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Abstract 

Female sex workers (FSWs) have been identified as one of the high-risk 

population groups for HIV and STI infections; they play a potential bridging role in the 

spread of the STI/HIV epidemic from specific high-risk populations to the general 

population. A cross-sectional study using mixed methods (quantitative research combined 

with qualitative research) was conducted to determine the prevalence of STI/HIV 

infections and assess the levels of STI/HIV-related knowledge, and attitudes towards 

STIs/HIV and sexual behaviours among FSWs in Ba Ria – Vung Tau, Vietnam. 

Quantitative research methods were used for an epidemiological survey to recruit 420 

FSWs in two cities and six districts of Ba Ria – Vung Tau province, Vietnam. The survey 

explored the STI/HIV prevalence, socio-demographic characteristics and risk factors 

affecting FSWs. The recruited participants were interviewed face-to-face, using a 

structured questionnaire, and then tested for HIV, Syphilis, Gonorrhoea, and Chlamydia. 

Qualitative research methods using in-depth interviews with a subsample of 45 FSWs 

supplemented the quantitative research findings, especially in relation to different 

perspectives of risk behaviours among FSWs. 

Both FSWs who engaged clients directly (116) and indirectly (254), via brothels 

or other workplaces, participated in the study. About a quarter (25.4%) of the FSW sample 

were 24 years of age or under and 43.3% had minimal formal education. Almost half 

(48.1%) had been married or cohabited and 30.5% were living alone. The majority of the 

sample (63.1%) were unemployed before becoming FSWs. Two-fifths (40.2%) earned 

money solely by sex work. Regarding risky sexual behaviours, 52.6% had had their first 

sexual intercourse before the age of 18 years. 42.9% had provided sexual services to over 

15 paying clients in the month prior to interview. Most (81.4%) practiced oral sex and a 

substantial proportion (17.6%) had had anal sex during this period. Most FSWs drank 

alcohol at least once a week. Only half of the FSW sample had ever heard of, or known 

about injecting drug usage, although nearly a quarter of them had used drugs. FSWs who 

engaged clients directly were significantly more likely to have sexual intercourse with 

clients who injected drugs than those who made contact through their workplace.  
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The prevalence of HIV among the FSW sample was 2.6%. The study showed that 

earning low income (less than AUD 200 per month), having had sex with injecting drug 

users (IDUs), and having been infected with any STI were significantly associated with 

HIV infection. The prevalence of Syphilis, Gonorrhoea, Chlamydia, and either 

Gonorrhoea or Chlamydia infections was 6.9%, 7.9%, 16.4%, and 21.4%, respectively. 

The prevalence of any STI (having at least one of these infections) was 27.1%. The 

multivariate logistic regression model found a significant association of any STI with 

“age group”, “education level”, “source of income”, and “monthly income”, “age of first 

sexual intercourse”, “working as FSWs”, “number of paying clients”, “had oral sex”, “had 

anal sex”, “had any IDU clients”, “feeling at risk for HIV infection”, “visited any STI 

clinic in the last 12 months”, and “received free or cheap condoms last month”.   

More than three quarters of the FSW sample (76.2%) had a high HIV knowledge, 

with correct answers for at least 7 out of 10 questions. However, only 23.3% of 

participants answered all items correctly. Over half (51.4%) of the FSWs felt themselves 

at risk of HIV infection. 86.0% of FSWs had heard about STI infections. Among them, 

40.4% of the FSWs reported that they had suffered STI infections. Only 21.9 percent of 

FSWs had visited an STI clinic for a routine (non-infection related) check-up during the 

last 12 months. Nearly three quarters (72.4%) had received free condoms and over half 

(56.9%) had received information about safe sex and injecting drugs in the month prior 

to interview. Most (86%) FSWs knew of an STI/HIV testing clinic in Ba Ria – Vung Tau, 

and more than half (51%) had been tested for HIV/STIs. Among the FSWs who had been 

tested for STIs/HIV, 77.7% had been counselled before testing, 81.0% of FSWs had 

received the testing results and 96.0% of those who had received the results had been 

counselled after receiving testing results.  
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The qualitative exploratory study indicated that the main factors associated with a 

failure to use condoms among the FSWs included lack of skill in negotiating condom use; 

economic pressure; close relationships with clients; and clients' attitudes and perception 

of the risk. One of the most common reasons for FSWs’ alcohol consumption was that it 

was inevitable owing to the nature of their work environment. The main reason for using 

drugs among FSWs was that they were sad and unhappy with their work. Most of the 

participants knew or had heard that HIV/STIs could be transmitted through sexual 

intercourse. Most of the participants felt at risk of HIV infection because of their sex 

work. 

The results of this study clearly indicate a number of strong links between socio-

demographic characteristics and risky sexual behaviours and STI/HIV infections. 

Therefore, there is an urgent need for existing STI/HIV intervention programs to be 

improved and strengthened in order to reduce the current level of STI/HIV infections. 

Comprehensive prevention, care, and treatment for STI/HIV infections should be 

developed and should be provided in settings that are easily accessed by, and comfortable 

for FSWs. 
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CHAPTER 1: INTRODUCTION 

1.1. Background and Significance of the Research  

Globally, HIV continues to be a major public health issue, with approximately 37 

million people currently living with HIV at the end of 2014 and 2.0 million people 

becoming newly infected with HIV in 2014 (UNAIDS, 2016b). The HIV epidemic has 

been spreading among high-risk populations including sex workers, men who have sex 

with men, and people who use drugs (Baral et al., 2012). A recent systematic review and 

meta-analysis representing nearly 100,000 female sex workers (FSWs) in 50 low-income 

and middle-income countries estimated that the overall HIV prevalence among these 

FSWs was 11.8% and 15 of these countries had the HIV prevalence among FSWs over 

23% (Baral et al., 2012). Moreover, based on the global systematic review in low- and 

middle-income countries, the highest was observed among FSWs in Asia and the Pacific, 

with a 29-fold increase in odds of living with HIV compared with all women of 

reproductive age (Baral et al., 2012). However, understanding the prevalence of HIV and 

patterns of transmission among FSWs in many Asian countries has significant limitations, 

due to the shortcomings of some national HIV surveillance systems (Baral et al., 2012). 

Sexually transmitted infections (STIs) continue to be a major concern in public 

health because of their high incidence and prevalence. Globally, WHO reported that an 

estimated half a billion people aged 15 to 49 are infected each year with curable STIs, 

including Syphilis, Gonorrhoea, Chlamydia and Trichomoniasis (WHO, 2015). 

Moreover, STIs are not only a common cause of severe complications leading to 

infertility, but also can increase the probability of HIV transmission. In particular, 

Syphilis infection can considerably increase the risk of HIV transmission  by more than 

40% (WHO, 2007). The predominant mode of transmission of STIs is sexual contact, 

including vaginal, anal and oral sex (WHO, 2015). Consequently, STIs are a major risk 

for FSWs (Rekart, 2005). FSWs also commonly suffer STI complications such as pelvic 

inflammatory disease with resulting infertility, ectopic pregnancy, chronic pain, and 

related maternal mortality (UNAIDS, 2002). Moreover, STIs are co-factors in HIV 

transmission that lead to the greatly increasing HIV infection in FSW groups (Holmes, 

1999).  
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Sex workers have been a major focus of research in HIV/AIDS and other STIs 

because their contact with large numbers of sexual partners and unprotected sexual 

practices puts them at high risk of contracting these infections and then passing them on 

to others who also may have multiple sexual contacts (D’Costa et al., 1985; Wirawan, 

Sutarga, Muliawan, Reed, & Ford, 2000). FSWs have been identified as a high-risk 

population group for the transmission and acquisition of STIs and HIV (Scorgie et al., 

2012; UNAIDS, 2012b). Moreover, according to a systematic review and meta-analysis 

study from 50 countries indicate that the high probability of HIV transmission among 

FSWs was 13.5 times higher than for other women (Baral et al., 2012).  

In Vietnam, since the first HIV case was detected in Ho Chi Minh City in 1990, the 

HIV epidemic has been spreading rapidly across the country. Up to date, the HIV 

epidemic is at a “concentrated stage”. During the first six months of 2015, HIV cases 

were recorded in 63 provinces, 98% of districts and 79.1% of communes with 227,114 

people living with HIV (PLHIV) cases, 71,115 AIDS cases and 74,442 AIDS-related 

deaths (MOH Vietnam, 2015). The epidemic consists of many sub-epidemics across the 

country and focuses on three high risk populations defined by high levels of HIV-

transmission risk behaviours: injecting drug users (IDUs), men who have sex with men 

(MSM) and FSWs (National Committee for AIDS Drugs and Prostitution Prevention and 

Control, 2014). Of major significance, however, was that an important change in the mode 

of HIV transmission was recorded. The number of HIV cases through sexual transmission 

was higher than injecting drugs, 52% compared with 35.4% (MOH Vietnam, 2015).  

STIs are also a major problem for FSWs in Vietnam. An estimated 300.000 new 

cases have been reported annually by the public hospitals across the country (MOH 

Vietnam, 2008). STIs are common among high-risk groups such as IDUs, FSWs, and 

MSM (MOH Vietnam, 2011; Thuong, Long, et al., 2005). Many studies from various 

regions of the country have shown that FSWs are commonly infected with STIs. A study 

in Vietnam in 2006 recorded that the STI prevalence in FSWs in streets and restaurants 

in Ho Chi Minh City was high with Syphilis at 9.06% - 7.28%), Gonorrhoea at 0.3% - 

2.7% and Chlamydia at 6.4% - 14.2%. At the same time, a 2002 survey among FSWs in 

the five border provinces of Lai Chau, Quang Tri, Dong Thap, An Giang, Kien Giang 

showed that the prevalence of Syphilis, Gonorrhoea, Chlamydia and 

Gonorrhoea/Chlamydia combined were 10.7%, 10.7%, 11.9% and 19.9% respectively 
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(Thuong, Long, et al., 2005). Another study in Soc Trang province in 2003 showed that 

the prevalence of Gonorrhoea, Chlamydia and Gonorrhoea/Chlamydia was 14.9%, 48.4% 

and 54.9% respectively (Thuong et al., 2008). 

However, buying and selling sex are both illegal, are considered as a "social evil" 

and are banned in Vietnam, so that FSWs often practice outside the law (UNAIDS, 

UNFPA, & UNDP, 2012). Consequently, FSWs face stigma and discrimination. Due to 

this stigma in the community, FSWs are reluctant to access health services for 

examination and treatment when they develop STIs or genital tract infection, resulting in 

them not being treated properly. Moreover, discrimination by health service providers is 

a major barrier for sex workers in accessing appropriate sexual and reproductive health 

services.  Unsafe working conditions further increase sex workers’ vulnerability to HIV. 

Such barriers increase the risk of contracting STIs and increase the risk of HIV infection 

(Khuat, Nguyen, & Jessica, 2004). 

Ba Ria – Vung Tau is a well-known tourist destination in Southeast Vietnam. 

Women from many other provinces come to the province to work and earn money by 

selling sex. According to a report of the Vietnam Administration of HIV/AIDS Control 

(VAAC), Ba Ria – Vung Tau is one of eight provinces/cities in which the HIV rate (413.6 

per 100.000 population) is significantly higher than the average rate of the country (211.3 

per 100.000 population) (VAAC, 2013c). Currently, in Ba Ria – Vung Tau, there were 

nearly 5,000 PLHIV cases, 1,898 AIDS cases and 1,226 AIDS-related deaths were 

recorded at the end of June 2013. Since 2004, Information, Education and 

Communication (IEC) and Behaviour Change Communication (BCC) programs have 

been implemented to change risky behaviour, plus providing free condoms and STI 

treatment for FSWs in the “hot spots” of the HIV epidemic in Ba Ria – Vung Tau 

province. However, the province still has no actual data indicating the prevalence of 

infection as well as knowledge, attitudes and sexual practices related to STI/HIV among 

FSWs in this population. Therefore, this research aims to assess the prevalence of 

STIs/HIV infections and investigate STI/HIV-related knowledge, attitudes and sexual 

practices in FSWs in the province. This information will provide critical evidence for 

assessment, orientation and intervention plans in the future. These figures will provide 

baseline data that will help to evaluate the effectiveness of the STIs/HIV intervention 

programs and the “100% condom” program currently being conducted in the province. 
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1.2. Research Questions 

- What is the prevalence of STI and HIV infections among FSWs in Ba Ria – 

Vung Tau, Vietnam? 

- What social factors relevant to FWSs influence the present STI/HIV prevalence 

among FSWs in Ba Ria – Vung Tau, Vietnam? 

- What are the risky sexual behaviours associated with STI/HIV infections among 

FSWs in Ba Ria – Vung Tau, Vietnam? 

- What are the levels of STIs/HIV-related knowledge among FSWs in the 

province, and what are their attitudes towards STIs and HIV? 

1.3. Research Aim and Objectives 

1.3.1. Overall Aim 

The overall aim of the research is to determine the prevalence of STI/HIV infections 

and assess the levels of STI/HIV-related knowledge, and attitudes towards STIs/HIV and 

sexual behaviours among FSWs in Ba Ria – Vung Tau, Vietnam. 

1.3.2. Specific objectives 

- To determine the prevalence of HIV and curable STIs among FSWs. 

- To identify and evaluate the social factors that influence STI/HIV infections 

among FSWs. 

- To assess the sexual behaviours associated with the STI/HIV infections among 

FSWs. 

- To appraise the level of STI/HIV-related knowledge and attitudes towards STIs 

and HIV among FSWs 

Significance of the research: This prevalence-oriented research is essential in 

providing evidence for assessment, orientation and intervention plans in the future. 
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1.4. Structure of the study 

The thesis is comprised of 7 chapters and appendices such as official approvals, 

ethical considerations, informed consent form, and research instruments. 

Chapter 1 is the introduction and provides the background and significance of this 

research. It also shows the overall aim, specific objectives, research questions, and 

structure of this research. 

Chapter 2 reviews the relevant literature related to STI/HIV infections and sexual 

behaviours among FSWs. This chapter starts with a review of the HIV/AIDS epidemic 

and STI infections among FSWs at global, country and region level. This is followed by 

a review of the socio-demographic characteristics among FSWs. STI/HIV infections and 

behavioural risk factors across the world and the context of Vietnam are discussed. The 

next section reviews the STI/HIV knowledge and attitudes, mental health, stigmatization 

and discrimination among FSWs. The last section shows the STI/HIV prevention 

interventions among FSWs in global and Vietnam. The chapter concludes with a 

summary and research questions. 

Chapter 3 describes the methodology including the research design, target 

population, sample selection criteria, sampling methods, data collection procedures, 

biological sample collections, survey questionnaire, and data management and analysis. 

The ethical considerations followed in the study are presented in detail. 

Chapter 4 presents the results from the study of 420 FSWs. The socio-demographic 

characteristics of the study sample are firstly described. This is followed by the 

prevalence of STI/HIV infections among FSWs. The bivariate and multivariate analyses 

estimating the risk factors for STI/HIV infections are presented. The chapter also shows 

the level of STIs/HIV-related knowledge among FSWs. The chapter concludes with a 

summary showing the prevalence of STI/HIV infections and sociodemographic 

characteristics and risky sexual behaviours associated with the STI/HIV infections in 

multivariate analyses.  
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Chapter 5 describes the results from the exploratory qualitative study, which 

presents deeply the FSW’s understanding about sexual behaviours, condom use, alcohol 

and drug use, knowledge and attitudes about HIV/STIs, and access to the intervention 

programs for FSWs. The chapter concludes with participants’ reasons for leading to their 

sexual risk behaviours. 

Chapter 6 relates the discussions on the study findings. The triangulation between 

quantitative findings and qualitative study and consideration of these findings within the 

context of other studies in Vietnam or globally. 

Chapter 7 concludes the study. It contains research implications and 

recommendations, research strengths and limitations, and conclusions and future research 

considerations. The chapter summaries the key messages from the findings of this 

research and discusses the implications of this research for STI/HIV prevention and 

intervention programs. The strengths and limitations of this study are presented. It 

concludes by highlighting the significant associations between the STI/HIV prevalence 

and the risk factors among FSWs and provides suggestions for the future research. 
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CHAPTER 2: LITERATURE REVIEW 

Introduction 

In this chapter, evidence regarding the global HIV/AIDS and STI epidemics among 

FSWs is reviewed. Secondly, the chapter discusses evidence of sexual behavioural risk 

factors facilitating the epidemic among FSWs. Thirdly, a number of conceptual 

frameworks and models for factors affecting the risk of sexual transmission of HIV and 

STIs are discussed to illustrate and examine these influences. The structure of this review 

is divided into sections following the relevant major problems identified in the literature 

regarding FSWs.  

2.1. The global HIV/AIDS epidemic and the epidemic in Vietnam 

Since AIDS was first recognized in the early 1980s, about 35 million people have 

died of AIDS and nearly 70 million people have been infected with the Human 

Immunodeficiency Virus (HIV). Consequently, HIV/AIDS has become one of the worst 

global epidemics. Despite many HIV treatment and prevention programs, the number of 

people living with HIV has increased gradually from around 8 million in 1990 to 36.9 

million [34.3 million – 41.4 million] at the end of 2014. Moreover, it was estimated that 

about 2 million people were newly infected with HIV in 2014 (UNAIDS, 2015). 

Sub-Saharan Africa has suffered the most severe consequences of the global 

pandemic, with approximately 25.8 million [24.0 million – 28.7 million] people living 

with HIV, accounting for 66% of the global HIV burden in 2014. Women in Sub-Saharan 

Africa accounted for 58% of all people living with HIV in the region. However, there was 

a decline in new HIV infections and AIDS-related deaths in 2014, with 1.4 million new 

HIV infections (a 41% decline since 2000) and 790, 000 AIDS-related deaths (a 48% 

decline since 2004).  

After Sub-Saharan Africa, the Caribbean is one of the regions worst affected by the 

HIV epidemic. With 280,000 people living with HIV and the prevalence of adults living 

with HIV in 2014 at about 1% [0.9%-1.1%], this level of infection is higher than in any 

other world region. Unprotected heterosexual sex has predominantly driven HIV 

transmission in the Caribbean (UNAIDS, 2014).  
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In Latin America, about 1.7 million people were living with the disease in 2014. 

More than a half of Latin Americans living with HIV reside in the four largest countries 

of the region, Brazil, Colombia, Mexico and Argentina – most notably Brazil. However, 

there was a significant decrease (29%) in the number of people dying from AIDS-related 

causes between 2005 and 2014. One of the key affected groups in the HIV epidemic was 

men who have sex with men (MSM), following by a notable burden of infection amongst 

injecting drug users (IDU), sex workers and clients of sex workers (UNAIDS, 2012a, 

2014). 

According to the UNAIDS 2015 Global Report, the Middle East and North Africa 

are areas where HIV infection rates continue to rise and where antiretroviral treatment is 

the least accessible due to traditional societal stigma and intransigent authorities. 

Therefore, there was a considerable increase in HIV prevalence, new HIV infections and 

AIDS-related deaths in the Middle East and North Africa between 2000 and 2014. 

Moreover, there was a marked increase (26%) in new HIV infections between 2000 and 

2014. More important, the number of AIDS-related deaths in the region more than trebled 

between 2000 and 2014 (UNAIDS, 2014). 

Eastern Europe and Central Asia are also regions where HIV prevalence, new HIV 

infections and AIDS-related deaths have been rapidly increasing. Specifically, there was 

a significant increase (44.3%) in the estimated number of people living with HIV in 

Eastern Europe and Central Asia, from 970,000 to 1.5 million, between 2001 and 2014. 

In addition, AIDS-related deaths in the region more than trebled from 2000 to 2014. The 

major causes that contributed to this significant increase were unsafe drug injection and 

sexual partnerships with people who inject drugs (UNAIDS, 2012a, 2014). 

In high-income countries such as North America and Western and Central Europe, 

the UNAIDS report on the global AIDS epidemic in 2014 showed that there was an 

overall increase in the total number of people living with HIV from 1.8 million in 2001 

to 2.4 million in 2014. However, new HIV infections and AIDS-related deaths in the 

regions remained stable. Unprotected sex between men was the primary pattern of HIV 

transmission in these regions (UNAIDS, 2014). 
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In Asia and the Pacific, there was an estimated 5.1 million people living with HIV 

and 300.000 new HIV infections in 2015 (UNAIDS, 2016a). Over 90% of people living 

with HIV in Asia and the Pacific live in seven countries: India, China, Thailand, 

Indonesia, Vietnam, Myanmar and Malaysia (AIDS Conference, 2014). Moreover, the 

number of people who died of AIDS-related causes in the region rose noticeably, by 

11.0% between 2000 and 2014 (UNAIDS, 2016b). The major causes of the HIV epidemic 

in Asia and the Pacific remains largely associated with injecting drug users, men who 

have sex with men and sex workers (AIDS Conference, 2014; UNAIDS, 2012a, 2016a).  

 
 

Figure 1: The distribution of HIV transmission in Vietnam 

In Vietnam, after the first local HIV case was reported in 1990, the number of 

reported HIV infections and AIDS cases grew rapidly in all provinces. Currently, the HIV 

epidemic is at a “concentrated stage”. According to the 2015 national report, in the first 

six months of 2015, HIV cases were recorded in 63 provinces, 98% of districts and 79.1% 

of communes with 227,114 PLHIV cases, 71,115 AIDS cases and 74,442 AIDS-related 

deaths (MOH Vietnam, 2015). The epidemic consists of many sub-epidemics across the 

country and focuses on three high risk populations defined by high levels of HIV-

transmission risk behaviours: IDUs, MSM and FSWs (National Committee for AIDS 

Drugs and Prostitution Prevention and Control, 2012). The distribution of HIV 

transmission has been significantly changing since 2007 (Figure 1) (VAAC, 2013c). To 
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be more specific, the proportion of HIV transmission through unprotected sexual contact 

has more than doubled from 20% in 2007 to 45.3% at the end of May 2013. Moreover, 

the trend of HIV transmission through sexual contact is higher than through blood 

transfusions, 45.3% and 41.7% respectively (National Committee for AIDS Drugs and 

Prostitution Prevention and Control, 2014).  

2.2. The HIV/AIDS epidemic among FSWs Globally and in Vietnam 

2.2.1. The global HIV/AIDS epidemic among FSWs 

FSWs have been one of the key populations at heightened risk of HIV infection 

since the beginning of the pandemic. In 1985, research in Nairobi, Kenya, indicated that 

62% of FSW were HIV infected (Simonsen et al., 1990) and in Abidjan, Cote d’Ivoire in 

1992, 89% of FSW tested positive for HIV (Ghys et al., 2002). Up to now, FSWs continue 

to be a “core group” for HIV transmission (Chen et al., 2007). According to a recent 

systematic review and meta-analysis of research databases between 2007 and 2011, the 

overall HIV prevalence among FSW in all regions was 11.8% with significant variation 

by region (Baral et al., 2012). The highest HIV prevalence was found in sub-Saharan 

Africa (36.9%), followed by Eastern Europe (10.9%), Latin America and the Caribbean 

(6.1%), and Asia (5.2%); the lowest rate was in the Middle East and North Africa (1.7%) 

(Baral et al., 2012). Moreover, the probability of HIV transmission among FSW was 13.5 

times the overall HIV prevalence among the general population of women aged 15-49 

years (Baral et al., 2012). In general, the epidemiological trend in this population 

significantly increased from 2006 to 2012 (UNAIDS, 2012b). 

The HIV prevalence among FSWs in Latin America and Caribbean has also been 

highly concentrated. A review of the epidemiology of HIV among sex workers shows that 

the odds of HIV infection among FSWs in Guyana increased more than 25 times, whereas 

the average odds in other countries of being HIV positive remain more than 10 times that 

of other women (Kerrigan, Fonner, Stromdahl, & Kennedy, 2013). On the other hand, the 

generalized HIV epidemic among FSWs in Western, Eastern and Southern Africa varied 

and accounted for the high prevalence in each of these regions with approximately 14 

times increased odds of women living with HIV compared to all women. Overall, these 
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findings suggest the need for continued studies regarding behavioural and structural 

factors associated with tremendously increased odds among FSWs (Kerrigan et al., 2013). 

The prevalence of HIV infection among FSWs in most of Southeast Asia countries 

is relatively high, although it varies by geography and working context (MAP, 2005; 

UNAIDS, 2013, 2016a). In 2009, the HIV prevalence among FSWs in Cambodia was at 

14.7% (MOH Campodia, UNAIDS, CDC, & WHO, 2011), 11.4% in Myanmar (NAP & 

WHO, 2011) and 9.0% in Malaysia (Malaysian AIDS Council, 2009). Moreover, the 

larger urban areas of the Southeast Asia countries also reported a significantly higher HIV 

prevalence among FSWs. Specifically, there was high HIV prevalence in Battambang and  

Phnom Penh, Cambodia with 26.0% and 23.1% respectively (Couture et al., 2011; Kim 

et al., 2005), 20.2% in Bangkok, Thailand (Manopaiboon et al., 2013), and 18.4% in 

major cities in Myanmar (Swe & Rashid, 2013). 

Consistent evidence has indicated noticeably higher levels of HIV among FSWs 

compared with other women of reproductive age across geographic regions, especially in 

the Asia region (Kerrigan et al., 2013). There was an increasing trend in HIV prevalence 

in Thailand concentrated among key population. Although the 100% condom campaign 

has been arguably successful, the HIV prevalence among FSWs still remains over 10% 

and the odds of infection remain at over 10 times than that of all Thai women (Ainsworth, 

Beyrer, & Soucat, 2003). In India, there have been many successful prevention and 

intervention programs, addressing structural issues, as well as targeting high-risk sexual 

practices (Laga, Galavotti, Sundaramon, & Moodie, 2010). However, the odds of HIV 

infection among FSWs has shown more than a 50-fold increase in India compared with 

all Indian women (Kerrigan et al., 2013). 

There is a significant difference in HIV prevalence between sex work typologies. 

For example, the HIV prevalence in Indonesia among ‘direct’ or street-based FSWs was 

considerably higher than that of ‘indirect’ or venue-based FSWs, at 10.4% and 6.99% 

respectively (MOH Indonesia, 2011). Similarly, 23% HIV prevalence was found in direct 

street-based sex workers and 11.7% in venue-based sex workers in Hai Phong (Vietnam) 

(MOH Vietnam, 2011). Also, the HIV prevalence among street FSWs in Can Tho 
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(Vietnam) at 29%, was 12.6 times higher than Bar-Club FSWs, at 2.3% (Lai, Nguyen, 

Do, Hoang, & Pham, 2010). In Thailand, the HIV prevalence among FSWs was 20.2% 

in Bangkok. In routine sentinel surveillance, 75.8% of FSWs were street-based FSWs 

with a high HIV prevalence (22.7%), approximately 10 times higher than venue-based 

FSWs (2.5%) (Manopaiboon et al., 2013). 

2.2.2. The HIV/AIDS epidemic among FSWs in Vietnam 

In Vietnam, prostitution is illegal and has long been viewed as a “social evil” (Khuat 

et al., 2004). Therefore, FSWs have faced stigma and discrimination and received limited 

support through targeted health interventions. Among the estimated 72,000 FSWs in the 

country identified in the HIV Sentinel Surveillance in 2013, the overall HIV prevalence 

has been estimated at 2.6%, reaching over 10% in Ha Noi, Hai Phong, Can Tho, and Ho 

Chi Minh cities (National Committee for AIDS Drugs and Prostitution Prevention and 

Control, 2014). Evidence also indicates that FSWs who deal directly with clients have a 

higher HIV burden than FSWs who work through other occupations, such as waitress, 

singer, or hairdresser (National Committee for AIDS Drugs and Prostitution Prevention 

and Control, 2014). An estimated 3-8% of FSWs inject drugs in Vietnam and among 

FSWs who inject drugs, the HIV prevalence is 25-30% (National Committee for AIDS 

Drugs and Prostitution Prevention and Control, 2014). Overall, research shows that over 

time there has been a slight increasing infection trend among FSWs, from 4.9% in 2005 

to 5.3% in 2013 (National Committee for AIDS Drugs and Prostitution Prevention and 

Control, 2014). On the other hand, the 2013 report of the Vietnam Administration of 

HIV/AIDS Control (VAAC) indicated that 2.7% of FSWs in 40 provinces/cities recorded 

a history of injecting drug use, and HIV prevalence among them was 33.3% (VAAC, 

2013b). Such evidence regarding sexual risk behaviours among FSWs underline the 

importance of this research study both in terms of the health of the FSWs and also to 

provide evidence to prevent the spread of infection to the broader community.  
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2.3. The global burden of STIs and STI epidemic in Vietnam 

STIs have been recognised as a growing worldwide problem and public health issue 

because of their high prevalence and contribution to morbidity and mortality (Do, Ziersch, 

& Hart, 2007; Mayaud & Mabey, 2004; WHO, 2013b). They remain important causes of 

morbidity and mortality due to common complications such as pelvic inflammatory 

disease, infertility, ectopic pregnancy, miscarriage, foetal deaths and congenital 

infections (WHO, 2013a). Importantly, STIs like Syphilis can increase the risk of HIV 

acquisition three-fold or more. More specifically, Gonorrhoea and Chlamydia are major 

causes of pelvic inflammatory disease and infertility in women (WHO, 2015). Syphilis, 

gonorrhoea and chlamydia remain major causes of disability and death despite being 

curable with antibiotics (WHO, 2013a). Globally, WHO reported that an estimated half a 

billion people aged 15 to 49 are infected each year with Chlamydia, Gonorrhoea, Syphilis, 

or Trichomoniasis (WHO, 2015). It is also estimated that there are 357 million new 

infections each year with 1 of the top 4 STIs: Chlamydia (131 million), Gonorrhoea (78 

million), Syphilis (5.6 million) and Trichomoniasis (143 million); daily more than 1 

million people acquire a new STI (WHO, 2015).  

As the above statistics indicate, reported STIs are just the “tip of the iceberg” 

because most infections are entirely asymptomatic or unrecognized, especially for women 

(Adler, 1996; Peterman et al., 2006). Moreover, because of the difficulty in accessing 

high-risk groups with high prevalence of STIs, insufficient information about their sexual 

risk behaviours have boosted the STIs rates significantly (Laumann, 1994).  Additionally, 

the distribution of these STIs is not static but depends on the changing patterns in the 

transmission between and within various subpopulations (WHO, 2007). To be more 

specific, STIs are transmitted between high-risk persons with high STI prevalence and 

frequent changes in sex partners (“core groups” such as FSWs) (Figure 2). In terms of an 

epidemic, STIs are spread rapidly from higher to lower risk persons through persons who 

have sexual intercourse with both (“bridging groups” such as clients of sex workers). 
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Figure 2: Population Transmission Dynamics of STIs 

The spread of STIs in Southeast Asia has been predicted to be worse than that seen 

in other regions. The presence of a commercial sex industry in some of these countries, 

with high rates of commercial sex partner exchange, low rates of condom use coupled 

with high prevalence of ulcerative genital infections, will increase transmission rates of 

STIs/HIV (Ismail, 1999). In Vietnam, more than 100, 000 new cases of STIs have been 

reported annually, which probably underestimates the true situation because of self-

medication, treatment by drug sellers, and non-reported STIs cases (WHO, 2000). 

According to the recent statistical report of National Hospital of Dermatology and 

Venereology, an estimated 300, 000 new cases have been annually reported by the public 

hospitals across the country (MOH Vietnam, 2008). STIs are common among high-risk 

groups such as IDUs, FSWs, and MSM (MOH Vietnam, 2011; Thuong, Long, et al., 

2005).  
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2.4. The STI pandemic among FSWs worldwide and in Vietnam 

The predominant mode of transmission of STIs is sexual contact, including vaginal, 

anal and oral sex (WHO, 2015). Consequently, STIs are a major health risk for FSWs 

(Rekart, 2005). Common STIs complications in FSWs include pelvic inflammatory 

disease with resulting infertility, ectopic pregnancy, chronic pain, and related maternal 

mortality (UNAIDS, 2002). Moreover, STIs are co-factors in HIV transmission that lead 

to the greatly increasing HIV infection in FSW groups (Holmes, 1999).  

2.4.1. The STIs among FSWs worldwide 

FSWs and Syphilis infection 

Syphilis remains a disease of considerable public health importance that can have 

very serious complications including the transmission and acquisition of HIV infection 

(CDC, 2015). Syphilis infection is caused by the spirochete bacterium Treponema 

pallidum and is transmitted by direct contact with individuals with early Syphilis (CDC, 

2015; Markle, Conti, & Kad, 2013). In Southeast Asia, curable STIs such as syphilis 

infection have been spreading among FSWs,  which is estimated to increase the risk of 

HIV transmission at least three-fold (WHO, 2007). Empirical studies in some countries 

of Southeast Asia indicate a difference in the Syphilis prevalence among FSWs of 16.0% 

in Dili, East Timor (Pisani et al., 2006), 8.7% in nine provinces of Indonesia, (Tanudyaya 

et al., 2010), 2.3% in Cambodia (Sopheab, Morineau, Neal, Saphonn, & Fylkesnes, 2008), 

1.3% in the Philippines (WHO, UNAIDS, & UNICEF, 2011), 0.7% in Myanmar (NAP 

& WHO, 2011), and 0.6% in Laos (UNAIDS, UNICEF, WHO, & ADB, 2012). In 

comparison, in China, recent studies have reported an overall Syphilis prevalence of 5.0% 

(Chen, Wang, & Yin, 2012), and 4.7% in Shenzhen (Cai, Tan, Chen, Richardus, & Vlas, 

2013), 7.2% in Guangxi autonomous region (Zhu et al., 2012), and 1.3% in Shanghai 

(Remis et al., 2015). 
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FSWs and Chlamydia infection 

Chlamydia is the most commonly diagnosed bacterial STIs and can result in a 

number of important public health conditions (CDC, 2014; Hocking, Guy, Walker, & 

Tabrizi, 2013). Chlamydia prevalence among FSWs is high in a number of countries: 

Tunisia had a prevalence of 72.9% (Znazen et al., 2010); Indonesia, 43.5% (Tanudyaya 

et al., 2010); Vanuatu, 36.7% (Gemert et al., 2014); Guangxi Autonomous region, China, 

18.2% (Zhu et al., 2012); Cambodia, 14.4% (Sopheab et al., 2008); South Korea, 12.5% 

(Jung, 2012); and Madagascar, 12.0% (Harijaona, Ramambason, Morisset, 

Rasamindrakotroka, & Ravaoarinoro, 2009). 

FSWs and Gonorrhoea infection 

Gonorrhoea, one of the common STDs, is caused by a bacterium called Neisseria 

gonorrhoeae. Along with diseases like Syphilis, Chlamydia, and HIV, Gonorrhoea is 

spread through sexual activity (Torpy, Lynm, & Golub, 2013). The Gonorrhoea 

prevalence among FSWs varies between countries and regions. The result of a cross-

sectional study in Indonesia showed that the Gonorrhoea prevalence among FSWs was 

28.6% (Tanudyaya et al., 2010). In Madagascar and Vanuatu, the prevalence among 

FSWs was 27.0% and 17.1%, respectively (Gemert et al., 2014; Harijaona et al., 2009). 

The Gonorrhoea prevalence among FSWs in Cambodia and Laos was 13.0% (Sopheab et 

al., 2008). 

FSWs and Chlamydia/Gonorrhoea infection 

Chlamydia and Gonorrhoea are two common sexually transmitted infections caused 

by bacteria. Women with either Chlamydia or Gonorrhoea infection can develop an 

infection in the uterus and fallopian tubes called pelvic inflammatory disease, and FSWs 

are especially vulnerable ("Chlamydia and Gonorrhea," 2013). Findings from some 

studies indicate that the Chlamydia/Gonorrhoea prevalence among FSWs is very high. 

Research in Kupang, Indonesia showed that the prevalence among FSWs was 43.9% 

(Davies et al., 2003). In a city of Northern India, a cross-sectional descriptive study 

revealed the overall prevalence of Chlamydia/Gonorrhoea among FSWs was 35.8%. The 
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percentage of FSWs with STIs was substantially higher in street-based FSWs group 

(50.6%) compared to home-based FSWs group (29.8%) (Shukla et al., 2015). Another 

study in China reported that more than one-fifth (21.5%) of the FSWs were infected with 

either Chlamydia or Gonorrhoea (Chen et al., 2013). 

FSWs and any STI infection 

Many studies indicate that the any curable STI prevalence among FSWs can be very 

high. In Goa, India it was 22.5% (Shahmanesh, Cowan, et al., 2009); in nine provinces in 

Indonesia it was 64.0% (Tanudyaya et al., 2010); in Cambodia it was 24.4% (Sopheab et 

al., 2008); in Shanghai, China, it was 17.7% (Remis et al., 2015); in Moscow, it was 

31.1% (Decker et al., 2012); in Nagaland, India, the STIs prevalence among FSWs was 

35.4% (O’Halloran et al., 2014); in Rajshahi, Bangladesh, it was 53.3% (Mondal, 

Hossain, Islam, & Mian, 2008); and in Israel, 48.8% FSWs had at least one positive STI 

(Cwikel, Lazer, Press, & Lazer, 2006).  

2.4.2. STIs among FSWs in Vietnam 

The global burden of STIs occurs mainly in low-income and middle-income 

countries such as Vietnam, and affects both health and economic issues (WHO, 2013b). 

In Vietnam, an estimated 300.000 new STI cases have been annually reported by the 

public hospitals across the country (MOH Vietnam, 2008). Vietnam does not have a 

monitoring system for STI prevention in the population, including the FSW group. 

However, the prevalence of STIs among FSWs has been studied and evidence from these 

studies has provided basic information and data. 

FSWs and Syphilis infection 

Findings from empirical research in Vietnam showed that the Syphilis prevalence 

among FSWs was high in Ha Noi (17.0%), Quang Tri (17.0%), Lai Chau (14.1%), An 

Giang (14.1%), Kien Giang (11.9%), and Dong Thap (9.7%) (Thuong et al., 2007; Tran, 

Detels, Long, Phung, & Lan, 2005). However, the prevalence was lower in Soc Trang 

(3.8%), and Hue (2.8%) (Ly et al., 2010; Thuong et al., 2008). According to the results 
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of the IBBS in 2009, there is a major difference in the Syphilis prevalence between direct 

and indirect FSWs. For example, the prevalence among direct and indirect FSWs in Can 

Tho was 5.8% and 1.4%, respectively, and in Ho Chi Minh 4.4% and 1.3% respectively 

(MOH Vietnam, 2011). 

FSWs and Chlamydia infection 

Chlamydia infection is common in Vietnam, especially among FSWs. The highest 

Chlamydia prevalence among FSWs was found in Soc Trang (48.4%) (Thuong et al., 

2008). Findings from a study in five border provinces showed that the prevalence of 

Chlamydia among FSWs was 8.1% in Lai Chau, 6.0% in Quang Tri, 7.5% in Dong Thap, 

4.4% in An Giang, and 16.0% in Kien Giang (Thuong et al., 2007). Other studies in Ben 

Tre and Hue also indicated that the prevalence among FSWs was high: 15.8% and 8.2%, 

respectively (Ly et al., 2010; Thuong et al., 2012). In Ho Chi Minh city, the Chlamydia 

prevalence among FSWs was similar among direct and indirect FSWs, with 10.7% and 

10.9%, respectively (MOH Vietnam, 2011). However, in Ha Noi, 4.7% of direct FSWs 

and 3.0% of indirect FSWs were infected with Chlamydia (MOH Vietnam, 2011).   

FSWs and Gonorrhoea infection 

The Gonorrhoea infection rate among FSWs varies from province to province. 

Results from a cross-sectional study among FSWs in border provinces in Vietnam showed 

that the rate of Gonorrhoea infection among FSWs was 20.2% in Lai Chau, 24.8% in 

Quang Tri, 7.3% in Dong Thap, 5.7% in An Giang, and 9.4% in Kien Giang (Thuong, 

Long, et al., 2005). Another study among FSWs in the middle of Vietnam indicated a 

high Gonorrhoea prevalence (30.6%) (Ly et al., 2010). A study in Soc Trang, a province 

in the south-western region of Vietnam also showed that 14.9% of FSWs were infected 

with Gonorrhoea (Thuong et al., 2008). In the two largest cities, the prevalence of 

Gonorrhoea among FSWs was 6.3% in Ha Noi and 3.3% in Ho Chi Minh (MOH Vietnam, 

2011; Tran, Detels, Long, Phung, et al., 2005).  



  

37 

 

FSWs and Chlamydia/Gonorrhoea infection 

Findings from a cross-sectional study found that the overall prevalence of 

Gonorrhoea and/or Chlamydia among FSWs in the five border provinces was 

significantly high at 19.9% (Thuong, Long, et al., 2005). The study also showed that 

infection proportions were significantly higher in Quang Tri (32.7%), Lai Chau (27.3%), 

and Kien Giang (24.4%) (Thuong, Long, et al., 2005). Another high 

Gonorrhoea/Chlamydia prevalence among FSWs was found in Soc Trang province, 

Vietnam (54.9%) (Thuong et al., 2008), the prevalence among FSWs was not as high in 

other provinces such as Dong Thap (16.0%) and An Giang (11.3%) (Thuong, Long, et 

al., 2005). 

However, Ba Ria – Vung Tau province still has very limited data regarding the 

prevalence of STI and HIV infections among FSWs. Therefore, to help fill this gap and 

to provide a basis for comprehensive, affordable and sustainable treatment, together with 

relevant prevention and care programs, this research aims to assess the prevalence of 

STI/HIV infections amongst FSWs in the province. This information is critical as an 

evidence base for assessment, orientation and intervention plans in the future and can 

provide a baseline that will help to evaluate the effectiveness of HIV intervention 

programs in the province. 

2.5. Socio-demographic characteristics of FSWs 

Sex work has been defined as “the provision of sexual services in exchange for 

money, goods, or other benefits” (Vandepitte et al., 2006). There are many types of FSWs 

depending on characteristics of each country. Generally, FSWs who work the street, 

typified as “direct FSWs”, are the most familiar in all cultures (Estébanez, Fitch, & 

Nájera, 1993). Direct FSWs are women who work as sex workers as their primary source 

of income for living. However, “indirect FSWs” are typically women for whom sex work 

is not the first source of income. They may work in a variety of venues including saunas, 

massage parlours, restaurants, hairdressers, tailors, beer promotion services, or bar/clubs. 

By maintaining a private list of their clients, they offer sexual intercourse in their homes 
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or work for agencies such as escort services as “call-girls”. Additionally, clients may have 

sexual intercourse with women who may not consider themselves to be FSWs (Estébanez 

et al., 1993; Vandepitte et al., 2006). Therefore, it is extremely difficult to observe such 

at-high-risk populations.  

Data from 102 studies conducted across 50 countries has identified approximately 

100,000 FSWs, with significant variation by region, with 64,224 women reported in Asia 

(Baral et al., 2012). Another estimate of FSW groups in different regions of the world 

showed that the proportion of the population who were FSWs in the capitals in sub-

Saharan Africa varied from 0.7% to 4.3% and from 0.4% to 4.3% in other urban areas 

(Vandepitte et al., 2006). This proportion ranged between 0.2 and 2.6% in Asia; between 

0.1% and 1.5% in the ex-Russian Federation; between 0.4% and 1.4% in Eastern Europe; 

between 0.1% and 1.4% in Western Europe and between 0.2% and 7.4% in Latin 

America. However, most countries do not know exactly the size of this highly vulnerable 

group (Vandepitte et al., 2006). Therefore, size estimates of key populations such as 

FSWs at higher risk of HIV exposure are recognized as critical for understanding of the 

HIV epidemic in countries with concentrated epidemics such as those in Asia (Yu, 

Calleja, Zhao, Reddy, & Seguy, 2014). 

 In terms of the age of FSWs, the median age is significantly decreasing because of 

the demand for younger women, often perceived by clients to be less likely to be infected 

with STIs or HIV (UNAIDS, 2008). Between 60% and 70% of FSWs were younger than 

25 years of age in countries such as Cambodia, China, Laos, Myanmar, Russian 

Federation and Viet Nam. For example, a cross-sectional study in Laos indicated that 

about half of FSWs were adolescents (aged 15-19) (Phrasisombath, Thomsen, Sychareun, 

& Faxelid, 2012). Moreover, it is estimated that 80% of women selling sex are under 25 

years in Europe and Central Asia (UNAIDS, 2008). 

In terms of the education level of FSWs, a high proportion had little or no education. 

Research in Cambodia showed that almost half of FSWs in Cambodia had no education 

(Couture et al., 2011; Sopheab et al., 2008). Similarly, findings from a study in Indonesia 

also indicated that nearly half of FSWs had none or only primary education completion 
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(Tanudyaya et al., 2010). Recent studies in Thailand and China have suggested that three 

quarters of FSWs had less than high school education (Nemoto, Iwamoto, Sakata, 

Perngparn, & Areesantichai, 2013; Tang et al., 2014). 

Cross-sectional studies suggest that the majority of FSWs are divorcees, separated 

or widowed. For example, a study among FSWs in Bangladesh indicated that 100% had 

been married, however 90.7% had separated (Mondal et al., 2008).  Findings in Indonesia 

suggest that the majority of FSWs were divorced (66%) (Tanudyaya et al., 2010; Wirawan 

et al., 2000). In Cambodia, almost half (49.4%) of FSWs were widowed, divorced, or 

separated (Couture et al., 2011). In Thailand, more than half (52.2%) were widowed, 

divorced, or separated, and only 19.5% of FSWs were single (Nemoto et al., 2013).  

The monthly income of the FSW population varies depending on their work, 

services, and characteristics. The median monthly income in Phnom Penh, Cambodia, for 

example, was 400,000 Riel (≈ AUD 120), with 88.1% reporting that their primary income 

was from their sex work (Couture et al., 2011). Most FSWs (92.7%)  in Thailand earned 

a high income with more than 12,000 Baht (≈ AUD 400 per month) (Nemoto et al., 2013). 

Similarly, most Chinese FSWs also earn more than 2000 yuan (≈ AUD 408) per month 

(Remis et al., 2015). 

Sexual debut at an early age is typical among FSW populations (FHI Nepal, 2006). 

Sexual debut at a younger age can lead to an increased risk of HIV infection due to the 

longer period of exposure to HIV risk (Ohshige et al., 2000). Research in China showed 

that more than half (55.5%) of FSWs reported that their age at first sexual intercourse was 

younger than 18 years and most of them had worked as sex workers more than a year 

(Fan et al., 2015). Similarly, the majority of FSWs in Vanuatu also reported their age at 

first sex was less than 18 years and they had worked as sex workers more than a year 

(Gemert et al., 2014). Findings from a study in a high HIV prevalence state in India 

showed that approximately 43% of FSWs had their first sexual experiences at or before 

15 years of age (Medhi et al., 2011). 
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2.6. Risk factors for STIs/HIV infections among FSWs 

The distribution and determinants of the HIV epidemic in populations have been 

significantly influenced by a wide range of factors that contribute to the dramatically 

elevated rates of HIV transmission among FSWs compared to the general population 

(Baral et al., 2012). Moreover, extensive stigma and discrimination towards FSWs result 

in a barrier and discourage health service access (WHO, 2011). Alcohol and drug abuse 

and violence aimed at FSWs can reduce their ability to negotiate condom use (Malta et 

al., 2008; Pauw & Brener, 2003; Richter, 2008). In addition, socioeconomic and cultural 

determinants have been recognized as contextual variables that have been considered as 

indirect causes of HIV and STI transmission (Aral, Padian, & Holmes, 2005). To 

understand clearly the major factors impacting on HIV/AIDS, Boerma and Weir indicated 

proximate determinants in their conceptual framework (Figure 3) (Boerma & Weir, 

2005). 

 

Figure 3: Proximate-determinants conceptual framework for factors affecting the risk of 

sexual transmission of HIV; ARVs; STIs (Boerma & Weir, 2005). 
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2.6.1. Risk factors for HIV infection among FSWs 

As the HIV/AIDS pandemic has advanced, many researchers have implemented 

intervention studies concentrating on examining high-risk sexual behaviours, especially 

sexual behaviours of FSWs. Empirical research indicates that the risk factors for 

increasing HIV infection among FSWs are low level of education, lack of STI/HIV-

related knowledge, inconsistent condom use, drug use. In Indonesia, for example, a cross-

sectional study among FSWs indicated that factors such as being a direct FSW, of younger 

age and having a current infection with syphilis and gonorrhoea and/or chlamydia were 

associated with a higher likelihood of HIV infection (Magnani et al., 2010). Research in 

China also revealed that HIV infection among FSWs was significantly associated with 

risk factors such as low education level, low knowledge of STIs/HIV, clients with drug 

use, number of clients in the previous week  ≥ 7, and inconsistent condom use (Wang et 

al., 2012; Zhu et al., 2012). Another study in Cambodia showed a significant association 

between HIV and current age, age at commencement of commercial sex work, duration 

of commercial sex work, and Chlamydia infection (Ohshige et al., 2000).  

Quantitative and qualitative research among FSWs in Thailand indicated that for 

oral sex 95% of FSWs recorded inconsistent condom use with their clients and 79% of 

FSWs for vaginal sex (Nemoto, Iwamoto, Perngparn, et al., 2012). Qualitative interviews 

explained that FSWs had tried to negotiate condom use with their clients, and that the 

decision to use condoms or not was beyond their control. Moreover, 86% of FSWs 

indicated they would engage in unprotected sex if their customers paid additional money 

or were regular (Nemoto, Iwamoto, Sakata, Perngparn, & Areesantichai, 2012). 

