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to mental health conditions such as depression, anxietyexperienced client-perpetrated and intimate partner
and post-traumatic stress disorder (PTSD) which a ect perpetrated violence, respectively, in the pastrb@nths
our thinking, behaviours and interaction with others [2]. [19]. is study reported a high prevalence of depression
e burden of poor mental health is increasing glob (56.8%) and generalised anxiety (39.1%), both of which
ally, particularly among key vulnerable populations suchwere independently signi cantly associated with a recent
as female sex workers (FSWs). Global estimates in 201dolent experience [19]. FSWs in Kenya are also at high
showed that mental ill-health, neurological disorders and risk of violence from the police with respondents in a
harmful substance use were the leading causes of yeasirvey in 2015 reporting having experienced high levels
lived with disability, accounting for 1 in every 10 lost of arrest for selling sex (62%) as well as verbal (59%) and
years of health [3]. Estimates were even higher in 201@hysical (45%) abuse at least once in the pasntths
in which 19 and 7% of years lived with disability and-dis [20]. Violence against FSWs is associated with higher
ability-adjusted life years were attributed to mental and levels of psychological stress and has been linked with
addictive disorders respectively [4]. Mental health greatlynegative health e ects such as increased HIV [222].
a ects quality of life and if untreated can lead to pre In addition, alcohol use among FSWs in Kenya is com
mature death due to ill-health or suicide [5]. e WHO  mon, with about 66 and 34% of FSWs engaging in-haz
estimates that there are over 700,000 suicides every yeardous and harmful drinking, respectively [23]. Alcohol
with about 77% occurring in low-and middle-income consumption among FSWs has been linked with higher
countries (LMICs) [6]. e risk and outcome of mental risk sexual behaviour, poor uptake of HIV services, and
health problems including suicide have been linked with increased risk of violence and mental health problems [5,
a wide range of demographic, socioeconomic, neighbour 23, 24].
hood, and relationship factors [5, 7]. Despite the substantial body of evidence demonstrating

FSWs are de ned as girls and women who regularlythe increased risk of violence, police arrest, and harmful
or occasionally receive money in exchange for sexuahlcohol use among FSWs in Kenya, there is a paucity of
services [8]. Entry into sex work may be precipitated byresearch on their mental health experiences and needs. A
negative psychological events such as separation frorfimited number of quantitative studies have investigated
parents, intimate partner violence (IPV), and childhood mental health and associated risk factors among FSWs in
violence [9-11]. Sex work itself increases vulnerabilityKenya [19,25, 26], including quantitative research from
to structural factors such as marginalization, stigma andthe baseline Maisha Fiti study, but there is little research
discrimination, and gender inequality [12]. Sex work alsousing qualitative research methods to understand FSWs'
involves occupational hazards such as unlawful policemental health experiences and determinants. is paper
arrest, violence, deception, human immunode ciency uses qualitative in-depth interviews with FSWs enrolled
virus (HIV), other sexually transmitted infections (STIs), in the Maisha Fiti study in Kenya to investigate their life
and harmful alcohol and other substance use [113]. time mental health experiences and perceived risk -fac
Both structural and occupational risks can predisposetors. Findings from this study will add to the existing
FSWs to psychological health problems and suicide [5]iterature by providing contextual and in-depth interpre
12,14-16]. A recent review and meta-analysis of men tations of the mental health ndings obtained in epide
tal health among 18,524 FSWs in LMICs reported themiological studies.
pooled prevalence of various mental health problems,
with high estimated levels of depression (41.8%), anxiMethods
ety (21.0%), PTSD (19.7%), physiological distress (40.8%}udy setting
mood disorders (28.8%), recent suicide ideation (22.8%)s study was conducted in Nairobi, Kenya's capital
and attempts (6.3%) [5]. city. e population in Nairobi in 2019 was estimated to

e WHO estimated in 2011 that 6.6% (urban) and be 4.4 million people, and about half were female [27].
5.1% (rural) of women in Kenya had exchanged sex foAlthough poverty in Kenya is high (36%), there is a huge
money in the past year [17]. Indeed, ndings from the poverty gap between counties [28]. For example, the pop
baseline quantitative Maisha Fiti study in Nairobi found ulation living below the poverty line ranges from 16.7%
that one quarter (25%) had either moderate or severdn Nairobi to 68% in counties in the North Eastern prev
depression or anxiety and 14% had PTSD [18]. ese ince [28]. Due to economic reasons, migration from rural
common mental health problems were associated with aareas to Nairobi in search of work is a common phenem
range of factors including poverty, violence and increasedenon, especially among youth. Despite the city of Nairobi
harmful alcohol/drug use [18]. Violence against FSWs isrecording the lowest poverty rate, poverty and living con
prevalent in Kenya with a recent survey among 220 FSWlitions in informal settlements are far worse than in the
in Nairobi reporting that 81 and 79% of respondents hadrest of the city, with women disproportionally a ected
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[28]. Nairobi also accounts for the highest number of based at the SWOP clinics. e study sta initially con
FSWs (about 40,000) in the country, with approximately tacted selected FSWs by telephone and explained the
2000 ‘hotspots’ where women sell sex [29]. ere are dif study. Interested women were invited to attend the
ferent types of hotspots including bars (most common), study clinic in downtown Nairobi where they were pro
guest houses, particular streets, and uninhabited build vided with detailed study information (both written and
ings. Compared to other counties, FSWs in Nairobi haveverbally). ose who were eligible and consented were
a strong network of self-help groups and support from enrolled in the behavioural-biological survey and were
the Sex work Outreach Program (SWOP) clinics, whichalso advised that they may be additionally invited to par
provide health services and psychological support free oficipate in in-depth qualitative interviews at a future date.

