.17)

Yes (n = 106, 68.4%)

87 (72.5)

18 (54.5)

0.13

No (n = 46, 29.7%)

33 (27.5)

13 (#9.3)

101 (84.1)

27 (81.8)

8 (6.6)

2 (6.0)

HIV status

Child abuse
0.018 (phi = 0.21)

Past psychiatric history
0.82

Experience of stigma
0.036

Experience of Violence

Experience of police harassment

Lifetime substance use
Yes (n = 129, 83.2%)
No (n = 10, 6.5%)

0.93

Table 5: PHQ 9 depression scores and clinical characteristics
Variable

Number of participants with
depressed score on PH Q 9
Total = 123 n (%)

Number of participants with score
on PHQ 9 not depressed
Total = 29 n (%)

Significance (chi-square test or
Fisher’s exact test)

Positive (n = 118, 76.1%)

93 (75.6)

22 (75.8)

0.57

Negative (n = 23, 14.8%)

17 (13.8)

6 (20.6)

90 (73.1)

15 (51.7)

32 (26)

14 (48.2)

HIV status

Child abuse
Yes (n = 107, 69.0%)
No (n = 47, 30.3%)

0.042 (phi = 0.17)

Past psychiatric history
Yes (n = 42, 27%)

34 (27.6)

7 (24.1)

No (n = 104, 67%)

82 (62.6)

21 (72.4)

0.51

Yes (n = 95, 61.3%)

82 (66.6)

11 (37.9)

0.012 (phi = 0.22)

No (n = 51, 32.9%)

36 (29.2)

15 (51.7)

Yes (n = 112, 72.3%)

93 (75.6)

17 (58.6)

No (n = 38, 24.5%)

27 (21.9)

11 (37.9)

Yes (n = 106, 68.4%)

85 (69.1)

19 (65.5)

No (n = 46, 29.7%)

38 (30.8)

8 (27.5)

104 (84.5)

22 (75.8)

9 (7.3)

1 (3.4)

Experience of stigma

Experience of Violence
0.091

Experience of police harassment
0.99

Lifetime substance use
Yes (n = 129, 83.2%)
No (n = 10, 6.5%)

0.44
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Forty-seven participants (30.3%) had a lifetime suicide attempt
in the past and 62 (40%) had suicidal ideation in the past year.

further demonstrates the heterogeneous nature of the
population, which may in turn influence mental health issues.

Prevalence of substance abuse

Prevalence of anxiety and depression

One hundred and twenty-nine (83.2%) respondents admitted to
lifetime substance use. The most commonly used substances
were alcohol (n = 136, 87.8%), tobacco (n = 136, 87.8%) and
cannabis (n = 135, 87.7%).

Psychiatric treatment

The prevalence of mental health disorders (78.4%) and (80.6%)
among respondents completing the SRQ 20 and PHQ 9
respectively is alarming and a stark contrast to the South African
Stress and Health study in the Western Cape, which reported that
the lifetime prevalence rates of anxiety disorders were 15.8% and
depressive disorders 9.8% in the general population.20 The
prevalence in the current study is more than quadruple that of
the general population based on this estimate. This is possibly
explained by factors such the high rates of violence and stigma
experienced by sex workers (also reported in this study) and the
stressful nature of their work but needs further exploration.6,9,12,19

Experience of stigma, violence and child abuse

Alternatively, the anxiety and depressive scores in this study may
also be inflated due to methodological factors. This study was
based on a screening tool and not a full diagnostic interview,
which might have been more specific. There are, however, no
South African epidemiological studies using screening tools that
have assessed prevalence of depression and anxiety in the
general population with which to compare this study.

Forty-two (27.1%) and 15 (35.7%) respondents reported receiving
psychiatric treatment previously or were currently receiving
psychiatric treatment respectively. One hundred and eighteen
(76.1%) of the respondents reported that they were HIV positive,
and eighty (67.8%) sex workers were on antiretroviral treatment
at the time of the survey. Tables 4 and 5 summarise the SRQ 20
and PHQ 9 scores with different clinical variables such as HIV
infection and child abuse.

Ninety-five (61.3%) participants indicated that they had
experienced stigma as a result of their work and a 112 (72.3%)
respondents indicated that they had experienced violence in the
course of their work. One hundred and six (68.4%) participants
indicated that they had been harassed by the police services.
One hundred and seven (69.0%) respondents reported a history
of childhood abuse.

Discussion

There are several key public health findings of this study. They
include the high prevalence of anxiety symptoms, depression,
suicidal ideation, HIV infection and substance use amongst the
sex workers. In addition the sex workers’ socio-demographic
profile is reflective of a highly vulnerable group that has high
levels of childhood sexual abuse, violent experiences and
stigma.

Demographic characteristics

Several previous studies have reported that participants were
generally between the ages of 18 and 30 years, female and of a
lower educational level.3,5,7,19 This is consistent with the current
study, where the majority of participants were also between the
ages of 18 and 30 years, of female gender (96.8%) and 65.2% had
an educational level lower than grade 12. The findings of the
profile of sex workers being predominantly female, young,
single, lower educational level and unemployed is thus consistent
with the literature.3,5,7,19 The lack of association between these
socio-demographic factors and depression or anxiety is also
generally consistent with the literature, except for the study by
Hengartner and colleagues in Bangladesh which reported an
association between age and mental health among female sex
workers.3,5,7 This possibly suggests that other factors such as
violence, HIV and other stressors may be more influential on
emotional disturbance than demographic factors.
Studies examining partner status and monthly income of sex
workers have demonstrated conflicting results. A study in Zurich,
Switzerland revealed that sex workers earned on average 4 688
euros per month (R82 958 in 2016) and 51.8% had a stable
partner; however, a study in Bangladesh (a developing country)
reported that 76.8% were single and earned an average of 9 666
Bangladeshi Taka (R1 969 in 2016) a month.3,7 The results from
this current study are more in keeping with results from
developing countries. This discrepancy in demographic
characteristics between developed and developing countries