Similarly, other recent research in Papua New Guinea revealed that 82% of FSWs had 

engaged in unprotected sex with their clients and regular sexual partners, despite adequate 

knowledge. A comment from an interview of an FSW: “I do not think my boyfriend will 

intentionally give me HIV” proved that knowledge is really hard to translate into safe sex 

practices (Bruce et al., 2011). 
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Other risk factors may also be significant.  Research in India found that initiating 

sexual intercourse before the age of 15 years, a lifetime history of injecting drug use, 

being widowed/divorced/separated, and being positive for one or more STIs were 

significantly associated with increased risk of HIV (Medhi et al., 2011; Ramesh et al., 

2008). Additionally, a study in major cities in Myanmar indicated that sex workers with 

low income were almost three times more likely to be HIV-positive than those with higher 

income (Swe & Rashid, 2013). Also, evidence from a number of studies demonstrated 

that anal sex could increase the chances of getting HIV (Ghys et al., 2001; Patra, 

Mahapatra, Kovvali, Proddutoor, & Saggurti, 2012).  

2.6.2. Risk factors for Syphilis infection among FSWs 

Evidence from many empirical studies among FSWs in China has demonstrated 

that there is a range of typical risk factors significantly associated with Syphilis infection. 

These include older age, lower education level, types of FSWs, lower monthly income, 

working places, living alone or living with their relatives, ever having had sex with drug 

users, past drug use, longer duration of sex work, number of clients in a week, inconsistent 

condom use with clients, and Chlamydia trachomatis (Cai et al., 2013; Chen et al., 2012; 

Lu, Jia, Sun, Wang, Liu, & Xiao, 2009; Ruan et al., 2006; Tang et al., 2014; Wang et al., 

2011). In Colombia, adjusted risk factors for increased likelihood of Syphilis infection 

included increasing age, low education level (primary or no education), high number of 

clients per week (≥ 22 clients), low monthly income (< AUD 200), longer duration of sex 

work (≥ 4 years), main workplace (street), inconsistent (or never) use of condoms in sex 

work, previous STI history, and use of illegal drugs (Mejia et al., 2009). Additionally, 

results from studies among FSWs also revealed that FSWs who had anal sex were more 

likely to be infected with Syphilis (Hakre et al., 2013; Patra et al., 2012). FSWs who were 

single, divorced, or widowed were more likely to be infected with Syphilis (Chen et al., 

2015; Zhou et al., 2013). 
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2.6.3. Risk factors for Chlamydia infection among FSWs 

Centres for Disease Control and Prevention (CDC) in the United States of America 

indicated that numbers of cases of Chlamydia were reported to be greater among sexually 

active woman younger than 25 years, or older women with risk factors such as new or 

multiple sex partners, or a sex partner who has a sexually transmitted infection (CDC, 

2015). Findings from research among FSWs in four provinces in China showed that 

working in low-class sex venues and age 21 years or above were significantly associated 

with Chlamydia infection:  (Chen et al., 2013). Another study in Shanghai, China also 

showed that Chlamydia infection of FSWs was significantly more common in those with 

younger age, who had never been married, and who had higher education and monthly 

income (Remis et al., 2015). A cross-sectional study among FSWs in Korea revealed that 

younger age increased the risk of Chlamydia infection (Lee, Jung, Kwon, Jung, & Park, 

2010). Chlamydia infection among FSWs also was significantly associated with earlier 

age at first sexual intercourse (Harijaona et al., 2009). 

2.6.4. Risk factors for Gonorrhoea infection among FSWs 

Findings from empirical studies have demonstrated that young age, unmarried 

status, a previous history of Gonorrhoea, a history of STDs, multiple sex partners or new 

sex partners, illicit drug abuse, low education, and inconsistent condom use were all risk 

factors for increasing Gonorrhoea infection (Hook et al., 1992; Klausner et al., 1998). 

Findings from studies in China also indicated that young age, lower education level, being 

divorced/widowed and working in middle/low-level venues were identified as additional 

risk factors for Gonorrhoea (Harijaona et al., 2009; Tang et al., 2014). FSWs in Andhra 

Pradesh, India practicing anal sex were more likely to experience STIs than those 

practicing only vaginal sex (Patra et al., 2012). 

2.6.5. Risk factors for Gonorrhoea/Chlamydia infections among FSWs 

Studies in Indonesia have found that inconsistent condom use, younger age, higher 

number of clients, and consumption of alcohol before having sex were associated with a 

higher likelihood of Gonorrhoea and/or Chlamydia infections (Magnani et al., 2010; 
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Tanudyaya et al., 2010). A study in China also suggested that younger age, living alone 

or with persons other than partners/family members, engaging in unprotected vaginal 

intercourse in past 3 months and having other STIs seemed to be associated with higher 

risk of Gonorrhoea and/or Chlamydia infections (Tang et al., 2014). 

2.6.6. Risk factors for any STIs infections among FSWs 

Many empirical studies in China show that young age, being married, lower 

education level, early age for first intercourse, and a history of genital infection, number 

of sexual partners, residence status, working place, drug use, higher price charged per sex 

act, and daily frequency of douching were identified as significant predictors for any STIs 

(Harijaona et al., 2009; Remis et al., 2015; Wong, Yim, & Lynn, 2011). Evidence from 

Northern India also indicated that being single, having sex work as a sole means of 

earning, duration of sex work > 2 years, and giving in to client’s demand for unsafe sex 

were found to be significant risk factors for STIs (Shukla et al., 2015). Evidence from 

Cambodia demonstrated that being new to sex work was the single factor most 

significantly associated with "any STI" (Sopheab et al., 2008). In Moscow, FSWs who 

had offered anal sex and had high client volume (three or more clients daily) were more 

likely to be infected with any STIs (Decker et al., 2012). 

2.6.7. Summary 

The evidence above provided a range of information about the STIs/HIV epidemic 

among FSWs in global, regional and local levels. The review has shown the clear 

associations between the high-risk behaviours and the current STIs/HIV epidemic among 

the FSW population. These associations are not only critical in the research and future 

research, but also might become recommendations in strengthening STI/HIV prevention 

intervention programs and reducing the consequences of the current STI/HIV epidemic 

in the future. 
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2.7. STI/HIV Knowledge, attitude among FSWs 

Without STI/HIV knowledge, FSWs face a higher risk of HIV infection and other 

unforeseen dangers such as STIs (Ijigho, 2011). Therefore, improving knowledge among 

FSWs of STIs/HIV is essential in implementing comprehensive STI/HIV responses and 

identifying inequity in the access to HIV services. To maintain good sexual health, FSWs 

have to know about STIs, how to negotiate with their clients, how to prevent STIs and the 

benefits of condom use, lubricants and medical assistance. Additionally, knowledge about 

legal issues, self-confidence, financial management and personal issues also play an 

important role in their occupation (Ijigho, 2011). 

An Integrated Bio-Behavioural Survey (IBBS) among 600 FSWs in East West 

Highways covering 22 districts of Nepal, found that only 31.3% of FSWs were aware of 

all five key indicators of knowledge of HIV infection. There were: abstinence from sexual 

contact, monogamous sexual contact, condom use every time during sex as the most 

reliable ways to prevent infection, plus a healthy-looking person can be infected with HIV 

and a person cannot get the HIV from mosquito bite. However, 98% of FSWs had heard 

about HIV/AIDS (FHI Nepal, 2006). In term of knowledge about STIs, FSWs who had 

experienced any STI symptoms during the past year knew of symptoms such as genital 

discharges (76.8%), itching in vagina (62.8%), blisters and ulcers around vagina (51.8%) 

and lower abdominal (pain 43.3%) (FHI Nepal, 2006). Another IBBS among FSWs in 

Pokhara Valley, Nepal, also indicated that the prevalence of correct HIV-related 

knowledge was low, with only 37.6% identifying all five key indicators (USAID Nepal, 

ASHA, & NCASC, 2011). Similarly, in urban areas in Hyderabad, Pakistan, 48.1% FSWs 

had correct knowledge about HIV/AIDS and STIs. This study also found that FSWs still 

need to obtain correct knowledge of infection and prevention of STIs/HIV/AIDS and 

improve practices of condom use  (Bhatti, 2010). These studies give an urgent message 

regarding prevention of STIs/HIV, namely that FSWs need to be accurately informed 

about the symptoms of STIs and HIV and how to prevent infection.  
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Research in Shanghai, China showed that the comprehensive correct rate of 

HIV/AIDS-related knowledge was 60.8%. FSWs from downtown areas were 

significantly better informed than those from the suburbs (p < 0.05) (Yong Cai et al., 

2010). In Hong Kong, the comprehensive correct proportion of HIV/AIDS-related 

knowledge among FSWs was low (30.1%) (Lau, Tsui, Ho, Wong, & Yang, 2010). 

Another study in China indicated that HIV transmission awareness among FSWs in 

Jiangsu province was 56.5%. Moreover, there was a significant difference between the 

rate of condom use with FSWs’ regular sexual partners (57%) and customers (77.7%). 

This research also indicated that raising the awareness of preventive measures is a key 

factor to increase condom use (Wenzhe Ma et al., 2011). 

In Vietnam, HIV/STIs-related knowledge level among FSWs varied between 

provinces. A cross-sectional survey among the most-at-risk populations in four provinces 

(Ha Noi, Hai Phong, Ho Chi Minh and An Giang) found that a high percentage (74.7%) 

of FSWs have all basic HIV/AIDS-related knowledge (Vian, Semrau, Hamer, Loan, & 

Sabin, 2012). Findings from a study in Nha Trang also showed that the level of basic 

knowledge about HIV transmission among FSWs was high; 85.2% correctly answered a 

series of five true–false questions about the modes of HIV transmission (sharing needles, 

having unprotected sex, vertical transmission, contact with HIV-infected blood, and 

sharing tattoo equipment) (Grayman et al., 2005). However, only 43.5% in FSWs in Thai 

Nguyen had comprehensive correct HIV/AIDS-related knowledge (Hoang, Hoang, & 

Pham, 2010). 

 Findings from the IBBS in 12 provinces in Vietnam showed a significant difference 

in the level of HIV/AIDS knowledge between direct and indirect FSWs. Indirect FSWs 

have a good knowledge level in comparison to direct FSWs (MOH Vietnam, 2011). For 

example, the percentage of FSWs with comprehensive correct HIV/AIDS-related 

knowledge in Ho Chi Minh city was 37.9% for direct FSWs and 62.5% for indirect FSWs 

(MOH Vietnam, 2011). Similarly, recent studies in the Mekong Delta region of Vietnam 

found that indirect FSWs had better HIV-related knowledge than direct FSWs (Tran, 

Nguyen, Nguyen, & Phan, 2013). Evidence from empirical studies in Vietnam also 
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indicated that direct FSWs with a low level of HIV/AIDS knowledge are more likely to 

be vulnerable to HIV infection (Nguyen et al., 2004; Thuy, Nhung, Van Thuc, Lien, & 

Khiem, 1998; Tran, Detels, Long, Phung, et al., 2005). 

In terms of FSWs’ perception about their risk of HIV infection, a study among 

FSWs in Nha Trang, Vietnam indicated that more than half (50.5%) of FSWs were aware 

of their risk of HIV infection through unsafe sex or unsafe injection (Mai, Linh, & Long, 

2008). On the other hand, findings from a study in the Mekong Delta region of Vietnam 

found that only 29.0% of FSWs reported that they were at risk of HIV infection (Tran et 

al., 2013). Tran et al. also showed the percentage was higher among direct FSWs (37.5%) 

than among indirect FSWs (27.2%). Another study among three classes of FSWs in 

Vietnam also found that perceptions of the risk of getting HIV/AIDS varied substantially 

across the three groups. One half (50%) in the low-status, only 28% in middle-status and 

15% of high-status FSWs believed that they were at risk of HIV infection (Le, D'Onofrio, 

& Rogers, 2009).  

A number findings of this section presented issues related to STI/HIV knowledge, 

attitudes among FSWs. These findings are investigated in this research in order to 

understand more clearly the level of STI/HIV knowledge, attitudes among FSWs. It also 

provides crucial insights into STI/HIV prevention interventions and policies among the 

FSW population. 

2.8. Condom use among female sex workers 

Many studies indicate that condom use is one of the most efficient technologies 

leading to lower STI/HIV transmission rates among FSWs around the world (Ahmed et 

al., 2001; Bautista et al., 2006; Foss, Hossain, Vickerman, & Watts, 2007; Kimani et al., 

2008; UNAIDS, 2012b). The vital role of condoms for STI/HIV prevention was 

recognized over 20 years ago (Brahme et al., 2006; Steiner & Cates, 2006) and 

widespread campaigns have been implemented to encourage condom use (Foss et al., 

2007). However, a new study about condom use among FSWs in Uganda indicates that 

40% of FSWs who had sexual intercourse with paying clients in the past month recorded 
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inconsistent condom use because of client preferences. Significant factors associated with 

the level of inconsistent condom use include indirect sex work, sexual debut before 14 

years of age, daily consumption of alcohol and being currently pregnant (Bukenya et al., 

2012). Other research in Mexico also determined that condom availability, condom 

affordability and self-efficacy were positive factors related to consistent condom use. 

Conversely, factors such as poor financial status, methamphetamine use and injecting 

drug use is associated with inconsistent condom use. The Mexican study concluded that 

to promote condom use among FSWs, the critical requirement of interventions is to 

broaden condom use among low-income and drug-using FSWs (Muñoz et al., 2010). 

Numerous studies have shown that the HIV risk behaviour changes depending on 

the sex work venue (Ford, Wirawan, Reed, Muliawan, & Sutarga, 2000; Riono & Jazant, 

2004). In addition, client demographic characteristics and the location also impact 

enormously on FSWs’ condom use in commercial sex environments (Aubé-Maurice et 

al., 2012). A cross-sectional study in Indonesia examined the structural influence of  sex 

work venues on condom use among FSWs using a random intercept three-level 

Hierarchical Generalised Linear Model (Stephen W. Raudenbush & Anthony S. Bryk, 

2002).  

This study illustrated the relationship of each level as client (level 1), FSWs (level 

2), or sex work venue (level 3) as factors that potentially influence FSWs’ condom use 

(Figure 4). The result of the study indicated that the overall proportion of consistent 

condom use was 39%, but that it varied across sex work venues, 53% at freelance 

locations, 31% at brothels and 16% in entertainment places. At the level 1, foreigners 

used condoms more than local Indonesian clients. At the level 2, the higher prevalence of 

condom use was among FSWs who have been married (Safika, Levy, & Johnson, 2013). 
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Figure 4: Multi-level model of the influence of sex work venue, FSWs and client-level 

variables on sex worker’s condom use (Safika et al., 2013).  

2.9. High-risk alcohol and drug use practices 

Drug and alcohol use are major factors leading to the increase of hazardous sexual 

behaviours among FSWs (Chi Chiao, Donald E. Morisky, Rhonda Rosenberg, Kate 

Ksobiech, & Robert Malow, 2006; Hagan & Dulmaa, 2007). Recent research among Thai 

FSWs indicates that FSWs who worked at massage parlour and bar/clubs, were young, 

had higher income, and reported a higher number of STIs, have typically engaged in sex 

with clients under the influence of alcohol. Qualitative interviews in this study indicated 

that FSWs’ regular drug and alcohol use were a tool for increasing their energy and 

relieving stress (Nemoto, Iwamoto, Sakata, et al., 2012). Another findings from a research 
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in Kenya also showed that binge alcohol use among FSWs is widespread in bars and 

associated with a reduced ability to negotiate client condom use and condom breakage, 

heightened sexual violence, and HIV infection (Chersich et al., 2007). 

Findings from research on STI/HIV risk behaviours, alcohol abuse, intimate partner 

violence and psychological distress among FSWs in Mongolia showed that over 85% of 

FSWs recorded drinking alcohol at hazardous or harmful levels; 83% reported using 

alcohol before engaging in sex with paying clients. The number of FSWs inconsistently 

using condoms when they drunk alcohol accounted for 69% (Witte, Batsukh, & Chang, 

2010). Some focus group findings of the research indicated that poverty, alcohol abuse, 

interpersonal violence, and cultural norms were major risk factors for STIs/HIV 

transmission among these vulnerable women. 

A qualitative study in Southern Brazil conducted using interviews and focus groups 

reported high-risk sexual behaviours among FSWs who regularly use the drug ‘crack’. 

According to these FSWs, unprotected sex was quite frequent with clients who paid more 

money, as well as steady partners. Moreover, FSWs who were desperate for crack and to 

needed money to buy it usually were not competent to negotiate condom use. Violence 

and lack of confidence also led to negative condom negotiation (Malta et al., 2008). That 

study developed a conceptual framework by using the ATLAS.ti software program to 

analyse and illustrate five domains of HIV/AIDS behavioural risks among FSWs who use 

crack (Figure 5) and intersecting populations of female commercial sex workers, clients 

and their regular sex partners (Figure 6)  (Malta et al., 2008). 
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Figure 5: Conceptual model of the domains of HIV/AIDS behavioural risks among 

female commercial sex workers, Southern Brazil (Malta et al., 2008). 

 

 Figure 6: Intersecting populations of female commercial sex workers, clients and 

their regular sex partners. Southern Brazil (Malta et al., 2008). 
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2.10. Mental health of female sex workers 

Mental health problems among FSWs have been identified as a risk factor for 

driving HIV infection. This factor connects directly with high-risk behaviours such as 

unprotected sex and drug use leading to increased risk of HIV-related vulnerability (Lau 

et al., 2010; Surratt, Kurtz, Chen, & Mooss, 2011). Early research explained the close 

connection between relatively low levels of decision-making in work, low substantive 

complexity, poor security and low wages and increased anxiety or depression rates of 

women and adverse psychological and mental health outcomes (Lennon, 1995). 

Findings from several FSW studies indicate higher rates of psychopathology such 

as depressive symptoms, drug use, and psychological distress (Alegría et al., 1994; Surratt 

et al., 2011). For instance, research in Puerto Rico showed that 70.1% Puerto Rican FSWs 

recorded depressive symptoms regardless of HIV infection status. Factors such as 

injecting drug use and engaging in unprotected sex were associated with a high level of 

depressive symptoms (Alegría et al., 1994). Other research in China also indicated that 

30% of Chinese FSWs had depressive symptoms. The high-level of self-perceived stigma 

among these women related closely to their poor mental health (Hong et al., 2010). A 

comprehensive assessment of mental health among FSWs in Zurich, Switzerland found 

high rates of mental disorders such as 30.1% with mood disorders and 33.7% with anxiety 

disorders. Because of the heterogeneity of female sex work as well as high levels of 

violence, FSWs were able to cope with mental disorders (Rössler et al., 2010). 

Suicide is one consequence of common mental disorders such as depressive and 

anxiety disorders, and social disadvantage such as gender-based violence and poverty 

(Aaron et al., 2004). A study in Glasgow, Scotland found that 53% of FSWs had 

attempted suicide in their life (Gilchrist, Gruer, & Atkinson, 2005). A study in Goa, India, 

showed 19% of FSWs had attempted suicide in the previous 3 months. The main factors 

contributing significantly to suicide behaviours were gender disadvantage and poor 

mental health (Shahmanesh, Wayal, et al., 2009). In some developed countries such as 

the United States, the mortality among FSWs related to suicide accounted for 4.5% of 

their deaths (Brody, Potterat, Muth, & Woodhouse, 2005). 
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Multiple logistic regression analyses from recent studies to determine factors 

associated with attempted suicide among FSWs showed that life dissatisfaction, alcohol 

abuse, multiple stable partners, experience of sexual coercion, gender and social 

disadvantages, poor mental health, and financial problems were more likely to indicate 

suicidal ideation (Hong, Li, Fang, & Zhao, 2007; Jones, 2007; Maselko & Patel, 2008; 

Patel, Kirkwood, Pednekar, & et al., 2006). To illustrate, the hierarchical conceptual 

framework (Figure 7) indicates social risk factors for suicide among FSWs in India 

(Shahmanesh, Wayal, et al., 2009).  

 

Figure 7: A conceptual framework for social risk factors for suicide among FSWs 

in India (Shahmanesh, Wayal, et al., 2009). 
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2.11. Stigmatization and discrimination among female sex workers 

A number of researchers have indicated that it is important to recognize that HIV 

and AIDS-related stigma and discrimination have posed one of the major challenges to 

effective prevention, voluntary HIV testing, counselling and treatment efforts (Chesney 

& Smith, 1999; Parker & Aggleton, 2003). Early 1960s research characterised stigma as 

“an attribute that is significantly discrediting and tainting” in the eyes of the society 

(Goffman, 1968). Stigmatising sex workers as deviant can lead to discrimination and 

social isolation (Goffman, 1968). Therefore, FSWs are often marginalised and 

stigmatised because of their work. This stigma is also associated with criminality, race, 

sexuality, drug taking behaviour and poverty. These factors have contributed to the 

increase of stigmatisation, discrimination and vulnerability to HIV infection among these 

women (NAT, 2003).  

Recent research in Liuzhou, China indicates that nearly 80% of FSWs perceived a 

medium or high level of stigma, and these levels were associated with mental health 

(Hong et al., 2010). Findings from another study in St. Petersburg, Russia also revealed 

high levels of perceived stigma among FSWs related to sex work. FSWs who had 

previously used health care services perceived an increase of sex work-related stigma and 

discrimination in the community (King, Maman, Bowling, Moracco, & Dudina, 2013). 

This result was similar to a study among FSWs in Chennai, India (Liu et al., 2011). Liu 

found that levels of perceived stigma among FSWs from the community and their family 

were lower if they had income from sources other than sex work. In addition, financial 

responsibility for the FSW’s family was associated with lower family-perceived stigma 

(Liu et al., 2011). 

2.12. STI/HIV prevention interventions Worldwide and in Vietnam 

2.12.1. STI/HIV Global prevention interventions 

With the aim of reducing FSWs’ vulnerability to HIV, a range of HIV prevention 

interventions have been developed over the past two decades. These interventions reflect 

three broad categories of interventions: biomedical, behavioural and structural 
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approaches to HIV prevention and care among sex workers. Biomedical interventions 

may include STI screening and management and increased access to standard 

antiretroviral therapy (ART). Behavioural interventions consist of strategies such as peer 

education, condom distribution and social marketing, and HIV counselling and testing. 

Structural interventions focus on addressing social and economic inequalities through 

community and economic empowerment and the promotion of a supportive legal and 

policy environment for sex worker’s rights. A comprehensive combined approach to HIV 

prevention among the sex worker community may optimize efforts to reduce HIV 

infection (NSWP, 2011; UNAIDS, 2009).  

A multilevel intervention among FSWs in Brazil with mobilizing strategies proved 

that a change in the social environment could improve condom use, reducing STIs and 

increasing social connection and participation in the FSW’s networks. FSWs in the 

intervention had dramatically higher odds of consistent condom use with new clients (OR: 

1.6, 95% confidence interval: 0.9-2.8), regular clients (OR: 1.9, 95% CI: 1.1-3.3) and 

non-paying partners (OR: 1.5, 95% CI: 0.9-1.5). In addition, the odds of the incidence of 

STIs decreased for the exposed participants compared with unexposed group (OR: 0.46, 

95% CI: 0.2-1.3) (Lippman et al., 2012). Similarly, environmental-structural 

interventions among FSWs in the Dominican Republic also showed that the combination 

of community solidarity and government policy impacted significantly on the HIV and 

STIs risk reduction (Kerrigan et al., 2006). The unique Sonagachi project, which aimed 

to develop a sustainable community in Calcutta, India, added to the evidence that 

community organizing efforts and sex worker coherence and empowerment were key 

factors in HIV prevention (Jana, Basu, Rotheram-Borus, & Newman, 2004). 

Another successful HIV-prevention programme in India using a social work 

intervention helped to decrease the prevalence of STIs/HIV among FSWs. These 

interventions included social activities such as networking with sex workers; information, 

education and communication programmes on STIs/HIV; group discussions; workshops; 

one-to-one meetings; condom availability and promotion; provision of loans to start 

business and other benefits. As a result, the majority of FSWs maintained consistent 
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condom use with their clients and carried a sufficient number of condoms. Moreover, 

condoms were sold in all the towns where the programme was implemented. The FSWs’ 

children were sent to schools. Several FSWs exited the sex trade and started a business 

(Sultana N, 2012). 

Ecological factors such as situation, environment and norms of the sex 

establishment as well as individual factors such as personal knowledge, attitude and skills 

play an important role in interventions for STIs/HIV prevention (Shahmanesh, Patel, 

Mabey, & Cowan, 2008). To illustrate, a 5-week intervention program among Filipina 

female bar workers demonstrated that both ecological and individual factors have positive 

influences on the success of interventions. Specifically, women with greater HIV 

knowledge were more likely to record consistent condom use and reduce their level of 

alcohol consumption (Morisky, Chiao, Ksobiech, & Malow, 2010). Another earlier 

intervention among FSWs implemented in Bolivia included activities such as improving 

STI clinical care, supporting periodic laboratory and behavioural interventions. As a 

result, the prevalence of STIs among FSWs declined significantly (Levine et al., 1998). 

Similarly, a systematic review of the effectiveness of interventions for the prevention of 

HIV and other sexually transmitted infections in FSWs in resource poor settings found 

strong evidence that addressing sex risk reduction, condom promotion and improving 

access to STIs treatment can lead to the decrease of STI/HIV acquisition among FSWs 

(Shahmanesh et al., 2008). 

Many studies involving biomedical interventions among FSWs have revealed that 

different STI treatment strategies such as randomized controlled trials (RCT) of 

presumptive periodic treatment (PPT) and regular screening for STIs were unable to 

prove that these strategies reduced HIV infection (Ghys et al., 2001; Kaul, Kimani, 

Nagelkerke, Fonck, & et al., 2004). Research in Kenya reported that PPT was merely one 

factor in the considerable reductions in STIs but did not reduce HIV incidence (Kaul et 

al., 2004; Kaul et al., 2002). Another intervention study in Nicaragua revealed that STI 

treatment vouchers at quality-approved clinics resulted in remarkable reductions in STIs 

among FSWs (Borghi, Gorter, Sandiford, & Segura, 2005).  
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2.12.2. STI/HIV prevention interventions in Vietnam 

In Vietnam, multi-sectoral collaboration in the implementation of HIV prevention 

and control activities has been reinforced. The Party Executive Committee and the 

Vietnam Government throughout the political system worked with mass organizations, 

civil society and international organizations at the national and local levels to continue to 

improve and broaden the HIV prevention, treatment and care services and public 

awareness of HIV, particularly in harm reduction programs. The Ministry of Health 

specifically supported the scaling-up of comprehensive harm-reduction interventions to 

reduce the transmission of HIV among people with high-risk behaviours. These included:  

the Information, Education and Communication (IEC) and Behaviour Change 

Communication (BCC) activities; the 100% Condom Use Program (100% CUP); the 

Needle and Syringe Program (NSP); the Methadone Maintenance Therapy (MMT); the 

Voluntary HIV Counselling and Testing (VCT); and the Treatment, Care and Support 

(National Committee for AIDS Drugs and Prostitution Prevention and Control, 2014). 

These interventions are described in detail. 

Information, Education and Communication (IEC) and Behaviour 

Change Communication (BCC) 

IEC and BCC activities have been implemented in collaboration with multi-sectoral 

organizations and in various forms at all levels throughout the country. Magazines, 

television programs, newspapers, bulletins, posters, banners, leaflets and campaigns 

featuring HIV campaign messages have been delivered to key populations at higher risk 

as well as the general population. IEC and BCC activities included training, peer 

education among key populations at higher risk, counselling, establishing hotlines, 

running competitions, ‘edutainment’ shows, stories and photo exhibitions (UNAIDS & 

MOH Vietnam, 2010). According to findings from the IBBS in 2006, 35.4% of FSWs, 

37.6% of male IDUs, and 54.9% of MSM correctly identified ways of preventing the 

sexual transmission of HIV and rejected major misconceptions about HIV transmission 



  

58 

 

(MOH Vietnam, 2006). Thanks to the IEC and BCC activities, these percentages 

increased in three years later, so that 51.5% of FSWs, 49.2% of male IDUs and 60.3% of 

MSM could correctly identify ways of preventing transmission of HIV (MOH Vietnam, 

2011). 

Condom Use Program (CUP) 

The 100% CUP in Vietnam was first implemented in 2000 in Ha long city, Quang 

Ninh province (WHO, 2004a). Up to the present, efforts in the 100% CUP have been 

directed at solidifying multisector coordinating roles, increasing condom advertising, 

promotion and availability through social marketing, improving STI services, and 

identifying the means to evaluate results in the programme. In 2012, the program was 

expanded from 57 to all 63 provinces, the program was also expanded at commune and 

district levels and at the end of 2013 there were 439 districts with a condom promotion 

program. As of 2013, almost 14 million condoms had been distributed, mostly through 

peer educator networks, including entertainment establishment owners and current/ 

former sex workers. Preliminary IBBS 2009 data from 10 provinces indicate that 47.3% 

of FSW reported having received condoms in the last 12 months, a higher percentage than 

in 2006 (30%) (MOH Vietnam, 2006, 2011). 

Needles and Syringes Program 

The purpose of the Needle and Syringe Program (NSP) was to reduce the risk of 

HIV transmission through blood by sharing needles and syringes when injecting drugs. 

The principal activity of the programs was to distribute or change clean needles and 

syringes, with the collection and distribution implemented by peer educators. As a result, 

the coverage of the NSP has increased over the years. The NSP expanded from 21 

provinces/cities in 2005 to 60 provinces/cities in 2009. The number of needles/syringes 

distributed increased from two million in 2006 to 24 million in 2009 and 30 million in 

2011. However, the service delivery models of the NSP are diverse, in order to provide 

services to hard-to-reach IDUs. Clients can now access the program through a variety of 
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fixed sites such as commune health stations, street venders and pharmacies. However, the 

fear of being detained continues to deter some IDUs and FSWs from making use of these 

services (National Committee for AIDS Drugs and Prostitution Prevention and Control, 

2014; UNAIDS & MOH Vietnam, 2010). 

Methadone Maintenance Therapy (MMT) 

The drug detoxification treatment program with methadone has been piloted in Viet 

Nam since 2008 and has gained positive results. The Vietnam Government has given 

directions to maintain, sustain, and expand the MMT program after the successful pilot. 

This is an important measure in harm reduction interventions for drug users, especially in 

preventing HIV infection from drug users to the community. As a result, the MMT 

services were expanded from 41 sites (6,931 patients) in 2011 to 60 sites (12,253 patients) 

in 2012, and to 80 sites (15,542 patients) in a total of 30 provinces in 2013 (National 

Committee for AIDS Drugs and Prostitution Prevention and Control, 2014). 

Voluntary HIV Counselling and Testing (VCT) 

Voluntary counselling and testing (VCT) for HIV is a major component of all 

comprehensive HIV/AIDS programs around the world (Campbell et al., 1997). Viet 

Nam’s VCT program has been scaled up in recent years, with the number of VCT sites 

and VCT clients increasing from 157 sites in 2005 to 244 sites in 2008, 256 sites in 2009, 

317 sites in 2011, and 485 sites in 2013. Low performance VCT sites with a low number 

of clients have been closed. The number of people who received VCT services during 

2013 was 569,061, which indicates a significant decrease in comparison to that in 2011 

(851,470 people); among those who received VCT services in 2013, 517,329 people 

tested for HIV (National Committee for AIDS Drugs and Prostitution Prevention and 

Control, 2014). According to the evaluation of the utilization of VCT services targeting 

high-risk populations from IBBS in 2009, the percentage of key populations at higher risk 

who received a HIV test in the last 12 months and knew the results was 35.1% among 

FSW, 23.6% among male PWID and 28.8% among MSM (MOH Vietnam, 2011). 



  

60 

 

Treatment, care and support 

HIV treatment, care and support needs in Viet Nam are rapidly increasing. 

Therefore, Viet Nam has continued a remarkable scale-up of antiretroviral therapy (ART). 

At the end of 2013, a total of 82,687 people were receiving ART. ART coverage also 

increased to 67.6% in 2013. ART was delivered at 364 HIV outpatient clinics at the end 

of 2013. However, 94% of people who have been receiving ART were supported by 

external donors. Moreover, as Vietnam gained middle income country status, the amount 

of external funds, including those supporting HIV treatment and care began to decrease. 

Therefore, Vietnam Government has also made the decision to reduce the funds for the 

national target program on HIV prevention and control. Consequently, the programs are 

facing many challenges (National Committee for AIDS Drugs and Prostitution Prevention 

and Control, 2014). 

Peer Educator Program - Approaching Community 

The peer educator system has played an important role in prevention intervention 

activities for high-risk populations. A peer educator program employs former or current 

sex workers and entertainment establishment owners, former or current drug users, men 

who currently have sex with men, and collaborators (mostly health-service staff) in order 

to provide harm-reduction services to IDUs, FSWs and MSM groups. According to 

VAAC, by the end of 2013, there were 2,654 IDU peer educators, 1,643 FSW peer, 368 

MSM peer educators, and 9,484 district collaborators participating in the HIV prevention 

programs (National Committee for AIDS Drugs and Prostitution Prevention and Control, 

2014).  

STIs/HIV prevention intervention research in Vietnam 

Recent research in five border provinces (Lai Chau, Quang Tri, Dong Thap, An 

Giang, and Kien Giang) found changes in the prevalence of STI/HIV among FSWs after 

a community HIV prevention intervention project. Three main groups of activities were 
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implemented: behaviour change communication activities for host communities and 

mobile populations; condom promotion using social marketing; and care and 

management of STIs. After two years, Chlamydia/Gonorrhoea prevalence decreased from 

19.9% to 11.3%. Gonorrhoea prevalence decreased from 10.7% to 2.9%, and Chlamydia 

prevalence also significantly declined from 11.9% to 9.1%. HIV prevalence also 

decreased, from 4.5% to 3.6%, but the decrease was not significant (Thuong et al., 2007). 

Another intervention study in Vinh Long province evaluated the efficiency of the 

HIV prevention intervention programs among FSWs. The intervention programs were the 

IEC and BCC activities; the 100% CUP; the NSP; and the Treatment, Care and Support. 

After two-years of intervention, self-perception of the HIV risk increased from 48.3% to 

60.3%. The percentage of consistent condom use with first-time/new clients also 

increased from 56.8% to 78.2%, with regular clients from 52.5% to 64.5%, and with 

partner/husband from 17.3% to 28.8%. The prevalence of voluntary HIV testing among 

FSWs increased from 77.5% to 90.6%. STI-related knowledge among FSWs improved 

noticeably. For example, a significantly increased percentage (from 53.1% to 82.5%) of 

FSWs had been to government or private hospital centres for examination and treatment 

when they noticed STI symptoms (Nguyen, 2010). 

The review of this section provides a range of STI/HIV prevention interventions 

worldwide and in Vietnam. Effective interventions with sex workers are an important 

component of comprehensive STI/HIV prevention and treatment strategies (WHO, 2012). 

Many of these programmes, however, have had a limited impact on STI/HIV transmission 

dynamics simply because they are implemented on such a small and localized scale. 

Addressing the limitation of the prevention interventions is one of the major challenges 

to STI/HIV prevention among FSWs (Global HIV Prevention Working Group, 2007). In 

light of these issues, the research will explore and appraise the effectiveness of the 

STI/HIV prevention interventions in Ba Ria – Vung Tau province, Vietnam. 
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2.13. Summary and Research Questions 

The literature review above has provided a comprehensive picture about the 

STIs/HIV epidemic among FSWs at global, regional and local levels. This chapter has 

also discussed the association between a number of behavioural risk factors and STI/HIV 

prevalence among FSWs in many countries and Vietnam. The vital role of correct 

STI/HIV knowledge among FSWs was identified as a key factor related to increased 

condom use. In addition, high-risk drug and alcohol use practices were identified as 

leading to the dangerous increase of risky sexual behaviours among FSWs. Also, mental 

health problems have been identified as a risk factor for HIV infection. Violence, HIV 

and AIDS-related stigma and discrimination also pose tremendous challenges to effective 

prevention, voluntary HIV testing, counselling and treatment efforts. Finally, HIV 

prevention interventions have had effects in three broad categories: biomedical, 

behavioural and structural approaches to HIV prevention and care among the high-risk 

group.  

In the light of the literature reviewed above, this research project will try to answer 

the following broad research questions that, together, cover the specific issues identified 

in the research literature: 

- What is the prevalence of STI and HIV infections among FSWs in Ba Ria – 

Vung Tau, Vietnam? 

- What social factors relevant to FWSs influence the present STI/HIV prevalence 

among FSWs in Ba Ria – Vung Tau, Vietnam? 

- What are the risky sexual behaviours associated with STI/HIV infections among 

FSWs in Ba Ria – Vung Tau, Vietnam? 

- What are the levels of STIs/HIV-related knowledge among FSWs in the 

province, and what are their attitudes towards STIs and HIV? 

The following chapter will now identify the methods that will be used to address 

the research questions that we have derived from the literature. 
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CHAPTER 3: RESEARCH METHODOLOGY 

INTRODUCTION 

This chapter presents an overview of the methodology used in the research. The 

study design, the research process, descriptions of approaches, the sample size, sampling 

methods, development of research instruments, data collection, the process of data 

management, data analysis techniques and ethical considerations are described in detail.  

3.1. Research aim and objectives 

3.1.1. Overall Aim 

The overall aim of the research is to determine the prevalence of STI/HIV infections 

and assess the levels of STIs/HIV-related knowledge, attitudes and sexual behaviours 

towards STIs/HIV among FSWs in Ba Ria – Vung Tau, Vietnam. 

3.1.2. Specific objectives 

- To determine the prevalence of HIV and curable STIs among FSWs. 

- To identify and evaluate the social factors that influence the STI/HIV infections 

among FSWs. 

- To assess the sexual behaviours associated with the STI/HIV infections among 

FSWs. 

- To appraise the levels of STI/HIV-related knowledge and attitudes among FSWs 

3.2. Study Design 

A cross-sectional study design was employed using mixed methods (quantitative 

research combined with qualitative research). The study was implemented in three stages 

to answer the research questions identified from the literature in Chapter 2. Figure 9 

indicates the sequence of the various research activities conducted in the different phases 

to achieve the study objectives. 
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Stage 1: The study began with a literature review to identify the global HIV/AIDS 

and STI epidemic among FSWs. The review assisted the researcher to develop study 

indicators and the survey questionnaire. 

Stage 2: Quantitative research methods were used for an epidemiological survey of 

FSWs. This stage explored the socio-demographic characteristics and risk factors 

affecting FSWs. Qualitative research methods supplemented the quantitative research 

findings, especially in relation to different perspectives of risk behaviours among FSWs.  

Stage 3: The final stage synthesized the results of the two previous stages to clarify 

findings and draw implications for intervention plans and future research in STI/HIV 

prevention among FSWs. 

3.3. Target population for the study 

The research was conducted among FSWs in Ba Ria – Vung Tau, Vietnam, a well-

known coastal tourist destination which caters to the well-to-do with a variety of 

entertainment services. The FSWs are considered to be a high-risk sub-population for 

HIV and STIs. FSWs who were working in brothels, on the streets, in parks, bus stations 

or in hotels, motels, hostels, restaurants, and entertainment services (such as karaoke 

clubs, nightclubs, massage clubs, coffee shops) were invited to participate in the 

investigation, using information obtained from a social map of the population (see Figure 

10). This approach has been used successfully by a number of researchers and has been 

accepted as an appropriate method to assess the size of such a “hidden” or hard to reach 

populations (Dean, Wollin, Stewart, Debattista, & Mitchell, 2012b; Johnstona & Sabin, 

2010).  

3.3.1. Mapping the social geographic locations 

Before conducting the actual investigation in commercial sex venues, the first stage 

required all such venues to be identified based on the social geographic locations on the 

map; and an estimate of the number of FSWs to be made at each location (Figure 10). At 

the end of the mapping process, all information was aggregated and the estimated 

population was determined at each survey location. 
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Participants were surveyed at 8 locations (2 cities and 6 districts) in Ba Ria – Vung 

Tau, including Vung Tau city, Ba Ria city, Dat Do district, Long Dien district, Xuyen 

Moc district, Chau Duc district, Tan Thanh district and Con Dao island district. 

Figure 10: Map of Vietnam and Ba Ria – Vung Tau province 

 

: Venues were identified by researcher and staffs of HIV/AIDS Prevention Centre  

of Ba Ria – Vung Tau province (Fieldwork 18 July 2013) 

3.3.2. Types of FSW recruited 

FSWs were recruited subject to the inclusion criteria identified below. FSWs were 

divided into two groups, based on the type of their sexual services: 

 Those providing direct sexual services, also known as street FSWs who often 

work in parks, railway stations, bus stations, ferries, coffee shops, alleyways, on the 

streets and beaches (sitting next to their customers). Their income is mainly derived from 

sex services and typically they do not have any other source of income.  

 Those providing indirect sexual services, also known as restaurant FSWs who 

usually work in restaurants, hotels, karaoke bars, garden cafes, "bia ôm" (hug beer) 
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restaurants (places where customers can drink beer with the services of FSWs such as 

hugging, kissing, and even sex) massage venues, or hair dressing services. These FSWs 

have two income sources: from non-sexual services or sale of food, beverages and from 

sexual services. 

3.4. Sample Selection Criteria 

The following inclusion and exclusion criteria were developed and applied: 

3.4.1. Inclusion Criteria: 

Women, who met the following criteria, were eligible to participate in the 

investigation: 

- Women who were 18 years old or older; 

- Those with full mental ability and who agreed to participate in the investigation; 

- Those who self-reported exchanging sex for money or goods at least once within 

one month prior to the survey; and 

- Those who agreed to provide specimens for STI/HIV testing. 

3.4.2. Exclusion Criteria: 

Women, who met one of the four following criteria, were excluded from the survey: 

- Under 18 years old; 

- Those who did not cooperate in the study process; 

- Those who engaged in dangerous behaviours during the study process, such as 

threatening investigation staff; and 

- Those with histories of diseases related to blood clotting disorder, or who were 

pregnant. 



  

68 

 

3.5. Sample Size Calculation 

The sample size was calculated based on the following formula: 

 

- n: is the number of samples needed for investigation 

- Z 1 - α /2: coefficient of reliability. α: was the statistical significance level, α = 

5%. With 95% confidence level, the value of Z = 1.96 

- p: is based on indicators from previous investigations such as STIs/HIV and 

inconsistent condom use prevalence (MOH Vietnam, 2011) 

- In sample size calculation, the estimated sample sizes were as shown in below 

Table: 

Indicators Primary survey 

indicators  

(p) 

Desired 

error  

(d) 

Calculated 

Sample 

size 

Collected 

sample size 

(n) 

HIV 3% 2% 280 

400 Chlamydia 11% 3% 418 

Inconsistent condom use 31% 5% 329 

- Therefore, the average (plus 5% increase) sample size of the study was calculated 

as n = 400 x 105% = 420. 
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3.6. Sampling methods and participant recruitment 

Since this was a large study, interviewers were required to assist the researcher to 

complete the data collection phase of the study. Also, professionally qualified laboratory 

staff were needed for the necessary laboratory work. The processes of appointment, 

training and management of the research team are described in section 3.7, below. 

Research with sensitive topics such as STIs/HIV among a hard-to-reach community 

is difficult to address using conventional methods (Dean, Wollin, Stewart, Debattista, & 

Mitchell, 2012a). A random sample survey of the general population seeking to identify 

the FSWs was clearly inappropriate, therefore, alternative-sampling methods for this 

study were considered in order to access the FSW population.  

In order to maximise the study sample, the research team employed a combination 

of several sampling methods targeting the hard-to-reach (FSWs) population in different 

cities and districts. The following four procedures were considered: respondent-driven 

sampling (RDS), take-all sampling (TAS), systematic random sampling (SRS) and time 

location sampling (TLS). The processes selected were sensitive to the circumstances of 

the geographic area and the target population characteristics. For example, Dat Do district 

is a rural area with a few entertainment venues, so the “take-all” sampling method was 

appropriate. On the other hand, the systematic random sampling method was more 

appropriate for Vung Tau city, which is a tourist city with many entertainment services 

and a high FSW population.  

Table 3.1:  Sample size and sampling method of each study place 

No. Study places Sample size Sampling methods 

1 Ba Ria 50 TLS 

2 Xuyen Moc 40 TAS 

3 Dat Do 40 TAS 

4 Vung Tau 60 SRS 

5 Con Dao 60 SRS 

6 Chau Duc 50 RDS 

7 Tan Thanh 60 RDS 

8 Long Dien 60 RDS 

 Total 420  
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3.6.1. Respondent-Driven Sampling (RDS) 

RDS is a chain-referral method in which recruitment takes place through participant 

referral. RDS allowed us to obtain diversity of the target population characteristics, 

geographic area, and large networks of the target population (Bacak, 2006; Heckathorn, 

1997). This approach requires the investigator to select participants through local staff, 

such as community health workers or peer educators. This was the approach employed in 

Long Dien, Tan Thanh and Chau Duc districts. 

3.6.2. Take-all sampling (TAS) 

Take-all sampling is used when the population size, after mapping, is estimated as 

smaller than the requirement (MOH Vietnam, 2011). All members of the target 

population at mapped locations are recruited. The investigator accessed eligible 

participants with the assistance of peer educators, explained the study objectives, and 

distributed the research invitation. This was the approach employed in Dat Do and Xuyen 

Moc districts. 

3.6.3. Systematic random sampling (SRS) 

Systematic random sampling is applied when the population size after mapping is 

approximately as big as the requirement (MOH Vietnam, 2011). The investigator selected 

one out of every two eligible individuals. If the sample size was not obtained before all 

sites had been visited, this procedure was repeated until the sample size was obtained. 

This was approach employed in Vung Tau city and Con Dao district. 

3.6.4. Time Location Sampling (TLS) 

TLS is used for the at-risk hidden population such as FSWs in parlours, bars or 

clubs when they gathered at a certain time of the month for a specific purpose. They can 

be approached only at that particular time and space/location (Duncan A. MacKellar et 

al., 2007; Muhib F. B et al., 2001). This was the approach employed in Ba Ria city. TLS 

methods were implemented using a two-stage sampling approach: 
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Stage 1: Development of sampling frames and selection of clusters 

- Step 1: The research team determined sites and drew relevant maps including the 

target population in each district/city 

- Step 2: The team estimated and identified the population size at each venue. 

- Step 3: All information on each venue was recorded in a form that included 

address, features and an estimation of the target population level: high, medium 

or low. 

Stage 2: Recruitment of participants 

- Investigators were provided with information on each venue. 

- Investigators visited the venue before starting the survey. 

- Investigators accessed eligible participants with the assistance of peer educators 

or health workers. 

- Investigators explained the study purpose and gave out a research invitation. 

- If the sample size was not obtained after all venues had been visited, the procedure 

was repeated until the required sample size was obtained.  

3.6.5. Control of duplications 

While there was very little possibility of repetition or duplication in the recruitment 

process, in order to avoid repeating interviews with the same participants, several 

questions were asked of them to ensure that there was no double counting or repeated 

participation in the study. Such questions were included in the questionnaire and on the 

invitation card.  
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3.7. Data Collection Procedures 

3.7.1. Research preparation 

Recruitment of research assistants 

Interviewers recruited into the research team were staff who had experience in the 

community as peer educators or community health workers. Staff from the district health 

centres were also employed to conduct interviews. 

In the laboratory, the research involved collaboration with laboratory staff of 

district health centres, the provincial Preventive Medicine Centre or HIV/AIDS 

Prevention and Control Centre. 

The interviewers and laboratory staff received extensive training and were closely 

supervised by the researcher using clear research protocols. Both the training and the 

research protocols followed the guidelines for the ethical conduct of research, as laid out 

by Griffith University’s Human Research Ethics Committee. The discussions paid 

particular attention to social and cultural context of the proposed particiants, including 

their capacity to read and understand full informed consent. The researcher was on hand 

in Ba Ria – Vung Tau throughout the data collection period and thus available to respond 

to any concerns from participants or interviewers/laboratory staff. The researcher had the 

strong support of the Ministry of Health, and as a current Ministry of Health public 

servant, was familiar with the culture and requirements of the provincial Preventive 

Medicine Centre and the HIV/AIDS Prevention and Control Centre. 

Training Recruiters 

A one-day training course was held on 9th January 2014 in the provincial HIV/AIDS 

Prevention and Control Centre, prior to data collection. The contents of the course 

consisted of training about STIs/HIV and risk behaviours, study design, interview skills, 

how to use the questionnaire, how to access the target populations, data and specimen 

handling and transfer, and monitoring and supervision of data collection.  
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3.7.2. Study centres and quantitative data collection procedures 

Each district/city had a study centre, and each centre consisted of two groups: 

- Invitation delivery group including investigators and peer educators/ community 

health workers. 

- Investigating group: including reception staff, screening staff, interviewers, 

laboratory staff, administrative staff, and supervisors. 

Community research nodes: the researcher coordinated with peer educators or 

community health workers to enrol participants according to the sampling plans. 

Study centre nodes: Each study centre set up three areas: a reception area; an 

interview room; and a room for gynaecological examination, diagnosis and specimen 

collection. These rooms were arranged to ensure participant privacy and security. The 

data collecting procedure followed 4 steps (see Figure 11): 

 

Figure 11: Data collection procedures at the study centre 

Step 1: When participants arrived, they registered at the reception desk. The 

screening staff then checked the participant criteria and explained the purpose of the 
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investigation; when participants understood completely about the survey and, using the 

Informed Consent process, agreed to participate, they signed an agreement and were 

provided an ID number. 

Step 2: The reception staff assisted participants to move to the private interview 

area where the interviewer commenced the survey using the structured questionnaire. 

Before each interview, the interviewer checked again with participants following the 

selection criteria and ID numbers. Each interview took on average 30-45 minutes. 