charge. Prior to the study start, all study team members
(including peer educators) participated in a three-week
The Maisha Fiti study training programme which included modules on vio

e Maisha Fiti study is a longitudinal mixed-methods lence and mental health, and how to respond to distress
observational study enrolling FSWs in Nairobi County, during an interview. A referral pathway was developed
Kenya. A key objective was to assess the prevalenctr participants reporting recent violence, mental health
severity, and frequency of FSWs’ experience of violencgyroblems or suicidal behaviours during the quantita
mental health morbidity, and problematic alcohol and tive or qualitative survey interviews. is included an
other substance use, and how these dier by HIV sta immediate referral to a specialist counsellor employed
tus. e data collection was in 3 phases, baseline (Jan-in the clinic as part of the study team, as well as onward
Dec 2019), midline (Jan- March 2020), and endline (Juneeferral to specialist psychiatric and violence interven
2020-Jan 2021). However, qualitative data were collectetion services on an as-needed basis. e study team also
at baseline and endline only. is paper uses baseline provided depression (Healthy Activity Programme) [30]
qualitative data to explore FSWs’ lifetime mental health and harmful drinking (Counselling for Alcohol Problems)

experiences. [31] brief psychological intervention training to HIV test
ing and treatment counsellors based at each of the seven
Study site, data collection, and management SWOP clinics and participants could access additional

Since 2005, Partners for Health and Development insupport from these counsellors if they chose to.

Africa have been managing SWOP clinics providing Of the 1003 FSWs randomly selected for the behav
services to FSWs in Nairobi through funding from the ioural-biological survey, 40 were randomly selected
Centre for Disease Control-President's Emergency Plarand invited to participate in the qualitative in-depth
for AIDS Relief. e clinical services provided by SWOP interviews. The in-depth interviews followed a semi-
include HIV, STI, and tuberculosis testing and treatment, structured interview guide and were carried out by
as well as the provision of condoms, counselling, andwo trained Kenyan female researchers fluent in both
drug and alcohol risk management services. At the timeKiswahili and English. Participants were asked to
of the Maisha Fiti study, there were seven SWOP clinicdetail their life stories, including narrating specific life
in Nairobi County, each of which had at least two clinical events such as entry into sex work, experiences of vio
sta, a pharmacist, two HIV testing and treatment coun lence, mental health experiences, use of alcohol and
sellors, a team of outreach workers and peer educatorspther substances, as well as the use of pre-exposure
and two peer advocacy violence workers. About 33,00brophylaxis, post-exposure prophylaxis and antiretro
FSWs have enrolled in SWOP (biometric registration viral. To avoid language barriers while responding to
with ngerprints), 16,000 of whom were in active follow- questions, participants were asked to choose the-lan
up at the time of this study. Sample size calculations andyuage they were most comfortable with (Kiswabhili and/
participant selection have been described in detail elseor English). This helped minimize the risk of losing
where [18]. In brief, 1200 participants were randomly participants’ intended meaning or misinterpretation,
selected from a list of all FSWs (though the SWOP clinictherefore increasing the validity of the data collected.
attendance lists of clinic barcodes) who had attended anypespite most participants choosing to mainly commu
of the seven SWOP clinics within Ionths preceding nicate in Kiswabhili, all the interviews were a mixture of
the start of the study, were 18-4fars old, not preg Kiswahili and English.