Whilst prevalence rates vary internationally, this current study’s
results on prevalence of anxiety and depression were consistent
with results from developing settings such as Nepal.12 Living and
working conditions of sex workers in these developing countries
are similar and this may account for the more consistent findings.
Whilst 67.8% of the 76.1% of HIV-infected sex workers were on
antiretroviral treatment for HIV, only 15 sex workers were
currently receiving psychiatric treatment despite the high rate of
self-reported symptoms. This suggests a treatment gap in the
mental health care needs of this very vulnerable group. There is a
need for provision of mental health screening by NGOs, which
may have tended to focus on sexually transmitted diseases and
contraception in the past. Earlier screening and intervention for
this vulnerable group may also decrease risks such as substance
use and suicide, which are associated with untreated mental
illness. The rate of stigmatisation experienced by this group may
also inhibit help-seeking behaviour and thus medical
practitioners need to develop greater sensitivity and awareness
of sex workers’ unmet mental health needs.9
The rates of suicidality reported in this study (30.3% attempts
and 40.0% ideation) were higher than previous studies such as
the 19% prevalence in Goa (India).23 This could be a reflection of
the higher levels of psycho-social distress experienced or may be
influenced by other psychosocial factors such as social support,
stigma and medical factors such as HIV status in the South
African setting, and needs further research.

Prevalence of substance use

The prevalence of lifetime substance use in this study is
supported by the literature, which has reported high rates of
substance abuse disorders in similar cohorts.2 The relationship
between mood and anxiety disorders and substance use is
complex, with high co-morbidity rates.24 An explanation for this
high co-morbidity is the concept of a bi-directional relationship
where one disorder fosters the other.25 Other explanations are
shared neurobiological pathways or shared genetics.25 The
prevalence of substance use is of concern as those sex workers
who abuse substances are more likely to indulge in risky sexual
behaviour or be exploited.
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HIV status and anxiety and depression symptoms

The 2016 UNAIDS Gap report estimated that the adult HIV
prevalence in South Africa is 19.2%, however the prevalence
rates vary between regions and the highest rate is found in
KwaZulu-Natal.21 It should be noted that the prevalence in the
current study sites of KwaZulu-Natal is 40%, particularly among
young females.
The prevalence of HIV in sex workers in South Africa is estimated
to be 59.6%. This is almost three times the rate for the general
population.22 Thus the finding of 76.1% in the current study is
alarming and suggests the need for more intensive prevention
programmes in this group.
Numerous studies have concluded that sex workers who
reported being HIV infected or indulging in HIV risk behaviour
are more likely to have psychopathology.6,12,26,27 In contrast this
study found no association between HIV infection and anxiety
and depressive symptoms. This may be related to the increasing
support surrounding HIV and the advent of antiretroviral
treatment, which has altered the outcome of HIV in South Africa.
In addition the support offered by NGO support groups to HIVinfected individuals may negate the negative life consequences
of the diagnosis.

Role of child abuse, violence and stigma

Studies have reported that child abuse, especially sexual abuse,
is positively associated with sex work, and child abuse is
associated with an increased lifetime risk for depression.28–30
Therefore child abuse increases the risk for depression and may
increase the risk for choosing sex work itself. In keeping with the
literature, this study found a high prevalence of child abuse and
those women who experienced child abuse were more likely to
be depressed and anxious. This highlights the need to review the
management of child abuse victims to decrease potential longterm complications of the abuse.
Our study also demonstrated a high prevalence (n = 112, 72.3%)
of violence experienced by sex workers in the course of their
work, and an association with depression and anxiety symptoms.
The high rates of violence and association with depression and
anxiety are consistent with the literature.4,12,19 The relationship
between violence and mental illness is complex. It is unclear
whether the experience of violence itself can cause mental
disorders or that those with mental illness are more vulnerable
and more likely to experience violence.31 Although sex workers
are at risk for violence they are often ignored and criminalised in
public and occupational health policies. The police services and
other relevant stakeholders need to be educated and the safety
needs of sex workers should be considered when formulating
relevant policies.

Limitations

There are several limitations to this study. The first limitation is the
cross-sectional design, which precludes causal reasoning. A
second limitation is that a convenience sampling method was
used rather than a community sample and all the sex workers
were from one NGO. The sample may be biased as sex workers
seen at an NGO may be those in greater distress or it could imply
that the support received from the NGO decreases
symptomatology. Thus the sample is limited in generalisability. A
further limitation is that brief screening tools were used and not a
diagnostic clinical interview, which is more sensitive. Other
limitations were that a self-report questionnaire was administered,
which may bias results through reduced self-awareness and social

desirability. The questionnaires included questions on somatic
symptoms, and the high prevalence of HIV in this population
could falsely elevate positive answers to questions related to
somatic complaints. Finally, the findings relating to substance use
are limited as only lifetime use was assessed and the specific
patterns of substance use need to be further analysed.

Conclusion

This study demonstrated that there is a high prevalence of
anxiety symptoms, depression, suicidal ideation, lifetime
substance use and HIV infection among the sex worker
population attending an NGO programme in KwaZulu-Natal.
There was also a lack of mental health care provision despite
respondents being part of a support group. There were also high
levels of violence, child abuse and stigmatisation, which may
contribute to mental health disorders. This illustrates the need to
increase awareness among NGOs and health practitioners
regarding the mental health needs of this vulnerable population
to close this treatment gap.
This study suggests that further research could assess for risk
factors to better prevent the high rates of emotional distress
reported.
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