Step 3: At the end of the interview, participants were guided to a room for 

examination, diagnosis and collection of biological samples. The room was also arranged 

to provide privacy and security for participants. Lab technicians collected biological 

specimens of blood and urine. Each participant was given a test tube and guided how to 

collect urine samples for Gonorrhoea and Chlamydia testing. All tests for STIs and HIV 

were implemented using the approved tests in a registered laboratory.  

Step 4: When the investigation process was completed, all participants received a 

small allowance (AUD 10 per participant) for their participation and an appointment card. 

The cards contained the details of the researcher (address, telephone number and hours 

of business) in case of any problems. The cards were also used for the participants to 

obtain their test results after two weeks. 

Participants who were found to be positive with HIV or STIs were offered 

counselling or introduced to relevant clinics, hospitals or care services for follow-ups. 

These included free treatment for STIs and/or transfer to HIV care and support services.  

3.8. Biological sample collections 

Lab technicians at study centre collected biological specimens of blood and urine. 

These samples were stored and sent to the provincial HIV/AIDS Prevention and Control 



  

75 

 

Centre for detection of HIV and the Social Disease Prevention centre for detection of 

STIs. 

3.8.1. HIV Testing 

HIV testing was conducted at standardized HIV laboratory at the provincial 

HIV/AIDS Prevention and Control Centre. HIV testing was performed using one rapid 

test using immunochromatography and two enzyme-linked immunosorbent Assay 

(ELISA) tests, according to strategy of the Vietnam Ministry of Health and WHO (WHO, 

2009). To control the quality of HIV testing, the centre was taken randomly 5% of HIV-

negative samples and 5% HIV-positive sample to re-test. 

3.8.2. STI Testing 

Syphilis 

Syphilis testing was conducted at standardized laboratory at the Social Disease 

Prevention centre. Syphilis testing was implemented on serum samples using a Rapid 

Plasma Regain (RPR) screening test and a Treponema Pallidium Hemaglutination Assay 

(TPHA). A Syphilis case was confirmed when the serum sample was positive using both 

techniques. 

Gonorrhoea and Chlamydia 

Specimens of urine from FSWs were collected and stored at -20oC by the lab 

technicians at the study locations. After that, all specimens were transported to the 

standardized laboratory of the Social Disease Prevention centre. Gonorrhoea and 

Chlamydia were detected in urine by Polymerase Chain Reaction (PCR). Five percent 

negative samples and five percent of positive samples were randomly selected and re-

tested for quality assurance at the laboratory of the centre. 

3.9. Survey Questionnaire 

Assessing STI/HIV transmission and understanding risk behaviours among FSWs 

is a critical issue for effective planning of STI/HIV prevention and intervention. 

Therefore, the primary measure of this study was based on the structured questionnaire. 
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The questionnaire was compiled and modified from an existing questionnaire used in the 

Integrated Biological and Behavioural Surveillance (IBBS) survey among FSWs in 

Vietnam (Global Strategic Information, 2014; MOH Vietnam, 2011), with some 

additional questions. The questionnaire included a total of 124 questions and was divided 

into 11 sections. These were: socio-demographic information; safe sex practice and 

condom use; sexual intercourse: quantity and partner types; sexual intercourse with 

unknown customers, regular customers, husband, lover and partners; gynaecology 

history; sexually transmitted diseases; use of drugs; HIV/AIDS-related knowledge and 

attitudes; and intervention programmes. The questionnaire thus covered vital aspects of 

risk behaviours and provided information regarding specific core indicators. The detailed 

questionnaire is attached in both English and Vietnamese languages (Appendices 2 and 

3). 

3.10. Core indicators 

Following the identification of the study’s aim, specific objectives and research 

questions identified from the literature and described in Chapter Two, the study focused 

on the following core indicators: 

Outcome (dependent) variables: 

- HIV and curable STI prevalence among FSWs (from specimen test results) 

Independent variables (information obtained through questionnaire survey): 

- Their socio-demographic characteristics; 

- Their knowledge and attitudes about STIs/HIV; 

- Their practices related to condom use and safe sex; 

- Their sexual behaviour; 

- Their drug and substance use; 

- Their awareness of the risk of STIs/HIV; and 
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- Their access to STI/HIV prevention and interventions. 

3.11. Pilot study 

A pilot study was conducted across Ba Ria – Vung Tau province from 2-21 July 

2013. The researcher worked with the Provincial HIV Prevention and Control centre to 

visit different locations to test the viability of the four sampling methods selected and to 

ensure a high quality of survey data. A trial research project among twelve FSWs was 

made to check on the completeness and accuracy of the questionnaire, as well as the 

appropriateness of the translation. The researcher reviewed the response to the structured 

questionnaire, in both English and Vietnamese languages and, as a result, amended some 

questions. Additionally, a brief in-depth discussion was conducted with five FSWs to 

clarify some significant features of the questions related to their sexual behaviours. 

3.12. Qualitative Data Collection 

Three subsamples were selected from the quantitative sample of FSWs to collect 

additional qualitative information. The design of the qualitative research was dependent 

on initial findings from the quantitative research. The primary aim was to understand in-

depth the different perspectives of risk behaviours from FSWs. A semi-structured 

interview questionnaire was developed for the interview (see Appendix 6).  

For the in-depth interview with FSWs, three high-risk sites (Vung Tau city, Con 

Dao district and Long Dien district) were chosen from eight geographic regions (6 

districts and 2 cities) identified as study sites in the province. At the study site, 15 

participants were selected. Peer educators and community health workers assisted by 

inviting participants to come to the interview location. All the face-to-face in-depth 

qualitative interviews were carried out and recorded with the agreement of the 

participants. Open-ended questions were used to allow the participants to freely express 
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themselves. The interview process took around 30 minutes. The following information 

was collected in the interviews: 

1. History of sex work 

2. Knowledge and attitudes about HIV/STD and sources of information 

3. Sex behaviours and the reasons for engaging with sex work. 

4. Alcohol and drug use, and the reasons for it. 

5. Access to the intervention programmes. 

The interviews were conducted in a private room at the participants’ workplace and 

were recorded and transcribed in Vietnamese. All the interviewers were peer educators 

with experience in HIV/AIDS and STI counselling, and were specifically trained for the 

program. 

Additionally, a focus group was conducted with the leaders of all Health Centres: 

the Department of Health, the Preventive Health Centre, HIV Prevention and Control 

Centre, Social Disease Prevention Centre, District/Ward Health Centres and other related 

public authorities. The aim was to discover current approaches and the appropriateness 

of strategies used to intervene and prevent the transmission of STIs/HIV among FSWs. 

Fifteen participants participated in this focus group. The director of the Department of 

Health presided at the meeting. The focus group was held for two hours in a meeting room 

of the Department of Health.  

3.13. Data Management and Analysis 

3.13.1. Data Scrutiny 

All coders and supervisors were briefed about the study objectives and indicators. 

The researcher supervised the entire scrutiny operation in order to monitor the quality of 

output. All questionnaires were saved and stored carefully. Each questionnaire was 
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scrutinised by a research group before data entry. About 10% of data were re-entered 

randomly by supervisors to check for consistency.  

3.13.2. Data Analysis 

3.13.2.1. Quantitative Data Analysis 

A database was established and data entered using Epidata 3.1 software. Incomplete 

questionnaires were excluded by logic verification. After that, the database was managed 

and analysed using Statistical Package for the Social Sciences (SPSS) version 21.0. All 

key variables were presented as distribution and summarizing data for further analysis as 

frequency, percentage, graphs, means, or other related statistics.  

Bivariate analysis using t-tests and Chi-square tests were used to examine the 

relationship between dependent variables and independent variables as well as to identify 

significant variables that were associated with the dependent variables. The results also 

showed odds ratio (OR) statistics, with 95% confidence interval and p-values were 

calculated. A p-value of less than 0.05 was considered as evidence of a significant 

association. 

Multivariate analysis as logistic regression was performed to examine the strength 

of associations and overall effects of the various independent variables on the dependent 

variables. Multivariate logistic regression was analysed three times with three different 

models. In the first model, the socio-demographic variables were analysed in Block 1. 

Secondly, the socio-demographic variables with all other risk variables, which were 

significantly associated with each STI/HIV infection at the previous bivariate analysis, 

were included in Block 2. The last model covered all variables in second model and 

together with other HIV/AIDS knowledge and approaching intervention program 

variables which were identified as significant variables regarding their associations with 

each STI/HIV infection in bivariate analysis to evaluate the effectiveness of the 

intervention programs. The results were demonstrated with adjusted odds ratios including 
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95% confidence intervals. A p-value of less than 0.05 was also considered as evidence of 

a significant association. 

 

3.13.2.2. Qualitative Data Analysis 

Qualitative data were collected from the fifteen interview participants. After the 

interview, all study materials such as audio files and transcripts were assigned  secret 

identification numbers. All interview recordings were transcribed and translated. The 

transcriptions to paper files were undertaken by the researcher and two research assistants 

from the HIV/AIDS Prevention and Control centre in Ba Ria – Vung Tau. The transcripts 

were translated into English by the researcher for data analysis. All qualitative data were 

analysed manually to understand the main context of each interview. Thematic analysis 

was used to analyse all qualitative data. The researcher systematically categorized and 

coded the data into a series of themes and sub-themes and used these to explain the 

quantitative findings. 

3.14. Validity and Reliability 

The structured questionnaire was based on the IBBS survey with some 

modifications of responses to reflect local circumstances and conditions in Ba Ria – Vung 

Tau province. This questionnaire has been validated and tested for reliability in many 

countries (Global Strategic Information, 2014). Some modifications were made by 

experienced experts of Griffith University to suit the study sample. Finally, the modified 

instrument was piloted through fieldwork in Ba Ria - Vung Tau province to ensure 

comprehension, validity and reliability of the instrument. Additionally, the qualitative 

research was implemented under the surveillance of senior supervisors from Griffith 

University and the Department of Health. 

All research staff were trained properly to minimize errors in the study process, 

especially sampling. 
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3.15. Ethical Considerations 

In order to minimise any social risks, the ethical considerations of the study were 

jointly approved prior to the start by the Department of Health in Ba Ria – Vung Tau 

province and the Human Research Ethics Committee of Griffith University (see 

Appendix 1 and 2). 

After training and discussion of ethical issues, the background, purpose, and 

procedures of the survey were explained to participants, together with the measures taken 

by the investigator to ensure confidentiality and privacy of the participants. To ensure 

confidentiality, the researcher removed all identifiable names, personal information or 

details from the collected data. To ensure privacy, the researcher kept all participants’ 

information for this study. The Informed Consent and Information documents are 

included in Appendix 3. 

Study participation was voluntary and participants were informed that they were 

free to withdraw from the study at any time during the survey process. Following careful 

explanation of the survey, study staff gave eligible participants the consent form to read 

or, when necessary, the consent form was read to the participant by staff. Participants 

were given the option to complete the interview only and decline the biological tests. 

To minimize any discomfort due to the sensitive questions, the questionnaire were 

administered in a private and confidential setting. Participants could refuse to answer any 

specific question related to their private life in the interview process. All participants were 

provided with the name and telephone number of the researcher, who was available in Ba 

Ria – Vung Tau province throughout the data collection process. The purpose of this was 

that if participants had any questions about the survey or should they be injured or 

mistreated as the result of their involvement in the survey, they could immediately get in 

touch. 

All of the survey processes were conducted in confidence. All information obtained 

from this study was carefully kept in a locked cabinet only accessed by the researcher. 

The researcher monitored the data collection process closely to ensure that any ethical 

issues or queries were immediately addressed and that all interviewers and lab staff were 
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following ethical principles appropriately. No concerns were raised by either staff or 

participants.    

Testing technicians were trained and had experience in taking blood samples in 

order to reduce the risk of infection as well as pain. The STI/HIV-infected subjects were 

counselled and introduced to clinics or hospitals in Ba Ria – Vung Tau for appropriate 

care and treatment without fees.  

All participants were compensated for their time and effort in this survey with VND 

200.000 per participant, equivalent to AUD 10. 

 

CHAPTER 4: QUANTITATIVE RESEARCH FINDINGS 

INTRODUCTION 

This chapter presents the quantitative results from this exploratory study. The 

chapter includes four sections, each of which is aligned with the study objectives, core 

indicators and research questions. The first section describes the socio-demographic 

characteristics of study participants. HIV and STI infections such as Syphilis, Chlamydia, 

Gonorrhoea and the combination of Chlamydia and Gonorrhoea among FSWs are 

presented in the second section. The final two sections present the results of statistical 

tests examining a range of factors associated with HIV and each selected STI infection 

among the sample. Bivariate data analysis was conducted using chi-square test and 

univariate logistic regression for categorical independent variables. Multivariate analysis 

using logistic regression was conducted entering all the variables associated with 

STI/HIV prevalence at a p-value less than 0.05 in the univariate analyses, or those which 

were found relevant to the infections in the literature review. Adjusted odds ratios were 

used to measure the strength and direction of the observed associations. All hypotheses 

were tested at significant level of α = 0.05. 
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4.1. CHARACTERISTICS OF STUDY PARTICIPANTS 

4.1.1. Socio-demographic characteristics 

The following section presents the socio-demographic profile (Table 4.1) of the 

FSWs in relation to age, ethnicity, religion, educational level, marital status, reproductive 

health, living status, employment and income.  

Overall, the mean age was 27.9 years, with a range of 18 to 40 years at the time of 

interview. One quarter (25.4%) were 24 years of age or under. Most of them were of Kinh 

ethnicity and the majority were Buddhist (91.7% and 66.9% respectively). In terms of 

education, the study participants could be divided into 3 groups, with the majority 

(43.3%) having a minimal level of education of primary school (grade 1 - 5) or being 

illiterate, although over a quarter (26.2%) had Grade 10 or above. Approximately one-

half (48.1%) had been married or cohabited. Nearly one-third (32.1%) of FSWs had ever 

been pregnant and 30.4 percent of these women had miscarried. Almost a third (30.5%) 

were living alone. Almost two-thirds (63.1%) were unemployed before becoming FSWs. 

Most of the sample had a number of jobs, but 40.2% earned money solely by sex work. 

The average monthly income was AUD 375.3 per month. 

Of the total FSW sample of 420, direct FSWs accounted for 39.5% (166) and 60.5% 

(254) were indirect. The socio-demographic characteristics of the two types of sex work 

(direct or indirect) differed by religion, educational level, marital status, living status, 

whether employed before becoming FSWs, source of income and monthly income (all p-

value < 0.05 in Chi-square tests). In terms of religion, 80.9 percent of indirect FSWs were 

Buddhists compared to 60.8 percent of direct FSWs (p = 0.049). The distributions of 

educational level were different for direct and indirect FSWs, with over one-half of direct 

(56.6%) having a low level of education compared to approximately one-third (34.6%) 

among indirect FSWs (p < 0.001). The proportion of FSWs who had been married or 

cohabitated was lower for direct FSWs than for indirect FSWs (36.7% and 55.5%, p < 

0.001). Significant differences were also observed between the two groups in terms of 

unemployment before becoming FSWs, source of income and monthly income. For 
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example, the proportion of direct FSWs being unemployed prior to sex work was 

significantly higher than indirect FSWs (74.7% and 55.5% respectively, p < 0.001). At 

the time of interview, the percentage of direct FSWs whose only income was from sex 

work was higher than the proportion in the indirect FSWs group (80.1% and 14.2%, p < 

0.001). However, the direct FSWs group had a lower monthly income than indirect FSWs. 

Specifically, 84.4% of direct FSWs earned more than AUD 200 monthly, compared to 

95.2% of indirect FSWs (p < 0.001).  

 

 

 

 

Table 4.1. The socio-demographic profile of participants  

(n = 420) 

Socio-demographic 

Profile 

Total 

n (%) 

Direct FSWs 

n (%) 

Indirect 

FSWs 

n (%) 

OR (95% CI) P-

value 

Age Group 420 166 254   

20 or below 22 (5.2) 9 (5.4) 13 (5.1)  0.701 

21-24 85 (20.2) 29 (17.5) 56 (22.0)   

25-29 165 (39.3) 66 (39.8) 99 (39.0)   

30 or above 148 (35.2) 62 (37.3) 86 (39.0)   

Mean 27.91 28.20 27.72   

Range 18-40 18-40 18-38   

Ethnicity  420 166 254   

Kinh 385 (91.7) 153 (92.2) 232 (91.3) 1.11 (0.54 - 2.28) 0.763 

Others 35 (8.3) 13 (7.8) 22 (8.7)  

Religion  420 166 254   

Buddhism 281 (66.9) 101 (60.8) 180 (80.9)  0.006** 

Other  religions 40 (24.1) 59 (23.2) 99 (23.6)  

No religion 40 (9.5) 25 (15.1) 15 (5.9)  

Education level 420 166 254   

Low (Under grade 5) 182 (43.3) 94 (56.6) 88 (34.6)  0.001*** 

Medium (Grade 6-9) 128 (30.5) 43 (25.9) 85 (33.5)  

High (Grade 10 or over) 110 (26.2) 29 (17.5) 81 (31.9)  

Marital status 420 166 254   

Single 104 (24.8) 45 (27.1) 59 (23.2)  0.001*** 

Married/ Cohabitating 202 (48.1) 61 (36.7) 141 (55.5)  

Divorced/Widowed 114 (27.1) 60 (36.1) 54 (21.3)  

Ever got pregnant  420 166 254   

Yes 135 (32.1) 50 (30.1) 85 (33.5) 0.85 (0.56 - 1.31) 0.473 

No 285 (67.9) 116 (69.9) 169 (66.5)  
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Ever Miscarried  135 50 85   

Yes 41 (30.4) 16 (32.0) 25 (29.4) 1.12 (0.53 - 2.40) 0.752 

No 94 (69.6) 34 (68.0) 60 (70.6)  

Living status  420 166 254   

Alone 128 (30.5) 39 (23.5) 89 (35.0)  0.039* 

Husband/ Boyfriend 118 (28.1) 53 (31.9) 65 (25.6)  

Relatives/ Friends 174 (41.4) 74 (44.6) 100 (39.4)  

Employed before becoming 

FSWs 

420 166 254   

Not employed 265 (63.1) 124 (74.7) 141 (55.5)  0.001*** 

House work 39 (9.3) 18 (10.8) 21 (8.3)  

Full-time work 10 (2.4) 3 (1.8) 7 (2.8)  

Part-time work 43 (10.2) 8 (4.8) 35 (13.8)  

Casual work 43 (10.2) 10 (6.0) 33 (13.0)  

Student 20 (4.8) 3 (1.8) 17 (6.7)  

Source of Income 420 166 254   

Sex work only 169 (40.2) 133 (80.1) 36 (14.2) 24.41 (14.52 - 41.02) 0.001*** 

Other jobs 251 (59.8) 33 (19.9) 218 (85.8)  

Monthly Income 420 166 254   

Low (≤ AUD 200) 38 (9.0) 26 (15.7) 12 (4.7)  0.001*** 

Medium (AUD 200 to 400) 281 (67.0) 114 (68.7) 167 (65.7)  

High (≥ AUD 400) 101 (24.0) 26 (15.7) 75 (29.5)  

Mean AUD 373.3 AUD 334.5 AUD 398.7   

Range AUD 50-1250 AUD 50-1250 AUD 75-1250   

Note:  * p < 0.05 ** p < 0.01 *** p < 0.001 

4.1.2. Risk behaviours of FSWs 

The results relating to risk behaviours among the FSWs sample are presented in 

Table 4.2. The mean age at which FSWs had the first sexual intercourse was 19 years and 

more than half (58.3%) reported that they had had their first sexual intercourse before the 

age of 20 years. Around 7.8 percent of direct FSWs, however, reported that their first sex 

experience was much earlier, at 14 years or below, compared to 1.2 percent of indirect 

FSWs. The study also revealed that there were significant differences in age of first sexual 

intercourse between the two types of FSWs (p < 0.001). 

The mean age at which the participants first worked as FSWs was 22.57 years, with 

a range from 16 to 33 years of age. The mean number of years for which the sample had 

worked as FSWs was 2.24 years, with more than one-half (56.4%) of them working less 

than a year. The proportion of direct FSWs who had worked 4 years or more was higher 

than for indirect FSWs (44.0% and 7.5%, respectively). Significant differences were also 

observed between these two groups in age of first working as FSWs (p = 0.017) and 

working duration as FSWs (p < 0.001).  
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A majority of FSWs (75.2%) reported that they had worked as FSWs in other places 

in Vietnam. Also, 7.4 percent of FSWs had worked abroad as FSWs. The number of direct 

FSWs who had worked abroad as FSWs was more than 3 times higher than indirect FSWs 

and this difference was statistically significant (OR = 3.02, 95% CI = 1.41 – 6.49, p = 

0.003). 

The number of paying clients that an FSW served over the month prior to data 

collection ranged from 5 to 35, with a mean of almost 17 clients served over the last 

month. Nearly half of the participants (42.9%) reported that they had provided a service 

to over 15 paying clients over the last month. There were substantial differences between 

the two types of FSWs regarding the number of paying clients. The proportion of direct 

FSWs who had served more than 15 paying clients was 83.1 percent, compared to only 

16.5 percent of indirect FSWs. 

 

 

Table 4.2. Sexual behaviours of FSWs 

(n = 420) 

Sex Behaviours 

Total 

n (%) 

Direct 

FSWs 

n (%) 

Indirect 

FSWs 

n (%) 

OR (95% CI) P-value 

Age of first sexual intercourse 420 166       254   

14 or below 16 (3.8) 13 (7.8) 3 (1.2)  0.001*** 

15-19 229 (54.5) 95 (57.2) 134 (52.8)   

20-24 161 (38.3) 58 (34.9) 103 (40.6)   

25 or above 14 (3.3) 0 (0.0) 14 (5.5)   

Mean 19.00 18.51 19.31   

Range 13-28 13 – 24 14 – 28   

Age of first working as FSWs 420 166       254   

19 or below 69 (16.4) 23 (13.9) 46 (18.1)  0.017* 

20-24 250 (59.5) 91 (54.8) 159 (62.6)   

25 or above 101 (24.0) 52 (31.3) 49 (19.3)   

Mean 22.57 23.10 22.22   

Range 16-33 16 – 33 16 – 31   

Working duration as FSWs 420 166       254   

1 year or below 237 (56.4) 64 (38.6) 173 (68.1)  0.001*** 

2 – 3 years 91 (21.7) 29 (17.5) 62 (24.4)   

4 years or above 92 (21.9) 73 (44.0) 19 (7.5)   

Mean 2.24 3.19 1.62   

Range 1-7 1-7 1-5   

Worked as FSWs in other places  420 166       254   

Yes 316 (75.2) 121 (72.9) 195 (76.8) 0.81 (0.52 - 1.27) 0.368 

No 104 (24.8) 45 (27.1) 59 (23.2)   

Worked as FSWs abroad 420 166       254   
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Yes 31 (7.4) 20 (12.0) 11 (4.3) 3.02 (1.41 - 6.49) 0.003** 

No 389 (92.6) 146 (88.0) 243 (95.7)   

Number of paying clients  420 166       254   

Over 15 180 (42.9) 138 (83.1) 42 (16.5) 24.88 (14.73 - 42.01) 0.001*** 

15 or below  240 (57.1) 28 (16.9) 212 (83.5)   

Mean 16.99 22.80 13.19   

Range 5-35 10-35 5-28   

Type of sexual intercourse 420 166       254   

Had oral sex Yes 342 (81.4) 142 (85.5) 200 (78.7) 1.59 (0.94 - 2.71) 0.080 

No 78 (18.6) 24 (14.5) 54 (21.3)   

Had anal sex Yes 74 (17.6) 44 (26.5) 30 (11.8) 2.69 (1.61 - 4.50) 0.001*** 

No 346 (82.4) 122 (73.5) 224 (88.2)   

Inconsistent condom use with paying clients in most recent time  

First time/new customers 401 158 243   

Yes 61 (15.2) 37 (23.4) 24 (9.9) 2.79 (1.59 - 4.88) 0.001*** 

No 340 (84.8) 121 (76.6) 219 (90.1)   

Regular customers 403 157 246   

Yes 88 (21.8) 48 (30.6) 40 (16.3) 2.27 (1.40 - 3.66) 0.001*** 

No 315 (78.2) 109 (69.4) 206 (83.7)   

Unprotected sex with non-paying partners in most recent time  

 121 47 74   

Yes 42 (34.7) 25 (53.2) 17 (23.0) 3.81 (1.73 - 8.38) 0.001*** 

No 79 (65.3) 22 (46.8) 57 (77.0)   

Note:  * p < 0.05 ** p < 0.01 *** p < 0.001 

 

 Regarding type of sexual intercourse, more than 81 percent of FSWs practised oral 

sex; however only 17.6 percent had had anal sex. Direct FSWs were 2.69 times more 

likely to have anal sex than indirect FSWs (26.5% and 11.8% respectively) and this was 

statistically significant (OR = 2.69, 95% CI: 1.61 – 4.50, p < 0.001). 

In the study, FSW sexual relationships were divided into two different types: (i) 

paying clients including new or first time customers and regular customers, and (ii) non-

paying partners such as husbands, boyfriends and cohabiting male friends. Inconsistent 

condom use with non-paying partners (34.7%) was higher than with regular customers 

and new customers, (21.8% and 15.2%, respectively). In addition, there were statistically 

significant differences in inconsistent condom use between the direct and the indirect 

FSWs and their clients (see Table 4.2). A significantly higher proportion of the direct 

FSWs (23.4%) than the indirect FSWs (9.9%) had inconsistent condom use with first time 

or new clients during their most recent transaction (OR = 2.79, 95% CI: 1.59 – 4.88, p < 

0.001). Similarly, a total of 30.6 percent of direct FSWs had served their regular clients 

without consistent condom use compared to 16.3 percent of indirect FSWs (OR = 2.27, 
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95% CI: 1.40 – 3.66, p = 0.001). More than half (53.2%) of direct FSWs had unprotected 

sex with their non-paying partners compared to less than a quarter (23.0%) of the indirect 

of FSWs. 

A series of questions investigated the use of alcohol and drugs by the FSWs. As 

high as 82.4 percent of FSWs consumed alcohol at least once a week. Among them, 

almost half (48.3%) of the FSWs had had sexual intercourse when drunk. Also, only 62.9 

percent of the FSWs had used condoms during sexual intercourse when drunk. As Table 

4.3 indicates, there was also a statistically significant difference between two FSW groups 

in their alcohol behaviours. The proportion of alcohol drinkers in the direct FSW group 

was higher than in the indirect FSW group (OR = 1.82, 95% CI: 1.05 - 3.15, p = 0.031). 

Similarly, more than half (56.6%) of direct FSWs had had sex when drunk, compared to 

42.3% of the indirect FSWs (OR = 1.77, 95% CI: 1.15 - 2.73, p = 0.015). Among the 

FSWs who had had sex when drunk, direct FSWs were less likely to use condoms during 

their sexual intercourse than indirect (53.7% and 71.8% respectively), with statistically 

significant differences (OR = 0.46, 95% CI: 0.24 – 0.86, p = 0.016). 

Table 4.3. Alcohol and drug use behaviours of FSWs  

(n = 420) 

Alcohol and drug use 

behaviours 

Total 

n (%) 

Direct 

FSWs 

n (%) 

Indirect 

FSWs 

n (%) 

OR (95% CI) P-value 

Ever drunk alcohol 420      166       254   

At least once a week 346 (82.4) 145 (87.3) 201 (79.1) 1.82 (1.05 - 3.15) 0.031* 

Never drink 74 (17.6) 21 (12.7) 53 (20.9)   

Ever have sex when drunk  

 346 145 201   

Yes 167 (48.3) 82 (56.6) 85 (42.3) 1.77 (1.15 - 2.73) 0.009** 

No 179 (51.7) 63 (43.4) 116 (57.7)   

Using condoms during sexual intercourse while drunk  

 167 90 87   

Yes 105 (62.9) 44 (53.7) 61 (71.8) 0.46 (0.24 – 0.86) 0.016* 

No 62 (37.1) 38 (46.3) 24 (28.2)   

Ever heard or known about drugs and IDUs  

 420 166 254   

Yes 218 (51.9) 108 (65.1) 110 (43.3) 2.44 (1.62 - 3.65) 0.001*** 

No 202 (48.1) 58 (34.9) 144 (56.7)   

Ever used drugs  

 218 108 110   
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Yes 51 (23.4) 34 (31.5) 17 (15.5) 2.51 (1.30 - 4.85) 0.005** 

No 167 (76.6) 74 (68.5) 93 (84.5)   

Ever injected drugs  

 218 108 110   

Yes 2 (0.9) 2 (1.9) 0 (0.0) 2.04 (1.77 - 2.33) 0.152 

No 216 (99.1) 106 (98.1) 110 (100)   

Have any clients who inject drugs 

 420 166 254   

Yes 57 (13.6) 40 (24.1) 17 (6.7) 4.43 (2.41 - 8.12) 0.001*** 

No 363 (86.4) 126 (75.9) 237 (93.3)   

Note:  * p < 0.05 ** p < 0.01 *** p < 0.001 

Of the 420 participants, 218 (51.9%) said that they had heard of and knew about 

drugs and IDUs. Of these, 51 (23.4%) had tried or used drugs and 2 (0.9%) had injected 

drugs. Additionally, more than a quarter (26.1%) of all FSWs reported that they had 

served clients who injected drugs. The study found statistically significant differences in 

drug use behaviours between the two FSW groups. The direct FSWs were more likely to 

have heard or to know about drugs and IDUs than the indirect FSWs (OR = 2.44, 95% 

CI: 1.62 - 3.65, p < 0.001). Likewise, the percentage of direct FSWs who had used drugs 

was more than double that of indirect FSWs (OR = 2.51, 95% CI: 1.30 - 4.85, p = 0.005). 

Importantly, the proportion of direct FSWs who had served clients who injected drugs 

was 3 times higher than that of indirect FSWs (OR = 3.22, 95% CI: 1.68 - 6.15, p = 0.001). 

4.1.3. Knowledge about HIV/AIDS and STIs 

To assess FSWs’ HIV/AIDS-related knowledge, the study developed a set of 9 

questions. For scoring, the study gave 1 point for each correct response and no points for 

an incorrect or ‘‘do not know’’ response. The knowledge level was categorized according 

to the sum of the score; from 7 to 9 correct answers ranked as “high knowledge level”; 

from 4 to 6 correct items ranked as “medium knowledge level”; and 3 or fewer was 

categorized as “low knowledge level”. As Table 4.4 indicates, more than three quarters 

of the participants, (76.2%) answered from 7 to 9 of the items on the HIV knowledge 

section correctly. However, only 23.3 percent of participants answered all items correctly. 

Indirect FSWs were more likely to be knowledgeable about HIV/AIDS than direct FSWs 

(88.2% and 57.8%, respectively). Differences between the FSW types were significant (p 

< 0.001). 
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At the time of study, more than half (51.4%) of the FSWs had felt themselves at 

risk of HIV infection. Comparing direct and indirect FSWs, the proportion of direct FSWs 

holding this view was 12 times higher than indirect FSWs (84.3% vs. 29.9%). This 

difference was statistically significant (OR = 12.61, 95% CI: 7.67 - 20.73, p < 0.001). 

In terms of STI infections, most participants (86.0%) had heard about these. The 

percentage of direct FSWs who had heard about STI infections was higher than indirect 

FSWs (89.8% vs. 83.5%). However, this difference was not statistically significant (p = 

0.070). Among them, more than one third (40.4%) of the FSWs reported that they had 

suffered STIs infections. There was a statistically significant difference between the two 

FSW groups (OR = 2.32, 95% CI: 1.51 - 3.58, p < 0.001). The proportion of direct FSWs 

who had been infected with STIs was almost double that of the indirect FSWs (52.3% 

and 32.1%, respectively). 

 

 

Table 4.4. Knowledge of and attitudes towards HIV/AIDS among FSWs  

(n = 420) 
Knowledge and attitudes: 

HIV/AIDS and STIs 

Total 

n (%) 

Direct 

FSWs 

n (%) 

Indirect 

FSWs 

n (%) 

OR (95% CI) P-

value 

Knowledge level 420 166 254   

Low (0-3 correct answers) 3 (0.7) 2 (1.2) 1 (0.4)  0.001* 

Medium (4-6 correct answers) 97 (23.1) 68 (41.0) 29 (11.4)   

High (7-9 correct answers)  320 (76.2) 96 (57.8) 224 (88.2)   

Feeling at risk of HIV infection 420 166 254   
At risk 216 (51.4) 140 (84.3) 76 (29.9) 12.61 (7.67 - 20.73) 0.001* 

No risk 204 (48.6) 26 (15.7) 178 (70.1)   

Ever heard about STIs 420 166 254   

Yes 361 (86.0) 149 (89.8) 212 (83.5) 1.73 (0.95 - 3.16) 0.070 

No 59 (14.0) 17 (10.2) 44 (16.5)   

Ever been infected with STIs 361 149 212   

Yes 146 (40.4) 78 (52.3) 68 (32.1) 2.32 (1.51 - 3.58) 0.001* 

No 215 (59.6) 71 (47.7) 144 (67.9)   

Activities of FSWs after STIs symptoms noticed  

 219 106 113   

1. Went to government health centres for 

examination and treatment 

106 (48.4) 50 (47.2) 56 (49.6) 0.91 (0.53 - 1.54) 

 

0.724 

2. Went to private health centres for 

examination and treatment 

93 (42.5) 44 (41.5) 49 (43.3) 0.93 (0.54 - 1.58) 

 

0.782 

3. Went to pharmacy to buy drugs 37 (16.9) 16 (15.1) 21 (18.6) 0.78 (0.38 - 1.58) 0.491 

4. Cured myself at home 86 (39.3) 39 (36.8) 47 (41.6) 8.17 (0.47 - 1.41) 0.467 
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5. Continued having sexual intercourse 

while having the symptoms 

123 (56.2) 69 (65.1) 54 (47.8) 2.04 (1.18 - 3.51) 

 

0.010 

6. Used condoms while having sexual 

intercourse during the time they had the 

symptoms 

103 (47.0) 46 (43.4) 57 (50.4) 0.75 (0.44 - 1.28) 

 

0.296 

7. Did not do anything 45 (20.5) 26 (24.5) 19 (16.8) 1.61 (0.83 - 3.12) 0.158 

Visited any STI Clinic in the last 12 

months 

420 166 254   

Yes 175 (41.7) 80 (48.2) 95 (37.4) 1.55 (1.04 - 2.31) 0.028 

No 245 (58.3) 86 (51.8) 159 (62.6)   

Ever visited any STI clinic without 

symptoms 

420          166 254   

Yes 92 (21.9) 25 (15.1) 67 (26.4) 0.49 (0.29 – 0.82) 0.006 

No 328 (78.1) 141 (84.9) 187 (73.6)   

Note:  * p < 0.05 ** p < 0.01 *** p < 0.001 

  In terms of health seeking behaviours, nearly half of FSWs had been to 

government or private hospital centres for examination and treatment when they noticed 

STI symptoms (48.4% or 42.5%, respectively). However, more than a third (39.3%: direct 

FSWs) and a fifth (20.5%: indirect FSWs) who had noticed STI symptoms had attempted 

to cure themselves at home and had not sought medical care. The statistically significant 

differences in the FSWs’ behaviours indicated that direct FSWs were 2 times more likely 

to continue having sexual intercourse with their clients after they had noticed STI 

symptoms than indirect FSWs (65.1% and 47.8% respectively, OR = 2.04, 95% CI: 1.18 

– 3.51, p = 0.010). Additionally, only 21.9 percent of FSWs had visited an STI clinic 

without any symptoms for a check-up during the last 12 months. The direct FSWs were 

less likely to visit an STI clinic without having infection symptoms than the indirect 

FSWs (15.1% vs. 26.4%, p = 0.006). 

4.1.4. Use of intervention programmes 

Table 4.5. Access to the intervention programmes  

(n = 420) 

Access to intervention 

programmes 

Total 

n (%) 

Direct 

FSWs 

n (%) 

Indirect 

FSWs 

n (%) 

OR (95% CI) P-value 

Received free or cheap condoms in previous month  

 420 166 254   

Yes 304 (72.4) 113 (68.1) 191 (75.2) 0.70 (0.45 – 1.08) 0.110 

No 116 (27.6) 53 (31.9) 63 (24.8)   

Received information about safe sex and injecting drugs in previous month  

 420 166 254   
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Yes 239 (56.9) 75 (45.2) 164 (64.6) 0.45 (0.30 – 0.67) 0.001*** 

No 181 (43.1) 91 (54.8) 90 (35.4)   

Know STI/HIV testing places  

 420 166 254   

Yes 361 (86.0) 145 (87.3) 216 (85.0) 1.21 (0.68 – 2.15) 0.505 

No 59 (14.0) 21 (12.7) 38  (15.0)   

Ever had STI/HIV tests  

 361 145 216   

Yes 184 (51.0) 85 (58.6) 99 (45.8) 1.67 (1.09 - 2.56) 0.017* 

No 177 (49.0) 60 (41.4) 117 (54.2)   

Have been counselled before testing  

 184 85 99   

Yes 143 (77.7) 67 (78.8) 76 (76.8) 1.13 (0.56 - 2.26) 0.738 

No 41 (22.3) 18 (21.2) 23 (23.2)   

Received the results of the test  

 184 85 99   

Yes 149 (81.0) 69 (81.2) 80 (80.8) 1.02 (0.49 - 2.14) 0.949 

No 35 (19.0) 16 (18.8) 19 (19.2)   

Have been counselled after receiving test results  

 149 69 80   

Yes 143 (96.0) 67 (97.1) 76 (95.0) 1.76 (0.31 - 9.93) 0.515 

No 6 (4.0) 2 (2.9) 4 (5.0)   

Note:  * p < 0.05 ** p < 0.01 *** p < 0.001 

As Table 4.5 indicates, of the total FSW sample, nearly three quarters (72.4%) had 

received free condoms and well over half (56.9%) had received information about safe 

sex and injecting drugs in the month prior to interview. The direct FSWs were less likely 

to receive information about safe sex and injecting drugs over this period than indirect 

FSWs, with statistically significant differences (OR = 0.45, 95% CI: 0.30 – 0.67, p < 

0.001).  

Most (86%) FSWs knew of a STI/HIV testing clinic in Ba Ria – Vung Tau, and 

more than half (51%) had been tested for STIs/HIV. The proportion of direct FSWs tested 

was higher than indirect FSWs (58.6% and 45.8%, respectively). This difference was 

statistically significant (OR = 1.67, 95% CI: 1.09 - 2.56, p < 0.017). Among the FSWs 

who had been tested for HIV/STIs, 77.7 percent had been counselled before testing, 81.0 

percent of FSWs had received the testing results. Among the FSWs who had received 

their testing results, 96.0 percent had been counselled after receiving testing results. There 
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were no significant differences between the two types of FSWs in these percentages (all 

differences p > 0.05). 

4.2. HIV AND STI PREVALENCE AMONG FSWs 

All the 420 FSWs who participated in the survey provided biological specimens of 

blood and urine. Of these, 2.6 percent (11/420) were found to be HIV positive. HIV 

prevalence among direct FSWs was 4 times higher than the indirect FSWs (4.8% and 

1.2% respectively) and this was a statistically significant difference (OR = 4.23, 95% CI: 

1.11 - 16.21, p = 0.022). Table 4.6 provides a detailed picture of the prevalence of HIV 

and STI across direct and indirect FSWs. Figure 12 illustrates the difference between 

direct and indirect FSWs in terms of HIV and STI prevalence. 

 

 

 

Table 4.6. HIV and STIs prevalence  

 

Total 

n (%) 

Direct 

FSWs 

n (%) 

Indirect 

FSWs 

n (%) 

OR (95% CI) P-value 

HIV 420 166 254   

Positive 11 (2.6) 8 (4.8) 3 (1.2) 4.23 (1.11 - 16.21) 0.022* 

Negative 409 (97.4) 158 (95.2) 251 (98.8)   

Syphilis 420 166 254   

Positive 29 (6.9) 17 (10.2) 12 (4.7) 2.30 (1.07 - 4.95) 0.029* 

Negative 391 (93.1) 149 (89.8) 242 (95.3)   

Gonorrhoea 420 166 254   

Positive 33 (7.9) 19 (11.4) 14 (5.5) 2.22 (1.08 - 4.55) 0.027* 

Negative 387 (92.1) 147 (88.6) 240 (94.5)   

Chlamydia 420 166 254   

Positive 69 (16.4) 35 (21.1) 34 (13.4) 1.73 (1.03 - 2.91) 0.037* 

Negative 351 (83.6) 131 (78.9) 220 (86.6)   

Chlamydia/Gonorrhoea 420 166 254   

Positive 90 (21.4) 47 (28.3) 43 (16.9) 1.94 (1.21 - 3.10) 0.005** 

Negative 330 (78.6) 119 (71.7) 211 (83.1)   

Any STI 420 166 254   

Positive 114 (27.1) 62 (37.3) 52 (20.5) 2.32 (1.49 - 3.59) 0.005** 

Negative 306 (78.6) 104 (62.7) 202 (79.5)   
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Note:  * p < 0.05 ** p < 0.01 *** p < 0.001 

Figure 12: HIV/STIs prevalence among female sex workers 

In terms of STI infection, nearly 7 percent (6.9% or 29/420) of the FSWs were 

found to be infected with Syphilis. There was also a statistically significant difference in 

the prevalence of Syphilis between direct and indirect FSWs (10.2% and 4.7%, OR = 

2.30, 95% CI: 1.07 - 4.95, p = 0.029). A similar prevalence (7.9% or 33/420) of the FSWs 

were infected with Gonorrhoea. However, double this percentage (16.4% or 69/420) were 

found to be infected with Chlamydia. When aggregated, the percentage of FSWs with 

either Gonorrhoea or Chlamydia was 21.4 percent. There were, again, statistically 

significant differences in the STI prevalence among direct and indirect FSWs (all 

differences p < 0.05). The prevalence of Gonorrhoea and Chlamydia among indirect 

FSWs were 5.5 percent and 13.4 percent respectively; whereas among direct FSWs, 11.4 

percent had Gonorrhoea and 21.1 percent had Chlamydia. Any STI was defined as 

infected with any one of the above STIs. The prevalence of any STI was 27.1%. Direct 

FSWs were over twice as likely to be infected with any STI than indirect FSWs (37.3% 

and 20.5%, OR = 2.32, 95% CI: 1.49 – 3.59, p = 0.005).  
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4.3. BIVARIATE ANALYSIS RESULTS 

4.3.1. Socio-demographic characteristics and HIV/STI infections 

A summary of the bivariate analysis results of socio-demographic factors associated 

with HIV prevalence is provided in Table 4.7. Four socio-demographic variables had a 

statistically significant association with HIV infection. Participants who had low 

education levels had more than 3 times higher odds of being HIV-positive than those with 

medium or higher levels of education (OR = 3.60, 95% CI: 0.94 - 13.7, p = 0.046). Those 

who were single, divorced or widowed were more than 4 times likely to be HIV-positive 

than those who were married or co-habiting (OR = 4.31, 95% CI: 0.92 - 20.17, p = 0.044). 

Regarding sources of income, FSWs who were earning solely from sex work and 

had a monthly income of less than AUD 200 (defined as low income group) were 4 times 

(OR = 4.11, 95% CI: 1.07 - 15.71, p = 0.026) and 9 times (OR = 9.49, 95% CI: 2.75 - 

32.78, p < 0.001), respectively, more likely to be HIV-positive. Other socio-demographic 

factors such as age, ethnicity, religion, reproductive health, living status and employment 

before becoming FSWs were not found to be statistically significant (all p values > 0.05). 

Table 4.7. Socio-demographic characteristics and HIV infections 

Socio-demographic 

characteristics 

HIV infection OR (95% CI) P-value 

Total 

(n/%) 

Positive 

(n/%) 

Negative 

(n/%) 

Age Group 420 11 409   

24 or under 107 (25.5) 3 (27.3) 104 (25.4) 1.10 (0.28 - 4.22) 0.890 

25 or above 313 (74.5) 8 (72.7) 305 (74.6)  

Ethnicity  420 11 409   

Kinh 385 (91.7) 11 (100) 374 (91.4)   

Others 35 (8.3) 0 (0.0) 35 (8.6)  

Religion  420 11 409   

No religion 40 (9.5) 3 (27.3) 37 (9.0) 3.77 (0.96 - 14.83) 0.087 

Had religion 380 (90.5) 8 (72.7) 372 (91.0)  

Education level 420 11 409   

Low   

(5 grade or under) 

182 (43.3) 8 (72.7) 174 (42.5) 3.60 (0.94 - 13.7) 0.046* 

Medium or High  

(6 grade or higher) 

238 (56.7) 3 (27.3) 235 (57.5)  
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Marital status 420 11 409   

Single/ Divorced/Widowed 218 (51.9) 9 (81.8) 209 (51.1) 4.31 (0.92 - 20.17) 0.044* 

Married/ Cohabitating 202 (48.1) 2 (18.2) 200 (48.9)  

Ever been pregnant  420 11 409   

Yes 135 (32.1) 1 (9.1) 134 (32.8) 0.21 (0.03 - 1.62) 0.097 

No 285 (67.9) 10 (90.9) 275 (67.2)   

Living status  420 11 409   

Alone/Relatives/ Friends 302 (71.9) 9 (81.8) 293 (71.6) 1.78 (0.38 - 8.37) 0.459 

Husband/ Boyfriends  118 (28.1) 2 (18.2) 116 (28.4)  

Employed before 

becoming FSWs 

420 11 409   

Unemployed 265 (63.1) 10 (90.9) 255 (62.3) 6.04 (0.77 - 47.63) 0.053 

Employed 155 (36.9) 1 (9.1) 154 (37.7)  

Source of Income 420 11 409   

Sex work 169 (40.2) 8 (72.7) 161 (39.4) 4.11 (1.07 - 15.71) 0.026* 

Other jobs 251 (59.8) 3 (27.3) 248 (60.6)  

Monthly Income 420 11 409   

Low (≤ AUD 200) 38 (9.0) 5 (45.5) 33 (8.1) 9.49 (2.75 - 32.78) 0.001*** 

High (> AUD 200) 382 (91.0) 6 (54.5) 376 (91.9)   

Note:  * p < 0.05 ** p < 0.01 *** p < 0.001 

Table 4.8 shows that the prevalence of Syphilis was significantly associated with 

socio-demographic factors of educational level, marital status, source of income and total 

monthly income. The Syphilis prevalence among FSWs who had a low level of education 

was higher than among FSWs with medium or high education levels (62.1% vs. 37.9%) 

and this difference was statistically significant (OR = 2.26, 95% CI: 1.04 - 4.92, p = 

0.035). Similarly, Syphilis was also prevalent among 72.4 percent of single, divorced, or 

widowed FSWs compared to 27.6 percent among the married or cohabitating FSWs (OR 

= 2.58, 95% CI: 1.12 - 5.98, p = 0.022). Also, FSWs who were earning solely from sex 

work (OR = 2.60, 95% CI: 1.19 - 5.66, p = 0.013) with a monthly income of less than 

AUD200 (OR = 3.69, 95% CI: 1.46 - 9.33, p = 0.003) were more likely to be Syphilis-

positive. However, other variables such as age, ethnicity, religion, reproductive health, 

family status and employment before becoming FSWs were not associated with 

statistically significant differences (all p value > 0.05) 
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Table 4.8 displays the bivariate analysis of associations between socio-

demographic variables and STI prevalence. Chlamydia prevalence, for example, indicates 

that participants aged 24 or under (OR = 1.86, 95% CI: 1.07 - 3.23, p = 0.025); who had 

a low level of education (OR = 1.89, 95% CI: 1.12 - 3.18, p = 0.016); were earning only 

from sex work (OR = 2.37, 95% CI: 1.40 - 4.01, p = 0.001); and who had a monthly 

income of less than AUD200 (OR = 3.96, 95% CI: 1.95 - 8.07, p < 0.001) were 

significantly associated with being test-positive for Chlamydia. However, there was no 

evidence indicating associations between Chlamydia infection and other socio-

demographic factors, such as ethnicity, religion, marital status and prior pregnancy (all p-

values > 0.05). 

Bivariate analysis provided in Table 4.8, indicates that four socio-demographic 

factors were significantly associated with Gonorrhoea infection, namely, a low level of 

education (OR = 2.14, 95% CI: 1.03 - 4.42, p < 0.037); a prior miscarriage (OR = 4.63, 

95% CI: 1.27 - 16.83, p < 0.012); sole source of income from sex work (OR = 2.14, 95% 

CI: 1.40 - 4.00, p < 0.034), and a monthly income of less than AUD200 (OR = 3.09, 95% 

CI: 1.24 - 7.69, p < 0.011). Noticeably, FSWs who were earning less than AUD 200 per 

month were 3 times more likely to be infected with Gonorrhoea than other FSWs.  

Table 4.8 also indicates the bivariate analysis of the combination between 

Chlamydia and/or Gonorrhoea infections and socio-demographic variables. Participants 

who were 24 or under years of age, had low level of education, and earned money solely 

from sex work were twice as likely to be Chlamydia-positive and/or Gonorrhoea-positive. 

These were statistically significant differences (all p-value < 0.05). Moreover, there was 

strong evidence indicating an association between the Chlamydia/Gonorrhoea prevalence 

and monthly income. FSWs who were earning less than AUD200 per month were nearly 

5 times more likely to be infected with Chlamydia and/or Gonorrhoea (OR = 4.95, 95% 

CI: 2.49 - 9.85, p < 0.001). 