nant or breastfeeding, and had no chronic illness such All recordings were uploaded to a secure server at Part
as diabetes, rheumatoid arthritis, asthma, or TB infec ners for Health and Development for Africa (PHDA) and
tion in the past @nonths. Information about the Maisha then destroyed. Interview transcripts did not include
Fiti study was disseminated to SWOP clinic attendeesparticipant names. All interview documents were stored
through study peer educators and community mobilizers on secure servers at PHDA and the London School
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of Hygiene and Tropical Medicine. ese were pass Data analysis
word protected and access was restricted to qualitative e analysis in this paper focused on participants’ under
research team members only. standing of mental health through their de nitions of
mental health and depression and their experiences and
perceived risk factors of poor mental health. e inter
Conceptual framework views were recorded, transcribed verbatim, and trans
When exploring suicidal behaviours among femalelated into English. Data were analysed thematically, and
sex workers in Goa, Shahmanesh et al. [32] proposethis started while interviews were still ongoing. During
that social factors, gender-disadvantage factors, sexlata collection, daily debrief meetings with the qualita
work related sexual risk factors and physical healthtive interviewers, the study Pls, the study coordinator,
factors were distal determinants of poor mental and the study research assistants, provided a multi-dis
health and suicide. For this study, we adapted thisciplinary, multi-cultural, and multi-linguistic platform
hierarchical conceptual framework based on a reviewto explore women's experiences of sex work and men
of the literature and from our quantitative mental tal health in the Kenyan political, socio-economic, and
health findings which drew on eco-social and life socio-cultural context. ese sessions were seminal in
course theory [18,33]. We hypothesised that socio- identifying themes of importance as well as topics that
economic factors, familial factors, harmful social needed further probing in subsequent interviews. Fol
norms, gender-based violence, sex work related-violowing each interview, the interviewer wrote detailed
lence and risk, physical and sexual health factors andhotes about the interview, including observations which
substance use, were all potential determinants affectwould not be captured during the audio-recording
ing FSWs’ lifetime mental health experiences (FID. (such as a participant’s demeanour). ese formed the
We used the framework to qualitatively explore FSWs ‘scripts’ which complimented the transcribed transcripts.
perceived risk factors of poor mental health, both rough the knowledge gained during the debrief meet
before and after their entry into sex work. The cen ings, the team started identifying emerging patterns and
ceptual framework informed the analysis of the dataideas of interest from the data. e scripts and transcripts
and the presentation of the results. were imported into Nvivo (V.12) for data organisation,

Gender-disadvantage

factors
s < Intimate partner violence
¢+ Childhood violence

!

Sexual risk
factors
«» Sex work related
stressors such as Mental health
violence from
Social factors clients, police, problems
** Socioeconomic g community
«* Family Bereavement members,
% Harmful social condom use and
norms multiple sex
partners

!

Physical Health Factors
«»* Injuries and disability

%+ Sexual health (HIV &STlIs)
<+ Substance use

Fig. 1 A conceptual framework for the social risk factors for subsequent mental health problems among FSWs in Nairobi, Kenya adapted from
Shahmanesh et al.
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coding and managing thematic analysis. Inductive data-Table 1 Socio-demographics of Study Participants ¢0)

driven codes were identi ed from the initial interviews, Variables
and then organised into themes and sub-themes guided

N (%)

by the conceptual framework. e coding framework Age

was updated, and coding revised iteratively. Data inter 18-24

pretation was further explored in a series of collabera 25-34

tive analytic working groups. e translated words of 35+

participants are presented as quotes and used to #lusRaisedin

trate key themes. e socio-demographic characteristics  Rural

and HIV status of the participants displayed in Table Urban

were obtained from the baseline behavioural and biologi Education Level

cal survey data of the Maisha Fiti study respectively. e  Some primary

behavioural survey captures data on socio-demographic, Completed primary

sexual behaviour, recent alcohol, and drug use, sexual Some secondary

and reproductive health, past and recent violence experi Completed secondary

ence, mental health morbidity (depression, anxiety, suici  Higher education

dality, PTSD), and intravaginal washing practices, usingMarital Status

validated tools as previously described (reference) e  Ever married/co-habited with a sexual partner
biological tests included HIV, STIs, pregnancy, systemic Never married/co-habited with a sexual partner

in ammation, cortisol levels, etc. Current Marital Status
Single
Ethical approval and consent to participate Live-in partner

e Maisha Fiti study was ethically approved by the  Married

Kenyatta National Hospital — University of Nairobi Eth Separated

ics Review Committee (KNH ERC P778/11/2018), the Divorced

Research Ethics Committees at the London School of Widowed

Hygiene and Tropical Medicine (Approval number: Number of Live children
16229) and the University of Toronto (Approval num None

ber: 37046). Participation in the study was voluntary 1-2

and women provided written informed consent before 3-4

enrolling. Due to the potential societal marginalisation of =5

FSWs and the sensitiveness of the topics discussed, main Missing

taining con dentiality was a key part of the study team Children born prior to entry into sex work
training. Anonymised study numbers were issued for None

each participant and pseudonyms were used in place of =1

real names during interview transcription. Women were  Maybe*

interviewed during their visit to the SWOP study clinicin  Missing

a private space in which their conversations could not beAge of entry into sex work **
overheard and were reassured of the con dentiality pro <18

cedures at the start of each interview. 18-24
25-34

Results 35+

Study population HIV diagnosis

e 40 FSWs interviewed had a mean age of 3@ars  HIV positive diagnosis
(range: 21-44ears) and half were brought up in rural HIV negative diagnosis
areas. All participants had some form of basic educa HIV and entry into sex wor
tion, 11 participants had completed secondary school Diagnosed before entry into sex work
and three received higher education. irty-three par Diagnosed after entry into sex work