  

98 

 

Bivariate analysis in Table 4.8 also found that six socio-demographic factors were 

significantly associated with any STI. FSWs who were 24 or under years of age (OR = 

1.62, 95% CI: 1.01 – 2.60, p = 0.045), had a low level of education (OR = 2.37, 95% CI: 

1.53 – 3.67, p < 0.001), were single, divorced or widowed (OR = 1.62, 95% CI: 1.04 – 

2.50, p = 0.031), and were unemployed before becoming FSWs (OR = 1.93, 95% CI: 1.20 

– 3.11, p = 0.006) were more likely to be infected with any STI. In addition, FSWs who 

were earning solely from sex work (OR = 3.00, 95% CI: 1.92 – 4.67, p < 0.001) with a 

monthly income of less than AUD200 (OR = 7.24, 95% CI: 3.51 – 14.93, p < 0.001) were 

more likely to be infected with any STI.  

 

 



Table 4.8. Socio-demographic characteristics and STIs infections 

Socio-demographic 

characteristics 

Syphilis Chlamydia Gonorrhoea Gonorrhoea/Chlamydia Any STI 

Positive 

n (%) 

OR  

(95% CI) 

p-

value 

Positive 

n (%) 

OR  

(95% CI) 

p- 

value 

Positive 

n (%) 

OR  

(95% CI) 

p-

value 

Positive 

n (%) 

OR  

(95% CI) 

p- 

value 

Positive 

n (%) 

OR  

(95% CI) 

p- 

value 

Age Group                

24 or under 7 (24.1) 0.93 0.864 25 (36.2) 1.86 0.025* 11 (33.3) 1.52 0.281 33 (36.7) 2.00 0.006** 37 (32.5) 1.62 0.045* 

25 or above 22 (75.9) (0.38-2.23)  44 (63.8) (1.07-3.23)  22 (66.7) (0.71-3.24)  57 (63.3) (1.21-3.30)  77 (67.5) (1.01-2.60)  

Ethnicity                 

Kinh  26 (89.7) 0.77 0.685 62 (89.9) 0.76 0.551 32 (97.0) 3.07 0.251 82 (91.1) 0.93 0.830 105 (92.1) 1.08 0.843 

Others 3 (10.3) (0.22-2.69)  7(10.1) (0.32-1.84)  1 (3.0) (0.41-23.3)  8 (8.9) (0.40-2.08)  9 (7.9) (0.49-2.39)  

Religion                 

Had religion 26 (89.7) 0.91 0.876 58 (84.1) 0.47 0.051 30 (90.9) 1.06 0.930 78 (86.7) 0.60 0.165 100 (87.7) 0.66 0.240 

No religion 3 (10.3) (0.26-3.14)  11 (15.9) (0.22-1.01)  3 (9.0) (0.31-3.63)  12 (13.3) (0.29-1.24)  14 (12.3) (0.33-1.32)  

Education                 

Low   

(5 grade or under) 

18 (62.1) 2.26 0.035* 39 (56.5) 1.89 0.016* 20 (60.6) 2.14 0.037* 51 (56.7) 1.97 0.004** 67 (58.8) 2.37 0.001*** 

Medium or High  

(6 grade or higher) 

11 (37.9) (1.04-4.92)  30 (43.5) (1.12-3.18)  13 (39.4) (1.03-4.42)  39 (43.3) (1.24-3.18)  47 (41.2) (1.53-3.67)  

Marital status                

Single/Divorced/Widowed 21 (72.4) 2.58 0.022* 40 (58.0) 1.34 0.270 19 (57.6) 1.28 0.497 52 (57.8) 1.35 0.208 69 (60.5) 1.62 0.031* 

Married/ Cohabitating 8 (27.6) (1.12-5.98)  29 (42.0) (0.79-2.25)  14 (42.4) (0.62-2.63)  38 (42.2) (0.84-2.16)  45 (39.5) (1.04-2.50)  

Ever been pregnant                 

Yes 6 (20.7) 0.53 0.171 22 (31.9) 0.98 0.960 11 (33.3) 1.06 0.879 27 (30.0) 0.88 0.623 32 (28.1) 0.77 0.275 

No 23 (79.3) (0.21-1.33)  47 (68.1) (0.56-1.71)  22 (66.7) (0.49-2.25)  63 (70.0) (0.53-1.46)  82 (71.9) (0.48-1.23)  
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Table 4.8. Socio-demographic characteristics and STIs infections (Continued) 

Socio-demographic 

characteristics 

Syphilis Chlamydia Gonorrhoea Gonorrhoea/Chlamydia    

Positive 

n (%) 

OR  

(95% CI) 

p-

value 

Positive 

n (%) 

OR  

(95% CI) 

p- 

value 

Positive 

n (%) 

OR  

(95% CI) 

p- 

value 

Positive 

n (%) 

OR  

(95% CI) 

p- 

value 

Positive 

n (%) 

OR  

(95% CI) 

p- 

value 

Living status                 

Alone/Relatives/Friends 19 (65.5) 0.72 0.428 52 (75.4) 1.24 0.485 25 (75.8) 1.24 0.608 68 (75.6) 1.27 0.385 82 (71.9) 1.01 0.994 

Husband/ Boyfriends  10 (34.5) (0.33-1.61)  17 (24.6) (0.68-2.24)  8 (24.2) (0.54-2.84)  22 (24.4) (0.74-2.17)  32 (28.1) (0.62-1.62)  

Employed before 

becoming FSWs 

               

Not employed 23 (79.3) 2.36 0.061 50 (72.5) 1.66 0.078 23 (69.7) 1.38 0.413 64 (71.1) 1.58 0.075 84 (73.7) 1.93 0.006** 

Employed 6 (20.7) (0.94-5.93)  19 (27.5) (0.94-2.94)  10 (30.3) (0.64-2.98)  26 (28.9) (0.95-2.62)  30 (26.3) (1.20-3.11)  

Source of Income                

Sex work 18 (62.1) 2.60 0.013* 40 (58.0) 2.37 0.001** 19 (57.6) 2.14 0.034* 54 (60.0) 2.80 0.001*** 68 (59.6) 3.00  0.001*** 

Other jobs 11 (37.9) (1.19-5.66)  29 (42.0) (1.40-4.01)  14 (42.4) (1.04-4.40)  36 (40.0) (1.73-4.52)  46 (40.4) (1.92-4.67)  

Monthly Income                

Low (≤ AUD200) 7 (24.1) 3.69 0.003** 15 (21.7) 3.96 0.001*** 7 (21.2) 3.09 0.011* 20 (22.2) 4.95 0.001*** 26 (22.8) 7.24 0.001*** 

High (> AUD200) 22 (75.9) (1.46-9.33)  54 (78.3) (1.95-8.07)  26 (78.8) (1.24-7.69)  70 (77.8) (2.49-9.85)  88 (77.2) (3.51-14.93)  

Note:  * p < 0.05 ** p < 0.01 *** p < 0.001 



4.3.2. Risky behaviours and STIs/HIV infections 

Table 4.9 shows the bivariate analysis of associations between sexual behavioural 

factors and HIV prevalence. 

Table 4.9. Sexual behaviours and HIV prevalence  

 

HIV infection OR (95% CI) P-value 

Total 

(n/%) 

Positive 

(n/%) 

Negative 

(n/%) 

Age of first sexual 

intercourse 

420 11 409   

18 or below 221 (52.6) 9 (81.8) 212 (51.8) 4.18 (0.89 - 19.59) 0.049* 

Over 18 199 (47.4) 2 (18.2) 197 (48.2)   

Age of first working as 

FSWs 

420 11 409   

20 or below 91 (21.7) 2 (18.2) 89 (21.8) 0.79 (0.17 - 3.76) 0.776 

Over 20 329 (78.3) 9 (81.8) 320 (78.2)   

Duration of working as 

FSWs 

420 11 409   

Over 2 years 183 (43.6) 8 (72.7) 175 (42.8) 3.56 (0.93 - 13.63) 0.048* 

2 Year or below 237 (56.4) 3 (27.3) 234 (57.2)   

Worked as FSWs in other 

places 

420 11 409   

Yes 316 (75.2) 6 (54.5) 310 (75.8) 0.38 (0.11 - 1.28) 0.107 

No 104 (24.8) 5 (45.5) 99 (24.2)  

Worked as FSWs abroad 420 11 409   

Yes 31 (7.4) 3 (27.3) 28 (6.8) 5.10 (1.28 - 20.31) 0.011* 

No 389 (92.6) 8 (72.7) 381 (93.2)  

Number of paying clients 

in the last month 

420 11 409   

Over 15 180 (42.9) 8 (72.7) 172 (42.1) 3.67 (0.96 - 14.05) 0.042* 

15 or below  240 (57.1) 3 (27.3) 237 (57.9)   

Type of sexual intercourse 420 11 409   

Had oral sex Yes 342 (81.4) 7 (63.6) 335 (81.9) 0.38 (0.11 - 1.35) 0.124 

No 78 (18.6) 4 (36.4) 74 (18.1)   

Had anal sex Yes 74 (17.6) 6 (54.5) 68 (16.6) 6.02 (1.78 - 20.28) 0.001** 

No 346 (82.4) 5 (45.5) 341 (83.4)   

Inconsistent condom use with paying clients in most recent time 

First time/new customers  401 11 390   
Yes 61 (15.2) 6 (54.5) 55 (14.1) 7.31 (2.16 - 24.77) 0.001*** 

No 340 (84.8) 5 (45.5) 335 (85.9)   

Regular customers 403 11 392   

Yes 88 (21.8) 6 (54.5) 82 (20.9) 4.54 (1.35 - 15.23) 0.008** 

No 315 (78.2) 5 (45.5) 310 (79.1)   

Unprotected sex with non-paying partners in most recent time 

 121 2 119   

Yes 42 (34.7) 2 (100) 40 (33.6)  0.050 

No 79 (65.3) 0 (0.0) 79 (66.4)   

Note:  * p < 0.05 ** p < 0.01 *** p < 0.001 
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In terms of age at first sexual intercourse, the independent variable was divided into 

two groups of 18 or below and over 18 years of age. The percentage of HIV-Positive FSWs 

who were 18 or below years of age at first sexual intercourse was higher than HIV-negative 

FSWs (81.1% vs. 51.8%), and the difference was statistically significant (OR = 4.18, 95% 

CI: 0.89 - 19.59, p = 0.049). The independent variable of age of first working as an FSW 

was also divided into two groups, 20 years of age or below and over 20 years of age. The 

proportion of HIV-positive FSWs who were over 20 years of age when they first started 

working as an FSW was slightly higher than for HIV-negative FSWs (81.8% vs. 78.2%). 

However, there was no statistically significant association between the age at first working 

as FSWs and HIV infection (p = 0.776). 

In terms of duration of working as FSWs, the indicator was categorised into two 

groups: over 2 years and 2 years or below. The results indicated that prevalence of HIV-

positive FSWs who had been working as FSWs for more than 2 years was higher than for 

those who had worked less than two years (72.2% vs. 27.3%). The difference was 

statistically significant (OR = 3.56, 95% CI: 0.93 – 13.63, p = 0.048). Additionally, the 

statistical results also indicated that the percentage of HIV-positive FSWs who had worked 

abroad as FSWs was notably higher than for HIV-negative FSWs (27.3% vs. 6.8%), with 

significant differences (OR = 5.10, 95% CI: 1.28 – 20.31, p = 0.011). 

As shown in Table 4.9, the independent variable of the number of paying clients who 

were served by FSWs in the month prior to the survey was divided into 2 groups: over 15 

and 15 or less. The HIV-positive FSWs were more likely to have served over 15 paying 

clients in the last month than those who were not HIV-positive (OR = 3.67, 95% CI: 0.96 – 

14.05, p = 0.042). Regarding the type of sexual intercourse, more than half (54.5%) of HIV-

positive FSWs had had anal sex compared to less than a fifth (16.6%) of HIV-negative 

FSWs. This major difference was statistically significant (OR = 6.02, 95% CI: 1.78 - 20.28, 

p = 0.001). The proportion of HIV-positive FSWs who had oral sex was, however, lower 

than for the HIV-negative FSWs (63.6% and 81.9%, respectively), but this difference is not 

statistically significant (p = 0.124). 

Of the 401 participants who had served their first time or new customers in the last 

time, those FSWs who had sexual intercourse with inconsistent condom use were more than 

seven times more likely to be HIV-positive than others (OR = 7.31, 95% CI: 2.16 – 24.77, p 
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< 0.001). Similarly, of 403 participants who had served their regular customers in the last 

time, the HIV-positive FSWs were more likely to have had sexual intercourse with 

inconsistent condom use than those who were not HIV-positive (OR = 4.54, 95% CI: 1.35-

15.23, p = 0.008). 

Table 4.10 displays the bivariate analysis of associations between sexual behaviours 

and prevalence of STIs. In terms of Syphilis infection, six risky sexual behaviours (potential 

risk factors) are identified as statistically significant. These are length of time working as a 

FSW (FSWs for more than 2 years) (OR = 7.00, 95% CI: 2.62 - 18.74, p < 0.001); serving 

over 15 paying clients in the last month (OR = 2.71, 95% CI: 1.23 - 5.99, p < 0.011); anal 

sex (OR = 4.39, 95% CI: 2.01 - 9.60, p < 0.001); sex with their first time/new customers 

without consistent condom use (OR = 2.41, 95% CI: 1.01 - 5.76, p = 0.041); sex with their 

regular customers without consistent condom use (OR = 2.36, 95% CI: 1.07 - 5.19, p = 

0.029); and unprotected sex with non-paying partners (OR = 3.75, 95% CI: 1.03 - 13.65, p 

= 0.035). However, there was no evidence indicating associations between Syphilis infection 

and several other risk factors, such as age at first sexual intercourse, age of first working as 

FSWs, whether they had worked as FSWs in other places, had worked as FSWs abroad, or 

had had oral sex (all p-value > 0.05). 

Bivariate analysis results from Table 4.10 also show that most (9/11 indicators) 

potential risk factors relating to sexual behaviours were significantly associated with 

Chlamydia, Gonorrhoea, Chlamydia/Gonorrhoea, and any STI. For example, participants 

who were 18 years or under at the time of their first sexual intercourse; were 20 years of age 

or below when they started working as FSWs, and had been working as FSWs for more than 

2 years were more likely to be infected with Chlamydia, Gonorrhoea, 

Chlamydia/Gonorrhoea, or any STI (all p-value < 0.05). Moreover, FSWs who had served 

over 15 paying clients in the last month, had oral sex, had anal sex, had served paying clients 

with inconsistent condom use in the last time, and who had unprotected sex with non-paying 

partners in the last time were also much more likely to test positive for these infections (all 

p-value < 0.05). On the other hand, there were no statistical associations between the 

Chlamydia, Gonorrhoea, Chlamydia/Gonorrhoea, and any STI infections and work as an 

FSW in other places or abroad (all p-value > 0.05). 

 



Table 4.10. Sexual behaviours and STIs prevalence  

 

Syphilis Chlamydia Gonorrhoea Gonorrhoea/Chlamydia Any STI 

Positive 

n (%) 

OR 

(95% CI) 
p-value 

Positive 

n (%) 

OR  

(95% CI) 
p-value 

Positive 

n (%) 

OR  

(95% CI) 
p-value 

Positive 

n (%) 

OR  

(95% CI) 
p-value 

Positive 

n (%) 

OR  

(95% CI) 
p-value 

Age of first sexual intercourse    

18 or below 17 (58.6) 1.29  0.502 54 (78.3) 3.97 0.001*** 23 (69.7) 2.19 0.041* 68 (75.6) 3.57 0.001*** 81 (71.1) 2.91 0.001*** 

Over 18 12 (41.4) (0.60-2.79)  15 (21.7) (2.15-7.29)  10 (30.3) (1.01-4.73)  22 (24.4) (2.11-6.06)  33 (28.9) (1.83-4.62)  

Age of first working as FSWs    

20 or below 6 (20.7) 0.94 0.895 22 (31.9) 1.91 0.024* 12 (36.4) 2.23 0.033* 29 (32.2) 2.05 0.006** 33 (28.9) 1.74 0.027* 

Over 20 23 (79.3) (0.37-2.38)  47 (68.1) (1.08-3.38)  21 (63.6) (1.05-4.72)  61 (67.8) (1.22-3.46)  81 (71.1) (1.06-2.86)  

Duration of working as FSWs    

Over 2 years 24 (82.8) 7.00 0.001*** 49 (71.0) 3.97 0.001*** 24 (72.7) 3.82 0.001*** 65 (72.2) 4.67 0.001*** 86 (75.4) 6.62 0.001*** 

2 Years or below 5 (17.2) (2.62-18.74)  20 (29.0) (2.26-6.97)  9 (27.3) (1.73-8.75)  25 (27.8) (2.79-7.80)  28 (24.6) (4.05-10.8)  

Worked as FSWs in other places    

Yes 18 (62.1) 0.51 0.089 51 (73.9) 0.92 0.780 23 (69.7) 0.74 0.442 65 (72.2) 0.82 0.455 79 (69.3) 0.66 0.085 

No 11 (37.9) (0.23-1.12)  18 (26.1) (0.51-1.66)  10 (30.3) (0.34-1.61)  25 (27.8) (0.48-1.38)  35 (30.7) (0.41-1.06)  

Worked as FSWs abroad    

Yes 3 (10.3) 1.49 0.527 6 (8.7) 1.24 0.648 4 (12.1) 1.84 0.278 9 (10.0) 1.56 0.284 12 (10.5) 1.77 0.132 

No 26 (89.7) (0.42-5.25)  63 (91.3) (0.49-3.15)  29 (87.9) (0.60-5.61)  81 (90.0) (0.69-3.51)  102 (89.5) (0.83-3.79)  

Number of paying clients in the last month    

Over 15 19 (65.5) 2.71 0.011* 41 (59.4) 2.23 0.002** 20 (60.6) 2.18 0.032* 52 (57.8) 2.16 0.001*** 67 (58.8) 2.43 0.001*** 

15 or below  10 (34.5) (1.23-5.99)  28 (40.6) (1.32-3.78)  13 (39.4) (1.05-4.52)  38 (42.2) (1.34-3.46)  47 (41.2) (1.57-3.77)  
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Table 4.10. Sexual behaviours and STIs prevalence (Continued) 

 

Syphilis Chlamydia Gonorrhoea Gonorrhoea/Chlamydia Any STI 

Positive 

n (%) 

OR 

(95% CI) 
p-value 

Positive 

n (%) 

OR  

(95% CI) 
p-value 

Positive 

n (%) 

OR  

(95% CI) 
p-value 

Positive 

n (%) 

OR  

(95% CI) 
p-value 

Positive 

n (%) 

OR  

(95% CI) 
p-value 

Type of sexual intercourse    

Had oral sex Yes 20 (69.0) 0.48 

(0.21-1.09) 

0.074 50 (72.5) 0.53 

(0.29-0.97) 

0.036* 20 (60.6) 0.31 

(0.15-0.66) 

0.001*** 59 (65.6) 0.32 

(0.18-0.54) 

0.001*** 75 (65.8) 0.28 0.001*** 

 No 9 (31.0)  19 (27.5)  13 (39.4)  31 (34.4)  39 (34.2) (0.17-0.47)  

Had anal sex Yes 13 (44.8) 4.39 

(2.01-9.60) 

0.001*** 19 (27.5) 2.04 

(1.12-3.73) 

0.018* 18 (54.5) 7.09 

(3.38-14.88) 

0.001*** 33 (36.7) 4.08 

(2.38-6.99) 

0.001*** 45 (39.5) 6.23 0.001*** 

 No 16 (55.2)  50 (72.5)  15 (45.5)  57 (63.3)  69 (60.5) (3.64-10.6)  

Inconsistent condom use with paying clients in most recent time    

First time/new 

customers 

Yes 8 (28.6) 2.41 

(1.01-5.76) 

0.041* 19 (28.8) 2.82 

(1.51-5.26) 

0.001*** 9 (27.3) 2.28 

(1.00-5.17) 

0.044* 21 (24.1) 2.18 

(1.20-3.94) 

0.009** 27 (24.3) 2.42 0.002* 

No 20 (71.4)  47 (71.2)  24 (72.7)  66 (75.9)  84 (75.7) (1.38-4.24)  

Regular 

customers 

Yes 11 (37.9) 2.36 

(1.07-5.19) 

0.029* 21 (31.3) 1.83 

(1.02-3.27) 

0.039* 15 (45.5) 3.39 

(1.63-7.05) 

0.001*** 28 (31.8) 1.98 

(1.17-3.37) 

0.010* 36 (32.1) 2.18 0.002* 

No 18 (62.1)  46 (68.7)  18 (54.5)  60 (68.2)  76 (67.9) (1.32-3.58)  

Unprotected sex with non-paying partners in most recent time    

Yes 7 (63.6) 3.75  

(1.03-13.65) 

0.035* 10 (55.6) 2.77 

(1.00-7.68) 

 0.044* 6 (66.7) 4.22 

(0.99-17.84) 

0.036 14 (60.9) 3.89 

(1.51-10.00) 

0.003** 20 (60.6) 4.61 0.000*** 

No 4 (36.4)  8 (44.4)  3 (33.3)  9 (39.1)  13 (39.4) (1.97-10.8)  

Note:  * p < 0.05 ** p < 0.01 *** p < 0.001 



Table 4.11. Alcohol and drug use behaviours and HIV prevalence  

 

HIV infection OR (95% CI) P-value 

Total 

(n/%) 

Positive 

(n/%) 

Negative 

(n/%) 

Ever drunk alcohol 

 420 11 409   

At least once a week 346 (82.4) 10 (90.9) 336 (82.2) 2.17 (0.27 - 17.23) 0.452 

No 74 (17.6) 1 (9.1) 73 (17.8)   

Ever had sex when drunk 

 346 10 336   

Yes 167 (48.3) 8 (80.0) 159 (47.3) 4.45 (0.93 - 21.28) 0.042* 

No 179 (51.7) 2 (20.0) 177 (52.7)   

Inconsistent condom use during sexual intercourse while drunk 

 167 8 159   

Yes 62 (37.1) 6 (75.0) 56 (35.2) 5.52 (1.07 - 28.24) 0.023* 

No 105 (62.9) 2 (25.0) 103 (64.8)   

Ever heard or know about drugs and IDUs 

 420 11 409   

Yes 218 (51.9) 9 (81.8) 209 (51.1) 4.30 (0.92 - 20.17) 0.044* 

No 202 (48.1) 2 (18.2) 200 (48.9)   

Ever used drugs 

 218 9 209   

Yes 51 (23.4) 7 (77.8) 44 (21.1) 13.12 (2.63 - 65.41) 0.001*** 

No 167 (76.6) 2 (22.2) 165 (78.9)   

Ever injected drugs 

 218 9 209   

Yes 2 (0.9) 2 (22.2) 0 (0.0) 30.85 (14.89 - 63.94) 0.001*** 

No 216 (99.1) 7 (77.8) 209 (100)   

Had any clients who inject drugs 

 420 11 409   

Yes 57 (13.6) 6 (54.5) 51 (12.5) 8.42 (2.48 - 28.60) 0.001*** 

No 363 (86.4) 5 (45.5) 358 (87.5)   

Note:  * p < 0.05 ** p < 0.01 *** p < 0.001 

The statistical analysis provided in Table 4.11 shows that 90.0% of the HIV-positive 

FSWs drank at least once a week, which was higher than for the HIV-negative FSWs 

(82.2%). Among these FSWs, the percentage of the HIV-positive FSWs who had had sex 

when they were drunk was nearly double that of the HIV-negative FSWs (80% vs 47.3%). 

Furthermore, among these FSWs, the percentage of the HIV-positive sample who had had 

sex intercourse without using condoms when drunk was substantially higher than the HIV-
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negative FSWs (75.0% vs 35.2). However, with a small number of samples in each category, 

it is hard to reject the null hypothesis. Therefore, the differences were not statistically 

significant. 

In relation to injecting drug use, 57 (13.6%) FSWs in Ba Ria – Vung Tau indicated 

that they had had clients who had injected drugs. The bivariate analysis also indicated a 

strong association between HIV infection and having clients who had ever injected drugs, 

with the HIV-positive FSWs being 8.42 times more likely to have had clients who had ever 

injected drugs (OR = 8.42, 95% CI: 2.48 - 18.60, p < 0.001). 

Table 4.12 displays the bivariate analysis of association between alcohol and drug 

use behaviours and the prevalence of STI infections. As indicated, Syphilis infection was 

strongly associated with factors including ever having sex when drunk, not using condoms 

during sexual intercourse while drunk, ever heard or knew about drugs and IDUs, ever used 

drugs, ever injected drugs, and having clients who had ever injected drugs (all statistically 

significant with p-value <0.05). 

On the other hand, Table 4.12 indicates that Chlamydia prevalence was significantly 

associated only with having clients who had ever injected drugs (OR = 2.28, 95% CI: 1.19 

– 4.36, p = 0.011). Gonorrhoea and Chlamydia/Gonorrhoea prevalence were significantly 

associated with three factors: having sex when drunk, inconsistent condom use during sexual 

intercourse while drunk, and having clients who had ever injected drugs (all statistically 

significant with p-value <0.05). Moreover, there was strong evidence of association between 

the any STI prevalence and four risk factors: having sex when drunk, inconsistent condom 

use during sexual intercourse while drunk, ever injected drugs, and having clients who have 

ever injected drugs (all p-value < 0.05). 

 

 

 



Table 4.12. Alcohol and drug use behaviours and STIs prevalence  

 

Syphilis Chlamydia Gonorrhoea Gonorrhoea/Chlamydia Any STI 

Positive 

n (%) 

OR  

(95% CI) 
p-value 

Positive 

n (%) 

OR  

(95% CI) 

p-

value 

Positive 

n (%) 

OR  

(95% CI) 
p-value 

Positive 

n (%) 

OR  

(95% CI) 

p-

value 

Positive 

n (%) 

OR  

(95% CI) 
p-value 

Ever drunk alcohol    

At least once a week 27 (93.1) 3.04 

(0.71-13.11) 

0.116 58 (84.1) 1.15 

(0.57-2.32) 

0.689 28 (84.8) 1.21 

(0.45-3.26) 

0.698 76 (84.4) 1.20 

(0.64-2.27) 

0.562 98 (86.0) 1.43 0.239 

No 2 (6.9)  11 (15.9)  5 (15.2)  14 (15.6)  16 (14.0) (0.78-2.61)  

Ever have sex when drunk    

Yes 19 (70.4) 2.74 

(1.16-6.45) 

0.017* 33 (56.9) 1.52 

(0.86-2.68) 

0.149 23 (82.1) 5.56 

(2.06-14.98) 

0.001*** 47 (61.8) 2.02 

(1.20-3.41) 

0.007** 62 (63.3) 2.34 0.001*** 

No 8 (29.6)  25 (43.1)  5 (17.9)  29 (38.2)  36 (36.7) (1.45-3.79)  

Inconsistent condom use during sexual intercourse while drunk    

Yes 12 (63.2) 3.36 

(1.24-9.06) 

0.013* 16 (48.5) 1.80 

(0.83-3.89) 

0.132 13 (56.5) 2.52 

(1.03-6.16) 

0.038* 24 (51.1) 2.25 

(1.13-4.48) 

0.020* 34 (54.8) 3.34 0.001*** 

No 7 (36.8)  17 (51.5)  10 (43.5)  23 (48.9)  28 (45.2) (1.72-6.47)  

Ever heard or know about drugs and IDUs    

Yes 22 (75.9) 3.12 

(1.30-7.48) 

0.007** 37 (53.6) 1.08 

(0.64-1.82) 

0.755 19 (57.6) 1.28 

(0.62-2.63) 

0.497 50 (55.6) 1.20 

(0.75-1.92) 

0.434 68 (59.6) 1.57 0.053 

No 7 (24.1)  32 (46.4)  14 (42.4)  40 (44.4)  46 (40.4) (0.99-2.37)  

Ever used drugs    

Yes 10 (45.5) 3.15 

(1.27-7.80) 

0.010* 10 (27.0) 1.26 

(0.56-2.83) 

0.567 4 (21.1) 0.86 

(0.27-2.72) 

0.801 13 (26.0) 1.20 

(0.58-2.49) 

0.620 21 (30.9) 1.78 0.079 

No 12 (54.5)  27 (73.0)  15 (78.9)  37 (74.0)  47 (69.1) (0.93-3.43)  

Ever injected drugs    

Yes 2 (9.1) 10.80 

(7.11-16.39) 

0.001*** 0 (0.0)   0 (0.0)   0 (0.0)   2 (2.9) 3.27  0.035* 

No 20 (90.9)           66 (97.1) (2.67-4.00)  

Have any clients who inject drugs    

Yes 10 (34.5) 3.85 

(1.69-8.78) 

0.001** 16 (23.2) 2.28 

(1.19-4.36) 

0.011* 9 (27.3) 2.65 

(1.16-6.04) 

0.017* 19 (21.1) 2.05 

(1.12-3.78) 

0.018* 25 (21.9) 2.40 0.002** 

No 19 (65.5)  53 (76.8)  24 (72.7)  71 (78.9)  89 (78.1) (1.35-4.27)  

Note:  * p < 0.05 ** p < 0.01 *** p < 0.001 



4.3.3. HIV/AIDS/STI-related knowledge and attitudes and STIs/HIV infections 

A summary of the bivariate analysis of HIV/AIDS/STI-related knowledge and 

attitudes and HIV infection is provided in Table 4.13. 

Table 4.13. HIV/AIDS/STI-related knowledge and attitudes and HIV 

prevalence  

 

HIV infection OR (95% CI) P-

value Total 

(n/%) 

Positive 

(n/%) 

Negative 

(n/%) 

Knowledge levels 420 11 409   

Medium and Low  

(0-6 correct answers) 
100 (23.8) 7 (63.6) 93 (22.7) 

 

5.95 (1.70 - 20.75) 
 

0.002** 

High  

(7-9 correct answers)  
320 (76.2) 

4 (36.4) 
316 (77.3) 

  

Feeling at risk for HIV 

infection 

420 11 409   

At risk 216 (52.4) 9 (81.8) 207 (50.6) 4.39 (0.93 - 20.57) 0.041* 

No risk 204 (48.6) 2 (18.2) 202 (49.4)   

Ever heard about STIs 420 11 409   

Yes 361 (86.0) 9 (81.8) 352 (86.1) 0.73 (0.15 - 3.46) 0.689 

No 59 (14.0) 2 (18.2) 57 (13.9)   

Ever infected with STIs 361 9 352   

Yes 146 (40.4) 7 (77.8) 139 (38.5) 5.36 (1.09 - 26.19) 0.021* 

No 215 (59.6) 2 (22.2) 213 (60.5)   

Visited any STI Clinic in the last 12 months 

 420 11 409   

Yes 175 (41.7) 6 (54.5) 169 (41.3) 1.70 (0.51 - 5.67) 0.380 

No 245 (58.3) 5 (45.5) 240 (58.7)   

Ever visited any STI clinic without symptoms 

 420 11 409   

Yes 92 (21.9) 1 (9.1) 91 (22.2) 0.35 (0.04 - 2.76) 0.298 

No 328 (78.1) 10 (90.9) 318 (77.8)   

Note:  * p < 0.05 ** p < 0.01 *** p < 0.001 

Overall, more than three quarters of participants had high knowledge (7-9 correct 

answers) about HIV infection and prevention (76.2%). However, the percentage of HIV-

positive FSWs who were well informed was notably lower compared with HIV-negative 

FSWs (36.4% vs. 77.3%). This difference was statistically significant (OR = 5.95, 95% CI: 

1.70 – 20.75, p = 0.002).  



  

110 

 

More than half (52.4%) of participants felt themselves to be at risk of HIV infection. 

However, the HIV-positive FSWs were 4.39 times more likely to have felt themselves at risk 

than the HIV-negative FSWs (81.8% vs. 50.6%), with a statistically significant difference 

(OR = 4.39, 95% CI: 0.93 – 20.57, p = 0.047).  

In terms of knowledge of STIs, most participants (86.2%) had heard about them, with 

over 40 percent (40.4%) of them having a prior history of STI infections. However, the 

percentage of HIV-positive FSWs who had ever been infected with STIs was significant 

higher than for HIV-negative FSWs (77.8% vs. 39.5%). The difference was statistically 

significant (p = 0.021).  

Table 4.14 shows the bivariate analysis of association between HIV/AIDS/STIs-

related knowledge and attitudes and STI infections. HIV/AIDS knowledge of FSWs was not 

significantly associated with STI infections. However, FSWs who were infected with 

Syphilis, Chlamydia, Gonorrhoea, Chlamydia/Gonorrhoea, or any STI were more likely to 

have felt themselves at risk of HIV infection, as were those who had had prior STI infections, 

and who had visited any STI clinic in the last 12 months (all p-value < 0.05). 

 

 



Table 4.14. HIV/AIDS/STIs-related knowledge and attitudes and STIs prevalence  

 

Syphilis Chlamydia Gonorrhoea Gonorrhoea/Chlamydia Any STI 

Positive 

n (%) 

OR  

(95% CI) 

p-

value 

Positive 

n (%) 

OR  

(95% CI) 

p-

value 

Positive 

n (%) 

OR  

(95% CI) 
p-value 

Positive 

n (%) 

OR  

(95% CI) 

p-

value 

Positive 

n (%) 

OR  

(95% CI) 
p-value 

HIV knowledge levels                

Medium and low  

(4-6 correct answers) 
7 (24.1) 1.02 0.966 20 (29.0) 1.38 0.269 10 (30.3) 1.43 0.362 26 (28.9) 1.40 0.202 32 (28.1) 1.36 0.211 

High  

(7-9 correct answers)  
22 (75.9) (0.42-2.46)  49 (71.0) (0.77-2.46)  23 (69.7) (0.65-3.13)  64 (71.1) (0.83-2.37)  82 (71.9) (0.84-2.23)  

Feeling at risk for HIV infection    

At risk 21 (72.4) 2.63 0.019* 46 (66.7) 2.12 0.006** 27 (81.8) 4.71 0.001*** 63 (70.0) 2.69 0.001*** 80 (70.2) 2.94 0.001*** 

No risk 8 (27.6) (1.14-6.10)  23 (33.3) (1.24-3.66)  6 (18.2) (1.90-11.67)  27 (30.0) (1.63-4.45)  34 (29.8) (1.85-4.66)  

Ever heard about STIs                

Yes 24 (82.8) 0.77 0.608 60 (87.0) 1.11 0.793 29 (87.9) 1.20 0.740 79 (87.8) 1.22 0.574 100 (87.7) 1.23 0.525 

No 5 (17.2) (0.28-2.10)  9 (13.0) (0.51-2.37)  4 (12.1) (0.40-3.55)  11 (12.2) (0.60-2.46)  14 (12.3) (0.65-2.34)  

Ever infected with STIs                

Yes 17 (70.8) 3.91 0.002** 34 (56.7) 2.21 0.005** 23 (79.3) 6.51 0.001*** 49 (62.0) 3.11 0.001*** 63 (63.0) 3.65 0.001*** 

No 7 (29.2) (1.58-9.70)  26 (43.3) (1.25-3.86)  6 (20.7) (2.58-16.43)  30 (38.0) (1.85-5.22)  37 (37) (2.25-5.91)  

Visited any STI Clinic in the last 12 months    

Yes 18 (62.1) 2.44 0.021* 40 (58.0) 2.21 0.003** 20 (60.6) 2.30 0.022* 51 (56.7) 2.17 0.001** 64 (56.1) 2.25 0.001*** 

No 11 (37.9) (1.12-5.30)  29 (42.0) (1.31-3.73)  13 (39.4) (1.11-4.76)  39 (43.4) (1.35-3.48)  50 (43.9) (1.45-3.48)  

Ever visited any STI clinic without symptoms    

Yes 5 (17.2) 0.73 0.529 17 (24.6) 1.20 0.548 9 (27.3) 1.37 0.437 21 (23.3) 1.11 0.712 24 (21.1) 0.93 0.797 

No 24 (82.8) (0.27-1.96)  52 (75.4) (0.65-2.20)  24 (72.7) (0.61-3.07)  69 (76.7) (0.64-1.93)  90 (78.9) (0.55-1.57)  

Note:  * p < 0.05 ** p < 0.01 *** p < 0.001 



4.3.4. Intervention programmes and STI/HIV infections 

Table 4.15. Approaching intervention programmes and HIV prevalence  

 

HIV infection OR (95% CI) P-

value Total 

(n/%) 

Positive 

(n/%) 

Negative 

(n/%) 

Received free or cheap condoms last month 

 420 11 409   

Yes 304 (72.4) 4 (36.4) 300 (73.3) 0.21 (0.06 - 0.72) 0.007** 

No 116 (27.6) 7 (63.6) 109 (26.7)   

Received information about safe sex and injecting drugs last month 

 420 11 409   

Yes 239 (56.9) 3 (27.3) 236 (57.7) 0.27 (0.07 - 1.05) 0.044* 

No 181 (43.1) 8 (72.7) 173 (42.3)   

Know STI/HIV testing places 

 420 11 409   

Yes 361 (86.0) 6 (54.5) 355 (86.8) 0.18 (0.05 - 0.62) 0.002** 

No 59 (14.0) 5 (45.5) 54 (13.2)   

Ever had STI/HIV test 

 361 6 355   

Yes 184 (51.0) 6 (100) 178 (50.1) 0.96 (0.94-0.99) 0.015* 

No 177 (49.0) 0 (0) 177 (49.9)   

Were counselled before testing 

 184 6 178   

Yes 143 (77.7) 5 (83.3) 138 (77.5) 1.45 (0.16-12.76) 0.737 

No 41 (22.3) 1 (16.7) 40 (22.5)   

Received the results of the test 

 184 6 178   

Yes 149 (81.0) 6 (100) 143 (80.3) 0.96 (0.93-0.99) 0.227 

No 35 (19.0) 0 (0.0) 35 (19.7)   

Were counselled after testing 

 149 6 143   

Yes 143 (96.0) 6 (100) 137 (95.8) 0.95 (0.93-0.99) 0.609 

No 6 (4.0) 0 (0.0) 6 (4.2)   

Note:  * p < 0.05 ** p < 0.01 *** p < 0.001 

Table 4.15 indicates associations between factors related to intervention programmes 

and HIV prevalence. Four variables were significantly associated with HIV infection (all p-

value < 0.05) which were: received free or cheap condoms in the month prior to interview, 

received information about safe sex and injecting drugs over the same period, and knowing 

of STI/HIV testing places and every having STI/HIV tests. 
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A summary of the bivariate analysis of factors relating to intervention programme 

actions and STI infection is presented in Table 4.16. The results show that FSWs who were 

infected with Syphilis, Chlamydia, Gonorrhoea, Chlamydia/Gonorrhoea, or any STI were 

less likely to have received free or cheap condoms in the month prior to interview than 

others. Similarly, FSWs who had Chlamydia, Gonorrhoea, and Chlamydia/Gonorrhoea 

infections were less likely to have received information about safe sex and injecting drugs 

over the last month than others (all p-value < 0.05). The Syphilis-positive FSWs were more 

likely to have had STI/HIV tests than others (p = 0.023). 



Table 4.16. Approaching intervention programmes and STIs prevalence  

 

Syphilis Chlamydia Gonorrhoea Gonorrhoea/Chlamydia Any STI 

Positive 

n (%) 

OR  

(95% CI) 

p-

value 

Positive 

n (%) 

OR  

(95% CI) 
p-value 

Positive 

n (%) 

OR  

(95% CI) 
p-value 

Positive 

n (%) 

OR  

(95% CI) 
p-value 

Positive 

n (%) 

OR  

(95% CI) 
p-value 

Received free or cheap condoms last month    

Yes 15 (51.7) 0.38 0.010* 41 (59.4) 0.49 0.008** 14 (42.4) 0.25 0.001*** 50 (55.6) 0.37 0.001*** 64 (56.1) 0.35 0.001*** 

No 14 (48.3) (0.17 - 0.81)  28 (40.6) (0.28 - 0.84)  19 (57.6) (0.12 - 0.51)  40 (44.4) (0.23 - 0.61)  50 (43.9) (0.22 - 0.56)  

Received information about safe sex and injecting drugs last month    

Yes 12 (41.4) 0.51 0.080 28 (40.6) 0.45 0.003** 11 (33.3) 0.35 0.004** 39 (43.3) 0.49 0.003** 51 (44.7) 0.51 0.002** 

No 17 (58.6) (0.23 - 1.09)  41 (59.4) (0.27 - 0.77)  22 (66.7) (0.16 - 0.74)  51 (56.7) (0.31 - 0.79)  63 (55.3) (0.33-0.78)  

Know STI/HIV testing places    

Yes 23 (79.3) 0.60 0.286 58 (84.1) 0.83 0.620 28 (84.8) 0.91 0.849 74 (82.2) 0.69 0.251 93 (81.6) 0.63 0.115 

No 6 (20.7) (0.23 - 1.54)  11 (15.9) (0.41 - 1.70)  5 (15.2) (0.34 - 2.45)  16 (17.8) (0.37 - 1.29)  21 (18.4) (0.35-1.12)  

Ever had STI/HIV tests    

Yes 17 (73.9) 2.90 0.023* 25 (43.1) 0.68 0.191 14 (50.0) 0.96 0.915 35 (47.3) 0.83 0.479 51 (54.8) 1.23 0.386 

No 6 (26.1) (1.11 - 7.53)  33 (56.9) (0.38 - 1.21)  14 (50.0) (0.44 - 2.07)  39 (52.7) (0.49 - 1.38)  42 (45.2) (0.76-1.98)  

Were counselled before testing    

Yes 14 (82.4) 1.37 0.630 23 (92.0) 3.74 0.065 12 (85.7) 1.79 0.454 31 (88.6) 2.56 0.086 44 (86.3) 2.16 0.084 

No 3 (17.6) (0.37 - 5.04)  2 (8.0) (0.84 - 16.57)  2 (14.3) (0.38 - 8.32)  4 (11.4) (0.85 - 7.73)  7 (13.7) (0.89-5.24)  

Received the results of the test    

Yes 14 (82.4) 1.11 0.880 22 (88.0) 1.85 0.336 10 (71.4) 0.56 0.344 29 (82.9) 1.17 0.753 42 (82.4) 1.13 0.769 

No 3 (17.6) (0.30 - 4.08)  3 (12.0) (0.52 - 6.56)  4 (28.6) (0.16 - 1.89)  6 (17.1) (0.44 - 3.07)  9 (17.6) (0.49-2.62)  

Were counselled after testing    

Yes 13 (92.9) 0.50 0.533 21 (95.5) 0.86 0.893 10 (100) 0.93  0.502 28 (96.6) 1.22 0.860 40 (95.2) 0.78 0.775 

No 1 (7.1) (0.05 - 4.61)  1 (4.5) (0.09 - 7.74)  0 (0.0) (0.89-0.97)  1 (3.4) (0.14 - 10.84)  2 (4.8) (0.14-4.41)  

Note:  * p < 0.05 ** p < 0.01 *** p < 0.001 



4.3.5. Bivariate analysis results for STI infections and HIV infection 

Table 4.17. STIs and HIV prevalence  

 

HIV infection OR 

(95% CI) 

P-value 

Total 

(n/%) 

Positive 

(n/%) 

Negative 

(n/%) 

Syphilis      

Positive 29 (6.9) 8 (72.7) 21 (5.1) 49.27 (12.17 - 199.3) 0.001*** 

Negative 391 (93.1) 3 (27.3) 388 (94.9)   

Chlamydia      

Positive 69 (16.4) 3 (27.3) 66 (16.1) 1.95 (0.50 - 7.54) 0.325 

Negative 351 (83.6) 8 (72.7) 343 (83.9)   

Gonorrhoea      

Positive 33 (7.9) 1 (9.1) 32 (7.8) 1.18 (0.14 - 9.49) 0.878 

Negative 387 (92.1) 10 (90.9) 377 (92.2)   

Gonorrhoea/Chlamydia      

Positive 90 (21.4) 3 (27.3) 87 (96.7) 1.38 (0.36 - 5.34) 0.632 

Negative 330 (78.6) 8 (72.7) 322 (97.6)   

Any STIs      

Positive 114 (27.1) 10 (90.9) 104 (25.4) 29.33 (3.71 – 231.8) 0.001*** 

Negative 306 (72.9) 1 (9.1) 305 (74.6)   

Note:  * p < 0.05 ** p < 0.01 *** p < 0.001 

Table 4.17 shows the bivariate analysis of the association between STI infections and 

HIV prevalence. The proportion of HIV-positive FSWs who were infected with STIs such as 

Syphilis, Chlamydia, Gonorrhoea, or any STI was higher than for the HIV-negative FSWs. 

However, Syphilis infection was significantly associated with HIV infection. In other words, 

FSWs who obtained a positive result for Syphilis were more than 49 times likely to be HIV 

positive than those who did not (OR = 49.27, 95% CI: 12.17 – 199.33, p < 0.001). Similarly, 

FSWs who were infected with any STI were more likely to be at high risk of being HIV-

positive (OR = 29.33, 95% CI: 3.71 – 231.8, p < 0.001). 
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4.4. MULTIVARIATE ANALYSIS RESULTS 

 Multiple logistic regression analysis was used to identify the associated risk factors 

and determine the strength of association between the identified factors and STI/HIV 

infections among FSWs, after taking into account other potential confounding factors such as 

social demographic factors. This section presents findings related to HIV, Syphilis, 

Chlamydia, Gonorrhoea, Gonorrhoea/Chlamydia, and any STI. 

4.4.1. Multivariate logistic regression analysis for the relation between the factors 

associated with HIV infection among FSWs 

A series of multivariate logistic regression models were developed to identify the key 

factors associated with HIV infection among FSWs, as presented in Table 4.18. Firstly, a 

multivariate logistic regression for all socio-demographic characteristics of the participants 

was established in Model 1 to examine the effect of these variables on the dependent variable 

(HIV infection). Model 2 indicates the relation between the HIV infection and the eight risk 

behaviour variables that were identified as significant variables in relation to HIV infection in 

bivariate analysis to examine their inter-relationships and overall effect on the participants’ 

HIV outcomes, after adjusting for the socio-demographic factors. The eight variables were:  

 “Age of first sexual intercourse” 

 “Working as FSWs”, 

 “Having worked as FSWs abroad” 

 “Number of paying clients in the last month” 

 “Having had anal sex” 

 “Ever heard or know about drugs and IDUs” 

 “Having had any clients who inject drugs” 

 “Any STI” 
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Finally, Model 3 covered all variables in Model 2 and the five HIV/AIDS knowledge 

variables that were identified as significant variables regarding their associations with HIV 

infection in bivariate analysis to evaluate the effectiveness of the intervention programs. The 

five variables were: 

 “HIV/AIDS-related knowledge level” 

 “Feeling at risk for HIV infection” 

 “Receiving free or cheap condoms last month” 

 “Receiving information about safe sex and injecting drugs last month” 

 “Knowing STI/HIV testing places” 

The results of Model 1 indicate that the only variable found to be significantly associated 

with HIV infection in the multivariate analysis was monthly income of participants. This result 

is similar to the bivariate analysis result. In the model, the FSWs who were earning a low 

income (≤ AUD200 per month) were more than 6.7 times likely to be HIV-positive than others 

(OR = 6.79, 95% CI: 1.68 – 27.37, p = 0.007).  

After controlling for the confounding effect of the socio-demographic variables, the 

eight risk behaviour variables and five HIV/AIDS knowledge variables that were significantly 

associated with the HIV outcome in the bivariate analyses were added in Model 2 and Model 

3, respectively. The results showed clear evidence for a stronger association between “having 

any clients who inject drugs”, and “Any STI” and the outcome variable “HIV infection”. The 

results indicate that participants who have had sex with IDUs were nearly 7 times more likely 

to be HIV-positive than others (OR = 6.99, 95% CI: 1.05 – 46.69, p = 0.044). Participants 

who were infected with any STI were more than 16 times likely to be HIV-positive than others 

(OR = 16.21, 95% CI: 1.32 – 198.7, p = 0.029). 

 

 

 



Table 4.18. Multivariate logistic regression analysis for the relation between 

selected factors associated with HIV infection among FSWs  

HIV 
MODEL 1 MODEL 2 MODEL 3 

OR (95% CI) p-value OR (95% CI) p-value OR (95% CI) p-value 

Types of FSWs       

Direct FSWs 1.19 (0.17 – 8.16) 0.861 0.21 (0.01 – 3.27) 0.264 0.16 (0.01 – 7.90) 0.355 

Indirect FSWs 1  1  1  

Age Group       

24 or under 1.43 (0.32 – 6.33) 0.638 0.79 (0.11 – 5.72) 0.815 1.21 (0.14 – 10.13) 0.858 

25 or above 1  1  1  

Religion        

Had religion 0.45 (0.09 – 2.16) 0.324 0.39 (0.05 – 2.76) 0.347 0.19 (0.01 – 2.19) 0.184 

No religion 1  1  1  

Education        

Low  (5 grade or under) 1.99 (0.47 – 8.35) 0.347 2.76 (0.39 – 19.16) 0.304 3.72 (0.29 – 47.18) 0.310 

High (6 grade or higher) 1  1  1  

Marital status       

Single/ Divorced/Widowed 2.95 (0.46 – 18.81) 0.251 5.37 (0.62 – 46.83) 0.128 15.3 (0.87 – 268.4) 0.062 

Married/ Cohabitating 1  1  1  

Ever been pregnant       

Yes 0.25 (0.03 – 1.18) 0.209 0.32 (0.03 – 3.55) 0.357 0.92 (0.06 – 19.95) 0.949 

No 1  1  1  

Living status       

Alone/Relatives/ Friends  0.82 (0.12 – 5.63) 0.844 0.92 (0.09 – 9.43) 0.944 0.61 (0.04 – 8.60) 0.719 

Husband/ Boyfriends 1  1  1  

Employed before becoming FSWs      

Unemployed 3.47 (0.41 – 29.18) 0.251 3.79 (0.22 – 65.03) 0.357 1.96 (0.11 – 33.93) 0.642 

Employed 1  1  1  

Source of Income       

Sex work 1.96 (0.29 – 12.99) 0.486 1.46 (0.19 – 11.33) 0.714 1.21 (0.08 – 17.03) 0.886 

Other jobs 1  1  1  

Monthly Income       

Low (≤ AUD200) 6.79 (1.68 – 27.37) 0.007** 3.06 (0.52 – 17.87) 0.213 3.42 (0.45 – 26.07) 0.235 

High (≥ AUD200) 1  1  1  

Age of first sexual intercourse     

18 or below   2.11 (0.26 – 16.63) 0.479 2.10 (0.15 – 30.07) 0.584 

Over 18   1  1  

Working as FSWs       

Over 2 years   1.39 (0.26 – 7.39) 0.696 1.19 (0.16 – 8.96) 0.864 

2 Year or below   1  1  

Worked as FSWs abroad      

Yes   2.09 (0.24 – 18.41) 0.505 1.23 (0.11 – 13.93) 0.863 

No   1  1  

Number of paying clients in the last month     

Over 15   4.33 (0.32 – 58.55) 0.270 5.26 (0.13 – 208.1) 0.376 

15 or below    1  1  
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Had anal sex       

Yes   3.44 (0.58 – 20.41) 0.173 4.21 (0.53 – 33.21) 0.172 

No   1  1  

Ever heard or know about drugs and IDUs     

Yes   1.37 (0.14 – 13.45) 0.785 0.59 (0.03 – 11.05) 0.723 

No   1  1  

Have any clients who inject drugs     

Yes   6.99 (1.05 – 46.69) 0.044* 13.8 (1.04 – 184.5) 0.046* 

No   1  1  

Any STI      

Positive   16.21 (1.32 – 198.7) 0.029* 9.14 (0.58 – 142.2) 0.114 

Negative   1  1  

Knowledge level     

Medium and low     4.72 (0.57 – 39.26) 0.151 

High     1  

Feeling at risk for HIV infection     

At risk     1.01 (0.05 – 17.95) 0.997 

No risk     1  

Received free or cheap condoms last month     

Yes     0.56 (0.09 – 3.38) 0.530 

No     1  

  Received information about safe sex and injecting drugs last month    

Yes     1.39 (0.19 – 9.82) 0.739 

No     1  

Know STI/HIV testing places     

Yes     0.13 (0.01 – 1.18) 0.070 

No     1  

Note:  * p < 0.05 ** p < 0.01 *** p < 0.001 

 

4.4.2. Multivariate logistic regression analysis for the relation between the factors 

associated with Syphilis infection among FSWs 

In a similar way, a multivariate logistic regression for the association between 

key factors associated with Syphilis infection among FSWs was analysed three times 

with three different models, as presented in Table 4.19. Firstly, a multivariate logistic 

regression for socio-demographic characteristic variables of the participants was 

established in Model 1 to examine the effect of these variables on the dependent 

variable (Syphilis infection). Model 2 indicates the relation between the Syphilis 

infection and the four risk behaviour variables that were identified as significant 

variables in relation to Syphilis infection in bivariate analysis to examine their inter-

relationships and overall effect on the participants’ Syphilis outcomes, after adjusting 

for the socio-demographic factors. The four variables were:  
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 “Working as FSWs” 

  “Number of paying clients in the last month” 

 “Having had anal sex” 

 “Having had any clients who inject drugs” 

Finally, Model 3 covered all variables in Model 2 and three HIV/AIDS 

knowledge variables that were identified as significant variables regarding their 

associations with Syphilis infection in bivariate analysis to evaluate the effectiveness 

of the intervention programs. The three variables were: 

 “Feeling at risk for HIV infection” 

 “Having visited a STI clinic in the last 12 months” 

 “Receiving free or cheap condoms last month” 

The results of Model 1 in Table 4.19 indicate that two variables are significantly 

associated with Syphilis infection in the multivariate analysis, namely, “marital status” 

and “living status” of participants. In the Model, the participants who were single, 

divorced or widowed were more likely to be infected with Syphilis than participants 

who were married or cohabitating (OR = 3.53, 95% CI: 1.21 – 10.31, p = 0.021). 

Participants who were living alone or living with their relatives or friends were more 

likely to be infected with Syphilis infection those who were living with their husband 

or boyfriend (OR = 3.03, 95% CI: 1.07 – 8.60, p = 0.037). 

After controlling for the confounding effect of the socio-demographic variables 

in Model 1, Model 2 and Model 3 added the four risk behaviour variables and three 

HIV/AIDS knowledge variables that were significantly associated with the outcome 

in the bivariate analyses. The results showed that three risk behaviour variables, 

“working as FSWs”, “having anal sex”, and “having any clients who injecting drugs” 

were significantly associated with the outcome variable “Syphilis infection”. 

Participants who had worked as FSWs for more than two years were 4.7 times more 

likely to be Syphilis-positive than others (OR = 4.72, 95% CI: 1.60 – 13.92, p = 0.005). 

The results also indicated that participants who had had anal sex and had had sex with 

clients who injecting drugs were more likely to be Syphilis-positive than others (p = 

0.005 and p = 0.004, respectively). 
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Table 4.19. Multivariate logistic regression analysis for the relation between the 

factors associated with Syphilis infection among FSWs  

Syphilis 

MODEL 1 MODEL 2 MODEL 3 

OR (95% CI) p-value OR (95% CI) p-value OR (95% CI) 
p-

value 

Types of FSWs       

Direct FSWs 0.88 (0.29 - 2.64) 0.825 0.22 (0.05 – 0.97) 0.045 0.19 (0.04 – 0.89) 0.035 

Indirect FSWs 1  1  1  

Age Group       

24 or under 1.02 (0.40 - 2.57) 0.967 1.28 (0.45 – 3.66) 0.642 1.29 (0.44 – 3.74) 0.642 

25 or above 1  1  1  

Ethnicity       

Kinh 0.63 (0.17 - 2.32) 0.489 0.41 (0.10 – 1.68) 0.218 0.44 (0.10 – 1.94) 0.281 

Others 1  1  1  

Religion       

Had religion 1.08 (0.29 - 4.04) 0.907 1.12 (0.25 – 5.00) 0.881 1.10 (0.23 – 5.21) 0.902 

No religion 1  1  1  

Education        

Low (5 grade or under) 1.56 (0.68 – 3.58) 0.293 1.38 (0.54 – 3.51) 0.500 1.41 (0.54 – 3.67) 0.480 

High (6 grade or higher) 1  1  1  

Marital status       

Single/ Divorced/Widowed  3.53 (1.21 - 10.31) 0.021* 3.49 (1.11 – 10.94) 0.032 3.62 (1.07 – 12.2) 0.038 

Married/ Cohabitating 1  1  1  

Ever got pregnant        

Yes 0.595 (0.22 - 1.59) 0.302 0.57 (0.19 – 1.66) 0.304 0.54 (0.18 – 1.59) 0.264 

No 1  1  1  

Living status        

Alone/Relatives/ Friends  3.03 (1.07 - 8.60) 0.037* 3.37 (1.08 – 10.46) 0.035 3.93 (1.16 – 13.32) 0.028 

Husband/ Boyfriends 1  1  1  

Employed before becoming FSWs      

Not employed 1.90 (0.72 – 4.99) 0.192 1.75 (0.62 – 4.89) 0.285 1.67 (0.57 – 4.85) 0.347 

Employed 1  1  1  

Source of Income       

Sex work 1.91 (0.65 – 5.64) 0.239 1.68 (0.53 – 5.30) 0.374 1.63 (0.49 – 5.39) 0.426 

Other jobs 1  1  1  

Monthly Income        

Low (≤ AUD200) 2.70 (0.99 - 7.36) 0.052 1.90 (0.64 – 5.65) 0.246 1.60 (0.52 – 4.89) 0.407 

High (> AUD200) 1  1  1  

Working as FSWs       

Over 2 years   4.72 (1.60 - 13.92) 0.005** 4.31 (1.41 – 13.16) 0.010 

2 Year or below   1  1  

Number of paying clients in the last month    

15 or below    2.99 (0.86 - 10.45) 0.085 2.92 (0.82 – 10.46) 0.099 

Over 15   1  1  

Had anal sex       

Yes   3.73 (1.48 – 9.40) 0.005** 4.15 (1.60 – 10.78) 0.003 

No   1  1  
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Have any clients who inject drugs      

Yes   4.35 (1.58 – 11.96) 0.004** 4.53 (1.58 – 12.99) 0.005 

No   1  1  

Feeling at risk for HIV infection      

At risk     1.21 (0.38 – 3.88) 0.744 

No risk     1  

Visited any STI Clinic in the last 12 months   

Yes     2.37 (0.96 - 5.84) 0.061 

No     1  

Received free or cheap condoms last month   

Yes     0.49 (0.19 – 1.34) 0.133 

No     1  

Note:  * p < 0.05 ** p < 0.01 *** p < 0.001 

4.4.3. Multivariate logistic regression analysis for the relation between the factors 

associated with Chlamydia infection among FSWs 

Multivariate logistic regression for the association between key factors 

associated with Chlamydia infection among FSWs was analysed three times with three 

different models, as presented in Table 4.20. Firstly, a multivariate logistic regression 

for socio-demographic characteristic variables of the participants was established in 

Model 1 to examine the effect of these variables on the dependent variable (Chlamydia 

infection). Model 2 indicates the relation between the Chlamydia infection and the 

seven risk behaviour variables that were identified as significant variables regarding 

their associations with Chlamydia infection in bivariate analysis to examine their inter-

relationships and overall effect on the participants’ Chlamydia outcomes, after 

adjusting for the socio-demographic factors. The seven variables were:  

 “Age of first sexual intercourse” 

 “Age of first working as FSWs” 

 “Working as FSWs”, 

 “Number of paying clients in the last month” 

 “Having had oral sex” 

 “Having had anal sex” 

 “Having had any clients who inject drugs” 
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Finally, Model 3 covered all variables in Model 2 and the four HIV/AIDS 

knowledge variables that were identified as significant variables regarding their 

associations with Chlamydia infection in bivariate analysis to evaluate the 

effectiveness of the intervention programs. The four variables were: 

 “Feeling at risk for HIV infection” 

 “Visiting a STI clinic in the last 12 months” 

 “Receiving free or cheap condoms last month” 

 “Receiving information about safe sex and injecting drugs last month” 

Model 1, in Table 4.20 indicates that three variables were significantly 

associated with Chlamydia infection in the multivariate analysis, “Age group”, 

“Source of income”, and “monthly income”. In Model 1, participants aged 24 or under 

were more likely to be infected with Chlamydia than others (OR = 1.99, 95% CI: 1.10 

– 3.61, p = 0.023). In terms of the income of the participants, participants who were 

earning money solely from sex work were more than 2.2 times as likely to be infected 

with Chamydia (OR = 2.21, 95% CI: 1.08 – 4.52, p = 0.030) and those who had a 

monthly income of less than AUD200 were 3.6 times as likely to be infected with 

Chamydia (OR = 3.63, 95% CI: 1.68 – 7.85, p = 0.001). 

After controlling for the confounding effect of the socio-demographic variables 

in Model 1, the seven risk behaviour variables and four HIV/AIDS knowledge 

variables that were significantly associated with the outcome in the bivariate analyses 

were included in Model 2 and Model 3, respectively. The results showed that 

participants who had their first sexual intercourse aged 18 or under and who had 

worked as FSWs over 2 years, were more likely to be Chlamydia-positive than others 

(OR = 2.91, p = 0.004 and OR = 3.23, p < 0.001, respectively). The results also 

indicated that participants who had served over 15 paying clients in the last month 

were more likely to be Chlamydia-positive than others (OR = 2.97, 95% CI: 1.32 – 

6.67, p = 0.008). Participants who had visited an STI clinic in the last 12 months tended 

to have higher levels of Chlamydia infection than others (OR = 2.22, 95% CI: 1.19 – 

4.12, p = 0.011). 



  

124 

 

Table 4.20. Multivariate logistic regression analysis for the relation between the 

factors associated with Chlamydia infection among FSWs  

 

MODEL 1 MODEL 2 MODEL 2 

OR (95% CI) 
p-

value 
OR (95% CI) p-value OR (95% CI) p-value 

Types of FSWs       

Direct FSWs 0.75 (0.35 - 1.59) 0.460 0.26 (0.09 – 0.72) 0.009 0.21 (0.07 – 0.63) 0.006 

Indirect FSWs 1  1  1  

Age Group       

24 or under  1.99 (1.10 - 3.61) 0.023* 1.67 (0.78 – 3.55) 0.181 1.66 (0.77 – 3.56) 0.189 

25 or above 1  1  1  

Ethnicity        

Kinh 0.71 (0.28 - 1.80) 0.473 0.66 (0.24 – 1.84) 0.429 0.66 (0.23 – 1.91) 0.446 

Others 1  1  1  

Religion        

Had religion 0.57 (0.25 - 1.29) 0.178 0.41 (0.16 – 1.02) 0.055 0.40 (0.16 – 1.03) 0.058 

No religion 1  1  1  

Education        

Low  (5 grade or under) 1.59 (0.91 - 2.79) 0.106 1.29 (0.69 – 2.43) 0.414 1.19 (0.62 – 2.27) 0.604 

High (6 grade or higher) 1  1  1  

Marital status       

Single/ Divorced/Widowed 1.07 (0.55 - 2.08) 0.826 1.14 (0.55 – 2.36) 0.713 1.04 (0.49 – 2.20) 0.921 

Married/ Cohabitating 1  1  1  

Ever got pregnant        

Yes 1.16 (0.63 - 2.14) 0.633 1.33 (0.68 – 2.58) 0.399 1.28 (0.65 – 2.52) 0.469 

No 1  1  1  

Living status        

Alone/Relatives/ Friends 1.13 (0.54 – 2.33) 0.745 1.07 (0.49 – 2.32) 0.859 1.07 (0.48 – 2.36) 0.869 

Husband/ Boyfriends/  1  1  1  

Employed before 

becoming FSWs 

      

Not employed 1.26 (0.68 – 2.32) 0.455 1.17 (0.61 – 2.25) 0.629 1.19 (0.61 – 2.33) 0.604 

Employed 1  1  1  

Source of Income       

Sex work 2.21 (1.08 - 4.52) 0.030* 1.95 (0.91 – 4.20) 0.086 1.97 (0.87 – 4.45) 0.102 

Other jobs 1  1  1  

Monthly Income       

Low (≤ AUD200) 3.63 (1.68 - 7.85) 0.001** 3.21 (1.40 – 7.39) 0.006 2.52 (1.07 – 5.09) 0.033 

High (> AUD200) 1  1  1  

Age of first sexual intercourse      

18 or under   2.91 (1.42 – 5.98) 0.004** 3.21 (1.53 – 6.75) 0.002 

Over 18   1  1  

Age of first working as FSWs      

20 or under   0.99 (0.43 - 2.13) 0.990 0.87 (0.40 – 1.90) 0.742 

Over 20   1 

 

 1  
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Working as FSWs       

Over 2 years   3.23 (1.67 - 6.25) 0.001*** 3.23 (1.63 – 6.41) 0.001 

2 Year or below   1  1  

Number of paying clients in the last month      

Over 15   2.97 (1.32 – 6.67) 0.008** 2.57 (1.12 – 5.88) 0.025 

15 or below    1  1  

Had oral sex       

Yes   0.54 (0.27 – 1.10) 0.090 0.51 (0.24 – 1.06) 0.073 

No   1  1  

Had anal sex       

Yes   1.24 (0.60 – 2.55) 0.513 1.27 (0.61 – 2.63) 0.513 

No   1  1  

Have any clients who inject drugs     

Yes   1.61 (0.74 – 3.49) 0.226 1.59 (0.70 – 3.58) 0.263 

No   1  1  

Feeling at risk for HIV infection     

At risk     1.35 (0.62 – 2.92) 0.444 

No risk     1  

Visited any STI Clinic in the last 12 months     

Yes     2.22 (1.19 - 4.12) 0.011* 

No     1  

Received free or cheap condoms last month     

Yes     0.79 (0.41 – 1.52) 0.490 

No     1  

Received information about safe sex and injecting drugs last month    

Yes     0.56 (0.30 – 1.03) 0.065 

No     1  

Note:  * p < 0.05 ** p < 0.01 *** p < 0.001 

4.4.4. Multivariate logistic regression analysis for the relation between the factors 

associated with Gonorrhoea infection among FSWs 

Multivariate logistic regression for the association between key factors 

associated with Gonorrhoea infection among FSWs was analysed three times with 

three different models, as presented in Table 4.21. Firstly, a multivariate logistic 

regression for socio-demographic characteristic variables of the participants was 

established in Model 1 to examine the effect of these variables on the dependent 

variable (Gonorrhoea infection). Model 2 indicates the relation between the 

Gonorrhoea infection and the seven risk behaviour variables that were identified as 

significant variables in relation to Gonorrhoea infection in bivariate analysis to 
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examine their inter-relationships and overall effect on the participants’ Gonorrhoea 

outcomes, after adjusting for the socio-demographic factors. The seven variables were:  

 “Age of first sexual intercourse” 

 “Age of first working as FSWs” 

 “Working as FSWs”, 

 “Number of paying clients in the last month” 

 “Having had oral sex” 

 “Having had anal sex” 

 “Having had any clients who inject drugs” 

Finally, Model 3 covered all variables in Model 2 and the four HIV/AIDS 

knowledge variables that were identified as significant variables in relation to 

Gonorrhoea infection in bivariate analysis to evaluate the effectiveness of the 

intervention programs. The four variables were: 

 “Feeling at risk for HIV infection” 

 “Visiting a STI clinic in the last 12 months” 

 “Receiving free or cheap condoms last month” 

 “Receiving information about safe sex and injecting drugs last month” 

Model 1, in Table 4.21 indicates that no variables were found to be significantly 

associated with Gonorrhoea infection in the multivariate analysis. It is worth noting 

that the p-value for the association between monthly income and Gonorrhoea infection 

is at the marginal end of significant value (p = 0.070). The OR was 2.45 and the 95% 

CI of the odds ratio for Gonorrhoea infection contained most of the values which were 

greater than 1 and with lower limit close to 1 (95% CI: 0.93 – 6.47), suggesting a 

potentially positive association. 

After controlling for the confounding effect of the socio-demographic variables 

in Model 1, the seven risk behaviour variables and four HIV/AIDS knowledge 

variables that were significantly associated with the outcome in the bivariate analyses 

were added in Model 2 and Model 3, respectively. The results showed that four 

variables, “Had anal sex”, “have any clients who injecting drugs”, “feeling at risk for 
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HIV infection”, and “received free and cheap condoms last month” were significantly 

associated with the outcome variable “Gonorrhoea infection”. Participants who had 

anal sex were 8 times more likely to be infected with Gonorrhoea than those who did 

not have anal sex (OR = 8.08, 95% CI: 3.04 - 21.47, p = 0.006). Participants who had 

had any IDU clients were also more likely to have HIV infection (OR = 2.84, 95% CI: 

1.03 – 7.86, p = 0.044). Moreover, FSWs who were infected with Gonorrhoea were 

more likely to feel themselves at risk of HIV infection than those who were not infected 

(OR = 5.78, 95% CI: 1.65 – 20.18, p = 0.006). Results also indicated that participants 

who had not received free or cheap condoms in the last month were more likely to be 

Gonorrhoea-positive than others (OR = 4.75, 95% CI: 1.82 – 13.34, p = 0.001).  

Table 4.21. Multivariate logistic regression analysis for the relation between 

selected factors associated with Gonorrhoea infection among FSWs  

 

MODEL 1 MODEL 2 MODEL 3 

OR (95% CI) 
p-

value 
OR (95% CI) p-value OR (95% CI) 

p-

value 

Types of FSWs       

Direct FSWs 1.57 (0.57 – 4.33) 0.386 0.69 (0.17 – 2.91) 0.623 0.38 (0.08 – 1.80) 0.226 

Indirect FSWs 1  1  1  

Age Group       

24 or under 1.75 (0.79 – 3.86) 0.166 1.74 (0.59 – 5.13) 0.311 2.13 (0.66 – 6.84) 0.200 

25 or above 1  1  1  

Religion       

Had religion 1.43 (0.39 – 5.17) 0.581 1.56 (0.37 – 6.53) 0.539 2.27 (0.46 – 11.22) 0.315 

No religion 1  1  1  

Education        

Low (5 grade or under) 1.78 (0.83 – 3.82) 0.138 1.57 (0.68 – 3.60) 0.290 1.57 (0.63 – 3.90) 0.324 

High (6 grade or higher) 1  1  1  

Marital status       

Single/ Divorced/Widowed 0.93 (0.38 - 2.27) 0.867 1.00 (0.37 – 2.67) 0.995 0.92 (0.32 – 2.68) 0.888 

Married/ Cohabitating 1  1  1  

Ever got pregnant        

Yes 1.17 (0.52 – 2.62) 0.706 1.35 (0.54 – 3.34) 0.514 1.37 (0.52 – 3.61) 0.522 

No 1  1  1  

Living status        

Alone/Relatives/ Friends 1.41 (0.52 – 3.81) 0.493 1.54 (0.53 – 4.44) 0.425 1.48 (0.46 – 4.76) 0.508 

Husband/ Boyfriends/  1  1  1  

Employed before 

becoming FSWs 

        

Not employed 1.03 (0.45 - 2.31) 0.948 1.00 (0.41 – 2.45) 0.999 1.03 (0.39 – 2.74) 0.948 

Employed 1  1  1  
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Source of Income       

Sex work 1.35 (0.51 – 3.58) 0.540 1.29 (0.45 – 3.73) 0.632 0.99 (0.30 – 3.26) 0.986 

Other jobs 1  1  1  

Monthly Income       

Low (≤ AUD200) 2.45 (0.93 – 6.47) 0.070 1.75 (0.61 – 4.96) 0.293 1.04 (0.33 – 3.26) 0.944 

High (> AUD200) 1  1  1 
 

 

Age of first sexual intercourse     

18 or under   1.14 (0.28 - 2.30) 0.788 1.24 (0.43 – 3.56) 0.685 

Over 18   1  1  

Age of first working as FSWs     

20 or under   1.62 (0.56 – 4.70) 0.368 1.17 (0.37 – 3.67) 0.782 

Over 20   1  1  

Working as FSWs       

Over 2 years   2.12 (0.85 – 5.30) 0.109 1.79 (0.68 – 4.71) 0.238 

2 Year or below   1  1  

Number of paying clients in the last month     

Over 15   1.51 (0.47 – 4.85) 0.483 1.06 (0.30 – 3.66) 0.926 

15 or below    1  1  

Had oral sex       

Yes   0.41 (0.17 – 0.97) 0.054 0.41 (0.15 – 1.12) 0.082 

No   1  1  

Had anal sex       

Yes   5.60 (2.40 – 13.1) 0.001*** 8.08 (3.04 – 21.5) 0.001 

No   1  1  

Have any clients who inject drugs     

Yes   2.84 (1.03 – 7.86) 0.044* 2.25 (0.74 – 6.87) 0.152 

No   1  1  

Feeling at risk for HIV infection     

At risk     5.78 (1.65 - 20.18) 0.006** 

No risk     1  

Visited any STI Clinic in the last 12 months     

Yes     2.03 (0.82 – 5.00) 0.122 

No     1  

Received free or cheap condoms last month     

Yes     0.21 (0.08 – 0.54) 0.001** 

No     1  

Received information about safe sex and injecting drugs last month    

Yes     0.49 (0.19 – 1.21) 0.124 

No     1  

Note:  * p < 0.05 ** p < 0.01 *** p < 0.001 
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4.4.5. Multivariate logistic regression analysis for the relation between the factors 

associated with Gonorrhoea/Chlamydia infections among FSWs 

Multivariate logistic regression for the association between selected factors 

associated with Gonorrhoea/Chlamydia infections among FSWs was analysed three 

times with three different models, as presented in Table 4.22. Firstly, a multivariate 

logistic regression for socio-demographic characteristic variables of the participants 

was established in Model 1 to examine the effect of these variables on the dependent 

variable (Gonorrhoea/Chlamydia infection). Model 2 indicates the relation between 

the Gonorrhoea/Chlamydia infection and the seven risk behavior variables that were 

identified as significant variables in relation to Gonorrhoea/Chlamydia infection in 

bivariate analysis to examine their inter-relationships and overall effect on the 

participants’ Gonorrhoea/Chlamydia outcomes, after adjusting for the socio-

demographic factors. The seven variables were:  

 “Age of first sexual intercourse” 

 “Age of first working as FSWs” 

 “Working as FSWs”, 

 “Number of paying clients in the last month” 

 “Having had oral sex” 

 “Having had anal sex” 

 “Having had any clients who inject drugs” 

Finally, Model 3 covered all variables in Model 2 and the four HIV/AIDS 

knowledge variables that were identified as significant variables in relation to 

Chlamydia/Gonorrhoea infection in bivariate analysis to evaluate the effectiveness of 

the intervention programs. The four variables were: 

 “Feeling at risk for HIV infection” 

 “Visiting a STI clinic in the last 12 months” 

 “Receiving free or cheap condoms last month” 

 “Receiving information about safe sex and injecting drugs last month” 
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The results of Model 1 in Table 4.22 indicate that three variables were 

significantly associated with Gonorrhoea/Chlamydia infections in the multivariate 

analysis, these were “Age group”, “Source of income”, and “monthly income”. In 

Model 1, participants aged 24 or under were more likely to have 

Gonorrhoea/Chlamydia infection than others (OR = 2.31, 95% CI: 1.32 – 4.01, p = 

0.003). In terms of the income of the participants, the participants who were earning 

money solely from sex work, and who had a monthly income of less than AUD200 

were at higher risk of being infected with Gonorrhoea/Chlamydia (p = 0.004 and p < 

0.001, respectively). 

Table 4.22. Multivariate logistic regression analysis for the relation between 

selected factors associated with Gonorrhoea/Chlamydia infection among FSWs  

 

MODEL 1 MODEL 2 MODEL 3 

OR (95% CI) p-value OR (95% CI) p-value OR (95% CI) p-value 

Types of FSWs       

Direct FSWs 0.81 (0.62 - 2.45) 0.545 0.34 (0.13 – 0.92) 0.034 0.24 (0.08 – 0.71) 0.010 

Indirect FSWs 1  1  1  

Age Group       

24 or under  2.31 (1.32 - 4.01) 0.003** 2.29 (1.10 – 4.67) 0.026 2.33 (1.10 – 4.94) 0.027 

25 or above 1  1  1  

Ethnicity        

Kinh 0.90 (0.37 - 2.20) 0.819 0.77 (0.28 – 2.12) 0.617 0.84 (0.28 – 2.47) 0.748 

Others 1  1  1  

Religion        

Had religion 0.80 (0.36 - 1.77) 0.582 0.63 (0.25 – 1.56) 0.317 0.73 (0.28 – 1.92) 0.528 

No religion 1  1  1  

Education        

Low (5 grade or under) 1.61 (0.96 – 2.70) 0.070 1.17 (0.64 – 2.13) 0.601 1.14 (0.60 – 2.16) 0.671 

High (6 grade or higher) 1  1  1  

Marital status       

Single/ Divorced/Widowed 0.96 (0.52 – 1.77) 0.910 0.98 (0.48 – 2.01) 0.961 0.86 (0.40 – 1.83) 0.696 

Married/ Cohabitating 1  1  1  

Ever got pregnant        

Yes 1.02 (0.57 - 1.81) 0.937 1.10 (0.58 – 2.09) 0.766 1.06 (0.55 – 2.08) 0.848 

No 1  1  1  

Living status        

Alone/Relatives/ Friends 1.24 (0.64 – 2.42) 0.522 1.28 (0.60 – 2.75) 0.514 1.34 (0.61 – 2.94)  0.459 

Husband/ Boyfriends/  1  

 

1  1  
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Employed before 

becoming FSWs 

      

Not employed 1.34 (0.65 - 1.97) 0.645 1.07 (0.58 – 1.99) 0.820 1.08 (0.57 – 2.05) 0.806 

Employed 1  1  1  

Source of Income       

Sex work 2.65 (1.37 - 5.12) 0.004** 2.45 (1.17 – 5.16) 0.018 2.34 (1.05 – 5.22) 0.036 

Other jobs 1  1  1  

Monthly Income       

Low (≤ AUD200) 4.86 (2.29 - 10.31) 0.001** 4.27 (1.83 – 9.97) 0.001 3.05 (1.26 – 7.42) 0.014 

High (> AUD200) 1  1  1  

Age of first sexual intercourse     

18 or under   2.50 (1.27 – 4.91) 0.008** 2.89 (1.42 – 5.88) 0.003 

Over 18   1  1  

Age of first working as FSWs     

20 or under   1.05 (0.50 - 2.21) 0.884 0.93 (0.43 – 2.01) 0.870 

Over 20   1 

 

 1  

Working as FSWs       

Over 2 years   3.73 (1.99 - 6.99) 0.001*** 3.38 (1.74 – 6.55) 0.001 

2 Year or below   1  1  

Number of paying clients in the last month     

Over 15   2.15 (0.97 – 4.71) 0.057 1.66 (0.74 – 6.55) 0.218 

15 or below    1  1  

Had oral sex       

Yes   0.30 (0.14 – 0.54) 0.001*** 0.24 (0.12 – 0.49) 0.001 

No   1  1  

Had anal sex       

Yes   2.84 (1.46 – 5.51) 0.002** 3.15 (1.57 – 6.31) 0.001 

No   1  1  

Have any clients who inject drugs     

Yes   1.58 (0.72 – 3.43) 0.251 1.37 (0.59 – 3.17) 0.456 

No   1  1  

Feeling at risk for HIV infection     

At risk     2.37 (1.12 - 5.02) 0.025* 

No risk     1  

Visited any STI Clinic in the last 12 months     

Yes     2.31 (1.26 - 4.24) 0.007** 

No     1  

Received free or cheap condoms last month     

Yes      0.47 (0.25 – 0.88) 0.020* 

No     1  

Received information about safe sex and injecting drugs last month    

Yes     0.63 (0.34 – 1.16) 0.143 

No      1  

Note:  * p < 0.05 ** p < 0.01 *** p < 0.001 



  

132 

 

After controlling for the confounding effect of the socio-demographic variables 

in Model 1, the seven risk behaviour variables and the four HIV/AIDS knowledge 

variables that were significantly associated with the outcome in the bivariate analyses 

were added in Model 2 and Model 3, respectively. The results showed that participants 

who had their first sexual intercourse aged 18 or under and who had worked as an FSW 

for more than 2 years were more likely to be Gonorrhoea/Chlamydia-positive than 

others (OR = 2.89, p = 0.003 and OR = 3.38, p < 0.001, respectively). The results also 

showed that participants who had oral and anal sex were more likely to be positive for 

Gonorrhoea/Chlamydia than the others (all p-value < 0.001). Participants who were 

positive for Gonorrhoea/Chlamydia infections were more likely to feel themselves at 

risk of HIV infection than those who were not infected (OR = 2.37, 95% CI: 1.12 – 

5.02, p = 0.006). Moreover, participants who had visited an STI clinic in the last 12 

months tended to have a higher rate of Gonorrhoea/Chlamydia infections than others 

(OR = 2.31, 95% CI: 1.26 – 4.24, p = 0.007). Additionally, participants who had 

received free or cheap condoms in the last month were less likely to be positive for 

Gonorrhoea/Chlamydia infections than others (OR = 0.47, 95% CI: 0.25 – 0.88, p = 

0.020). 

4.4.6. Multivariate logistic regression analysis for the relation between the factors 

associated with any STI infections among FSWs 

Multivariate logistic regression for the association between selected factors 

associated with any STI  among FSWs was analysed three times with three different 

models, as presented in Table 4.22. Firstly, a multivariate logistic regression for socio-

demographic characteristic variables of the participants was established in Model 1 to 

examine the effect of these variables on the dependent variable (Any STI infection). 

Model 2 indicates the relation between the any STI infection and the seven risk 

behavioural variables that were identified as significant variables in relation to any STI 

infection in bivariate analysis to examine their inter-relationships and overall effect on 

the participants’ any STI outcomes, after adjusting for the socio-demographic factors. 

The seven variables were:  
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 “Age of first sexual intercourse” 

 “Age of first working as FSWs” 

 “Working as FSWs”, 

 “Number of paying clients in the last month” 

 “Having had oral sex” 

 “Having had anal sex” 

 “Having had any clients who inject drugs” 

Finally, Model 3 covered all variables in Model 2 and four HIV/AIDS 

knowledge variables that were identified as significant variables in relation to any STI 

infection in bivariate analysis to evaluate the effectiveness of the intervention 

programs. The four variables were: 

 “Feeling at risk for HIV infection” 

 “Visiting a STI clinic in the last 12 months” 

 “Receiving free or cheap condoms last month” 

 “Receiving information about safe sex and injecting drugs last month” 

The results of Model 1 in Table 4.22 indicate that three variables were 

significantly associated with any STI infections in the multivariate analysis, these were 

“Age group”, “Education level”, “Source of income”, and “monthly income”. In 

Model 1, participants aged 24 or under and with a low education level were more likely 

to be infected with any STI infection than others (p = 0.017 and p = 0.015, 

respectively). In terms of the income of the participants, the participants who were 

earning money solely from sex work, and who had a monthly income of less than AUD 

200 were more likely to be infected with any STI (p = 0.004 and p < 0.001, 

respectively). 
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Table 4.23. Multivariate logistic regression analysis for the relation 

between selected factors associated with any STI infections among FSWs  

 

MODEL 1 MODEL 2 MODEL 3 

OR (95% CI) p-value OR (95% CI) p-value OR (95% CI) p-value 

Types of FSWs       

Direct FSWs 0.86 (0.45 - 1.64) 0.660 0.28 (0.10 – 0.78) 0.015 0.22 (0.07 – 0.66) 0.007 

Indirect FSWs 1  1  1  

Age Group       

24 or under  1.91 (1.12 - 3.27) 0.017* 2.46 (1.16 – 5.20) 0.019 2.73 (1.24 – 6.01) 0.012 

25 or above 1  1  1  

Ethnicity        

Kinh 1.01 (0.43 - 2.40) 0.971 0.79 (0.28 – 2.22) 0.662 0.85 (0.27 – 2.73) 0.794 

Others 1  1  1  

Religion        

Had religion 0.90 (0.41 - 1.96) 0.797 0.69 (0.26 – 1.82) 0.453 0.83 (0.29 – 2.37) 0.732 

No religion 1  1  1  

Education        

Low (5 grade or under) 1.82 (1.12 - 2.95) 0.015* 1.19 (0.65 – 2.19) 0.568 1.21 (0.62 – 2.33) 0.570 

High (6 grade or higher) 1  1  1  

Marital status       

Single/ Divorced/Widowed 1.39 (0.78 - 2.49) 0.265 1.76 (0.83 – 3.73) 0.136 1.63 (0.73 – 3.66) 0.230 

Married/ Cohabitating 1  1  1  

Ever got pregnant        

Yes 0.88 (0.51 - 1.53) 0.668 0.85 (0.45 – 1.64) 0.645 0.84 (0.42 – 1.68) 0.627 

No 1  1  1  

Living status        

Alone/Relatives/ Friends 0.78 (0.42 - 1.45) 0.433 0.69 (0.31 – 1.51) 0.355 0.67 (0.29 – 1.54) 0.349 

Husband/ Boyfriends/  1  1  1  

Employed before 

becoming FSWs 

      

Not employed 1.42 (0.84 - 2.40) 0.185 1.60 (0.86 – 2.99) 0.138 1.69 (0.88 – 3.27) 0.114 

Employed 1  1  1  

Source of Income       

Sex work 2.52 (1.36 - 4.68) 0.003** 2.30 (1.08 – 4.87) 0.030 1.97 (0.87 – 4.48) 0.102 

Other jobs 1  1  1  

Monthly Income       

Low (≤ AUD200) 6.63 (3.03 - 14.49) 0.001*** 7.15 (2.82 – 18.1) 0.001 5.57 (1.99 – 15.5) 0.001 

High (> AUD200) 1  1  1  

Age of first sexual intercourse     

18 or under   2.05 (1.06 - 3.97) 0.032* 2.36 (1.17 – 4.76) 0.016 

Over 18   1  1  

Age of first working as FSWs     

20 or under   0.94 (0.44 - 2.03) 0.880 0.80 (0.35 – 1.80) 0.596 

Over 20   1 

 

 

 

1  
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Working as FSWs       

Over 2 years   6.23 (3.29 - 11.8) 0.001*** 5.69 (2.91 – 11.1) 0.001 

2 Year or below   1  1  

Number of paying clients in the last month     

Over 15   2.26 (1.03 - 4.98) 0.042* 1.61 (0.71 – 3.68) 0.254 

15 or below    1  1  

Had oral sex       

Yes   0.19 (0.09 - 0.39) 0.001*** 0.15 (0.07 – 0.33) 0.001 

No   1  1  

Had anal sex       

Yes   6.16 (3.00 - 12.6) 0.001*** 7.44 (3.48 – 15.8) 0.001 

No   1  1  

Have any clients who inject drugs     

Yes   2.31 (1.05 - 5.07) 0.038* 2.08 (0.86 – 4.98) 0.101 

No   1  1  

Feeling at risk for HIV infection     

At risk     2.65 (1.25 - 5.59) 0.011* 

No risk     1  

Visited any STI Clinic in the last 12 months     

Yes     2.31 (1.33 - 4.60) 0.004** 

No     1  

Received free or cheap condoms last month     

Yes      0.34 (0.17 – 0.65) 0.001** 

No     1  

Received information about safe sex and injecting drugs last month    

Yes     0.71 (0.38 – 1.32) 0.278 

No      1  

Note:  * p < 0.05 ** p < 0.01 *** p < 0.001 

After controlling for the confounding effect of the socio-demographic variables 

in Model 1, the seven risk behaviour variables and the four HIV/AIDS knowledge 

variables that were significantly associated with the outcome in the bivariate analyses 

were added in Model 2 and Model 3, respectively. The results showed that participants 

who had their first sexual intercourse aged 18 or under and who had worked as an FSW 

for more than 2 years, were more likely to be infected with any STI than others (OR = 

2.05, p = 0.032 and OR = 6.23, p < 0.001, respectively). The results also found that 

participants who had oral and anal sex were more likely to be positive for any STI than 

the others (all p-value < 0.001). Participants who had served over 15 paying clients 

and had had any IDU clients were more likely to be infected with any STI than others 

(OR = 2.26, p = 0.042 and OR = 2.31, p = 0.038, respectively). 
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Participants who felt themselves at risk of HIV infection than those who were 

more likely to infect with any forms of STI those did not feel at risk of HIV (OR = 

2.65, 95% CI: 1.25 – 5.59, p = 0.011). Moreover, participants who had visited an STI 

clinic in the last 12 months were more likely to have any STI infection than others (OR 

= 2.31, 95% CI: 1.33 – 4.60, p = 0.004). Additionally, participants who had received 

free or cheap condoms in the last month were less likely to be at risk of being positive 

for any STI infection than others (OR = 0.34, 95% CI: 0.17 – 0.65, p = 0.001). 

SUMMARY 

The chapter describes the prevalence of HIV and different STI infections and 

sociodemographic characteristics and risky sexual behaviours associated with the 

STI/HIV infections in multivariate analyses. The chapter also shows the levels of 

STIs/HIV-related knowledge among FSWs. 

The prevalence of HIV among the FSWs was 2.6%. The findings showed that 

earning low income (less than AUD 200 per month), having had sex with IDUs, and 

having been infected with any STI were significantly associated with HIV infection. 

The study showed the prevalence of Syphilis, Gonorrhoea, Chlamydia, and 

either Gonorrhoea or Chlamydia infections were  6.9%, 7.9%, 16.4%, and 21.4%, 

respectively. The prevalence of any STI (having one of above infections) was 27.1%.  

The study found a significant association of “Age group”, “Education level”, 

“Source of income”, and “monthly income”, “Age of first sexual intercourse”, 

“Working as FSWs”, “Number of paying clients”, “had oral sex”, “had anal sex”, “had 

any IDU clients”, “feeling at risk for HIV infection”, “visited any STI clinic in the last 

12 months”, and “received free or cheap condoms last month” with any STI infection.  

More than three quarters of the FSWs sample (76.2%) had a high HIV 

knowledge, with correct answers for at least 7 questions. However, only 23.3 percent 

of participants answered all items correctly. More than half (51.4%) of the FSWs had 

felt themselves at risk of HIV infection. In terms of STI infections, most (86.0%) of 

FSWs had heard about these infections. Among them, more than one third (40.4%) of 
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the FSWs reported that they had suffered STI infections. In terms of health seeking 

behaviours, nearly half of the FSWs had been to government or private hospital centres 

for examination and treatment when they noticed STI symptoms (48.4% or 42.5%, 

respectively). However, more than a third (39.3%: direct FSWs) and a fifth (20.5%: 

indirect FSWs) who had noticed STI symptoms had attempted to cure themselves at 

home and had not sought medical care. Additionally, only 21.9 percent of FSWs had 

visited an STI clinic without any symptoms for a check-up during the last 12 months. 

In terms of STI/HIV intervention programs, nearly three quarters (72.4%) had 

received free condoms and over half (56.9%) had received information about safe sex 

and injecting drugs in the month prior to interview. Most (86%) FSWs knew of an 

STI/HIV testing clinic in Ba Ria – Vung Tau, and more than half (51%) had been 

tested for HIV/STIs. Among the FSWs who had been tested for STIs/HIV, 77.7% had 

been counselled before testing, 81.0% of FSWs had received the testing results and 

96.0% of those who had received the results had been counselled after receiving testing 

results.  

FSWs have been identified as a high-risk population group for the transmission 

and acquisition of STIs and HIV (Scorgie et al., 2012; UNAIDS, 2012b). Therefore, 

FSWs may play an important potential role in the epidemic of STIs/HIV. Effective 

intervention strategies are urgently needed to control the transmission of STI and HIV 

infection. However, buying and selling sex are both illegal, are considered as a "social 

evil" and are banned in Vietnam, little is known about STI/HIV-related risk behaviours 

among FSWs. Moreover, the quantitative research may not yield enough 

comprehensive information to understand risk behaviours and associated factors 

(Dorfman et al., 1992). Thus, the following chapter present the qualitative findings to 

understand the risk behaviours among the FSWs in depth.  
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CHAPTER 5: QUALITATIVE RESEARCH FINDINGS 

Introduction 

This chapter presents the results from the exploration of issues in the qualitative 

study. The main purpose of this qualitative component was to explore in depth the 

FSW’s understanding about sexual behaviours, condom use, alcohol and drug use, 

knowledge and attitudes about HIV/STIs, and access to intervention programs for 

FSWs. This chapter consists of five sections. The first section describes the 

characteristics of participants. The second section presents the participants’ sexual 

behaviours and the reasons for them. The third section indicates reasons for the alcohol 

and drug use of the participants. The participants’ knowledge and attitudes about 

HIV/STIs and their access to the intervention programs is presented in the last two 

sections. 

5.1. Socio-demographic Characteristics of the FSWs 

Table 5.1 presents the characteristics and background data for the 45 participants 

who attended the in-depth interviews. These 45 FSWs were recruited and interviewed 

and comprised, 31 direct FSWs and 14 indirect FSWs. Among the 14 indirect FSWs, 

4 worked in "bia ôm" (hug beer) restaurants (places where customers can drink beer 

with services of FSWs such as hugging, kissing, and even sex), 3 in hotels, 3 in karaoke 

bars, 2 in garden cafes, and 2 in massage venues. However, most of the direct FSWs 

reported that they worked on the street and in parks. Additionally, two of the FSWs 

worked in both "bia ôm" (hug beer) restaurants and on the street.  

The FSWs in the qualitative research ranged in age from 24 to 38 years. Most 

were 25 years old or above. About a third (n = 16) of the FSWs had children and some 

(n=4) had miscarried once. The time spent in sex work ranged from 3 to 7 years. More 

than half of the participants reported that they had low education level. Only one 

participant had a university education, which was the highest education level in the 

qualitative sample. Most (n = 40) of the FSWs had been married. A half of them were 

divorced or widowed. Only five participants were single. 
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Table 5.1. Characteristics of participants in the qualitative study 

Characteristics N 

Age  

18-20 0 

21-24 2 

25-29 16 

30 or above 27 

Education level  

Low (Under grade 5) 26 

Medium (Grade 6-9) 8 

High (Grade 10 or over) 11 

Marital status  

Single 5 

Married/ Cohabitating 20 

Divorced/Widowed 20 

Working as FSWs  

2 years or above 45 

1 year or below 0 

Typologies of FSWs  

Direct FSWs 31 

Indirect FSWs 14 

 

Nearly half of the participants were living with their relatives or friends. Some 

participants were living alone. Three quarters of participants were unemployed before 

becoming FSWs. Several FSWs had worked part-time and had casual work such as 

waitresses, shop sellers, or housekeepers. Only one participant was a student, at a 

school in the Ba Ria – Vung Tau community college. Almost all direct FSWs were 

earning money only from sex work. Several indirect FSWs from "bia ôm" (hug beer) 

restaurants and karaoke bars earned additional income as tips by drinking and singing 

with their clients. 

Almost all the FSWs in the qualitative study were earning more than AUD 200 

per month. The four participants with the lowest monthly income were all older FSWs 

(30 years old and above). Most of the participants charged their customers per sex 

time. The usual price for commercial sex for the FSWs was approximately VND 

400,000 (AUD 20). The lowest price per sex time was VND 150,000VND (AUD 10), 

and the highest was VND 1,200,000 (AUD 60).  
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5.2. Risky Sexual behaviors and the reasons for them. 

The age at which the FSWs had their first sexual intercourse ranged from 13 to 

25 years old; a third of the FSWs were under 18 years old when their first sexual 

intercourse took place. Only one participant said that her first sexual intercourse was 

sex work.  

The number of paying clients that an FSW served over the month prior to data 

collection ranged from 10 to 40. The FSWs reported usually having one to three clients 

per day, but several participants had 5 to 10 clients in one day.  

All FSWs said that they usually offer vaginal sex for their clients. Most FSWs 

also offer oral sex for a higher price. Some participants reported that they had anal sex 

with clients.  

5.2.1. Consistent Condom Use with Paying Clients 

Most of the FSWs reported that they usually used condoms when having sex 

with paying clients. The main factors associated with a failure to use condoms included 

lack of skill in negotiating condom use; economic pressure; close relationships with 

clients; and clients' attitudes and perception of the risk.  

Skill in negotiation about condom use was one of the main factors associated 

with condom use with the clients. Some of the participants indicated that they did not 

negotiate with their clients who are drunk or fussy. One participant, for example, 

described the problems, saying that: 

When we begin having sexual intercourse, I usually say, “Please, let's use 

condoms" and they say they don't agree with me. They only want me to have sex 

immediately. That is normal! Some clients are drunk; it is very difficult to tell them. 

They always do not agree…I do not know how to solve the problem…I just complied 

with them… (Participant 33, direct FSW, 28 years old, working on street at Con Dao) 
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This was supported by another participant who said:  

In some case, customers do not want to use condoms. I do not have any right to 

negotiate with them about condom use. Because some fussy customers do not like me 

and change woman. So, I have to please them… I did it (sex without condom)… 

(Participant 10, direct FSW, 29 years old, working on street at Vung Tau) 

Some do not know how to negotiate when their clients do not agree to use 

condoms. This was mentioned by another participant:  

‘I always ask every client to use a condom. If they accept, I use the condom. If 

they do not, I cannot force them. Condom use really depends on the clients’ demand 

...(Participant 43, direct FSW, 36 years old, working on street at Con Dao) 

Economic pressure was significantly associated with condom use with clients. 

Participants with economic pressures may be more likely to have sexual intercourse 

without condom use due to fear of losing clients. When the clients offer more money 

for sex without condom, the FSWs are more likely to agree to it. The indirect FSWs 

who earn more money are more likely to use condoms. Some of them refused clients 

who do not agree to use condoms. 

I always try to persuade my customers to use condoms, but some of them are too 

drunk. Therefore, I have to accept because of money and this job….(Participant 20, 

direct FSW, 29 years old, working on street at Long Dien) 

I have had some generous customers and they do not want to use condoms. They 

said “I give you more and more money if you do not use condoms. I do not want to use 

condoms, it is very inconvenient and reduces pleasure”, so I do not use 

condoms…Some of them sometimes give me double of the sex charge...(Participant 23, 

direct FSW, 25 years old, working on street at Long Dien) 
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Some customers do not want to use condoms…If I do not agree, they will change 

to another person. So, I will lose my customers, lose money. I need money, therefore I 

did it (sex without condom)… (Participant 3, direct FSW, 25 years old, working on 

street at Vung Tau) 

As you know, because of money, I accept everything. After, finishing the massage 

activities, they said, they want to have an oral sex before vaginal sex without condoms. 

They will add more and more money for their pleasure. So, I have to do without 

condoms. I know some risks, but because of money… (Participant 2, indirect FSW, 32 

years old, working in massage club at Vung Tau) 

The close relationships with clients may impact on condom use. Some 

participants reported that they did not use condoms with familiar clients. Moreover, 

they knew and liked each other and there was no need to use condoms. Furthermore, 

a participant also said that some familiar clients were not really clients but more like 

friends, so they did not use condoms. Relationships with the clients can have a 

considerable influence on the perception of the risk among FSWs. 

I only have sexual intercourse without condom use with my dear customers. I 

trust them. They understand me… (Participant 41, Indirect FSW, 34 years old, working 

in garden caffe at Con Dao) 

I am working in restaurant. Some regular customers, they seem like my friends. 