(aal

7 (17.5%)
19 (47.5%)
14 (35.0%)

20 (50%)
20 (50%)

2 (5%)

14 (35%)
10 (25%)
11 (27.5%)
3 (7.5%)

33 (82.5%)
7 (7.5%)

12 (30%)
2 (5%)

2 (5%)

19 (47.5%)
1 (2.5%)

4 (10%)

3 (7.5%)
26 (65.0%)
9 (22.5%)
1 (2.5%)
1(2.5%)

4 (10%)
29 (72.5%)
4 (10%)
3 (7.5%)

4 (10%)
20 (50%)
16 (40%)
0 (0%)

9 (22.5%)
31 (77.5%)

2 (22.2%)
7 (77.8%)

ticipants had been married or had cohabited with & SeX «nad rst child same year as starting sex work

ual partner. However, at the time of the interview, only = Entry to sex work is described as women regularly starting to have sex for

four were married or were living with a partner. Fur money

thermore, half of the study participants commenced sex™™ Responses of the nine women who were HIV positive

work between 18 and 2fears old and four started before



Panneh et al. BMC Public Health (2022) 22:2158 Page 6 of 14

age 18. Most participants had children and the majority Participants were also speci cally asked if they could
of them had their rst child before entry into sex work. de ne ‘depression’ and most linked it with stress, with
Nine participants were HIV positive with seven testing several respondents using the two terms interchange
positive after entry into sex work (Table 1). ably and often described as ‘thinking too much’ (Ku Kiri

sana). However, some participants £6) distinguished
Understanding of mental health between mental health as a clinical condition and depres
In terms of participants’ knowledge of mental health, ve sion as societal stress. Below are the responses from two
said they had no idea how to de ne mental health. Forparticipants who were asked if depression is a mental
example, when one participant was asked what comes tdlness:

her mind when she hears about mental health, she said: v . ) .
Depression is when one is stressed. While mental

sickness is when one is insane. With mental sick-
ness, the brain is not functioning well. While with
depression the brain is functioning okay, but you are
stressed” (MF 113).

“I do not know. Does it mean someone is healed?”
(MF 113).

However, although most participants could not pro
vide a clear de nition of mental health, based on their
personal and second-hand experiences they could link
it with stress (Dhiki, »=23), depression (Msongo wa
mawazo, n=17), insanity (Pagawau=16), suicide
(Kujitia kitanzi, n=6) and harmful substance use (Mad
awa za kulevya, #3). Other descriptions included

someone being mentallly disturbed or having menFaI Of the 40 FSWs interviewed, 28 described personal expe
issues (kusumbuka akili) and excessively ruminating . :
= : . riences of poor mental health, whether described as
(ku kiria sana). Respondents who were interviewed . . i
) . . . mental health issues, stress, depression, or PTSD; seven
either wholly or partially in English also de ned men . L .
women reported previous suicidal ideation. All but one

Fal’health as craziness or maQngss (referring to. NSaN ¢ these participants narrated the factors that they per
ity’), described as being hospitalised or wandering the

streets collecting rubbish. However, other participants ceived precipitated the mental health episode. e most
. L '9 ' oo P pa reported risk factor was intimate partner violence, fol
linked it with witchcraft (Uchawi/urogin=7) or physt : .

. . L lowed by poverty, sex work-related risks such as violence
cal illnesses (Ugonjwa wa kimwilix2) such as STls

M : d diabet Kisukari from clients, or the death of a family member. Infre
( agongwa ya Zinaa) an labetes (Kisukari). - e guently mentioned factors included physical disability
words in brackets were the local terms they used to

. and harmful substance use. We mapped the reported risk
describe mental health. . ; : - )
. - factors against i) social factors, ii) gender disadvantage
e quotes below illustrate how study participants

. S h factors, iii) sexual risk factors and iv) physical health, as
de ned mental health, with some linking it to mental L . .
: X - the four main distal determinants of suicide and mental
health problems such as stress, insanity, and suicide:

health among FSWs, depicted by the conceptual frame
work Fig. 1.

“It is not madness. It is something disturbing her in
the mind but not madness. There is a problem” (MF
017).

Determinants of mental ill-health

“[it is]a person who is insane. I am okay because I
am not crazy. People are known to be crazy when

I ial F
they start walking naked or speaking to themselves” ). Social Factors

(MF 186).