I know that they do not have any diseases. They are really strong and healthy. I have 

many sexual intercourses with them without condom. Sometimes, I go to the hospital 

to have tests or regular checks and I did not get any diseases.... (Participant 29, 

Indirect FSW, 36 years old, working in restaurant at Vung Tau) 

Some customers, when they come to my work place, they only want me to sing 

and drink with me…They like me and I like them. Therefore, I never used condoms 

with them... (Participant 22, indirect FSWs, 36 years old, working in karaoke bar at 

Long Dien) 
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I am working in "bia ôm" (hug beer) restaurants…; Occasionally, I do not use 

condoms with regular customers because they usually drink beer with me at my 

restaurant and give me more money … (Participant 13, indirect FSW, 27 years old, 

working in restaurant at Vung Tau) 

The requirement of clients may be one of the factors associated with not using 

condoms. Some participants reported that some of the clients did not want to use 

condoms because this reduced their pleasure. Clients' perception of the risk of sex 

without condoms was also associated with condom use. Some participants confirmed 

that several clients agreed to use condoms because they did not want to take the risk.  

Some customers said “I do not want to use condoms, it is very inconvenient and 

reduces pleasure”… (Participant 5, direct FSW, 31 years old, working on street at 

Vung Tau) 

One of the main reasons for not using condoms is that clients want to have strong 

feeling and more pleasure… especially, some drunk clients… (Participant 39, direct 

FSW, 28 years old, working on street and beach at Con Dao) 

On the other hand, some clients want to use condoms because of their perception 

of the risk of sex without condom use. 

About condom use, some clients, maybe two or three out of ten clients, they 

request to use condoms…Most of them were old and look like educated men 

...(Participant 9, indirect FSW, 35 years old, working at hotel at Vung Tau) 

5.2.2. Condom Use with Non-paying sex partners 

Of the 45 FSWs interviewed, thirteen were living with their husband, and eight 

were living with their boyfriends. Some participants reported that it was safe to have 

sex with boyfriends or husbands, therefore it was not necessary to use condoms. Other 

participants reported that their partners did not want to use condoms. 
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Some participants stated their trust in their partners: 

I never think about condoms with my husband. Because I love and believe him. 

We never talk about condoms. We have been married over 7 years and nothing has 

happened with us… (Participant 1, indirect FSW, 34 years old, working in hotel at 

Vung Tau)  

My boyfriend, I met him a long time… We do not want to use condoms because 

we believe and love truly together. (Participant 23, direct FSW, 25 years old, working 

on street at Long Dien) 

A participant reported her fear of violence from her husband: 

My husband just works in casual jobs. So, he has more time to drink a lot and 

often beats me up. When I go back home, he always wants to have sex violently with 

me…How can I ask him to use condoms, so I do not want to make it 

worse…….(Participant 17, direct FSW, 25 years old, working near bus station at Long 

Dien) 

Another participant expressed her difficulties: 

Sometimes, I ask my boyfriend to use condoms, but he does not want to use. He 

said "We have been sleeping together for a long time … and have sexual intercourse 

many times without condoms…Nothing has happened". Moreover, I said I do not want 

to have babies…He said “I should take contraceptive medicine…   (Participant 45, 

indirect FSW, 35 years old, working in massage club at Con Dao) 

5.3. Alcohol and drug use, the reasons for them. 

5.3.1. Alcohol Use 

Of the 45 participants interviewed, most (39/45) consumed alcohol at least once 

a week. Among them, 27 have had sexual intercourse when drunk. Only 14 FSWs had 

used condoms during sexual intercourse when drunk. Only six participants did not 

consume alcohol. One of the most common reasons for their alcohol consumption was 
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that it was inevitable owing to the nature of their work environment. For example, an 

indirect FSW explained that: 

I am working in a karaoke bar, so I must drink because of this kind of job. 

Therefore, I drink much beer or wine day by day. When I got the job, I started drinking 

more and more. I am familiar with being drunk. Sometimes, I drink over a bottle of 40 

percent liquor a day. This is my job, the more I drink, the more money I get… 

(Participant 14, indirect FSW, 31 years old, working in bar clubs at Vung Tau) 

This was supported by other indirect FSWs working in karaoke bars and “hug 

beer” restaurants, they said: 

I have to drink if I work at this job. I drink every day in general, because I have 

to work every day. Whenever my club has customers, I drink … I earn money based on 

the quantity of beer or wine per table…  (Participant 22, indirect FSW, 36 years old, 

working in karaoke bar club at Long Dien) 

I drink beer or alcohol with clients at my restaurant. Normally, after I finish my 

drinking, my customers usually want me to go with them for sex… Sometimes, I go, 

sometimes I do not go. It depends on the customer… (Participant 7, indirect FSWs, 35 

years old, working hug beer restaurant at Vung Tau) 

Another reason for their alcohol consumption was habit. After their work, they 

want to drink with their friends. A direct FSW at Con Dao commented:   

I often drink with my customers or with my friends. After my work, when I feel 

sad or have good luck, I go out or stay at home to drink. Sometimes, I drink many times 

in a day with my friends. Normally, three or four days per week. Sometime, I drink 

with customers at my work place… (Participant 35, direct FSWs, 38 years old, working 

on the street at Con Dao) 
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Some direct and indirect FSWs were more likely to have sexual intercourse 

under the influence of alcohol. Highlighting this issue, some FSWs said that: 

I am working in a hug beer restaurant. Generally, customers come here and 

invite me to drink. They like me and ask me to drink with them. Firstly, we just drink 

several cups of beer. Later, I feel happy and get more drinks. And then, they ask me to 

have sexual intercourse with them… I agree with them, but after I finish my work… 

(Participant 29, indirect FSW, 36 years old, working in hug beer restaurant at Long 

Dien) 

Usually, I go with my customers to drink before or after going to a hotel for 

sexual intercourse… (Direct FSWs, working on street at Vung Tau, Long Dien) 

5.3.2. Drug Use  

In this qualitative study, only three participants reported that they had ever tried 

a hard drug such as heroin. The main reason nominated for using drugs was that they 

were sad and unhappy with their work.  One participant reported that her regular sex 

partners (boyfriends) used drugs. 

I have used drugs. Friends often invite me to try it. The first time I used it, it was 

really exciting. After that, I often buy drug to take when I feel sad and lonely. I feel 

sick and tired when I do not use it. Now, I use it occasionally …because I do not have 

enough money to buy… (Participant 4, direct FSW, 24 years old, working on street at 

Vung Tau) 

I have used drugs for 6 years ... since the time I entered this job . . . When I feel 

so sad and I use drugs. Up to now, smoking has become a habit… Drugs are a tool to 

boost my energy to work … (Participant 20, direct FSW, 29 years old, working on 

street at Long Dien) 
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A direct FSW described her drug use: 

My boyfriend ... he has been using drugs. One time, he invited me to try it. It is 

a wonderful feeling. I tried it and became addicted. After that, I used it frequently. We 

spend most of the money we earn to buy drugs every day. I try to use it. I cannot live 

without it... (Participant 34, direct FSW, 34 years old, working on street at Con Dao) 

5.4. Knowledge and attitudes about HIV/STIs and sources of information 

All the participants had heard of HIV/STIs. The main sources of information 

about HIV/STIs included newspapers, television, websites, advertisements, peer 

educators, and health workers. One direct FSW said: 

I’ve heard about HIV and S (AIDS), I heard from TV (television), newspaper…. 

Sometimes, when I go to hospital, I often see some advertised panel about HIV and S, 

hear from health workers… (Participant 3, direct FSW, 25 years old, working on street 

at Vung Tau) 

Most of participants knew or had heard that the HIV/STIs could be transmitted 

through sexual intercourse. One of the direct FSWs said: 

I have heard that sexual intercourse can transmit some diseases such as HIV 

and some STIs…(Participant 18, direct FSW, 26 years old, working on street at Long 

Dien) 

Supporting the issue, another indirect FSW explained: 

I worked in the job. I understand that sex with many clients can lead to HIV and 

STIs transmission …I have had a sexual disease since two years ago…   (Participant 

41, indirect FSWs, 34 years old, working at garden coffee at Con Dao) 
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Most of the participants felt at risk of HIV infection because of their sex work. 

One participant said: 

As you know, I am scared about my work. Every day, I serve one or more 

customers. Some of them use condoms and some do not use…Some of them smoke 

(drug used)…I do not know how to prevent HIV infection….  (Participant 27, indirect 

FSW, 34 years old, working on the street at Long Dien) 

Another direct FSW also reported: 

I think that I may be infected with HIV or other diseases because of my sex 

work… Some clients, especially some new customers, I do not know whether they have 

been infected with these diseases or not… (Participant 8, direct FSW, 31 years old, 

working on the street at Vung Tau) 

However, an indirect FSW reported that she always cleaned her genitals before 

and after sex. She stated her views in this way: 

I always clean myself before and after sex… So, I think that it’s quite hard to get 

HIV infection…(Participant 32, indirect FSW, 34 years old, working in garden coffee 

at Con Dao) 

Most of the FSWs said that condom use could prevent HIV/ STIs. When the 

FSWs had some STIs symptoms, most of them went to a government hospital for 

examination and treatment. Some participants went to a pharmacy store to buy 

medicine. Others insisted that they could cure themselves at home. A direct FSW in 

Con Dao, for example, said:  

I have gotten vaginal itching and pain; I went to hospital for examination and 

treatment. The doctor said that I should use condoms in sexual intercourse…. It is 

helpful. It can assist me to prevent STIs... (Participant 44, direct FSW, 36 years old, 

working on the street at Con Dao)  
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Another FSW stated that: 

When I get pain…normally, I go to pharmacy store to buy medicine and take it.... 

(Participant 25, direct FSW, 32 years old, working on the street at Long Dien) 

In contrast, a direct FSW at Con Dao expressed her difficult situation: 

At Con Dao, it is difficult to go to a big hospital to treat my diseases…If I want 

to be treated, I have to go to the mainland …it costs a lot of money. Therefore, I often 

treat myself at home… (Participant 25, direct FSW, 32 years old, working on the street 

at Long Dien) 

5.5. Access to the intervention programs 

Of the 45 participants, most of the participants had received information about 

safe sex and safe injecting drugs. About half of the participants received free condoms 

in the last month. Only five direct FSWs and three indirect FSWs reported being tested 

and counselled for HIV/STIs. All of them knew of an STI/HIV testing clinic in Ba Ria 

– Vung Tau. Among eight FSWs who had been tested for HIV/STIs, only five FSWs 

reported that they had been counselled before testing, all the FSWs had received the 

testing results but only four FSWs had been counselled after receiving testing results. 

For example, highlighting the issues one participant said: 

Sometimes, I receive information about safe sex from my friend (who is working 

as peer educator)…..She frequently gives me some free condoms ….(Participant 33, 

direct FSW, 28 years old, working at park and beach at Con Dao) 

Another direct FSW mentioned her HIV/STIs testing and counselling, she said: 

Three months ago, I went to Health Prevention centre in Ba Ria city to test for 

HIV…before the testing, the health worker asked and counselled about my 

status…After a week, I went back to get the result….luckily, I was not infected with 

HIV ….I went back home…nobody spoke to me or counselled me …(Participant 19, 

direct FSW, 27 years old, working at street at Long Dien) 
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Supporting these participants, one indirect FSWs said that: 

Last time, I have tested blood in Health Centre…before and after the testing, 

health worker did not ask me [any questions] or counsel anything… …(Participant 19, 

direct FSW, 27 years old, working at street at Long Dien) 

However, some indirect FSWs reported that they have never been tested for HIV 

or STIs. One participant from Vung Tau said that: 

I always feel strong and healthy…So, I do not need to be tested or diagnosed for 

any diseases… (Participant 6, indirect FSWs, 27 years old, working at hug beer 

restaurant at Vung Tau) 

This was supported by another participant who said: 

I always feel strong and healthy… So, I do not need to be tested or diagnosed 

for any diseases… (Participant 14, indirect FSWs, 31 years old, working at karaoke 

bar at Vung Tau) 

All participants said that they would be tested regularly for HIV/STIs if free 

treatment were available. One direct FSW stated: 

I often go to Health Centre to check my health status…I understand that tests 

and treatment are quite expensive …if possible, free treatment for us would be great… 

(Participant 3, direct FSW, 25 years old, working at street at Vung Tau) 

 Another participant also supported this view: 

I really want to go to hospital to check my health…If the health services could 

be free for us to test or treat…We will go frequently…  (Participant 14, indirect FSW, 

31 years old, working at karaoke bar at Vung Tau) 
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SUMMARY 

The qualitative findings of this study were reported in this chapter. The main 

factors associated with a failure to use condoms among the FSWs included lack of skill 

in negotiating condom use; economic pressure; close relationships with clients; and 

clients' attitudes and perception of the risk. One of the most common reasons for 

FSWs’ alcohol consumption was that it was inevitable owing to the nature of their 

work environment. The main reason for using drugs among FSWs was that they were 

sad and unhappy with their work. Most of the participants knew or had heard that 

HIV/STIs could be transmitted through sexual intercourse. Most of the participants 

felt at risk of HIV infection because of their sex work. 

The following chapter will provide a discussion of these results from Chapters 4 

and 5 and will address the research questions presented in the first chapter of this thesis 

(Section 1.2 and 1.3) in the light of the research literature analysed in Chapter 2 and 

the results presented in these chapters. 
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CHAPTER 6: DISCUSSION  

INTRODUCTION 

This study has focussed on a range of factors associated with HIV and selected 

STI infections among FSWs in Ba Ria – Vung Tau, Vietnam. This chapter provides a 

discussion of the research findings reported in Chapters 4 and 5. This chapter also 

compares the results of this study with the empirical evidence from other studies in 

this area.  

6.1. Socio-demographic characteristics and risky sexual behaviors among FSWs 

The findings provide new insights into the socio-demographic characteristics 

and sexual behaviours of FSWs in the Ba Ria – Vung Tau province and can help bridge 

the gaps in the understanding of this highly vulnerable population. The study also 

shows a significant difference between direct and indirect FSWs in both their socio-

demographic characteristics and risky behaviours.  

The study found nearly half (43.3%) of total FSW sample having a low level 

of education (grade 5 or under). The proportion is lower than the findings of studies in 

other provinces of Vietnam, such as Nha Trang (55.2%) (Mai et al., 2008), Soc Trang 

(64.3%) (Thuong et al., 2008), Dong Thap (47.7%), An Giang (53.3%), and Kien 

Giang (60.3%) (Thuong et al., 2007). However, the proportion is slightly higher than 

the findings in Lai Chau (37.4%), Quang Tri (34.0%) (Thuong et al., 2007), and Ho 

Chi Minh City (39.1%) (Nemoto et al., 2008). Findings from a study in Cambodia 

indicated the high proportion of FSWs with a low level of education, for example 40% 

with no education and 51.2% with primary education only (Couture et al., 2011). 

Couture et al. (2011) indicated that difficult economic and social circumstances led to 

the low level of FSWs’ education. Similarly, nearly three quarters of FSWs in Thailand 

and China had less than high school education (Nemoto et al., 2013; Tang et al., 2014). 

FSWs with a low level of education could have difficulty finding employment, 

eventually having to engage in sex work in order to earn money for the demand of 
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their life. These women could be easily enticed into the sex industry (Lai et al., 2010). 

On the other hand, the low level of education among FSWs could also lead to 

limitations regarding their STI/HIV-related knowledge and subsequently engaging in 

risky behaviours (Pham, 2013).  

More than half of FSW sample were single, divorced or widowed, which is a 

similar proportion to that found in other provinces in Vietnam (Hue, Van, & Lien, 

2015; Mai et al., 2008; Nemoto et al., 2008; Nguyen et al., 2009; Thuong et al., 2008; 

Thuong et al., 2007; Thuong et al., 2012; Tran, Detels, Long, Phung, et al., 2005). 

Findings from empirical studies in Indonesia, Cambodia and Thailand have also 

reported that the majority of FSWs were divorced, widowed, or separated (Couture et 

al., 2011; Nemoto et al., 2013; Tanudyaya et al., 2010; Wirawan et al., 2000). Lai et 

al. explained that the official classification of sex work, which is considered as a 

“social evil”, could result in negative effects on their family life or marriage (Lai et al., 

2010). Given the marital status of these FSWs it is possible that family conflicts could 

push them into sex work. The findings of the study show that direct FSWs were more 

likely to be single, divorced, or widowed than indirect. This is also consistent with 

findings from a study conducted in Can Tho, Vietnam that showed that the percentage 

of direct FSWs who were single, divorced, or widowed was higher than indirect FSWs 

(Lai et al., 2010).  

Financial pressures are significant with the study showing that a high 

proportion (63.1%) of FSWs were unemployed before becoming FSWs. Nearly half 

(40.2%) of all FSWs received their primary source of income from sex work. There 

were also significant differences between the direct/indirect groups in terms of 

employment status before becoming FSWs, source of income and monthly income. 

The proportion of direct FSWs who were unemployed before becoming FSWs was 

higher than indirect FSWs. This is similar to findings from a study in Ho Chi Minh 

City that reported that a larger proportion of the direct FSWs earned money solely by 

sex work and also earned a lower monthly income than indirect FSWs (Nemoto et al., 

2008). Socio-economic difficulties are important factors affecting the FSW population 
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and economic pressures and the increasing demands in their life could well play a 

major role in decisions to take up and remain in sex work.  

First sex at an early age is prevalent in the FSW population (FHI Nepal, 2006) 

and sexual debut at a younger age can lead to an increased risk of HIV infection, due 

to longer period of exposure to HIV risk (Ohshige et al., 2000). The findings of this 

study are similar to the findings of recent studies in Vanuatu and China which showed 

that more than half of FSWs reported age at first sexual intercourse was younger than 

18 years (Fan et al., 2015; Gemert et al., 2014; Medhi et al., 2011). Moreover, the 

study also indicated that direct FSWs were more likely to have been younger at the 

age of first sexual intercourse than indirect FSWs. Indeed, 7.8 percent of direct FSWs 

reported that their first sex experience was much earlier, at 14 years or below. This 

early age of first sexual intercourse, combined with a low level of education and poor 

knowledge related to safe sex could explain why direct FSWs are more likely to have 

unsafe and risky sexual behaviours (Pham, 2013).  

The study revealed that nearly half of the sample had been working as FSWs 

more than two years and that direct FSWs were more likely to have a longer working 

duration as FSWs than indirect FSWs. Nearly half of the sample reported that they had 

provided sexual services to over 15 paying clients over the last month. Direct FSWs 

tended to serve a higher number of clients than indirect FSWs. These findings are 

similar to those from other studies in Vietnam which also indicated that direct FSWs 

had a higher mean number of clients compared with indirect FSWs (Mai et al., 2008; 

Minh, Nhan, West, Durant, & et al., 2004; Rekart, 2002). Minh et al. (2004) explained 

that because of lower education, few alternative employment opportunities, and lower 

income, direct FSWs were more likely to continue sex work for a greater number of 

years than indirect FSWs (Minh et al., 2004). 

Alcohol drinking behaviour has been correlated with casual sex without 

condoms, engaging in transactional sex (Kaljee et al., 2005), and increased numbers 

of concurrent sex partners, resulting in an elevated risk for HIV (Campbell et al., 2003; 

Mataure et al., 2002; McEwan, McCallum, Bhopal, & Madhok, 1992; Staton et al., 
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1999). Other studies also confirmed that alcohol drinking behaviour in relation to sex 

was significantly associated with inconsistent condom use (Chersich, Bosire, Kingola, 

Temmerman, & Luchters, 2014; Verma, Saggurti, Singh, & Swain, 2010). The 

findings of this study show that most (82.4%) of the FSWs drank alcohol at least once 

a week. Among these FSWs, nearly half have had sexual intercourse when drunk. A 

third of these women, who have consumed alcohol and had sexual intercourse, did so 

with inconsistent condom use. Direct FSWs were more likely to drink alcohol at least 

once a week, to have sex when drunk, and to have sex with inconsistent condom use 

in sexual intercourse while drunk than indirect FSWs. Reasons for the alcohol 

consumption among these FSWs was found in the qualitative research findings of this 

study, that it was due to habit and the nature of their work environment. Similarly, 

findings from a study in Ho Chi Minh, Vietnam also show that alcohol use is prevalent 

among FSWs and a part of the routine; for example, drinking with customers and then 

going to a hotel or hostel for sex. However, Nemoto et al. indicated that the higher 

proportion of direct FSWs had had sex under the influence of alcohol with customers 

than indirect FSWs (Nemoto et al., 2008).  

Nearly a quarter (23.4%) of FSWs in the study had used drugs. This percentage 

is lower than the findings of some studies in Vietnam, such as 23.5% in Ho Chi Minh 

(Nemoto et al., 2008), and 38% in Ha Noi (Tran, Detels, Long, Phung, et al., 2005), 

but it is also higher than that reported among FSWs in other studies in Vietnam, such 

as 14.3% in the IBBS 2009 (MOH Vietnam, 2011), 9.1% in Soc Trang (Thuong et al., 

2008), 8.5% in Thai Nguyen (Hoang et al., 2010), 8.2% in Nha Trang (Mai et al., 

2008), and 8% in Vinh Long (Nguyen, 2010). The findings of the study are consistent 

with findings from previous studies among FSWs in Vietnam, in that direct FSWs 

were more likely to have used drugs than indirect FSWs (Minh et al., 2004; Nemoto 

et al., 2008; Tran, Detels, Hien, Long, & Nga, 2004; Tran, Detels, Long, & Lan, 2005). 

A major concern is that direct FSWs were more likely to have sexual intercourse with 

clients who inject drugs than indirect FSWs. Qualitative research findings of this study 

showed the main reason for using drugs among FSWs is that they were sad and 

unhappy with their work and that their regular sex partners (boyfriends) used drugs. 
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Another reason for drug use among FSWs is explained by some FSWs using drugs as 

a tool to encourage them to work. These reasons are consistent with the findings of a 

qualitative study in Ha Noi, Vietnam (Tran et al., 2004). Tran et al. also indicated that 

drug-use FSWs are the high-risk group for HIV infection as well as a major bridge 

through their clients to the general population. Moreover, empirical studies also 

showed that high-risk sexual behaviours among IDUs might contribute to the 

spreading of the STI/HIV epidemics through sexual transmission to their sexual 

partners and/or sex workers and then to the general Vietnamese population (Go et al., 

2006; Saidel et al., 2003; Strathdee, 2003). 

6.2. Prevalence of HIV and associated factors among FSWs 

6.2.1. HIV prevalence among FSWs 

This study found that the prevalence of HIV among the sample of FSWs in Ba 

Ria – Vung Tau, Vietnam (2.6%) is similar to that (2.6%) reported by the national HIV 

sentinel surveillance reports in 2013 (VAAC, 2013a). However, the prevalence was 

significantly lower than several districts or cities in Vietnam, such as Ha Noi, Hai 

Phong, Can Tho, and Ho Chi Minh City, where HIV prevalence exceeded 15% (MOH 

Vietnam, 2011). The HIV prevalence is also substantially lower than the levels found 

in many larger urban areas in other countries, such as Phnom Penh, Cambodia (23.1%) 

(Couture et al., 2011; Kim et al., 2005), Bangkok, Thailand (20.2%) (Manopaiboon et 

al., 2013), major cities in Myanmar (18.4%) (Swe & Rashid, 2013) and Nagaland, 

India (11.6%) (Medhi et al., 2011). On the other hand, the HIV prevalence in this study 

was higher than other provinces in Vietnam, such as 2% in Quang Ninh, 1.7% in Nghe 

An, and 0.4% in Da Nang (MOH Vietnam, 2011). Additionally, Ba Ria – Vung Tau is 

one of the most favourite coastal tourist destination with a variety of entertainment 

services in Southeast Vietnam. There are many complex commercial sex activities 

such as disguised FSWs in entertainment establishments, call-girls organizations with 

pimp managers, or street FSWs. Moreover, there is a mobility trend of women from 

other poor provinces to Ba Ria – Vung Tau province, to earn more money. Therefore, 

it is extremely hard to manage the FSW population. This can lead to many major 
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difficulties regarding HIV prevention in the province. The following sections discuss 

the socio-demographic and risky sexual behaviour factors which were found to be 

associated with HIV infection. 

6.2.2. Socio-demographic factors associated with HIV infection 

Multivariate analysis found that FSWs who were earning a monthly income of 

less than AUD 200 were more likely to be at high risk of being HIV-positive. This is 

also consistent with the results from a cross-sectional study in five border provinces of 

Vietnam that found  that FSWs with a low income (less than USD 33 per month) were 

at increased risk of HIV (Thuong, Nhung, Nghia, Tram, & O'Farrell, 2005). Thuong 

et al. explained that poverty and financial need put them in sex trade with many low 

paying customers. Additionally, these FSWs might not be able to access STI/HIV 

intervention programs because of pressures from their work (Thuong, Nhung, et al., 

2005). Another study in major cities in Myanmar also indicated that sex workers with 

low income had higher odds of being HIV-positive (Swe & Rashid, 2013). The study 

explained that low income is related to poverty-related factors, poor access to food and 

other basic necessities, and limited social support networks, all of which can 

potentially drive the lower-income sex workers into risk-taking sexual behaviours such 

as those which expose them to HIV (Swe & Rashid, 2013). Additionally, findings from 

the study in Yangon, Myanmar showed that economic need is a compelling reason to 

accept a client who refuses to use a condom (Talikowski & Gillieatt, 2005). The 

qualitative findings of this study also show that low income FSWs with economic 

pressure could be more likely to have sexual intercourse without the use of a condom 

due to fear of losing clients and therefore they face a higher risk of being HIV-positive 

and infected with STIs. On the other hand, however, a study in Hanoi found that having 

a higher income was significantly associated with HIV infection (Tran, Detels, Long, 

Phung, et al., 2005). Tran et al. explained that FSWs who had a high income were 

younger than those who have a low income. Most of these young women had a low 

level of education and poor knowledge of HIV/AIDS, and therefore are a very 

vulnerable group for HIV infection (Tran, Detels, Long, Phung, et al., 2005).  
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6.2.3. Risky sexual behaviours associated with HIV infection 

(a) FSWs who have had IDU clients were seven times as likely to be HIV-

positive. 

Drug use and sex work have been identified as important factors responsible 

for increasing HIV infection (Couture et al., 2012; Nguyen et al., 2004). This study 

found that FSWs who have had IDU clients were more likely to be HIV-positive. This 

is consistent with results from a study in different population groups and provinces in 

Vietnam that showed that FSWs who have had sexual contacts with IDUs have 3.4 

times the likelihood of HIV infection compared with others (Tuan et al., 2007). The 

study also indicated that the reciprocal relationship between FSWs and IDUs in sexual 

transmission has been a vital factor in the spread of the HIV epidemic in these groups 

(Tuan et al., 2007). Similarly, another study in India found that FSWs are more likely 

to be exposed to HIV due  to their higher number of clients and more sexual 

interactions with IDUs (Medhi et al., 2011). Further, a study conducted in two Mexico-

US border cities (Patterson et al., 2008) also indicated that HIV-positive FSWs were 

more likely to report that they have had clients who injected drugs than HIV-negative 

FSWs. These studies also explained that FSWs may act as a potentially important 

bridge for HIV transmission from IDUs through their sexual clients to the general 

population (Medhi et al., 2011; Patterson et al., 2009).  

(b) This study indicates that being infected with any STI is associated with HIV 

infection. 

STI infections have played a significant facilitating role in HIV transmission 

(Dallabetta & Neilsen, 2005). STIs are co-factors in HIV transmission and frequent 

sex intercourse might cause genital trauma, greatly increasing HIV risk (Garcia, 2009; 

UNAIDS, 2002). Findings of this study showed that FSWs who were infected with 

any STI were more than 16 times likely to be HIV-positive than others. An empirical 

study in Andhra Pradesh, India indicated that FSWs who were positive for at least one 

or more STIs were more likely to be HIV positive (Brahmam, Hemalatha, Kumar, 
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Srinivasan, & Venkaiah, 2011). The results from earlier studies found that women who 

were infected with STIs normally have a plasma viral load high enough to pose a risk 

of HIV transmission (Robinson, Mulder, Auvert, & Hayes, 1997; Trent, Chung, Ellen, 

& Clum, 2007). Thus, a high prevalence of FSWs were positive with any STI 

suggesting a high risk of HIV transmission in the community. 

6.3. Prevalence of STIs and associated factors among FSWs 

6.3.1. STI prevalence among FSWs 

STI infections are a major risk for FSWs. The findings of this study show that 

the prevalence of any STI among FSWs in Ba Ria – Vung Tau, Vietnam (27.1%) is 

higher than in other places in Asia such as in Goa, India (22.5%) (Shahmanesh, Cowan, 

et al., 2009), in eight provinces in Cambodia (24.4%) (Sopheab et al., 2008), and in 

Shanghai, China (17.7%) (Remis et al., 2015). However, the STI prevalence among 

FSWs is also lower than  in nine provinces in Indonesia (64.0%) (Tanudyaya et al., 

2010), in Moscow, Russia (31.1%) (Decker et al., 2012), in Nagaland, India (35.4%) 

(O’Halloran et al., 2014), and in Rajshahi, Bangladesh (53.3%) (Mondal et al., 2008).  

More specifically, the study shows that the prevalence of Syphilis, Gonorrhoea, 

Chlamydia, and either Gonorrhoea or Chlamydia infections were 6.9%, 7.9%, 16.4%, 

and 21.4%, respectively. Among all participants in the study, the proportion  of the 

FSW sample infected with Syphilis (6.9%) is significantly higher than the prevalence 

reported in other places such as 3.8% in Soc Trang province, Vietnam (Thuong et al., 

2008), 4.7% in Shenzhen, China (Cai et al., 2013), 4.5% in Lahore, Pakistan (Khan, 

Unemo, Zaman, & Lundborg, 2011), 3.8% in Panama (Hakre et al., 2013), 3% in 

Shandong province, China (Kang et al., 2011), 2.3% in Cambodia (Sopheab et al., 

2008), 1.3% in Philippines (WHO, 2012), 0.7% in Myanmar (NAP & WHO, 2011), 

and 0.6% in Bangkok, Thailand (Manopaiboon et al., 2013). The observed prevalence 

for Gonorrhoea (7.9%) in the study is also higher than the prevalence in Dong Thap 

(7.3%), and An Giang (5.7%) in Vietnam (Thuong, Long, et al., 2005), in Jiangsu 

(5.42%) and Shanghai (3.5%) in China (Remis et al., 2015; Tang et al., 2014), and in 
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Phnom Penh, Cambodia (7.8%) (Couture et al., 2011). The Chlamydia prevalence 

(16.4%) among FSWs is higher than in previous studies conducted in Vietnam among 

FSWs in Kien Giang (16.0%), Ben Tre (15.8%), Lai Chau (8.1), Dong Thap (7.5%), 

Quang Tri (6.0%), and An Giang (4.4%) (Thuong et al., 2007; Thuong et al., 2012), 

Phnom Penh, Cambodia (11.5%) (Couture et al., 2011), and Lahore, Pakistan (7.7%) 

(Khan et al., 2011).  

Gonorrhoea and Chlamydia may not only cause serious health problems, but 

also act as facilitating factors in transmission of HIV (Fleming & Wasserheit, 1999; 

Kamwendo, Forslin, Bodin, & Danielsson, 1996). Findings of this study show that the 

prevalence of either Gonorrhoea or Chlamydia infection among the FSWs was 21.4%. 

This is similar to a study in China that was conducted among FSWs in four provinces 

in eastern and southern China (21.5%) (Chen et al., 2013) and higher than Dong Thap 

province (16.0%) and An Giang province (11.3%) in Vietnam (Thuong, Long, et al., 

2005). The prevalence of STIs in the study population was relatively high, which is an 

indicator of high frequency of risk behaviours. The following section presents the 

socio-demographic and risky sexual behaviour factors which were found to be 

associated with STI infection. 

6.3.2. Socio-demographic factors associated with STI infections 

(a) Age and STI infections among FSWs 

According to the WHO guidelines for STI management (WHO, 2003) and 

several previous research publications (Chen et al., 2005; Davies et al., 2003; Pettifor 

et al., 2007; Thuong et al., 2008), youth was identified as a major risk factor for all 

STI infections. In this study, results from both bivariate and multivariate analysis 

indicate that FSWs aged 24 or under were more likely to be infected with any STI. 

Similar to earlier findings of studies in nine provinces in Indonesia, and in Singapore, 

younger FSWs (<25 years old) were significantly associated with higher STI 

prevalence (Tanudyaya et al., 2010; Wong, Chan, Chua, & Wee, 1999). It is possible 

that younger FSWs could engage in more sexual activities, have more partners, and 
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possibly have less knowledge and experience with STI prevention, including 

negotiating condom use (Linh-Vi N. Le et al., 2015; Thuong et al., 2008). Another 

explanation is that younger women may have increased susceptibility to some STIs 

due to cervical ectopy following sexual initiation (Pettifor et al., 2007; Rekart & 

Brunham, 2008). These women are also less likely to have acquired protective 

immunity from previous STI exposure (Batteiger, Xu, Johnson, & Rekart, 2010). 

Moreover, a lack of awareness and lack of access to STI control programs among 

younger FSWs, along with an increased risk of being exposed to other possible 

contributors such as sexual violence and increased number of sexual acts could lead to 

greater vulnerability to STI infections (Tang et al., 2014). 

(b) Education and STI infections among FSWs 

Education is one of the most common and important factors for STI prevention 

(Mondal et al., 2008). Findings from this study show that FSWs with a low education 

level were more likely to be infected with any STI infection. A study in eight provinces 

in Cambodia showed that FSWs who had less than 6 years of education were 

marginally associated with the risk of any STI (Sopheab et al., 2008). Findings from 

an empirical study among FSWs in Goa, India revealed that lack of schooling was 

independently associated with having a bacterial STI (Shahmanesh, Cowan, et al., 

2009). Another study among FSWs in Rajshahi, Bangladesh also found that illiterate 

FSWs were at a higher risk of STIs (Mondal et al., 2008).  

(c) Income and STI infections among FSWs 

Poverty is recognized as having an association with vulnerability to STIs and 

HIV among FSWs, and may be a factor in delaying access to STI care (Thuong, Long, 

et al., 2005). The findings of this study indicate that FSWs who were earning money 

solely from sex work, and who had a monthly income of less than AUD 200 were at a 

higher risk of being infected with any STI, which is consistent with the results from 

another study in five border provinces of Vietnam, in which low income (≤ USD 33 

per month) was significantly associated with any STI infection (Thuong, Long, et al., 
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2005). Another study in Soc Trang province, Vietnam, indicated that FSWs who have 

been receiving low payment for a single sexual transaction (≤ VND 60,000 ≈ AUD 3) 

were more likely to be at risk of STI infections (Thuong et al., 2008). Thuong et al. 

also suggested that low-income FSWs might take more clients to earn more money 

and also have less information about STI prevention and poor skills in negotiating 

condom use with clients (Thuong et al., 2008). Thus, low payment for sex might reflect 

many potential higher-risk clients. 

6.3.3. Risky sexual behaviours associated with STI infections 

(a) Age of first sexual intercourse and STI infections 

Early initiation to sexual intercourse has been associated with increased risk of  

STIs and the likelihood of engaging in risky sexual behaviours (Coker et al., 1994). 

Empirical research has also indicated that younger ages at first intercourse were 

associated with higher odds of STIs in comparison with older ages, but that the effect 

diminished with increasing current age (Coker et al., 1994). A study in Madagascar, 

found that earlier age at the first sexual intercourse (15-20 years ago) was one of the 

most important risk factors for STIs (Harijaona et al., 2009). The present study 

revealed FSWs who had their first sexual intercourse aged 18 or under were more 

likely to be infected with any STI. However, another study in another province of 

Vietnam found that age at the first sexual intercourse was negatively associated with 

STI infections (Thuong et al., 2008). A bio-behavioural survey in Vanuatu has also 

indicated that the likelihood of STI infections decreased as age of first sexual increased 

(Gemert et al., 2014). It could be possible that young age at the time of first sexual 

intercourse may be associated with a lack of knowledge and experience with STI 

prevention. Another study in Manado, Indonesia showed that young age is an 

important risk factor for any curable STIs (Mawu et al., 2011). Mawu et al. identified 

many reasons such as more sexual activity, more partners, and possibly less knowledge 

and experience with STI prevention, including negotiating condom use, could be 

associated with younger age (Mawu et al., 2011). Findings from a study among 

adolescent sex workers also suggested that greater cervical ectopy or weaker immune 
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response were likely to place young FSWs at increased risk of STI infections compared 

with older FSWs (Pettifor et al., 2007). Moreover, young FSWs face a dangerous 

“double exposure” including sex work places that put them at increased risk of STI 

exposure, and that their immature reproductive tracts are physically more vulnerable 

to STI acquisition (WHO, 2004b). 

(b) Duration of sex work and STI infections 

Duration of sex work was considered an important risk factor for STI infections 

in several studies (Thuong, Long, et al., 2005; Thuong et al., 2008; WHO, 2003). The 

results from both bivariate and multivariate analysis in this study indicate that women 

who have worked as FSWs for more than 2 years were more likely to be infected with 

any STIs. This is consistent with the results of a study in Phnom Penh, Cambodia, that 

found that the relative risk of STIs was significantly higher among women with a 

longer length of employment as FSWs (Couture et al., 2011). Another study in a city 

of northern India also revealed that duration of sex work of > 2 years was significant 

in relation to STIs (Shukla et al., 2015). The reasoning was that longer periods of sex 

work give exposure to more sex partners, and complex sex networks may increase the 

chances of an FSW being exposed to infected partners and therefore increase their risk 

of STIs (Ruan et al., 2006; Thuong et al., 2008). However, findings from another study 

in Manado, Indonesia showed that any curable STI was significantly associated with 

inexperience as a sex worker (working for fewer than 2 years) (Mawu et al., 2011).  A 

possible explanation is that the inexperience might reflect less awareness among FSWs 

new to the sex industry about STIs, less knowledge about the benefits of using 

condoms, less skill for negotiating condom use and less contact with health care 

agencies (Mawu et al., 2011; Sedyaningsih-Mamahit, 1999). 

(c) Number of paying clients and STI infections 

Findings of the study show that FSWs who had served over 15 paying clients 

in the previous month were more likely to have any STI. This is a similar result to a 

study in Timika, Indonesia, that showed that higher frequency of sex (≥ 10 episodes 
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of vaginal sex per week) was significantly associated with STIs (Silitonga, Davies, 

Kaldor, Wignall, & Okoseray, 2011). Evidence from Nagaland, India also indicated 

that higher number of clients (having > 5 sexual clients per week) was significantly 

associated with STIs (Mahanta, Medhi, Paranjape, & Adhikary, 2012). Moreover, 

evidence from research in 10 cities in Indonesia found that each additional client in the 

past week was associated with a 1% increase in the likelihood of STI infections 

(Magnani et al., 2010). Possibly, FSWs with more clients may experience additional 

vaginal irritation that may increase their risk of acquiring STIs (Magnani et al., 2010). 

In contrast, another study in Shanghai, China revealed that STI prevalence was greater 

in FSWs with fewer clients per week (Remis et al., 2015). However, Remis et al. 

claimed that this finding was the result of commercial sex work being stigmatized in 

Shanghai so that FSWs may have underrepresented risky sexual behaviours, 

particularly, the number of clients. 

(d) Oral and anal sex and STI infections 

Early research and CDC reports in the field have shown that anal sex can 

increase the risk of STI and HIV infection (Baldwin & Baldwin, 2000; CDC & World 

Bank, 2008; Halperin, 1999). Clear evidence indicates that all oral sex practices were 

significantly associated with the risk of the transmission of one or more STIs such as 

Syphilis, Chlamydia, Gonorrhoea, Herpes, and HIV (Flagg, Weinstock, Workowski, 

& Peterman, 2011). Studies in the western part of Assam, India and in Moscow also 

found that unprotected anal sex among FSWs was associated with an increased risk of 

transmission of STIs and HIV because of the delicate nature of the rectal mucosa and 

anal sphincter (Decker et al., 2012; Sharma, 2013). The findings from this study 

showed that FSWs who had oral and anal sex were more likely to be infected with any 

STI. Another study in India also found that FSWs engaging in anal sex were more 

likely to experience STI-related symptoms than those engaging only in vaginal sex 

(Patra et al., 2012). Some recent studies have indicated that FSWs report anal sex as 

more susceptible to traumatic abrasions and that this might facilitate transmission of 

HIV and STIs (Baggaley et al., 2013; Priddy et al., 2011). Moreover, future research 
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should consider oral and anal sex practices as important factors for STI/HIV risks. 

However, researchers often ignore the importance of anal sex as a determinant of STIs 

or as one of the risk factors in HIV prevention interventions (Leichliter, 2008). 

(e) Having IDU clients and STI infections  

FSWs with IDU clients can increase syphilis risk, potentially feeding the 

momentum of sexually transmission of HIV and syphilis between FSWs and IDUs 

(Platt et al., 2007). The study indicated that FSWs who have had sex with clients who 

have injected drugs were more than four times as likely to be at risk of being syphilis-

positive than others. Consistent with the findings, another empirical study in China 

reported that FSWs who had had sex with IDUs were 9 times more likely to be infected 

with Syphilis than others (Lu, Jia, Sun, Wang, Liu, Xiao, et al., 2009). The findings 

also indicate that FSWs who had had any IDU clients were more likely to be infected 

with any STI. Therefore, targeted interventions for STI infections are needed, focusing 

not only on the FSWs group, but also on the IDUs group. 

(f) Feeling at risk for HIV infection and STI infections 

Evidence from recent research in Surabaya, Indonesia, revealed a positive 

association between self-perceived risk for HIV and actual STI infections (Handayani, 

2014). The study explained that FSWs who feel themselves at risk for HIV tend to be 

infected with STIs. The quantitative results of this study found that more than half 

(52.4%) of FSWs felt themselves to be at risk of HIV infection and FSWs who were 

infected with any STI were more likely to feel themselves at risk of HIV infection than 

those who were not infected. Additionally, findings from qualitative data also explored 

that most of the participants felt at risk of HIV infection because of their sex work 

related risks such as a number of customers, inconsistent condom use, IDU clients, or 

STI/HIV status of clients. Consistent with findings of this study, a cross-sectional 

survey in the Mekong Delta region of Vietnam indicated that a higher likelihood of 

perceived risk of HIV infection among FSWs was significantly associated with 

inconsistent condom use with their clients that could lead to the spread of STI/HIV 
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infections (Tran et al., 2013). Tran et al. suggests that interventions need to improve 

knowledge and self-efficacy among FSWs in order to reduce risky behaviours as well 

as to prevent STI/HIV transmissions (Tran et al., 2013). 

(g) Having visited an STI clinic and STI infections 

The study found that FSWs who had visited an STI clinic in the last 12 months 

tended to have higher levels of any STI. This is not consistent with the findings of the 

study in another south-western province of Vietnam, where having visited an STI 

clinic in the last 12 months was not associated with Chlamydia infection (Thuong et 

al., 2012). However, in another study related to risk behaviours and the efficacy of 

HIV prevention intervention programs among FSWs in Vinh Long, Vietnam, findings 

indicated that a high percentage of HIV-positive FSWs had visited a STI/HIV clinic 

in the last 12 months (Nguyen, 2010). It would appear that FSWs who have been 

infected with STIs or HIV are more likely to visit a SIT/HIV clinic for treatment than 

others. Another study among FSWs in Indonesia found that FSWs who had an STI 

check-up in the last 3 months were associated with reduced likelihood of STI 

infections (Magnani et al., 2010). An explanation of the difference is that Indonesian 

FSWs have received three rounds of periodic presumptive treatment in the past 6 

months, so that these infections were reduced.  

6.4. The levels of STI/HIV-related knowledge and attitude of FSWs 

The findings of this study show that more than three quarters of the FSW 

sample (76.2%) had a high level of STI/HIV knowledge, with correct answers for at 

least 7 out of 10 questions. Compared to other provinces in Vietnam, the proportion of 

knowledgeable FSWs was higher than that found in Ha Noi (53%) (Tran, Detels, Long, 

Phung, et al., 2005), but lower than in Nha Trang province (85.2%) (Grayman et al., 

2005). However, the comprehensive overall correct rate of HIV/AIDS knowledge 

(where participants both correctly identify ways of preventing the sexual transmission 

of HIV; and reject major misconceptions) among FSWs was significantly low at 

23.3%. This proportion may be compared to 51.5% among the general FSW 
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population in Vietnam, 49.2% among male IDUs, and 60.3% among MSM in 2009 

(UNAIDS & MOH Vietnam, 2010). It may also be compared to FSW samples in other 

Asian countries such as in Hong Kong, China (30.1% all correct answers) (Lau et al., 

2010), and Bangkok, Thailand (50% all correct answers) (Nemoto et al., 2013).  

There is a significant difference in the level of HIV/AIDS knowledge between 

direct and indirect FSWs, with indirect FSWs having a good knowledge level in 

comparison to direct FSWs. The findings of this study are entirely consistent with 

previous research in other provinces in Vietnam such as Ho Chi Minh, Ha Noi,  An 

Giang, Can Tho, Dong Nai, Hai Phong, and Nghe An (MOH Vietnam, 2011). A 

possible explanation may be that FSWs providing indirect sexual services might have 

more formal education than the direct FSWs. Thus, direct FSWs with low level of 

HIV/AIDS knowledge, are more likely to be a vulnerable group for HIV infection 

(Nguyen et al., 2004; Thuy et al., 1998; Tran, Detels, Long, Phung, et al., 2005). 

Therefore, HIV/AIDS intervention programs should focus specially on this group of 

FSWs. To date, IEC and BCC activities have been implemented in collaboration with 

multi-sectoral organizations. Magazines, television programs, newspapers, bulletins, 

posters, banners leaflets and campaigns featuring HIV campaign messages have been 

delivered to the population. 

More than half (51.4%) of the FSW sample felt themselves at risk of HIV 

infection. The percentage of FSWs that considered themselves at risk of HIV infection 

was significantly lower than other provinces in Vietnam, such as Can Tho (67.3%), 

Ho Chi Minh (61.5%), Ha Noi (85.0%), Hai Phong (83%), Quang Ninh (78.5%), Yen 

Bai (75.6%), and Lao Cai (72.5%) (MOH Vietnam, 2011). Like Ba Ria – Vung Tau 

province, most of these provinces are tourist and entertainment areas, attracting many 

domestic and foreign tourists with a variety of entertainment services, including the 

sex industry. Therefore, FSWs in these places were more likely to be at risk of HIV 

infection. Moreover, this study also indicated that the percentage of direct FSWs 

holding this view was 12-fold higher than indirect FSWs. Thus, future research should 
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develop a comprehensive understanding of the risk for HIV infection among these 

groups, to enhance HIV intervention programs for the FSW population. 

The study showed that more than one third (40.4%) of the FSWs self-reported 

that they had ever been infected with STIs. Compared to the results from neighbouring 

provinces such as Dong Nai (58,0%) and Ho Chi Minh (42.7%) (MOH Vietnam, 

2011), the percentage of this study was lower.  

In terms of health seeking behaviours, nearly half of the FSW sample (48.4%) 

had been to government or private hospital centres for examination and treatment when 

they noticed STI symptoms. Similarly, the proportion of FSWs in Quang Tri, An 

Giang, and Kien Giang who had been to hospital centres for management of vaginal 

discharge (45.0%, 45.2% and 41.0%, respectively) (Thuong et al., 2007). However, 

consistent evidence from this study and several studies in other provinces in Vietnam 

indicates that a significantly high percentage of FSWs who had noticed STIs symptoms 

had attempted to cure themselves at home and had not sought medical care.  

Only 21.9 percent of FSWs in Ba Ria – Vung Tau had visited an STI clinic for 

screening, i.e., without any symptoms, for a check-up during the last 12 months. This 

could reflect the limited STI-related knowledge of FSWs. Qualitative research in Ha 

Noi and Da Nang, Vietnam also found that FSWs had high-risk perceptions of HIV, 

but they still demonstrated little concern for STIs (Ngo, Ratliff, McCurdy, Ross, & 

Markham, 2007). Therefore, future intervention programs among FSWs need to focus 

on strengthening STI-related knowledge and increasing awareness of STI counselling 

and testing services.  

 6.5. Use of intervention programs among FSWs 

Effective interventions with FSWs are an important component of 

comprehensive STI/HIV prevention and treatment strategies (WHO, 2012). Overall, a 

high proportion (72.4%) of FSWs in Ba Ria – Vung Tau reported receiving cheap or 

free condoms in the previous month. Compared to the results from IBBS Round II in 

Vietnam in 2009, the proportion was quite similar to the proportion in An Giang 
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(73.0%), and Nghe An (71.9%) (MOH Vietnam, 2011), and significantly higher than 

in other provinces such as Can Tho (54.7%), Da Nang (52.6%), Ca Mau (41.0%), Dong 

Nai (37.3%), Ho Chi Minh (36.2%), and Lao Cai (16.9%) (Long, Thu, & Hung, 2012; 

MOH Vietnam, 2011). However, the percentage was still lower than in Ben Tre 

(92.5%), and Hai Phong (83.0%) (MOH Vietnam, 2011; Thuong et al., 2012). Thus, 

the “100% condom” program in the province needs to be strengthened in the future. 

The program needs to address the broad difficulty in access to condoms among FSWs. 

For instance, some places such as karaoke bars and other entertainment venues should 

be supplied with more aggressive condom distribution and social marketing to the 

population. Moreover, the qualitative results of this study also indicated that the main 

factors associated with a failure to use condoms included lack of skill in negotiating 

condom use; economic pressure; close relationships with clients; and clients' attitudes 

and perception of the risk. 

Lack of HIV/AIDS-related information and knowledge has been found to 

impact on perceived risks (Noroozinejad et al., 2013). Safe sex and injecting drugs 

information as a part of the HIV/AIDS intervention programs is already being  

conducted in Ba Ria – Vung Tau province. The findings showed that more than half 

of the FSWs (56.9%) had received information about safe sex and injecting drugs in 

the last month. However, the percentage was significantly lower than results of IBBS 

Round II in 12 other provinces (MOH Vietnam, 2011). Additionally, there is consistent 

evidence from the IBBS results that direct FSWs were less likely to receive this 

important information than indirect FSWs (MOH Vietnam, 2011). Therefore, future 

intervention programs should be enhanced and should focus on providing relevant 

information to direct FSWs, in order to increase the level of HIV/AIDS awareness.  

Regarding access to HIV services, a number of studies have indicated that most 

FSWs try to avoid going to HIV centres for testing as they are afraid of being 

diagnosed with HIV (Ngo et al., 2007; Tran et al., 2014). Therefore, the prevalence of 

HIV testing and counselling among FSWs is low (MOH Vietnam, 2011). For example, 

less than a third (32.7%) of FSWs in the Mekong Delta Region of Vietnam had ever 
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been tested for HIV (Tran et al., 2013). The findings of this study, however, show that 

more than half (51%) of the FSWs had been tested for HIV, 77.7% of that group had 

been counselled before testing, 81.0% had received the test results, and 96.0% of those 

received the results had been counselled after receiving test results.  

There was a difference between direct and indirect FSWs, with direct FSWs 

more likely to have been tested for HIV than others. Contrary to the results of the 

present study, previous research in Ho Chi Minh, Vietnam suggested that direct FSWs 

were more likely to report having never been tested for HIV than indirect FSWs 

(Nemoto et al., 2008). This important difference may be because this study data 

indicated that direct FSWs were 12 times more likely to consider themselves at risk of 

HIV infection than indirect FSWs. Therefore, these women had an elevated perception 

of the risks of HIV infection and had taken action to determine if they were infected. 

SUMMARY  

In Chapter 6, the findings of the study have been discussed and explored  

regarding the overall extent of the STI/HIV epidemic among FSWs in the province. 

New findings also indicate the significant risk factors such as socio-demographic 

characteristics and risky sexual behaviours that are associated with the outcomes: HIV 

and STI infections among FSWs. This chapter has provided comparisons with results 

in previous studies from Vietnamese research and also from the broader international 

literature that identified STI/HIV prevalence as well as consistent relationships 

between risk factors and outcome variables. It has also appraised and evaluated the 

levels of STIs/HIV-related knowledge and attitudes as well as the STI/HIV prevention 

interventions among FSWs. The research clearly shows the need to improve and 

expand the existing prevention programs and to implement STI/HIV harm reduction 

programs comprehensively based on these findings. 
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CHAPTER 7: CONCLUSION AND IMPLICATIONS  

INTRODUCTION 

The aim of this project was to determine the prevalence of STI/HIV infections 

and to identify risk factors associated with STI/HIV infections among FSWs. The 

study also aimed to identify the levels of STI/HIV-related knowledge and attitudes 

among FSWs. This chapter concludes the study and presents some implications for 

prevention interventions among FSWs in the context of Ba Ria –Vung Tau province 

and also in Vietnam generally.  

7.1. Public Health Implications of the Research 

7.1.1. Public Health Implications for HIV infection among FSWs 

The research findings provide some implications for HIV prevention 

interventions among FSWs in Ba Ria – Vung Tau as well as in Vietnam generally. The 

study showed the HIV prevalence among the FSW sample was 2.6%, higher than the 

prevalence in most other provinces in Vietnam and many other Asian countries. The 

research also found that FSWs who earned an income of less than AUD 200 per month, 

have had IDU clients, and were infected with any STI were more likely to be at high 

risk of being HIV-positive than others. Therefore, the need is urgent to enhance and 

improve the existing HIV treatment and intervention programs with specific HIV 

health education targeting low income FSWs (especially direct FSWs), in order to 

reduce the risk of HIV infection. HIV intervention programmes need to educate FSWs 

on risky behaviours associated with STI/HIV infections. Additionally, HIV prevention 

programs must address risks associated with drug use as well as sexual risk behaviours 

in the FSW population. Moreover, FSWs’ IDU clients should be particularly targeted 

for intervention efforts. 
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7.1.2. Public Health Implications for STI infections 

The study showed the prevalence of Syphilis, Gonorrhoea, Chlamydia, and 

either Gonorrhoea or Chlamydia infections were 6.9%, 7.9%, 16.4%, and 21.4%, 

respectively. The prevalence of any STI (having at least one of the above infections) 

was 27.1%. Therefore, treatment strategies, for FSWs in particular, need to be more 

aggressive, employing outreach with effective referral for presumptive treatment.  

The study found a significant association of any STI infection with “age 

group”, “education level”, “source of income”, and “monthly income”, “age of first 

sexual intercourse”, “duration working as FSWs”, “number of paying clients”, “had 

oral sex”, “had anal sex”, “had any IDU clients”, “feeling at risk for HIV infection”, 

“visited any STI clinic in the last 12 months”, and “received free or cheap condoms 

last month”. A comprehensive public health strategy for prevention and treatment of 

STIs among FSWs taking these associations into account is urgently needed in the 

province in order to reduce the risk of STI infection. This strategy should incorporate 

community empowerment strategies, FSW-targeted (especially direct FSW targeted) 

health services and periodic presumptive treatment. Effective health education 

programs for improving the level of knowledge of STIs and the promotion of 

consistent condom use along with other appropriate harm reduction activities are 

urgently required among FSWs in the province. 

7.2. Strengths and Limitations of the Research 

7.2.1. Strengths of the research 

This study was conducted in the FSW community. The research processes 

selected were sensitive to the circumstances of the geographic area and the target 

population characteristics. The study design used a combination of quantitative and 

qualitative research. The qualitative research was designed to help develop a clear 

understanding of the risk behaviours and the potential associated factors regarding 



  

173 

 

STI/HIV infection among FSWs. The quantitative study was designed following an 

existing questionnaire used in the IBBS survey among FSWs in Vietnam (Global 

Strategic Information, 2014; MOH Vietnam, 2011), with some additional questions to 

make the questionnaire reflect the real circumstances among FSWs in the selected 

study sites. A random sample survey of the target population seeking to identify the 

FSWs was clearly inappropriate, therefore the researcher selected alternative sampling 

methods for this study in order to access the FSW population. Comparison with results 

in previous studies identified the trends in STI/HIV prevalence as well as consistent 

relationships between risk factors and outcome variables. Based on the results, a 

number of suggestions have been made to improve and develop intervention programs 

so that they could be more aligned with the real circumstances of FSWs in Ba Ria – 

Vung Tau province. 

7.2.2. Limitations of the research 

Several limitations to this study should be considered when interpreting the 

results. Firstly, the quantitative study component of the research was cross-sectional 

and thus suffered the limitations of all cross-sectional studies. It is not possible to 

establish the causal relationship between the risk factors and the STI and HIV outcome 

variables using this study design. Secondly, the study questionnaire included sensitive 

questions related to sexual behaviours and drug use, which are delicate issues in 

Vietnam. Therefore, participants might not have provided accurate information on 

these questions and the responses on, for example, condom use and drug use might 

have suffered information and social desirability biases. Thirdly, some parts of the 

questionnaire required the participants to recall something that happened a long time 

ago, which might cause ‘recall bias’. Participants were asked to remember periods of 

up to six months prior to the survey. Therefore, the accuracy of answers could have 

been affected. The researcher tried to counter these potential problems by ensuring that 

the questionnaire was well-designed and well-structured and based on the results of 

the pilot study. Moreover, interviewers and research assistants were trained carefully 
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in order to minimise any potential interviewer bias and improve reliability of the data. 

Finally, the research was conducted in a limited geographical area, Ba Ria – Vung Tau 

province, Vietnam. Moreover, this study also used a combination of sampling methods 

including respondent-driven sampling (RDS), take-all sampling (TAS), systematic 

random sampling (SRS) and time location sampling (TLS). Therefore, the sample may 

not have been representative of the FSW population in the province. 

7.3. Conclusions and Future Research Considerations 

7.3.1 Conclusions 

The results of this study clearly indicate and confirm the urgent need for the 

establishment and expansion of STI/HIV intervention programs targeting FSWs in Ba 

Ria – Vung Tau. There are many significant associations between the STIs and HIV 

prevalence and the risk factors among FSWs. This study goes farther than previous 

studies in other provinces in Vietnam and other countries to examine socio-

demographic characteristics and risky sexual behaviours related to STI/HIV 

prevalence at different levels in the context of the province. It is clear that low monthly 

income, having IDU clients, and having any STI are associated with HIV infection. 

These factors should be recognised in interventions targeted to increase the protection 

of FSWs in the province. There are a number of strong links between socio-

demographic characteristics and risky sexual behaviours and STI infections. 

Considering the significant correlations between HIV and STI infections as well as the 

potential transmission to general populations through FSWs-IDUs and their sexual 

partnerships, there is an urgent need for current intervention programs to be improved. 

Comprehensive prevention, care, and treatment for STI/HIV infections should be 

developed, and provided in settings that are easily accessed by, and comfortable for 

FSWs. Additionally, when designing assessment, orientation and intervention plans 

related to STI/HIV prevention in the future, the evidence indicates that it is crucial to 

address the important role that risk factors such as socio-demographic characteristics 
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and risky sexual behaviours play in the spread or prevention of STI/HIV transmission. 

Finally, it is important to continue to improve and broaden the HIV prevention, 

treatment and care services and public awareness of HIV, particularly the scaling-up 

of comprehensive harm-reduction interventions to reduce the transmission of HIV 

among people with high-risk behaviours. 

7.3.2. Future Research Considerations 

This study is focused on one province in the southeast of Vietnam. For a more 

accurate understanding of the situation across the country it should be replicated in 

other provinces or regions of Vietnam to explore regional differences. The findings of 

the study indicate that further research is needed to understand how these factors and 

roles influence risk and a larger study would be necessary to detect smaller changes in 

risk. Additionally, this is an alarming situation and STI/HIV prevention programmes 

should focus not only on vaginal sex, but also on risk associated with oral and anal sex 

practices. Thus, future research should consider oral and anal sex practices as 

important factors for STI/HIV risks. Moreover, future studies should build on the 

findings of this research by examining in more depth the causal relationship between 

the socio-demographic characteristics and risk behaviour factors and STI/HIV 

infections. A better understanding of the complex association between risk factors and 

outcome variables is needed to improve the design of intervention programs in the 

future. 
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Introduction 

We are asking you to take part in a research study to collect information related 

to human immunodeficiency virus (HIV)/sexually transmitted infections (STIs), 

STI/HIV related risk behaviours, STI treatment practices and to track the trend in the 

prevalence of HIV and Syphilis among the population like you. We want to be sure 

that you understand the purpose of the research and your responsibilities before you 

decide if you want to participate in the study. This discussion is important. You can 

listen and learn about the study, ask questions, and then decide if you want to 

participate. If you choose to participate, one person will explain the study to you and 

another person will witness and make sure you understand the study. Both people will 

sign the form. You will not be asked to sign the form. You can ask us to explain any 

words or information that you may not understand. 

Information about the Research and Your Role 

This study selects its study participants who are female sex workers using a 

random process from all cities and districts of Ba Ria – Vung Tau province, Vietnam. 

You are in the pool of possible candidates, but the final selection would be based on 

your choice. In total 350 women like you will be selected for this study. If you agree 

to participate in the study, we will interview you using a structured questionnaire and 

then ask you to provide about blood sample for HIV and Syphilis test. We will draw 

blood from the vein. If you have any STI symptom, we will provide free treatment. 

You will be provided your confirmatory STI/HIV test results if you want to receive it. 

Test results will be provided with counselling by a qualified counsellor. 

You will have to spend about 30-45 minutes with us if you decide to participate 

in this research. We would like to inform that this is a research study and not health 

care provision service. 

Possible Risks 

The risk of participating in this study is the minor discomfort during blood 

drawing. Providing blood sample does not put you at any other risk. Some of the 

questions we ask might make you feel awkward or uncomfortable to answer them. You 
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are free not to answer such questions and to stop participating in the research at any 

time you want to do so. You might feel some mental stress after getting your test 

results. But you will get counselling before and after the test for HIV through a 

qualified counsellor. Researchers will provide information and address for seeking 

assistance for any mental stress you may have. 

There is a small risk of being socially discriminated if people know that you 

have participated in a HIV related study. But we will keep all the information 

confidential so that such risk would be minimal. 

Possible Benefits 

You will be provided with free treatment, if you currently have any STI 

symptoms. You will be provided with information on safe sex. The information we 

obtain from this research will help to plan strategies to control and prevent further 

spread of HIV/AIDS and other sexually transmitted infections. 

After the blood sample collection, it will be tested for HIV and Syphilis 

infection. You can collect your STI/HIV test results.  

If You Decide Not to Be in the Research 

You are free to decide whether or not to take part in this research. Your decision 

will not affect the health services you are seeking now and you would normally receive 

from the study centre. 

Confidentiality 

We will protect information collected about you and your taking part in this 

study to the best of our ability. We will not use your name in any reports. We will not 

ask you to put your name or sign on this form, but only ask you to agree verbally (with 

spoken words). We will be responsible and serious about confidentiality during 

interview, STI examination and treatment. We assure you that all the activities will be 

confidential. 
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Payment 

We will pay you for your participation as compensation for their time and effort 

in this survey with VND200.000, equivalent to AUD10.  

If you have a questions about the study 

If you have any questions about the research, call: 

Tri Nguyen, Health of Department of Ba Ria – Vung Tau province 

Phone: (+84)918.808.500 

Email: nguyentribrvt@gmail.com; tri.nguyen2@griffithuni.edu.au  

VOLUNTEER AGREEMENT 

I was present while the benefits, risks and procedures were read to the 

volunteer. All questions were answered and the volunteer has agreed to take part in the 

research. 

 _____________________________________  ___________________ 

 Signature of witness Date 

I certify that the nature and purpose, the potential benefits, and possible risks 

associated with participating in this research have been explained to the above 

individual. 

 _____________________________________  ____________________ 

 Signature of Person Who Obtained Consent  Date 

 

 

 

mailto:nguyentribrvt@gmail.com
mailto:tri.nguyen2@griffithuni.edu.au
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Appendix 4: Questionnaire for Quantitative Survey (English Version) 

01.  Questionnaire Identification Number:   I___I___I___I___I___I___I 

02.  Workplace: 

Direct Services 01 Indirect Services 02 

03.  Survey Location: 

Vung Tau city 01 Chau Duc 05 

Ba Ria city 
02 Xuyen Moc 06 

Long Dien 
03 Tan Thanh 07 

Dat Do 
04 Con Dao island 08 

04.  Interviewer:  

 My name is.................................... . I am working at Health Centre of Ba Ria – 

Vung Tau, Vietnam. We are interviewing people in this location to search information 

which help us to prevent HIV/AIDS. Have you ever been interviewed in the study in 

the last few weeks? 

(If respondent has participated already, don’t interview them again) 

Confidentiality and consent: “In this interview, we are going to ask you some 

personal questions about what you think about your STIs/HIV knowledge, attitude and 

sexual behaviour. This questionnaire should be completely confidential. Your name 

will not be written in this questionnaire and all your information will not record and 

not be used in law investigation or others. Moreover, we will not tell anyone else your 

answers to the questions. You do not have to answer any questions if you do not want 

to. Nevertheless, your truthful answers to these questions will assist us to understand 

better your thinking about STIs/HIV infections. We would greatly appreciate your 

participating in this survey. It will take about 30-45 minutes to ask and answer these 

questions. Would you please take part in this survey?” 

Interviewer Name: _______________________________  

Signature: ______________________________________  

Date of interview: ____/____/ 2014 (dd/mm/yyyy) 

(Interviewer signature will affirm that participant totally agree in taking part in this 

survey) 
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Interview result status: 

Complete survey 1 

Refuse survey 
2 

Complete partly survey 
3 

Other (please specify) 
4 

........................................................................................ 

........................................................................................ 

05. Local Supervisor: 

Supervisor Name:  .........................................  

  

Signature:   .........................................  

Date:   ____/____/2014 (dd/mm/yyyy) 

 

06. National Supervisor: 

Supervisor Name:  .........................................  

  

Signature:   .........................................  

Date:   ____/____/2014 (dd/mm/yyyy) 

 

Data Management 

Research 

Team 

Check and 

cleaning by 

Coding by 1st data 

entry by 

2nd date 

entry by 

Check by 

Name 
     

Date 
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Section 1: Socio-demographic Information   

Number Questions Coding categories Skip to 

Q101 In what month and year were you 

born? 

Month................... 

Year...................          

Don’t remember      99 

 

Q102 What is your nationality? Kinh     1 

Hoa     2 

Kho Me     3 

Others (please specify)……..4 

................................................ 

 

Q103 What is your religion? Buddhist     1 

Christianism     2 

Protestant     3 

Caodaiism     4 

Ancestor religion     5 

Others (please specify)     6 

................................................ 

No religion     7 

 

Q104 Where are you living? 

(Permanent resident) 

District/city:............................ 

Province:................................ 

 

Q105  What is the highest level of school 

you have completed? 

Illiterate    1 

Primary (1-5 grade)    2 

Secondary (6-9 grade)    3 

High (10-12 grade)    4 

College or university    5  

 

Q106 What is your current marital status? Single (Never married)    1 

Married/ Cohabitating    2 

Divorced    3 

Widowed    4 

 

Q107 Currently, whom are you living 

with? 

Alone    1 

Husband/Boyfriend    2 

Relatives    3 

Friends    4 

No response    5 

Other (please specify)    6   
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Section 2 Practice and Condom Use  

Number Questions Coding categories Skip to 

Q201 How old were you when you first 

started working in the sex work?  

(Solar calendar) 

Age in completed years 

 [ _ _  ] 

Don’t remember      99 

 

Q202 How long have you been working as 

a sex worker? 

    Weeks    [ _ _ ] 

Months    [ _ _ ] 

Years    [ _ _ ] 

 

Q203 In total, how long have you been 

working as a sex worker in Ba Ria – 

Vung Tau province? 

    Weeks    [ _ _ ] 

Months    [ _ _ ] 

Years    [ _ _ ] 

 

Q204 What were the main reasons you had for starting to work as a sex 

worker? 

(Circle one or more appropriate answers) 

 

I needed the money 1 
 

I could not get another job 2 
 

I decided I just could not earn enough money in a straight job 3 
 

I hated my straight job – it was so boring 4 
 

I was using drugs and I needed the money to pay for them 5 
 

I just sort of drifted into it gradually 6 
 

Someone talked me into it 7 
 

It was pretty good money and flexible hours 8 
 

Purely for survival 9 
 

I had a particular goal in mind (Big house, motorbike, car) 10 
 

Other reasons (please specify):………………………………. 11 
 

Q205 Before you became a sex worker, 

how were you employed? 

Not employed     1 

Home duties     2 

Full-time work     3 

Part-time work     4 

Casual work     5 

Student     6 

 

Q206 Currently, do you work any other 

jobs to live? 

Yes     1 

No     2 

No response     9 
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Q207 What is your main income? Sex worker     1 

Tip     2 

Other jobs     3 

Please specify:……………… 

……………………………… 

 

Q208 How much average income a month 

do you get? (VND) 

Amount of money:................... 

................................................ 

 

Q209 How do you charge for your 

services? 

……..…………..……per night     1 

…………………   per sex time     2 

………………….     per a hour     3 

Other services (please specify)     4 

…………………………………….. 

 

Q210 Have you ever exchanged sex for 

drugs? 

Yes    1 

No    2 

 

Q211 Have you ever exchanged sex for 

goods or services? 

Yes    1 

No    2 

 

Q212 Have you worked in other provinces 

or areas before working in here? 

Yes    1 

No    2 

 

    Q214 

Q213 If yes, where have you worked? 

 

(Circle appropriate answers) 

Ho Chi Minh city    1 

Ha Noi    2 

Hai Phong    3 

Can Tho    4 

Quang Ninh    5 

Others (please specify)    6     

................................................ 

 

Q214 In last 12 months, have you worked 

outside Ba Ria – Vung Tau province 

more than one month? 

Yes    1 

No    2 

No response    9 

 

Q215 Have you worked abroad before 

working in here? 

Yes    1 

No    2 

 

    Q217 

Q216 If yes, which countries have you 

worked? 

(Circle one or more appropriate 

answers) 

 

China    1 

Lao    2 

Cambodia    3 

Malaysia    4 

Others (Please specify) 

................................................ 
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Q217 Where do you usually approach your 

customers? 

 

(Read collections and circle 

appropriate answers) 

Entertainment areas (Bar club, 

Karaoke)    1 

Massage parlour    2 

Brothel    3 

Motel    4 

Hotel    5 

Park    6 

Small coffee shop    7 

Street    8 

Running on the street    9 

Others (please specify)    10 

................................................ 

 

Q218 An Average, how much money do 

you often receive for a sexual 

intercourse with your customers? 

(VND) 

Amount of money:................... 

................................................. 

 

Q219 When you meet your customers, do 

you need an agreement of other 

people such as pimps, madams, 

agencies…? 

Yes    1 

No    2 

 

 

Q220 In the last month, how many times 

have you had sexual intercourse? 

[ ______ ] 

Don’t remember    99 

 

Q221 Where can you buy/take condoms? 

(Not read – only suggest, as is there 

any place? And circle appropriate 

answers) 

Chemist’s    1 

Grocery store    2 

Health centre    3 

Bar club, restaurant, hotel    4 

Coequal    5 

Health Educator    6 

Educational club, point    7 

Others (Please specify)    8 

................................................ 

 

Q222 In the place where you work, are 

condoms provided?  

Yes    1 

No    2 

Don’t Know    9 

 

 

    Q301 

Q223 When you need condoms, How long 

does it take you to get condoms? 

Under 15 minutes    1 

15-60 minutes    2 

Over one hour    3 

Never Need    4   
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Section 3 Sexual Intercourse: Quantity and Partner Types 

Number Questions Coding categories Skip to 

Q301 How old were you, when you have 

sexual intercourse at the first time?  

Age in completed years 

 [ _ _  ] 

Don’t remember      99 

 

Q302 Who have you had sexual intercourse 

at the first times? 

Husband/ Partner     1 

   Friend     2 

   Customer     3 

   Be rapped     4 

Others (please specify)     5 

………………………………

…        

Don’t remember     6 

 

Q303 Up to now, which ways do you 

usually have sexual intercourse? 

(Circle one or more appropriate 

answers) 

Genital     1 

Oral     2 

Anal     3 

Others (please specify)     4 

……………………………. 

No response     9 

 

Q304 
In the last month, how many clients 

have you had sexual intercourse? 

 

   Partners   [ _ _ _  ] 

Don’t remember            99 

 

Q305 In the last month, in all your partners, how 

many people did you have sex with: 

- First time/new customer (paying money) 

- Regular customer (paying money) 

- Husband/ Partner 

 

- Q305.1: I___I___I 

- Q305.2: I___I___I 

- Q305.3: I___I___I 
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Section 4 Sexual Intercourse with first time/new customers 

(This section only use if the answer of Q305.1 is equal or more than 1) 

Number Questions Coding categories Skip to 

Q401 Last week, how many first time/new 

customers have you had sexual 

intercourse? 

[ ___ ___ ] 

Don’t remember      99 

 

Q402 In most recent time, before having 

the sexual intercourse with a first 

time/new customer, did you request 

your customer to use condoms? 

(Read clearly: You think carefully 

about the question in order to 

answer precisely. Your answer will 

be in secret) 

Yes     1 

No     2 

  Don’t remember     9 

 

 

Q403 At that time, did your customer use 

condoms? 

Yes     1 

No     2 

Don’t remember     9 

 

 

 

Q404 In the last month, how many times 

on average did you (or your 

customers) use condoms out of 10 

visits of first time/new customers? 

  Condom use times   [ _ _ ] 

 

Didn’t use        99 

 

 

    Q501 

Q405 If you used condoms, 

when did you use in 

sexual intercourse? 

Use condom throughout the entire 

sexual intercourse. 

1  

Use condom at the beginning, and 

reject it halfway. 

2 

Not use condom at the beginning, but 

only use it when the customer nearly 

ejaculate. 

3 

Others:………………………………

…………………………………… 

4 
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Section 5 Sexual Intercourse with regular customers 

(This section only use if the answer of Q305.2 is equal or more than 1) 

Number Questions Coding categories Skip to 

Q501 Last week, how many regular 

customers have you had sexual 

intercourse? 

[ ___ ___ ] 

Don’t remember      99 

 

Q502 In most recent time, before having 

the sexual intercourse with a regular 

customer, did you request your 

customer to use condoms? 

(Read clearly: You think carefully 

about the question in order to 

answer precisely. Your answer will 

be in secret) 

Yes     1 

No     2 

  Don’t remember     9 

 

 

Q503 At that time, did your customer use 

condoms? 

Yes     1 

No     2 

Don’t remember     9 

 

 

Q504 In the last month, how many times 

on average did you (or your 

customers) use condoms out of 10 

visits of regular customers? 

  Condom use times   [ _ _ ] 

 

Don’t use        99 

 
 

    Q601 

Q505 If you used condoms, when 

did you use in sexual 

intercourse? 

Use condom throughout the entire 

sexual intercourse. 

1  

Use condom at the beginning, and 

reject it halfway. 

2 

Not use condom at the beginning, 

but only use it when the customer 

nearly ejaculate. 

3 

Others:…………………………

………………………………… 

4 
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Section 6 Sexual Intercourse with husband, partners 

(This section only use if the answer of Q305.3 is equal or more than 1) 

Number Questions Coding categories Skip to 

Q601 How old is your husband/partner?   Years     [ __ __ ] 

Don’t remember      99    

 

Q602 What is his main occupation? Car/Truck/Lorry Driver     1 

Motorbike Driver     2 

Helmsman/Fishman     3 

 Dealer     4 

Worker     5 

Farmer     6 

Soldier/ Police     7 

Other (please specify)    8 

………………………………

…. Unemployment     9 

  Don’t remember    99 

 

Q603 At the recent time in your sexual 

intercourse, has your partner used 

condoms? 

Yes     1 

No     2 

Don’t remember     9 

 

    Q605 

    Q605 

Q604 Who was the person suggested using 

condom? 

Yourself     1 

Husband/partner     2 

Both     9 

 

Q605 In the last month, how many times 

on average did you (or your 

husband/partner) use condoms out of 

10 visits? 

  Condom use times   [ _ _ ] 

 

Don’t use        99 

 

    Q607 

Q606 If you used condoms, 

when did you use in 

sexual intercourse? 

Use condom throughout the entire 

sexual intercourse. 

1  

Use condom at the beginning, and 

reject it halfway. 

2  

Not use condom at the beginning, 

but only use it when the customer 

nearly ejaculate. 

3  

Others:……………………………

………………………………… 

4  
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Q607 Do you think that he has been having 

other sexual partners? 

Reliable     1 

Maybe     2  

Not sure     3 

Unreliable     4 

Don’t know     5 

 

Q608 In the last 3 months, did he ever 

complained about acute pain during 

sex?  

Yes     1 

No     2 

Don’t know     9 

 

Q609 In the last 3 months, did he ever 

complained about fester or exudate in 

his urethra? 

Yes     1 

No     2 

Don’t know     9 

 

Q610 In the last 3 months, did he ever 

complained about a swell of his 

scrotum?  

Yes     1 

No     2 

Don’t know     9 

 

Q611 In the last 3 months, did you find 

that his genital organ been ulcerated?  

Yes     1 

No     2 

Don’t know     9 

 

Q612 In the last 3 months, did he ever 

have inguinal bubo?  

Yes     1 

No     2 

Don’t know     9 

 

Q613 Up to now, has he had venereal 

diseases? 

Yes     1 

No     2 

Don’t know     9 

 

Q614 Presently, does your husband/ 

partner use drugs? 

(For example: opium, heroin, 

hashish, cocaine, ecstasy, 

antianxiety, soporific…) 

Yes     1 

No     2 

Don’t know     9 
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Section 7: Reproductive Health 

Number Questions Coding categories Skip to 

Q701 Up to now, have you ever gotten 

pregnant? 

Yes     1 

No     2 

No response     9 

 

Q703 

Q703 

Q702 If yes, how many times did you fall 

pregnant? 

(including birth and miscarriage) 

Number: I___I___I  

Q703 Have you ever miscarried? Yes     1 

No    2 

 

 

 
Q705 

Q704 If yes, how many times? Number of miscarriage: I___I___I  

Q705 How many children do you 

have? 

Number of children: I___I___I  

Q706 Presently, do you use any 

pregnancy prevention methods? 

Contraceptive medicine     1 

Contraceptive injection     2 

Contraceptive implant     3 

Intra-uterine device     4 

 Condom     5 

Coitus interrupts     6 

Standard days methods     7   

Female sterilization     8 

    Male sterilization     9 

   Spermicide   10 

Emergency Contraception   11     

Cleaning vagina  

after intercourse   1 

Other (please specify)   1 

…………………………………. 

Do not use any methods   14   

No response   99 
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Section 8 Sexually transmitted diseases 

Number Questions Coding categories Skip to 

Q801 Up to now, have you ever heard 

about venereal diseases or social 

diseases (sexually transmitted 

diseases)?  

Yes     1 

No     2 

Do not know     9 

 

    Q806 

    Q806 

Q802 What do you think the symptoms 

of sexually transmitted diseases 

among women are? 

(Not read – only suggest. And 

circle appropriate answers) 

Lower abdominal pain     1 

Unusual leucorrhoea     2 

 Acute pain in pee     3 

Genital Itching     4 

Genital discharge     5 

Swelling of genitals     6 

Do not know any symptoms     7 

Other (please specify)     9 

…………………………………. 

 

Q803 Up to now, have you ever infected 

STIs such as gonorrhoea, chlamydia, 

syphilis, and trichomonas…? 

Yes     1 

No     2 

No response     9 

 

    Q806 

    Q806 

Q804 If yes, where did you 

diagnose? 

(Circle one or more 

appropriate answers) 

Skin and Venereal Hospital     1 

Obstetrics and Genecology Hospital 

 Health Centre     2  

Cottage Hospital     3 

Private Health Centre     4 

   Chemist’s     5 

Oriental medicine     6 

Diagnosed by yourself     7 

Your friends/ Family (Not doctor)     8 

Others (please specify)     9 

……………………………………… 

 

Q805 In recent time, have you felt some 

unusual symptoms in your genital 

area? 

(Circle one or more appropriate 

answers) 

Unusual leucorrhoea     1 

Unusual colporrhagia     2 

 Genital Itching     3 

Lower abdominal pain     4 

Pain during  

sexual intercourse     5 

Other (please specify)     6 

……………………………. 

No symptoms     7 

Do not know     9 
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Q806 In recent time, have you noticed 

sores, ulcers or unusual discharge in 

the anal area? 

Yes     1 

No     2 

Do not remember     9 

 

Q807 Last time, when you felt some 

unusual symptoms in your genital 

and anal areas, how long did you see 

a doctor? 

Immediately     1 

1-3 days     2 

4-7 days     3 

1-2 weeks     4 

2-4 weeks     5 

4 weeks or longer     6 

   Not see a doctor     7 

Did not have symptoms     9 

 

 

 

 

 

 

    Q809 

    Q809 

Q808 Last time, you noticed sores, ulcers or unusual discharge in the 

genital/anal area, what did you do? 

(Read each option-Circle all appropriate answers) 

 

- Went to government heath establishment for examination 

and treatment 

1 
 

- Went to private heath establishment for examination and 

treatment 

2 
 

- Went to pharmacy to buy drugs 3 
 

- Went to traditional healer for examination and treatment 4 
 

- Cured myself at home 5 
 

- Told my regular sexual partners about the symptoms 6 
 

- Stopped having sexual intercourse when having the 

symptoms 

7 
 

- Used condoms while having sexual intercourse during the 

time I had the symptoms 

8 
 

- Did not do anything 9 
 

Q809 When you saw a doctor, have 

you taken all medicine 

prescribed by the doctor? 

Taking medicine     

followed the prescription     1  

Skipped medication occasionally     2 

    Did not take medication     3 

     Never see a doctor     4 

No response     9 

 

Q810 In the last month, have you douched 

your vagina by using medicine?  

Completely not     1  

1-3 times/month     2 

    1-2 times/weeks     3 

     More than 3 in week     4 

Everyday     5 

 

    Q812 
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Q811 If yes, what kind of medicine have 

you douched? 

Gynofar     1  

Lactacid     2 

   Others (please specify)     3 

………………………………

…. 

 

Q812 Up to now, have you ever used 

antibiotics to treat venereal diseases 

or leucorrhoea? 

Yes     1 

No     2 

Do not know/remember     9 

 

    Q901 

    Q901 

Q813 If yes, someone bought 

antibiotics or doctor wrote 

out a prescription?   

(Circle one or more 

appropriate answers) 

Skin and Venereal Hospital     1 

Obstetrics and Genecology Hospital 

 Health Centre     2  

Cottage Hospital     3 

Private Health Centre     4 

   Chemist’s     5 

Oriental medicine     6 

Diagnosed by yourself     7 

Your friends/ Family (Not doctor)     8 

Others (please specify)     9 

………………………………………

…… 

 

Q814 In the last month, have you ever 

used antibiotics to treat venereal 

diseases or leucorrhoea? 

Yes     1 

No     2 

Do not know/remember     9 

 

    Q901 

    Q901 

Q815 If yes, how long have you used 

antibiotics? 

Days: I___I___I  

Q816 If yes, someone bought 

antibiotics or doctor wrote 

out a prescription? 

(Circle one or more 

appropriate answers)   

Skin and Venereal Hospital     1 

Obstetrics and Genecology Hospital 

 Health Centre     2  

Cottage Hospital     3 

Private Health Centre     4 

   Chemist’s     5 

Oriental medicine     6 

Diagnosed by yourself     7 

Your friends/ Family (Not doctor)     8 

Others (please specify)     9 

…………………………… 
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Q817 During the last 12 months, have you 

ever visit a clinic for STIs treatment? 

Yes     1    

No     2  

 

Q818 What do you think about services 

provided at that clinic?  

Convenient location     1 

Friendly environment     2  

Privacy     3 

Proper counselling     4  

Prescription     5 

Reasonable cost     6 

 

Q819 Do you feel satisfied with services 

you received at that clinic? 

Very satisfied     1 

Satisfied     2 

So so     3 

Unsatisfied     4 

Very unsatisfied     5 

No response     6  

 

Q820 Do you want to tell your friends 

about the clinic? 

Yes  1 

No  2 

Not sure  3 

No response  4 

 

Q821 During the last 12 months, have you 

visited a STIs clinic when you had no 

symptom? 

Yes  1 

No  2 

No response  9     

 

Q822 Sexual intercourse with strong 

person is the best way to prevent 

STIs. Is it right or wrong?  

Right     1 

Wrong     2 

Do not know     9 
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Section 9: Alcohol and Drug Use 

Number Questions Coding categories Skip to 

Q901 Have you ever drunk beer or wine?   Everyday    1 

More than twice a week    2 

Once a week    3 

No drink    4  

 

 

 

 

 

 

 

 

Q904 

Q902 Did you ever have sex when you 

were drunk? 

Yes    1 

No    2 

Don’t remember    9 

 

Q903 
Last time, you had sex intercourse 

while drunk, did you use condom? 
Yes    1                                                      

No    2                                                        

Don’t remember    9                                          

 

Q904 Have you ever heard or known about 

drugs? 

(For example: opium, heroin, 

hashish, cocaine, ecstasy, 

antianxiety, soporific…) 

Yes     1 

No     2 

No Response     9 

 

  Q1001 

  Q1001 

Q905 Have you ever used drugs? 

 

 

Yes     1 

No     2 

Never     9 

 

  Q1001 

  Q1001 

Q906 In the last month, Which kind of drugs have you used? Y N  

Opium 1 2  

Heroin 1 2  

Antianxiety/ soporific 1 2  

Methamphetamine / Amphetamine 1 2  

Others (please 

specify):…………………………………….. 

1 2  

Do not use 1 2  
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Q907 Have you ever injected drugs? Yes     1 

No     2 

Never     9 

 

  Q1001 

  Q1001 

Q908 In the last month, Which kind of injecting drugs have you 

used? 

Y N  

Opium 1 2  

Heroin 1 2  

Antianxiety/ soporific (Dolacgan/ Novocain) 1 2  

Methamphetamine / Amphetamine (Diazepam) 1 2  

Others (please 

specify):…………………………………….. 

1 2  

Do not use 1 2   Q1001 

Q909 How many times have you injected 

drugs? 

Per day: I___I___I 

Per week: I___I___I 

Per month: I___I___I 

 

Q910 In the last month, 10 times injected 

drugs, how many times did you reuse 

shared needles/syringes others? 

  Times   [ _ _ ] 

 

Never        99 

 

Q911 In the last month, 10 times injected 

drugs, how many times did you give 

needles/syringes that you had already 

used to someone else? 

  Times   [ _ _ ] 

 

Never        99 

 

Q912 Recent times, have you used clean 

needles/syringes? 

Yes     1 

No     2 

Do not know     9 

 

Q913 Recent times, have you used 

needles/syringes that have previously 

been used by someone else? 

Yes     1 

No     2 

Do not know     9 

 

Q914 During the last 12 months, have any 

of your sex clients ever injected 

drugs? 

Yes     1 

No     2 

Do not know     9 
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Section 10 HIV/AIDS-related knowledge and attitudes 

Number Questions Coding categories Skip to 

Q1001 Have you ever heard of HIV or the 

disease called AIDS? 

Yes     1 

No     2 

Never     9 

 

Q1002 Which sources have you collected HIV/AIDS information in the last 

year? (Circle one or more appropriate answers) 

 

 
Source of Information Yes No  

1. Radio 1 2  

2. Television 1 2  

3. Newspapers/ Magazines 1 2  

4. Pamphlets/ Posters 1 2  

5. Health Workers 1 2  

6. School/ Teachers 1 2  

7. Friends/ Relatives 1 2  

8. Work Place 1 2  

9. Street Drama 1 2  

10. Cinema 1 2  

11. Community Event 1 2  

12. Community Health Workers 1 2  

13. Others (Please specific)  1 2  

Q1003 Now, I will read some sentences related to the HIV knowledge, including right 

sentences and wrong sentences. The sentences have general meaning, not 

implying you. You just let me know that you agree or disagree with the 

sentences. 

(R: Right; W: Wrong; DK: Don’t Know) Answers  

R W DK  

A Eating with people living with HIV can be 

infected with HIV. 

1 2 9  

B People can be infected with HIV if they share 

the public toilet. 

1 2 9  

C A healthy-looking person can be infected with 

HIV. 

1 2 9  

D One can prevent the HIV infections by not 

sex. 

1 2 9  
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E Having sex with monogamous partner who is 

not infected HIV can reduce the risk of HIV 

infection. 

1 2 9  

F Always using appropriate condom during 

sexual intercourse can reduce the risk of HIV 

infection. 

1 2 9  

G Mosquitoes and other insect bites will 

transmit HIV. 

1 2 9  

H Sharing needles/syringes when injecting 

drugs will increase the risk of HIV infection.  

1 2 9  

I Cleaning needles/syringes between injection 

times can reduce the risk of HIV infection. 

1 2 9  

Q1004 
In your opinion, can you tell if 

someone is infected with HIV just by 

looking at him/her? 

Yes      1 

No      2 

Don’t know     9 

 

Q1005 Do you feel that you are at risk for 

infection with HIV? 

High risk     1 

Low risk     2 

No risk     3 

Do not know     4 

   

  Q1006 

  Q1101 

Q1006 Why do you feel that 

you are at risk for HIV 

infection? 

Because…. 
Y N  

I have many sex partners 
1 2  

I don’t always use a condom 
1 2  

I use injected drugs 
1 2  

I’ve received blood transfusion 
1 2  

Other (write clearly) …………… 
1 2  

Q1007 Why do you feel that 

you are not at risk for 

HIV infection? 

Because… Y N  

I am faithful person 
1 2  

I always use appropriate condoms 
1 2  

I have never injected drugs 
1 2  

I believe my partner is not infected 

diseases 
1 2  

I don’t have anal sex 
1 2  

I’ve never received a blood 

transfusion 
1 2  

Other (write clearly) ……………… 
1 2  
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Section 11 Approaching Intervention Programmes 

Number Questions Coding categories Skip to 

Q1101 Up to now, have you ever lived in 

Social Education Centre? 

Never     1 

Yes, last 6 months     2 

Yes, 6 months to 1 year     3 

More than 1 year     4 

  Q1103 

Q1102 Why did you live in the 

centre? 

Be compelled by authority     1 

Be compelled by family     2 

Yourself     3 

Other reasons (please specify)     4 

…………………………………….. 

 

Q1103 In the past 6 months, have you 

received free or cheap condoms? 

Yes     1 

No     2 

 

  Q1108 

Q1104 In the last month, have you received 

free condoms? 

Yes     1 

No     2 

 

  Q1108 

Q1105 If yes, how many times in last 

month? 

Times: I___I___I  

Q1106 Averagely, how many condoms have 

you received in time? 

Condoms: I___I___I  

Q1107 For whom or where have 

you received free 

condoms? 

Commercial sex peer educators/ 

Communicators     1 

Health workers     2 

Pimps/ Managers     3 

Colleagues    4 

Consultant Testing Centre     5 

Education Clubs    6 

Partners    7 

Other reasons (please specify)     8 

……………………………………….. 

 

Q1108 In the past 6 months, has someone 

else talked to you about safe sex? 

Yes     1 

No     2 

 

  Q1112 

Q1109 In the last month, has someone else 

talked to you about safe sex? 

Yes     1 

No     2 

 

  Q1112 

Q1110 If yes, how many times in the last 

month? 

Times: I___I___I  
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Q1111 Who have talked to you? Commercial sex peer educators/ 

Communicators     1 

Health workers     2 

Pimps/ Managers     3 

Colleagues    4 

Consultant Testing Centre     5 

Education Clubs    6 

Partners    7 

Other reasons (please specify)     8 

…………………………………………

….. 

 

Q1112 In the past 6 months, has someone 

else talked to you about safe injecting 

drugs? 

Yes     1 

No     2 

 

  Q1116 

Q1113 In the last month, has someone else 

talked to you about safe injecting 

drugs? 

Yes     1 

No     2 

 

  Q1116 

Q1114 If yes, how many times in last 

month? 

 

 

Times: I___I___I  

Q1115 Who have talked with you? Commercial sex peer educators/ 

Communicators     1 

Health workers     2 

Pimps/ Managers     3 

Colleagues    4 

Consultant Testing Centre     5 

Education Clubs    6 

Partners    7 

Other reasons (please specify)     8 

…………………………………….. 

 

Q1116 In the past 6 months, have you ever 

received information or materials 

about safe sex and injecting drugs? 

Yes     1 

No     2 

 

  Q1120 
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Q1117 In the last month, have you received 

information or materials about safe 

sex and injecting drugs? 

Yes     1 

No     2 

 

  Q1120 

Q1118 If yes, how many times in the last 

month? 

Times: I___I___I  

Q1119 How have you received 

these information or 

materials? 

Commercial sex peer educators/ 

Communicators     1 

Health workers     2 

Pimps/ Managers     3 

Colleagues     4 

Consultant Testing Centre     5 

Education Clubs     6 

Partners     7 

Leaflet     8 

 Public Communication     9 

Other reasons (please specify)   10 

……………………………………….. 

 

Q1120 In the past 6 months, have you ever 

received free-clean needles/ 

syringes? 

Yes     1 

No     2 

 

  Q1123 

Q1121 In the last month, have you 

received free-clean needles/ 

syringes? 

Yes     1 

No     2 

 

  Q1123 

Q1122 How have you received 

free-clean needles/ 

syringes? 

Commercial sex peer educators/ 

Communicators     1 

Health workers     2 

Pimps/ Managers     3 

Colleagues    4 

Consultant Testing Centre     5 

Education Clubs    6 

Partners    7 

Other reasons (please specify)     8 

……………………………………….. 

 

Evaluating Activities of Consultant Testing Centre 

Q1123 Do you know where you can go if 

you wish to receive an HIV test? 

 

Yes     1 

No     2 

No response     9 

 

    End 

  End 
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Q1124 Which places have you 

known? 

(Ask each place, and 

circle appropriate 

answer) 

* VCT: HIV 

Counselling and 

Testing  

VCT Life-Gap Vung Tau     1 

VCT Health Prevention Centre     2 

VCT Ba Ria Hospital     3 

VCT Social Disease Prevention Centre     4 

VCT Long Dien     5 

VCT Le Loi Hospital     6 

VCT Xuyen Moc     7 

VCT Tan Thanh     8 

    Do not know     9 

 

 

 

 

 

 

 

   

Q1125 How have you known the 

above information? 

Commercial sex peer educators     1 

Health workers     2 

Partners     3 

Public Communication    4 

Other reasons (please specify)    5 

………………………………………

…. 

 

Q1126 Have you been tested and counselled 

for HIV? 

Yes     1 

No     2 

 

  Q1134 

Q1127 If yes, I don’t want to know the 

results, but did you receive the results 

of that test? 

Yes     1 

No     2 

 

Q1128 Where have you been 

tested and counselled 

for HIV? 

VCT Life-Gap Vung Tau     1 

VCT Health Prevention Centre     2 

VCT Ba Ria Hospital     3 

VCT Social Disease Prevention Centre     4 

VCT Long Dien     5 

VCT Le Loi Hospital     6 

VCT Xuyen Moc     7 

VCT Tan Thanh     8 

 

Q1129 How long have you tested and 

counselled at these VCTs? 

 

In the past year     1 

Over a year ago     2 

Do not know/No response     9 
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Q1130 That time, was your test 

voluntary or a suggestion 

of other person?   

Voluntary     1 

Suggestion of other person     2 

Others (please specify)     3 

Do not know/No response     9 

 

Q1131 That time, did health worker counsel 

or discuss with you before taking 

blood sample?  

Yes     1 

No     2 

Do not know/No response     9 

 

Q1132 That time, have you gone to the VCT 

to get your testing result? 

Yes     1 

No     2 

 

  End 

Q1133 That time, did health worker counsel 

or discuss with you about HIV/AIDS 

when you get your testing result?  

Yes     1 

No     2 

Do not know/No response     9 

 

  End 

  End 

Q1134 If no, do you intend to go to these 

VCT to be counselled in the near 

future?  

Yes     1 

No     2 

Do not know/No response     9 

 

  End 

  End 

Q1135 If no, what is your 

reason? 

I afraid to know results      1 

Unnecessary     2      

 I afraid a discrimination     3 

I afraid to be revealed as FSW or IDU     4 

I afraid to be revealed as HIV status     5 

VCT is far     6 

VCT is not secret     7 

Others (please specify)     8 

……………………………………………….. 
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Appendix 5: Questionnaire for Qualitative Survey (Vietnamese Version) 

01. Mã đối tượng:   I___I___I___I___I___I___I 

02.  Loại hình: 

Trực tiếp 01 Gián tiếp 02 

03.  Địa điểm điều tra: 

Thành phố Vũng Tàu 01 Huyện Châu Đức 05 

Thành phố Bà Rịa 
02 Huyện Xuyên Mộc 06 

Huyện Long Điền 
03 Huyện Tân Thành 07 

Huyện Đất Đỏ 
04 Huyện Côn Đảo 08 

04.  Giới thiệu:  

Tôi tên là: .................................... .  

Tôi đang làm việc tại Trung tâm Y tế tỉnh bà Rịa – Vũng Tàu. 

Chúng tôi đang có đợt phỏng vấn tại khu vực này để tìm hiểu thông tin về 

phòng chống STIs/HIV. Bạn đã bao giờ được phỏng vấn như thế này bao giờ chưa?  

Bí mật và thỏa thuận: “Trong cuộc phỏng vấn này, chúng tôi sẽ hỏi bạn một số câu 

hỏi cá nhân về những gì bạn suy nghĩ về HIV và các bệnh lây truyền qua đường tình 

dục như kiến thức, thái độ và hành vi tình dục. Các câu hỏi này cần được hoàn toàn bí 

mật. Tên của bạn sẽ không được viết trong câu hỏi này và tất cả các thông tin của bạn 

sẽ không ghi lại và không được sử dụng trong điều tra pháp luật hoặc khác. Hơn nữa, 

chúng tôi sẽ không nói với bất cứ ai khác câu trả lời cho các câu hỏi. Bạn không cần 

phải trả lời bất kỳ câu hỏi nếu bạn không muốn. Tuy nhiên, câu trả lời trung thực cho 

những câu hỏi sẽ giúp chúng ta hiểu rõ hơn về suy nghĩ của bạn về HIV và các bệnh 

lây truyền qua đường tình dục. Chúng tôi đánh giá rất cao tham gia của bạn trong cuộc 

khảo sát này. Nó sẽ mất khoảng 30-45 phút để hỏi và trả lời những câu hỏi này. Bạn 

hãy tham gia vào cuộc khảo sát này” 

Tên điều tra viên: ________________________________  

Chũ ký: ________________________________________  

Ngày phòng vấn: _____/_____/ 2014 (ngày / tháng / năm) 

(Chữ ký của người phỏng vấn sẽ khẳng định rằng hoàn toàn đồng ý tham gia trong 

tham gia vào cuộc khảo sát này) 
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Kết quả phỏng vấn: 

Hoàn tất 1 

Từ chối 
2 

Hoàn tất một phần 
3 

Khác (ghi rõ) 
4 

........................................................................................ 