“Maybe you have piled too much stress in your mind
that you are defeated you don’t have direction, you
are just there. You could even be crossing, and you
get hit by a car and you are just there. It is like you
are there and you are not there” (MF 497).

“They become mad. Let us say someone has disa-
greed with her husband. Her husband chased her
with all the children, and you do not know where to
begin, food etc. and you do not have a job, thoughts
come to your mind...until you think of committing
suicide” (MF 208).

e main themes that emerged in relation to social risk
factors for poor mental health were poverty and family
bereavement. ese ndings are presented below.

Poverty

Poverty among FSWs was described as a key social deter
minant in uencing poor mental health and thoughts of
suicide among FSWs. Out of the 28 respondents who-nar
rated their own mental health experiences, eight of them
speci cally linked it with poverty. Almost all of them
were once married or cohabited with a partner and had
one or more children, although none of them received
child support from the fathers of their children after
being divorced or separated. Relationship breakdown
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plunged them into poverty. Several of them had no par Death of a family member

ents and received no support from relatives. As the solee impact of the death of loved ones on FSWs’' mental
source of income, respondents struggled to provide basiavell-being surfaced in the interviews. Some respend
needs for themselves and their children, such as food anénts reported symptoms of stress and depression- fol
school fees, and they struggled to care for other familylowing the death of a family member especially when
members. Some respondents reported having to borrowthe deceased had provided nancial support. Reports of
money to provide for their children’s basic needs: nancial stress after the death of a spouse or parent(s)
were recounted by some women, this precipitated their
entry into sex work as they had no other means of sur
vival. For example, when one of the participants was
asked about depression, she explained:

“Those are very tough times because issues follow
each other like you have not paid rent, books are
needed and no food. It can really be very bad. I am
alone without a penny and I have nobody to assist
me, so I look for where to borrow money” (MF 033). “Me I would say I am like that (that she is depressed).
1 used to have so many more thoughts than normal
because I don’t have my people. Here is my child and
I had to do this job (sex work). Sometimes when I
think about it, I just cry. I would imagine if I had my
“l had thought I will buy poison; I kill all my chil- parents or my family, I would not do this work” (MF
dren and I kill myself and life would end. Now I did 0208).

not have even the money (to buy poison). Now I said
if I get even thirty bob (shillings), I will ask how much
Rat kill is, and I give all my children and I drink also
and we all die at night” (MF 497).

Reports of mental health problems such as suicidal
thoughts, being stressed and depressed due to nancial
challenges were frequently narrated:

Another participant wept during the interview as she
told how she was alone with her children when her hus
band who used to provide for them had died:

“By 2017 my husband died and left me alone: I am

“Sometimes I feel like running away from that house. alone bringing up my children [weeps]. It has been

Because you find that there is nobody to help me.
Then I ask myself, if I go my grandmother will struggle
so much and she might die. Here again is my younger

very difficult because when my husband died, they
(husband’s relatives) took everything from me and
only left me with a bed” (MF 0547).

brother, what will happen to him if I go? There are
times you get very broke like weekdays. You wonder
what to do because, these old people are looking up
to you; they need to eat, to pay rent, yes” (MF 240).

As a coping mechanism, a participant explained that
she had started using cannabis to assist her to recover
from the tragic death of her husband who was murdered
by an unknown assailant:

Furthermore, as highlighted by the conceptual frame
work, poverty inuences other determinants of poor
mental health such as higher risk sexual behaviours and
increased risk of violence (Fid.). Findings in this study
demonstrated that most of the women who reported pov
erty as the main cause of their poor mental health experi
ences explained how nancial stress and their desire to
care for their children, motivated them to start sex work. e family of her late husband accused her of being the
Several of them did not complete their secondary educa killer of her husband, which added to her stress.
tion, could not nd a better job for survival, and received
no nancial support. eir only option was to sell sex for
‘quick money’, which had the potential to further increase Intimate partner violence was the most reported gen
their vulnerability to poor mental health: dered disadvantage causing mental health problems
among respondents.

“Then I would cry a lot, nowadays I don’t. Plus I also
learnt something, you know when you go through
so much pain you get something to relieve yourself.
I smoke a lot of cannabis, me I smoke a lot of can-
nabis. It helps me with those challenges now” (MF
0569).

II) Gendered Disadvantage

“You see I was not getting support from anybody and
remember my mother had thrown me out maybe
if she supported me, I could not have gone into sex
work. By the way, this job I was not introduced to it
by anybody. I was not very bright, and this was the
only way out to get quick money. So, I started going to
the bar and that is how I started sex work” (MF 033).

Intimate partner violence (IPV)

All the IPV-related mental health problems narrated by
respondents occurred during their previous relationships
before sex work commencement. Almost half £:11) of
the participants who reported experiencing poor men
tal health linked it to their previous experiences of IPV.
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Previous IPV also accounted for the highest number ofchildren was a challenge as they received no support
participants reporting suicidal thoughts (4 out of 7). from the fathers of their children. is resulted in several
Other mental health symptoms due to IPV were alsoof them entering sex work for survival since most had
reported, such as depression, PTSD and living in fear. not completed school and couldn't nd a job that could
Although respondents narrated the experience of IPV provide for their needs and that of their children. Despite
in all forms (i.e., physical, verbal, emotional, economic,their nancial struggles, several respondents vowed
and sexual violence), physical violence was the most frenever to return to their ex-husbands:
quently reported. Several women described how they
were beaten and verbally abused by their previous-inti
mate partners. For example, one woman explained how
she was beaten by her husband until he broke her leg.
Respondents described social norms that sanction a
man’s right to assault a wife physically and sexually, and
that society expects women to endure the pain husbands
inict. As such, some described how they had to stay
in their marital homes with abusive partners until they
could not handle the stress of the marriage anymore. All
the 11 respondents who reported IPV from their previ
ous partners either asked for a divorce or escaped from In terms of sexual risk factors, issues related to sex
their marriages/relationships to start a new life with their work were the most commonly reported theme and it
children. was the third most reported perceived cause of poor
e quotes below illustrate respondents’ explanations mental health experiences among respondents. Almost
of how their IPV experiences a ected them mentally and all respondents who related their poor mental health
led to suicidal thoughts: to sex work-related risk factors either got into sex work
due to poverty, mainly after the experience of IPV or the
death of close family members. is illustrates the inter
relationships between the distal factors of suicide and
mental health as illustrated in the conceptual framework.

“We (respondent and children) used to sleep down
on the mattress because I did not have a bed and I
had sworn that come rain or sunshine I can never
go back to that man who had married me. I needed
peace and so I could not go back. That is how my job
started (sex work) and I would go to the clubs look-
ing for clients and I did very well and I was able to
support my child” (MF033).

III) Sexual risk factors

“Instead of giving you love, he gives you beating. So
when you reflect you even have suicidal thoughts like
I used to look at myself and wonder I don’t have a
mother and I am suffering with these children I feel

that death bett tion” (MF 0393).
at death was a better option” (. ) Sex work-related

Despite sex work being a good source of income for most
respondents, it was noted as a stressful and risky job.
Some respondents described sex work-related mental
health challenges, such as violence from clients refus
ing to pay after sex or being beaten and forced into eon
dom-less sex. In addition to risks from clients, reports

Reports of being frustrated and stressed due to IPVof the city Askaris (police) chasing FSWs and demand
were also described: ing to be bribed in cash or through sex were narrated.
ese experiences signicantly aected respondents
psychologically:

“I would feel like even killing myself. I used to think
about going back home but I told you that my grand-
mother used to tell me that a woman is to endure.
Now I am enduring, and if I go home what will I say”
(MF 520).

“I even looked old because of stress and many frus-
trations. This person (husband) is with you in the

house and he does not want to look for a job other
than sitting at home. So you even wonder what is
happening. Just try asking whether he will go to work
and he will rain blows on you” (MF 0004).

Furthermore, because of the notion that a woman
should endure pain, and since several respondents were
either orphans or raised by a single parent, they could not
rely on family members so had to look for their accem
modation and survive alone after separating from their
husbands. All women except one had children with their

“When you are arrested by the Council (police) it is
a risk because you will be arrested and the Council
police will want to sleep with you, he sleeps with you
and he does not pay you and he will still take you to
court” (MF 0012).

“Once you are found on the streets walking, whether
it is the police or Council you will have to go (being
chased away)” (MF 0012).

One respondent narrated being stressed and living in

intimate partners so starting life over again with their fear for her life due to her work:
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“Me I tell you this sex work job, sometimes it gives
me stress. If I had been stabbed or hurt, I think about
if I die because of this job who would be left with this
child. I just think about many things” (MF 0208).

In addition, the mental health impact of not knowing
one’s HIV status after forced condomless sex with a client
was narrated by two respondents. One of the respondent
said she did not go to the hospital when the incident hap

S,
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issues. is included one participant losing an eye when
a client hit her with a soda bottle and another who had
an elongated growth around her labia, which she linked
with reconstructive surgery she had after being raped at 3
years old. Interestingly, the stress of living with HIV was
mentioned by only one participant.