........................................................................................ 

05. Giám sát địa phương: 

Tên giám sát viên:  .........................................  

  

Chũ ký:   .........................................  

Ngày giám sát:   ____/____/2014 (ngày / tháng / năm) 

 

06. Giám sát tỉnh: 

Tên giám sát viên:  .........................................  

  

Chũ ký:   .........................................  

Ngày giám sát:   ____/____/2014 (ngày / tháng / năm) 

 

Quản lý số liệu 

Nhóm 

nghiên cứu 

Kiểm tra và 

làm sạch 

Mã hóa Người nhập 

thứ nhất 

Người nhập 

thứ hai 

Kiểm tra 

Họ và Tên 
     

Ngày tháng 
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Phần 1: Thông tin về dân số, xã hội 

STT Câu hỏi Mã hóa câu hỏi Chuyển 

Q101 Chị sinh vào tháng năm nào? Tháng: ……………. 

Năm:…………….. 

Không nhớ       99 

 

Q102 Chị là người dân tộc nào? Người Kinh       1 

Người Hoa       2 

  Khơ me       3 

Khác (ghi rõ)……………….………. 4 

……………………………………………… 

 

Q103 Chị theo tôn giáo nào? Đạo phật       1 

Thiên Chúa giáo       2 

Tin Lành       3 

Hòa Hỏa       4 

Cao Đài       5 

Thờ ông bà tổ tiên       6 

Khác ( ghi rõ) ……………………7 

……………………………………………. 

Không theo đạo       8 

 

Q104 Hiện tại chị sinh sống ở đâu? 

(hộ khẩu thường trú) 

Huyện/Thị:……………………………….… 

Tỉnh:…………………………………… 

 

Q105 Chị học đến lớp mấy nghỉ? Mù chữ       1 

Tiểu học (lớp 1 – 5)       2 

Trung học cơ sở(Lớp 6 -9 )       3 

Trung học phổ thông (Lớp 10-12)       4 

Trung cấp, cao đẳng, đại học       5  

 

Q106 Chị đã lập gia đình chưa? Chưa lập gia đình        1 

                              Đang có chồng/ 

sống chung không hôn nhân        2 

Đã ly dị        3 

Đã ly thân        4 

Góa chồng        5 

 

 

Q107 Hiện tại, chị đang sinh sống 

cùng với ai? 

Một mình        1 

Với chồng/ Bạn trai        2 

Với họ hàng        3 

Với bạn        4 

Không có địa chỉ xác định        5 

Khác (ghi rõ) ……….…….6 

………………………………………...... 
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Phần 2: Hành nghề và bao cau su 

STT Câu hỏi Mã hóa câu hỏi Chuyển 

Q201 Chị QHTD với khách hàng lần đầu 

tiên vào năm chị bao nhiêu tuổi? 

(tuổi Tây) 

Số tuổi:  [ ___ ][ ___ ] 

Không nhớ            99 

 

Q202 Chị đã hành nghề ở đây bao lâu rồi? Số tuần: [ __ __ ] 

Số tháng: [ __ __ ] 

Số năm: [ __ __ ] 

 

Q203 Trong tổng cộng, Chị đã hành 

nghề ở tỉnh Bà Rịa  - Vũng Tàu bao 

lâu rồi? 

Số tuần: [ __ __ ] 

Số tháng: [ __ __ ] 

Số năm: [ __ __ ] 

 

Q204 Lý do chính nào làm bạn bắt đầu làm việc như là một phụ nữ mại dâm?  

Tôi cần tiền 1  

Tôi không thể kiếm một công việc nào khác 2  

Tôi đã không thể kiếm đủ tiền bằng công việc chính  3  

Tôi ghét công việc chính của tôi – rất chán 4  

Tôi đã đang nghiện hút và tôi cần tiền để trả cho chúng 5  

Tôi chỉ vô tình  6  

Vài người đã nói với tôi về nó 7  

Nó kiếm tiền tốt với thời gian linh động 8  

Hoàn toàn cho sự sống còn 9  

Tôi có một mục đích riêng (nhà to, xe máy, ôtô,...) 10  

Lý do 

khác:………………………………………………………………….. 

…………………………………………………………………… 

11  

Q205 Trước khi làm phụ nữ mại dâm, chị 

đã làm gì? 

Thất nghiệp      1 

Công việc nhà      2 

Công việc dài hạn      3 

Công việc bán thời gian      4 

Không có việc làm cố định      5 

 Sinh viên      6 

 

Q206 Hiện tại, Chị có công việc nào khác 

để sống không? 

Có       1 

Không       2 

Không trả lời       3 
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Q207 Nguồn thu nhập chủ yếu của chị là 

gì? 

Hành nghề ( mai dâm)      1 

Tiền thưởng       2 

Công việc khác không liên quan 

đến việc hành nghề mại dâm      3 

………………………………………… 

 

Q208 Thu nhập bình quân một tháng của 

chị là bao nhiêu tiền? 

(Đồng Việt Nam) 

Số tiền 

Bằng số: ……………………….….. 

đồng 

 

 

Q209 Chị tính tiền dịch vụ như thế nào? ……..………………..…… trên đêm     1 

…………………… trên lần quan hệ     2 

……………………….   trên một giờ     3 

dịch vụ khác     4 

………………………………………….. 

 

Q210 Chị có từng trao đổi tình dục lấy 

thuốc (hút, chích)? 

Có       1 

Không       2 

 

Q211 Chị có từng trao đổi tình dục lấy 

những hang hóa hay dịch vụ? 

Có       1 

Không       2 

 

Q212 Trước khi hành nghề ở đây, chị có 

hành nghề ở tỉnh nào khác chưa? 

Có       1 

Không       2 

 
Q214 

Q213 Nếu có, chị đã hành  nghề ở tỉnh 

nào? 

Khoanh các câu trả lời phù hợp 

Tp. Hồ Chí Minh      1 

Hà Nội      2 

Hải Phòng      3 

Cần Thơ      4 

Quảng Ninh      5 

 Khác (ghi rõ):….……………….      6 

…………………………………………. 

 

Q214 Trong 12 tháng qua, chị đã từng 

hành nghề ở ngoài tỉnh Bà Rịa – 

Vũng Tàu liên tục bằng hoặc hơn 1 

tháng chưa? 

Có      1  

Không      2 

Không trả lời       9 

 

Q215 Chị đã từng đi làm ăn ở đâu ngoài 

Việt Nam trước khi đến đây không? 

Có       1 

Không       2 

 

Q217 

C216 Nếu có, nước nào sau đây và trong 

thời gian bao lâu? 

Trung Quốc       1 

Lào       2 

Campuchia       3 

Malaysia       4 

Khác (ghi rõ):………………. 

………………………………………….. 
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Q217 Chị thường chờ khách ở đâu? 

(đọc các lựa chọn và khoanh vào 

các câu trả lời thích hợp) 

Các khu giải trí (quán bar, karaoke)      1 

Quán mát – xa, chăm sóc sắc đẹp      2 

Nhà chứa      3 

Nhà nghỉ/nhà trọ      4 

Khách sạn      5 

Công viên      6 

Ngồi nờ ở quán cà phê      7 

Đứng ở lề đường/hè phố      8 

Chạy xe trên đường phố      9 

Khác (ghi rõ):…………………………10 

…………………………………….. 

 

Q218 Trung bình, chị nhân được bao 

nhiêu tiền cho một lần quan hệ tình 

dục với khách? 

(ghi số tiền thực nhận) 

Số tiền 

Bằng số: ………………….….. đồng 

 

 

Q219 Chị gặp khách có phải thông qua 

người khác ( ví dụ bảo kê, má mì, 

môi giới…) hay không? 

Có      1 

Không      2 

Không trả lời     9 

 

Q220 Trong 1 tháng qua, chị đã QHTD 

với khách bao nhiêu ngày? 

[ ________ ] 

Không nhớ      9 

 

Q221  Chị có biết nơi nào mà chị có thể 

lấy/ mua được bao cao su không? 

(Không đọc – chỉ gợi ý: có nơi nào 

khác nữa không? Khoanh tất cả 

các câu trả lời phù hợp) 

Hiệu thuốc      1 

Cửa hàng tạp hóa      2 

Cơ sơ y tế      3 

Quán bar, nhà hàng, khách sạn      4 

Đồng đẳng viên      5 

Giáo dục viên sức khỏe      6 

Câu lạc bộ, điểm giáo dục      7 

Khác  8 

(ghi rõ):……………………………. 

………………………………………….. 

 

Q222 Tại nơi chị tiếp khách có sẳn bao 

cao su không? 

Có       1 

Không       2 

Không biết       9 

 
Q301 

Q223 Khi cần, chị thường mất bao nhiêu 

để có được bao cao su? 

Dưới 15 phút       1 

15-60 phút        2 

Hơn một giờ       3 

Không bao giờ cần đến       4 
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Phần 3: Quan tình tình dục: Số lượng và các loại bạn tình 

STT Câu hỏi Mã hóa câu trả lời Chuyển 

Q301 Lần đầu tiên, chị quan hệ tình dục 

(qua đường âm đạo hoặc hậu môn) 

lúc bao nhiêu tuổi? 

Tuổi: [ __ __ ] 

Không nhớ          99 

 

Q302  

Lần đâu tiên đó, chị QHTD với ai? 

Người yêu     1 

Chồng/ người cùng chung sống     2 

Bạn bè (không phải người yêu)     3 

Khách     4 

Bị ép buộc     5 

Người khác (ghi rõ):………..……..6 

…………………………………………. 

Không nhớ        7 

Không trả lời          8 

 

Q303 Từ trước đến nay, chị QHTD theo 

các các nào sau đây? 

(chọn 1 hay nhiều lựa chọn) 

Sinh dục – sinh dục     1 

Miệng – sinh dục     2 

Hậu môn – sinh dục     3 

Khác (ghi rõ):……………….4 

Không trả lời        9 

 

Q304 Trong 1 tháng qua, chị quan hệ tình 

dục với bao nhiêu bạn tình khác 

nhau? 

(Đọc rõ: Chị hãy suy nghĩ một chút 

về cây hỏi này để có thể cho chúng 

tôi câu trả lời chính xác nhất. Câu 

trả lời của chị sẽ được giữ bí mất) 

Bạn tình: [ __ __ __ ] 

Không nhớ             999 

 

Q305 Trong 1 tháng qua, trong số tất cả 

các bạn tình của chị, có bao nhiêu 

người là: 

- Khách lạ ( QHTD 1 lần có 

trả tiền) 

- Khách quen ( QHTD nhiều 

lần có trả tiền) 

- Chồng/ người yêu/ người 

cùng chung sống 

 
 

 

- Q305.1: I___I___I    
 

- Q305.2: I___I___I 
 

- Q305.3: I___I___I 
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Phần 4: Quan hệ tình dục với khách lạ 

(Phần này chỉ sử dụng nếu câu trả lời Q305.1 nhiều hơn hoặc bằng 1) 

STT Câu hỏi Mã hóa câu trả lời Chuyển 

Q401 Trong tuần qua, chị đã quan 

hệ tình dục (đường âm đạo 

và/hoặc hậu môn) với bao nhiêu 

khách lạ? 

[ _____ _____ ] 

Không nhớ/ không trả lời                99 

 

Q402 Trong lần gần đây nhất, có 

quan hệ tình dục (đường âm đạo 

và/ hoặc hậu môn) với khác lạ, 

chị có yêu cầu khách sử dụng 

bao cao su không? 

(Đọc rõ: Chị hãy suy nghĩ một 

chút về cây hỏi này để có thể 

cho chúng tôi câu trả lời chính 

xác nhất. Câu trả lời của chị sẽ 

được giữ bí mật) 

Có       1 

Không      2 

Không nhớ       9 

 

Q403 Lần đó, chị và khách có sử 

dụng bao cao su không? 

Có        1 

Không         2 

Không nhớ/ không trả lời         9 

 

Q404 Trong một tháng qua, cứ 10 

lần quan hệ tình dục với khạch 

lạ thì có bao nhiêu nhiêu lần chị 

sử dụng bao cao su? 

 

Số lần sử dụng BCS:…………………. 

Không sử dụng           99 

 
Q501 

Q405 Nếu có sử dụng BCS, 

thì chị và khách lạ 

thường sử dụng BCS 

như thề nào trong lúc 

QHTD? 

Dùng BCS từ lúc đầu quan hệ cho  

đến lúc ngừng quan hệ.     1 

 

 

Dùng BCS từ lúc bắt đầu quan hệ  

nữa chừng thì tháo ra.      2 

Lúc bát đầu quan hệ không dùng BCS,  

chỉ dùng BCS khi khách gần phóng tinh.     3 

Khác (ghi rõ):……………………………..……..4 

……………………………………………………… 
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Phần 5: Quan hệ tình dục với khách quen 

(Phần này chỉ sử dụng nếu câu trả lời Q305.2 nhiều hơn hoặc bằng 1) 

STT Câu hỏi Mã hóa cho câu trả lời Chuyển 

Q501 Trong tuần qua, chị đã quan hệ 

tình dục (đường âm đạo và/ 

hoặc hậu môn) với bao nhiêu 

khác quen? 

[ ___ ___ ] 

Không nhớ         99 

 

Q502 Trong lần gần đây nhất, có 

quan hệ tình dục (đường âm đạo 

và/ hoặc hậu môn) với khách 

quen, chị có yêu cầu khách sử 

dụng bao cao su không? 

(Đọc rõ: Chị hãy suy nghĩ một 

chút về cây hỏi này để có thể 

cho chúng tôi câu trả lời chính 

xác nhất. Câu trả lời của chị sẽ 

được giữ bí mật) 

Có      1 

Không        2 

Không nhớ        9 

 

Q503 Lần đó, chị và khách có sử 

dụng bao cao su không? 

Có       1 

Không       2 

Không nhớ       9 

 

C504 Trong một tháng qua, cứ 10 

lần quan hệ tình dục với khạch 

lạ thì có bao nhiêu nhiêu lần chị 

sử dụng bao cao su? 

 

Số lần sử dụng BCS:……………….. 

 

Không sử dụng       9 

 
Q601 

C505 Nếu có sử dụng BCS, 

thì chị và khách lạ 

thường sử dụng BCS 

như thề nào trong lúc 

QHTD? 

Dùng BCS từ lúc đầu quan hệ cho  

đến lúc ngừng quan hệ.     1 

 

Dùng BCS từ lúc bắt đầu quan hệ  

nữa chừng thì tháo ra.      2 

Lúc bát đầu quan hệ không dùng BCS,  

chỉ dùng BCS khi khách gần phóng tinh.     3 

Khác (ghi rõ):……………………………..……..4 

……………………………………………………… 
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Phần 6: Quan hệ tình dục với chồng, người yêu hay người chung sống 

(Phần này chỉ sử dụng nếu câu trả lời Q305.3 nhiều hơn hoặc bằng 1) 

STT Câu hỏi Mã hóa câu trả lời Chuyển 

Q601 Chồng hay người yêu cùng 

chung sống với chị năm nay 

bao nhiêu tuổi? 

Tuổi:  [ ___ ___ ] 

Không nhớ, không trả lời     99 

 

Q602 Anh ấy đang làm nghề gì? 

(nghề chủ yếu là nghề mà anh 

ấy tốn nhiều thời gian và công 

sức nhất) 

Không làm gì cả( thất nghiệp)      1 

Tài xế xe đò hay xe tải      2 

Tài xế xe ôm/ xe thồ      3 

Lái thuyền/đò      4 

Làm thuê mướn      5 

Buôn bán nhỏ      6 

Công nhân      7 

Nông dân      8 

Cảnh sát/ bộ đội      9 

Khác(ghi rõ):………………………..10 

…………………………………………. 

 

Q603 Lần gần đây nhất, có quan hệ 

tình dục với anh ấy, chị có sử 

dụng BCS không? 

Có       1 

Không       2 

Không nhớ       9 

 

Q605 

Q605 

Q604 Ai đã đề nghị sử dụng BCS 

trong lần đó? 

Bản thân tôi       1 

Chồng/ bạn trai       2 

Quyết định chung       9 

 

Q605 Trong 1 tháng qua, cứ 10 lần 

quan hệ tình dục với anh ấy thì 

có bao nhiêu lần chị sử dụng 

bao cao su? 

 

Số lần sử dụng BCS:……………….. 

Không sử dụng       9 

 
Q607 

Q606 Nếu có sử dụng 

BCS, thì chị và 

khách lạ thường sử 

dụng BCS như thề 

nào trong lúc 

QHTD? 

 

Dùng BCS từ lúc đầu quan hệ cho  

đến lúc ngừng quan hệ.     1 

 

Dùng BCS từ lúc bắt đầu quan hệ  

nữa chừng thì tháo ra.      2 

Lúc bát đầu quan hệ không dùng BCS,  

chỉ dùng BCS khi khách gần phóng tinh.     3 

Khác (ghi rõ):……………………………..……..4 

……………………………………………………… 
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Q607 Chị có nghĩ rằng anh ấy có bạn 

tình khác không? 

Chắc chắn có       1 

Có thể có       2 

Không chắc       3 

Chắc chắn không       4 

Không biết       9 

 

Q608 Trong 3 tháng qua, anh ấy có 

bao giờ than đau buốt khi quan 

hệ tình dục không? 

Có       1  

Không       2 

Không biết       9 

 

Q609 Trong 3 tháng qua, chị có biết 

hay thấy anh ấy bị chảy mủ hay 

tiệt dịch bất thường đường tiểu 

(thường vào buổi sáng)? 

Có       1  

Không       2 

Không biết       9 

 

Q610 Trong 3 tháng qua, chị có biết 

hay thấy anh ấy bị sưng đau 

bùi? 

Có       1  

Không       2 

Không biết       9 

 

Q611 Trong 3 tháng qua, chị có biết 

hay thấy anh ấy bị loát ở bộ 

phận sinh dục? 

Có       1  

Không       2 

Không biết       9 

 

Q612 Trong 3 tháng qua, chị có biết 

hay thấy anh ấy bị sưng hạch ở 

háng( ở bẹn)? 

Có       1  

Không       2 

Không biết       9 

 

Q613 Từ trước đến nay, chi có biết 

hay nghe anh ấy nói bị mắc 

bệnh hoa liểu? 

Có       1  

Không       2 

Không biết       9 

 

Q614 Từ trước đến nay, có người 

nào trong số những người là 

người yêu, bồ, người cùng 

chung sống hay chông của chị 

có sử dụng chất gây nghiện 

không? 

(Chẳng hạn như: thuốc phiên, 

heroin, cần sa, bồ đà, cocain, 

ectasy, thuốc lắc, các loại 

thuốc kích thích thần kinh, 

thuốc ngủ, thuốc an thần…) 

Có      1  

Không      2 

Không biết, không trả lời        9 
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Phần 7: Tiền sử sản khoa 

STT Câu hỏi Mã hóa câu trả lời Chuyển 

Q701 Từ trước đến nay, chị có thai lần nào 

chưa? 

Có      1  

Không      2 

Không trả lời      9 

 

Q703 

Q703 

Q702 Nếu có, chị đã mang thai bao nhiêu 

lần? (bao gồm số lần sanh, số lần 

phá, sẩy thai) 

Số lần:  I____I____I  

Q703 Có khi nào chị phá thai không? Có       1  

Không       2 

 

Q705 

Q704 Nếu có, bao nhiêu lần? Số lần phá thai:  I____I____I  

Q705 Chị có bao nhiêu con rồi? Số con:  I____I____I  

Q706 Hiện tại, chị có sử dụng biện pháp 

ngừa thai nào không? 

(Đọc từng ý một và khoanh tất cả 

các câu trả lời phù hợp) 

Ngừa thai uống      1 

Ngừa thai dạng tiêm      2 

Cấy dưới da      3 

Đặt vòng      4 

Bao cao su      5 

Xuất tinh ngoài âm đạo      6 

Trành ngày rụng trứng      7 

Triệt sản nữ      8 

Triệt sản nam      9 

Thuốc đặt diệt tinh trùng    10 

Uống thuốc ngừa thai  

buổi sáng hôm sau    11 

Rửa âm đạo sau khi giao hợp    12 

Khác (ghi rõ):…………………13 

…………………………………………... 

Không áp dụng biện pháp ngừa thai     14 

Không trả lời       15 
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Phần 8: Các bệnh lây truyền qua đường tình dục 

STT Câu hỏi Mã hóa câu trả lời Chuyển 

Q801 Từ trước đến nay, chị có bao giờ 

nghe nói về bệnh hoa liểu hay 

bệnh xã hội (còn gọi là các bệnh 

lây truyền qua đường tình dục) 

chưa? 

Có      1 

Không      2 

Không biết      9 

 

 

Q806 

Q806 

Q802 Chị có thể kể các triệu 

chứng của các bệnh lây 

truyền qua đường tình dục 

ở nữ giới không? 

(Không đọc các cây trả 

lời. Chị gợi ra nhiều câu 

trả lời hơn. Khoanh tất cả 

các câu trả lời phù hợp) 

Đau bụng dưới   1 

Chảy mủ/ huyết trang/ khí hư bất thường   2 

Đi tiểu buốt   3 

Đau rát bộ phận sinh dục   4 

Loét sùi bộ phận sinh dục   5 

Ngứa bộ phận sinh dục   6 

Không biết triệu chứng nào   7 

Khác (ghi rõ)………………………………   9 

 

Q803 Từ trước đến nay, có khi nào chị 

bị mắc một bệnh hoa liểu nào đó 

không? 

(thì dụ như: lậu, trung roi, giang 

mai, mụn nước sinh dục, các 

bệnh loét sinh dục khác…) 

Có       1 

Không       2 

Không trả lời       9 

 

Q806 

Q806 

Q804 Nếu có, do ai (hoặc nơi đâu) 

chẩn đoán? 

(Chọn một hay nhiều câu) 

Bác sỹ bệnh viên da liễu,  

bệnh viện Sản     1 

Phụ Khoa hay Đa Khoa     2 

Trạm y tế xã phường     3  

Bác sỹ phòng mạch tư     4 

Nhà thuốc tây     5 

Đông y     6  

Tự biết     7 

Bạn bè/người thân    8   

(không phải là bác sỹ) 

Khác (ghi rõ):………………………….9 
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Q805 Gần đây, chị có thấy gì 

lạ ở đường sinh dục 

không?  

(chọn một hay nhiều 

câu) 

Huyết trắng       1  

Ra huyết âm đạo bất thường       2 

Ngứa ở vùng cửa mình(âm đạo/âm hộ)       3 

Đau bụng dưới       4 

Đau khi giao hợp       5 

Khác(ghi rõ)       6 

……………………………………………………... 

Không có triệu chứng gì       7 

Không biết       9 

 

Q806 Trong tháng qua, bạn có từng để 

ý đau, loét hoặc bất thường trong 

khu vực hậu môn? 

Có       1 

Không       2 

Không nhớ       9 

 

Q807 Khi phát hiện bị bệnh ở đường 

sinh dục, thường bao lâu chị mới 

đi khám bệnh? 

Đi khám ngay      1 

Từ 1-3 ngày      2 

Từ 4 ngày đến 1 tuần      3  

Từ 1 -2 tuần      4 

Từ 2-4 tuần      5 

Trên 4 tuần      6 

Không đi khám      7  

Không có bệnh gì      9 

 

 

 

 

 

 

 

 

Q809 

Q809 

Q808 Lần gần đây, bạn nhận thấy đau, vết loét hoặc bất thường ở vùng sinh dục / 

hậu môn, những gì bạn đã làm gì?  

(Đọc mỗi tùy chọn - khoanh tròn tất cả các câu trả lời thích hợp) 

 

Đi đến cơ sở y tế nhà nước để khám và điều trị 1  

Đi đến cơ sở y tế tư nhân để khám và điều trị 2  

Đi đến cửa hàng dược mua thuốc 3  

Đi đến thầy lang để khám và điều trị 4  

Chửa trị tại nhà 5  

Nói với bạn tình về những triệu chứng này 6  

Dừng quan hệ tình dục khi có những triệu chứng này 7  

Dùng bao cao su khi quan hệ tình dục trong thời gian có những triệu 

chứng này 

8  

Không làm gì cả 9  
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Q809 Khi đi khám bác sỹ, chị có uống 

toàn bộ số thuốc như đã mua từ 

toa hay từ bác sỹ cho không? 

Uống đúng như toa      1 

Uống không đủ      2 

Không nhớ     3  

Chưa bao giờ đi bác sỹ      4 

Không trả lời      9 

 

Q810 Trong 1 tháng qua, cho có bao 

giờ thụt rữa âm đạo bằng các 

thuốc rửa? 

 

Hoàn toàn không      1 

1-3 lần trong tháng      2 

1-2 lần trong tuần      3 

Hơn 3 lần trong tuần      4 

Hàng ngày      5 

Q812 

Q811 Nếu có, chị dùng loại nước rửa 

nào? 

Gynofar      1 

Lactacid      2 

Khác (ghi rõ):…………………………. 

 

Q812 Từ trước đến nay, có bao giờ chị 

dùng thuốc khám sinh để điều trị 

bệnh hoa liểu hay huyết trắng 

bệnh lý? 

Có      1 

Chưa bao giờ      2 

Không biết/ không nhớ      9 

 

Q901 

Q901 

Q813 Nếu có, dùng kháng sinh, thì 

bác sỹ kê toa hay chị tự đi mua 

hoặc ai đó cho chị? 

(chọn một hay nhiều câu) 

Bác sỹ bệnh viên da liễu,  

bệnh viện Sản     1 

Phụ Khoa hay Đa Khoa     2 

Trạm y tế xã phường     3  

Bác sỹ phòng mạch tư     4 

Nhà thuốc tây     5 

Đông y     6  

Tự biết     7 

Bạn bè/người thân    8   

(không phải là bác sỹ) 

Khác (ghi rõ):………………………….9 

……………………………………………… 

 

Q814 Trong 1 tháng qua, chị có sử 

dụng thuốc kháng sinh đề điều trị 

bệnh hoa liễu hay huyết trắng 

bệnh lý? 

Có 

Không 

Không nhớ 

 

Q901 

Q901 

Q815 Nếu có, thời gian sử dụng kháng 

sinh là trong thời gian bao lâu? 

Số ngày: I___I___I  

Q816 Nếu có, dùng kháng sinh, thì 

bác sỹ kê toa hay chị tự mua 

hoặc ai đó cho chị? 

(chọn một hay nhiều câu) 

Bác sỹ bệnh viên da liễu,  

Bệnh viện Sản     1 

Phụ Khoa hay Đa Khoa     2 

Trạm y tế xã phường     3  

Bác sỹ phòng mạch tư     4 

Nhà thuốc tây     5 

 



  

257 

 

Đông y     6  

Tự biết     7 

Bạn bè/người thân    8   

(không phải là bác sỹ) 

Khác (ghi rõ):………………………….9 

……………………………………………… 

Q817 Trong 12 tháng qua, Chị/Em 

có bao giờ đến phòng khám 

chữa trị các bệnh lây truyền 

qua đường tình dục? 

Có      1 

Chưa bao giờ      2 

 

Q818 Bạn nghĩ gì về những dịch vụ 

cung cấp từ phòng khám đó? 

Vị trí thuận lợi      1 

Môi trường thân thiện      2 

Riêng tư      3 

Tư vấn thích hợp      4 

Kê Toa      5 

   Giá cả      6 

 

Q819 Bạn cảm thấy hài lòng về 

những dịch vụ cung cấp từ 

phòng khám đó không? 

Rất hài lòng      1 

Hài lòng      2 

Bình thường      3 

Không hài lòng      4 

Rất không hài lòng      5 

   Không trả lời      6 

 

Q820 Bạn có muốn kể cho những 

người bạn của bạn về phòng 

khám này không? 

Có      1 

Không      2 

Không chắc      3 

 Không trả lời      4 

 

Q821 Trong 12 tháng qua, khi bạn 

không có triệu chứng nào, bạn 

có đến thăm phòng khám các 

bệnh lây truyền qua đường 

tình dục không? 

Có       1 

Không       2 

Không trả lời       9 

 

Q822 Quan hệ tình dục với người 

khỏe mạnh là cách tốt nhất để 

phòng các bệnh lây truyền qua 

đường tình dục. Đúng hay sai? 

Đúng       1 

Sai       2 

Không biết       9 
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Phần 9: Sử dụng rượu và ma túy 

STT Câu hỏi Mã hóa câu trả lời Chuyển 

Q901 Chị/Em có từng bao giờ uống rượu bia 

không? 

Hằng ngày      1 

Hơn 2 lần một tuần      2 

Một tuần một lần      3 

 Không uống      4 

 
Q904 

Q902 Chị/Em có từng bao giờ quan hệ tình 

dục khi uống rượu bia không? 

Có      1 

Không      2 

Không nhớ      9 

 

Q903 Lần gần đây, Chị/Em quan hệ tình dục 

khi uống rượu bia, Chị/Em có dung bao 

cao su không? 

Có      1 

Không      2 

Không nhớ      9 

 

Q904 Chị có bao giờ nghe nói hay biết về chất 

gậy nghiện chưa? 

(Chẳng hạn như: thuốc phiện, heroin, 

cần sa, bồ đà, cocain, ectasy, thuốc lắc, 

các loại thuốc kích thích thần kinh, 

thuốc ngủ, thuốc an thần …) 

Có      1       

Không      2       

Không trả lời      3       

 

Q1001 

Q1001 

Q905 Chị đã từng sử dụng ma túy chưa? Đã từng sử dụng       1 

Chưa bao giờ dùng       2 

Không bao giờ       3 

 

Q1001 

Q1001 

Q906 Trong 1 tháng qua, Chị đã sử dụng các loại ma túy 

nào mà không tiêm chích? 

  

Có Không 

Thuốc phiện “Đen” 1 2 

Heroin “ Trắng” 1 2 

Thuốc giảm đau/an thần 1 2 

Thuốc lắc (Methamphetamine/Amphetamine) 1 2 

Khác(ghi rõ) 1 2 

Không dùng 1 2 

Q907 Chị đã từng tiêm chích ma túy chưa? 

 

 

 

Có      1 

Không     2 

 Không bao giờ     3 

 

Q1001 

Q1001 
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Q908 Trong 1 tháng qua, chị chích loại ma túy nào?   

 

 

 

 

 

 

 

 

Q1001 

Có Không 

Thuốc phiện “Đen” 1 2 

Heroin “Trắng” 1 2 

Thuốc giảm đau (Dolacgan/Novacain) 1 2 

Thuốc an thần (Seduxen) 1 2 

Khác(ghi rõ) 1 2 

Không dùng 1 2 

Q909 Số lần chị tiêm chích ma túy? 

 

Số lần trong ngày: I___I___I 

Số lần trong tuần: I___I___I 

Số lần trong tháng: I___I___I 

 

Q910 Trong 1 tháng qua, cứ 10 lần tiêm 

chích thì có bao nhiêu lần mà chị dùng 

lại bơm kim tiêm của người khác? 

Số lần dùng lại BKT: 

………………. 

Không bao giờ    9 

 

Q911 Trong 1 tháng qua, cứ 10 lần tiêm 

chích thì bao bao nhiêu lần mà chị đưa 

bơm kim mà chị vừa dùng xong cho 

người khác? 

Số lần dùng lại BKT: 

………………. 

Không bao giờ    9 

 

Q912 Lần đâu tiên chích gần nhất, chị có sử 

dụng kim tiêm nào sạch không? 

 

Có      1 

Không      2 

Không biết      9 

 

Q913 Lần tiêm chích gần đây nhất, chị có 

dùng chung bơm kim tiêm với một ai 

không? 

Có      1 

Không       2 

Không biết       9 

 

Q914 Trong 12 tháng qua, trong bất kỳ 

khách hàng quan hệ tình dục với Chị/Em 

có bao giờ hút chích không? 

Có      1 

Không       2 

Không biết       9 

 

 

 



  

260 

 

Phần 10: Kiến thức, thái độ về HIV 

STT Câu hỏi Mã hóa câu trả lời Chuyển 

Q1001 Trước lần phỏng vấn này chị đã từng 

nghe nói về HIV/AIDS chưa? 

Có      1 

Không      2 

Chưa bao giờ      9 

 
Q1001 

Q1002 Bây giờ, tôi sẽ đọc cho chị nghe một số câu trong đó một số câu là đúng và một số câu 

không đúng. Những câu này mang ý nghĩa tổng quát và không ám chỉ đến bản thân 

chị, chị hay nói cho tôi biết là chị đồng ý hay không đồng ý với từng câu dưới đây. 

 Ý kiến (Đ đúng; S: sai; KB:  Không biết) Câu trả lời  

Đ S KB 

A Ăn chung với người nhiểm HIV có thể bị lây HIV 1 2 9  

B Một người có thể bị nhiểm HIV nếu họ sử dụng nhà 

vệ sinh công cộng 

1 2 9  

C Một người trong khỏe mạnh có thể bị nhiểm HIV. 1 2 9  

D Một người có thể tránh nhiểm HIV bằng cách không 

quan hệ tình dục. 

1 2 9  

E Quan hệ tình dục chung thủy với một bạn tình không 

nhiểm HIV và người này không có bạn tình khác làm 

giảm nguy cơ lây nhiểm HIV 

1 2 9  

F Luôn sử dụng BCS đúng cách mỗi lần quan hệ tình 

dục làm giảm nguy cơ được lây nhiểm HIV. 

1 2 9  

G Muỗi hay các côn trùng khác đốt hoặc cắn có thể lan 

truyền HIV. 

1 
2 

9  

H Dùng chung bơm tiêm khi tiêm chích làm tăng nguy 

cơ lây nhiểm HIV. 

1 2 9  

I Rửa sạch bơm kim tiêm khi tiêm chích làm giảm nguy 

cơ lây nhiểm HIV 

1 2 9  

Q1003 Theo ý kiến của bạn, bạn có thể biết nếu 

một ai bị nhiễm HIV chỉ bằng nhìn vào 

anh ấy hay cô ấy? 

Có      1 

Không      2 

Không biết      9 
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Q1004 Chị tự đánh giá như thế nào về khả năng 

nhiểm HIV của bản thân? 

(PVV tìm hiểu thêm về nguy cơ của đối 

tượng) 

Nguy cơ cao     1 

Nguy cơ thấp     2 

Không có nguy cơ     3 

Không biết      

 

 

 

 

Q1006 

Q1011 

Q1005 Tại sao chị cho 

rằng chị có nguy 

cơ nhiểm HIV? 

(Có thể lựa chọn 

nhiều khả năng 

nhưng không đọc 

ra các khả năng) 

 

Bởi vì………. C K  

Vì tôi có nhiều bạn tình 1 2 

Vì tôi QHTD không dùng BCS thường xuyên 1 2 

Vì tôi tiêm chích ma túy 1 2 

Vì tôi nhận máu truyền 1 2 

Khác(ghi rõ)……………….. 1 2 

Q1005 Tại sao chị cho 

rằng chị không có 

nguy cơ nhiểm 

HIV? 

(Không ọc câu 

trả lời, Chị gợi ra 

nhiều câu trả lời 

hơn. Khoang tất 

cả các câu trả lời 

phù hợp) 

Bởi vì………. C K  

Vì tôi chung thủy 1 2 

Vì tôi luôn dùng bao cao su(đúng cách) 1 2 

Vì tôi không tiêm chích ma túy 1 2 

Vì tôi tin bạn tình của tôi không bị bệnh 1 2 

Vì tôi không QHTD đường hậu môn 1 2 

Vì tôi không nhận máu truyền 1 2 

Khác(ghi rõ):………………….. 1 2 
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Phần 11. Tiếp cận với chương trình can thiệp 

STT Câu hỏi Mã số cho câu trả lời Chuyển 

Q1101 Từ trước đến nay, chị đã ở Trung 

tâm giáo dục xã hội chưa rồi? 

Chưa bao giờ      1 

Có, trong vòng 6 tháng trở lại đây      2 

Có, cách đây 6 tháng đến 1 năm      3 

Hơn 1 năm rồi      4 

  Q1103 

Q1102 Lần gần đây nhất, chị vào trung 

tâm 05, chị đã vào đó như thế nào? 

(Không đọc câu trả lời, Chỉ gặng 

hỏi) 

Bị chính quyền bắt buộc      1 

Gia đình bắt buộc      2 

Tự xin vào      3 

Lý do khác (ghi rõ)       4 

……………………………………………. 

 

Q1103 Trong 6 tháng vừa qua, chị có 

nhận được bao cao su miển phí/giá 

rẻ? 

Có       1 

Không       2 

 

Q1108 

Q1104 Trong 1 tháng vừa qua, chị có 

nhận được bao cao su miễn phí? 

 

Có       1 

Không       2 

 

Q1108 

Q1105 Nếu có, chị nhận được bao nhiêu 

lần trong 1 tháng qua? 

Số lần:  I___I___I  

Q1106 Trung bình, mỗi lần chị nhận được 

bao nhiêu chiếc BCS 

Số chiếc BCS: I___I___I 

 

 

 

Q1107 Chị nhận bao cao su miễn phí từ 

những nguồn nào? 

(Có thể lựa chọn nhiều khả năng 

nhưng không đọc ra các khả 

năng) 

Đồng đẳng viên, TT viên      1 

Cán bộ y tế      2 

Má mì, quản lý      3 

Bạn cùng hành nghề      4 

Trung tâm tư vấn xét nghiệm      5 

Câu lạc bộ, điểm giáo dục      6 

Bạn tình      7 

Khác (ghi rõ):……………………….     8 
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Q1108 Trong 6 tháng vừa qua, có ai nói 

với chị về tình dục an toàn không? 

Có       1 

Không       2 

 

Q1112 

Q1109 Trong 1 tháng vừa qua, có ai nói 

với chị về tình dục an toàn không? 

Có       1 

Không       2 

 

Q1112 

Q1110 Nếu có, chị nghe nói về tình dục an 

toàn được bao nhiêu lần trong 1 

tháng qua? 

 

Số lần:  I___I___I  

Q1111 Ai là người nói với chị? 

(Chọn 1 hay nhiều lựa chọn) 

Đồng đẳng viên, TT viên       1 

Cán bộ y tế      2 

Má mì, quản lý       3 

Bạn cùng hành nghề       4 

Trung tâm tư vấn xét nghiệm       5 

Câu lạc bộ, điểm giáo dục      6 

Bạn tình       7 

Khác (ghi rõ):…………………….      8 

 

Q1112 Trong 6 tháng vừa qua, có ai nói 

với chị về tiêm chích ma túy an 

toàn không? 

Có      1 

Không       2 

 

Q1116 

Q1113 Trong 1 tháng vừa qua, có ai nói 

với chị về tiêm chích ma túy an 

toàn không? 

Có       1 

Không        2 

 

Q1116 

Q1114 Nếu có, chị nghe nói về tiêm chích 

ma túy an toàn được bao nhiêu lần 

trong 1 tháng qua? 

Số lần:  I___I___I  

Q1115 Ai là người nói với chị? 

(Chọn 1 hay nhiều lựa chọn) 

Đồng đẳng viên, TT viên       1 

Cán bộ y tế       2 

Má mì, quản lý       3 

Bạn cùng hành nghề        4 

Trung tâm tư vấn xét nghiệm       5 

Câu lạc bộ, điểm giáo dục       6 

Bạn tình       7 

Khác (ghi rõ):…………..………..     8 
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Q1116 Trong 6 tháng vừa qua, chị có 

nhận được những tờ thông tin, tài 

liệu về tình dục và tiêm chích an 

toàn không? 

 

Có      1 

Không      2 

 
Q1120 

Q1117 Trong 1 tháng vừa qua, chị có 

nhận được những tờ thông tin, tài 

liệu về tình dục và tiêm chích an 

toàn không? 

 

Có      1 

Không       2 

 
Q1120 

Q1118 Nếu có, chị nhận được tờ thông tin 

về tình dục và tiêm chích an toàn 

nhận được bao nhiêu lần trong 1 

tháng qua? 

Số lần:  I___I___I  

Q1119 Chị nhận được những tờ thông tin 

này từ nguồn nào? 

(Chọn 1 hay nhiều lựa chọn) 

Đồng đẳng viên, TT viên       1 

Cán bộ y tế       2 

Má mì, quản lý       3 

Bạn cùng hành nghề      4 

Trung tâm tư vấn xét nghiệm      5 

Câu lạc bộ, điểm giáo dục      6 

Bạn tình       7 

Khác (ghi rõ):……………………..      8 

………………………………………. 

 

Q1120 Trong 6 tháng vừa qua, chị có 

nhận được bơm tiêm sạch miễn 

phí? 

 

Có       1 

Không       2 

 

Q1123 

Q1121 Trong 1 tháng vừa qua, chị có 

nhận được bơm tiêm sạch miễn 

phí? 

Có       1 

Không        2 

 

Q1123 

Q1122 Chị nhận được bơm kim tiêm miễn 

phí từ đâu (nguồn nào)? 

(Chọn 1 hay nhiều lựa chọn) 

Đồng đẳng viên, TT viên       1 

Cán bộ y tế       2 

Má mì, quản lý      3 

Bạn cùng hành nghề      4 

Trung tâm tư vấn xét nghiệm       5 

Câu lạc bộ, điểm giáo dục       6 

Bạn tình       7 

Khác (ghi rõ)      8 

…………………………………………. 
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Hoạt động phòng tư vấn xét nghiệm tự nguyện  

Q1123 Chị có biết nơi nào trong tỉnh/ 

thành phố mà người ta có thể đến 

xét nghiệm bí mật để biết tình trạng 

nhiểm HIV hay không? 

(Bí mật có nghĩa là không ai biết 

kết quả xét nghiệm trừ khi người 

được xét nghiệm muốn cho họ 

biết) 

Có      1 

Không      2 

Không trả lời     9 

 

KT 
 

KT 

Q1124 Chị có biết những địa 

điểm xét nghiệm tự 

nguyện sau không? 

(Hỏi từng ý một, khoanh 

câu trả lời thích hợp) 

TT tư vấn xét nghiệm Life-Gap Vũng Tàu        1 

TT tư vấn xét nghiệm TTYT DP tỉnh        2 

TT tư vấn xét nghiệm Bà Rịa        3 

TT tư vấn xét nghiệm TT PC BXH tinh        4 

TT tư vấn xét nghiệm TTYT Long Điền        5 

TT tư vấn xét nghiệm Lê Lợi        6 

TT tư vấn xét nghiệm TTYT Xuyên Mộc        7 

TT tư vấn xét nghiệm TTYT Tân Thành        8 

 Không biết        9 

 

 

 

 

 

 

 

 

 

 

 

KT 

Q1125 Chị biết được thông tin trên từ 

nguồn nào? 

(Khoanh những câu trả lời thích 

hợp) 

Giới thiệu của đồng đẳng viên       1 

Giới thiệu của nhân viên y tế       2 

Bạn tình       3 

Thông tin đại chúng       4 

Khác(ghi rõ):…………………...      5 

 

Q1126 Chị đã bao giờ đến tư vấn và làm 

xét nghiệm HIV tại những cơ sở 

trên chưa? 

(Giải thích rằng người phỏng vấn 

không cần biết kết quả xét 

nghiệm) 

Có      1 

Không      2 

 

Q1134 
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Q1127 Nếu có, Tôi không muốn biết kết 

quả, nhưng bạn có đến nhận kết quả 

xét nghiệm không? 

Có      1 

Không      2 

 

Q1128 Nếu có, thì đến tư vấn 

và làm xét nghiệm HIV 

tại nhưng cơ sở nào? 

TT tư vấn xét nghiệm Life-Gap Vũng Tàu        1 

TT tư vấn xét nghiệm TTYT DP tỉnh        2 

TT tư vấn xét nghiệm Bà Rịa        3 

TT tư vấn xét nghiệm TT PC BXH tỉnh        4 

TT tư vấn xét nghiệm TTYT Long Điền        5 

TT tư vấn xét nghiệm Lê Lợi        6 

TT tư vấn xét nghiệm TTYT Xuyên Mộc        7 

TT tư vấn xét nghiệm TTYT Tân Thành        8 

 Không biết        9 

 

Q1129 Lần gần nhất, chị làm xét nghiệm 

tại các cơ sở trên là khi nào? 

Trong năm vừa qua       1 

Hơn một năm trước đây       2 

Không biết/ không trả lời       9 

 

Q1130 Lần đó là do chị tự đi hay là 

do người khác đề nghị? 

Tự nguyện đi (biết thông tin và tự đi)       1 

Người khác đề nghị       2 

Khác(ghi rõ):….. ……..…………………     3 

Không biết/ không trả lời        9 

 

Q1131 Lần đó, Cán bộ y tế có trao đổi/ tư 

vấn gì với chị về HIV/AIDS trước 

khi lấy máu xét nghiệm? 

Có       1 

Không        2 

Không biết/ không trả lời       9 

 

Q1132 Lần đó, chị có đến lấy kết quả XN 

không? 

Có      1 

Không      2 

 

KT 

Q1133 Lần đó, Cán bộ y tế có trao đổi/ tư 

vấn gì với chị về HIV/AIDS khi chị 

đến lấy kết quả xét nghiệm? 

Có       1 

Không       2 

Không biết/ không trả lời       9 

 

KT 

KT 

Q1134 Nếu chưa, thì chị có ý định sẽ đến 

phòng tư vấn xét nghiệm tự nguyện 

trong thời gian sắp tới không? 

Có       1 

Không       2 

Không biết/ không trả lời        9 

 

KT 

KT 
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Q1135 Nếu không, thì lý do tại 

sao? 

(Không đọc, chỉ gợi hỏi 

và khoanh cây trả lời 

thích hợp) 

Bản thân thấy sợ biết kết quả       1 

Bản thân thấy không cần thiết        2 

Sợ bị kỳ thị        3 

Sợ lộ tình trạng bản thân 

(nghiện ma túy, bán dâm)       4 

Sợ lộ tình trang nhiểm HIV bản thân       5 

Điểm xét nghiệm tư vấn ở xa       6 

Điểm xét nghiệm tư vấn  

không đảm bảo tính bí mật       7 

Khác(ghi rõ):………………………….      8 

…………………………………………………… 
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Appendix 6: Guideline for Qualitative Research  

Guideline for Qualitative Research 

Participant 

ID:………………………………………………………………………… 

Workplace:…………………………………………………………………………. 

Survey Location:…………………………………………………………………….. 

Date:……………………………………………………………………………… 

 

Content 

1. Characteristics of the FSWs 

- In what month and year were you born? 

- Where are you living? 

- What is the highest level of school you have completed? 

- What is your current marital status? 

- Who are you living with? 

- have you ever gotten pregnant? 

- how many times did you fall pregnant? 

- Have you ever miscarried? 

- If yes, how many times? 

- How many children do you have? 

- Before you became a sex worker, how were you employed?  

- Currently, do you work any other jobs to live? 

- What is your main income? 

- How much average income a month do you get? 

- How do you charge for your services? 

2. Sex behaviours and the reasons 

- How old were you, when you have sexual intercourse at the first time?  

- How old were you when you first started working in the sex work?  

- How long have you been working as a sex worker? 

- Which ways do you usually have sexual intercourse? 
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- In the last month, how many clients have you had sexual intercourse? 

Condom Use with Paying Clients 

- Do you usually use condoms with your paying clients? 

- In most recent time, before having the sexual intercourse with a paying clients, 

did you request your customer to use condoms? 

- If no, what are reasons for this? Can you explain more? 

- At that time, did your customer use condoms? 

- If no, what are reasons for this? Can you explain more? 

Condom Use with non-paying Clients 

- Do you usually use condoms with your non-paying clients? 

- In most recent time, did you request your partner to use condoms? 

- At that time, did your partner use condoms? 

- If no, what are reasons for this? Can you explain more? 

3. Alcohol and drug use, the reasons for it 

Alcohol Use 

- Have you ever drunk beer or wine? 

- If yes, can you explain why you have to drink it? 

- Did you ever have sex when you were drunk?  

- If yes, can you explain why? 

- Last time, you had sex intercourse while drunk, did you use condom? 

- If no, can you explain why? 

Drug Use 

- Have you ever used drugs? 

- If yes, what are reasons for this? Can you explain more? 

- Have you ever injected drugs? 

- If yes, what are reasons for this? Can you explain more? 

- During the last 12 months, have any of your sex clients ever injected drugs? 
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4. Knowledge and attitudes about HIV/STIs and sources of information 

- Have you ever heard of HIV or the disease called AIDS? 

- Which sources have you collected HIV/AIDS information in the last year?  

- Have you ever known or heard that the HIV/STIs could be transmitted through 

sexual intercourse? 

- Do you feel that you are at risk for infection with HIV? 

- Why do you feel that you are at risk for HIV infection? 

- Why do you feel that you are not at risk for HIV infection? 

5. Access to the intervention programmes 

- In the last month, has someone else talked to you about safe sex? 

- Who have talked to you? 

- In the last month, has someone else talked to you about safe injecting drugs? 

- Who have talked with you? 

- In the last month, have you received free condoms? 

- If yes, how many times in last month? 

- For whom or where have you received free condoms? 

- Do you know where you can go if you wish to receive an HIV test? 

- Which places have you known? 

- Have you been tested and counselled for HIV? 

- If yes, I don’t want to know the results, but did you receive the results of that 

test? 

- Where have you been tested and counselled for HIV? 

- How long have you tested and counselled at these VCTs? 

- That time, did health worker counsel or discuss with you before taking blood 

sample?  

- That time, have you gone to the VCT to get your testing result? 

- That time, did health worker counsel or discuss with you about HIV/AIDS 

when you get your testing result?  

- If no, do you intend to go to these VCT to be counselled in the near future?  

- If no, what is your reason? 

Thank you for your all answers 
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