e woman who lost her eye described how her disabil
ity a ected her mental wellbeing:

pened as she was not aware of her options to reduce her risk “I was used to using my two eyes so after I lost one

of HIV. However, the other respondent did go to the hos
pital for post-exposure prophylaxis although she struggled
to take the pills as she found them too big. She threw them
in the toilet when her client tested HIV negative. Below are
the quotes for the two respondents narrating their mental

eye it was very stressful when crossing the road
because I was not used to using one eye to check if
the road is clear. I used to get very stressed and like
where I stayed, there was a highway so I used to wait
for people so that we can cross the road together and

other times I could hold someone’s hand so that we
cross the road together. It took me a while to get used
to using one eye and I was stressed for about one
year to acclimatize” (MF033).

health experiences following a condomless sex encounter:

“Basically I was unhappy and restless. I was stressed
so much so people noticed. He (regular client)
even noticed and would tell me ‘babe you seem so
stressed, I told him it’s because I didn’t know my sta-

Harmful
tus or yours” (MF 0113). armful substance use

Although several women described their use of alco
hol and other harmful substances such as cannabis and
bhang for courage and as a coping mechanism while at
sex work, only one participant explicitly linked it to poor
mental health. e participant claimed to have nearly
killed her child due to drug use:

“I held that child and I wanted to kill him, I held a
knife and said this thing why is it stressing me. When
I held the knife like this, I felt a sharp cut in my
heart, my senses came back and I asked myself, God,
what do I want to do? So I was like if I kill this child,
I am the one with a problem” MF 423).

“I felt like my heart was burning. It affected me so
much because I was wondering whether he had
infected me with the virus, or with sexually trans-
mitted diseases, or what does he want with me, is
he a devil worshipper or what, uh! For a number of
days, I was feeling I don’t want to go to work, I would
stay like that bored” (017).

Lastly, sex work also exposes FSWs to violence and
stigma in their communities, which is the reason why a
lot of FSWs tend to hide their job from neighbours and
family members. Reports of FSWs being physiologically
a ected by the stigma they experienced in their commu e woman panicked and she promised herself to
nities were narrated. e quote below shows a descrip never smoke cannabis again.
tion of a respondent’s experience of verbal abuse from a
neighbour and how that a ected her: Discussion
Our ndings demonstrate that poor mental health is both
a driving factor on the pathway into sex work and a conse
quence of sex work for many women. We show that factors
such as poverty, low levels of education, poor job oppor
tunities, family bereavement, the lack of family support,
maternal responsibilities, harmful gender norms, IPV,
and subsequent relationship breakdowns, all contribute

In relation to the fourth domain of the conceptual to poor mental health and subsequent entry into sex work
framework, only a few women related their poor mental in Kenya. Although sex work helps women mitigate some
health to physical disabilities or harmful substance use.of the factors that in uenced their entry into the industry,
ese ndings are presented below. such as providing an income and enabling women to sup

port their families, the sexual risks involved in sex work,
Physical health and disability ongoing violence from police and clients, and, in a few
A few study participants (==3) perceived poor physical cases, the physical harm and harmful substance use conse
health or disability as the cause of their mental healthquences of sex work, exacerbate poor mental health.

“Psychological (violence) is when you find someone is
insulting you before your own children calling you a
prostitute. You prostitute’ and such before your chil-
dren. So sometimes you just suffer alone” (MF 0058).

IV) Physical Health Factors
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In this study, most participants de ned mental health in  Poverty is a well-established risk factor for poor mental
terms of psychotic health conditions such as insanity, tohealth [39,40] both directly and indirectly, by increasing
the exclusion of psychological health conditions such asthe risks of food insecurity, IPV, and entry into sex work
stress. However, although few women speci cally de ned [5]. e distress of food insecurity and women’s desire
symptoms as mental health conditions, some participantsto provide for their children’s basic needs consistently
could describe symptoms of stress and depression. ese emerged as a driver into sex work and has been reported
ndings are consistent with previous studies in Kenya elsewhere [41-43]. Loss of nancial support due to the
with youth and the general community, which noted that death of a close family member such as a parent, a-part
members may not know the terms for specic mental ner or after a divorce is a stressful event that not only
health problems but can describe them based on sympmentally a ects women but also a push factor into sex
toms [34, 35]. Our study also highlighted the belief in work commencement to cover household needs [44].
supernatural causes of mental ill-health, which has beerPoverty is the main driver pushing women into sex work
demonstrated previously with the general population across the globe, particularly in SSA [41, 45, 46].
and is linked to patients and their carers seeking plural In Kenya, the legal status of sex work is complex. It
istic treatment from traditional and faith healers, as well is not criminalised by federal law but may be prohib
as biomedical healthcare providers [386]. Poor mental ited by municipal by-law, as is the situation in Nairobi
health literacy is known to be one of the major barriers to county [47, 48]. is quasi-criminalised nature of sex
seeking professional biomedical mental health care in thework, combined with structural factors such as social
sub-Saharan Africa (SSA) [37]. For example, community-stigma and poor working conditions, increases the risk
based mental health literacy radio programmes in Malawiof violence against FSWs and deters them from seeking
and Tanzania showed signi cant improvements in knowl justice if/when violence occurs [4950]. Violence from
edge, and mental health-seeking behaviour among youthglients and police is common for FSWs. Client-related
in the intervention targeted areas compared to those whoviolence most frequently occurs concerning negotia
were not exposed to the intervention [37]. tions around condoms and payment [49]. Whereas par

Our study demonstrates that FSWs in the Maisha Fiti ticipants’ experience of violence or coercion from the
cohort are vulnerable to several mental health challengespolice mostly occurs in the course of the police enferc
is is consistent with the high burden of poor mental ing sex work as unlawful. us, police exploit FSWs due
health that was demonstrated quantitatively in the larger to the unlawful status of sex work, by demanding bribes,
study cohort [18]. A substantial proportion of partiei sex, and con scating items such as money from FSWs
pants had experienced mental ill-health before enteringwho often fear being arrested due to lack of legal pretec
sex work. Poor mental health as a driver on the pathwaytions. Reports of FSWs being unlawfully arrested, -tor
into sex work was linked to stressful life events such asured, sexually abused, and assaulted by the police have
marital breakdowns related to IPV, lack of family sup been documented in this study and others conducted in
port, maternal responsibilities, poverty, and lack of other Kenya [51]. Police exploitation has been associated with
opportunities. IPV in Kenya is closely linked with gen an increased risk of violence from clients, for example,
der inequality and harmful social norms, compromising forcing FSWs to hurriedly accept clients without prep
women’s ability to have autonomy over their bodies anderly negotiating terms and thereby increasing the risk of
to resist, or in many cases especially in marriage, seekactious agreements and the potential for violence [52].
protection from, or recourse in response to IPV [38]. e In addition, aggressive policing tactics have been shown
psychological distress of experiencing IPV was a key fado force street-based FSWs to relocate to unfamiliar and
tor in participants seeking a divorce. However, divorceless safe places where they are at higher risk of violence,
in the absence of nancial support or viable employ such as being forced into sex without condoms by clients,
ment options, particularly in the context of children to and robbery or rape by criminals [534]. ese not only
feed, was frequently a driving factor that pushed womenmentally drain FSWs but also increase their risks of HIV
towards sex work. Interestingly, all the IPV-related men and other STIs.
tal health problems narrated by respondents in this study Physical health factors occurred due to the impact
occurred before sex work commencement. A possibleof the higher-risk sex work environment and were not
reason for this could be because most of the womerreported as drivers into sex work. For example, physical
interviewed had divorced or separated from their abusivedisability resulting from the experience of physical vio
most-signi cant relationships to date before becoming lence from a client has been reported in this study. Physi
sex workers. It may also be due to social desirability biaszal disability a ects engagement in productive activities,
and the women wishing to portray themselves as havindeading to poor mental health and quality of life [55].
escaped from such di cult relationships. Moreover, HIV infection is also known to predispose to
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increased physiological and psychological health prob s study had limitations. Due to the sensitive nature
lems among FSWs [5]. Although a known association, itand stigma attached to mental health, respondents were
was only mentioned by one participant in this study. is not directly asked if they had experienced mental health
is similar to the ndings among the Maisha Fiti study challenges. eir mental health experiences were cap
cohort showing no evidence of an association betweertured through probing how speci ¢ events in their lives
HIV and mental health problems [18]. Possible explana a ected them psychologically. erefore, there is a pos
tions for the low mental health impact of HIV among sibility that some participants’ mental health experiences
HIV-infected respondents could be that they were lesswere not captured. Nonetheless, even if they had been
aected by their HIV diagnosis due to access to freeasked directly some women would not have responded
Antiretrovirals (ARVs), or due to other social support either because they may not have considered some events
provided by FSW Community-Based Organisations as mental health issues or may not have wished to talk
(CBOs) and SWOP peer educators, which helped themabout them. e interviewers in this study were highly
cope with their HIV status [5657]. Interestingly, despite trained in probing to answer the Maisha Fiti research
substance use being a well-established risk factor for pooaims when permitted by respondents. Furthermore,
mental health and commonly utilised by participants responses may have been subjected to social desirability
to cope with the challenges of sex work, only one of thebias to sensitive topics such as sex work and harmful-sub
respondents mentioned drug use as a perceived risk facstance use. However, the main strength of this study was
tor for their mental health problems. Findings from the that women were recruited from the SWOP program that
larger Maisha Fiti cohort showed evidence of an asseciahad established and trusted relationships with the FSWs,
tion between harmful alcohol/drugs and common mental therefore limiting the risk of social desirability bias. Trust
health problems although the direction of causality could is known to reduce response bias by motivating respend
not be ascertained [18]. e low report of alcohol/drug- ents to engage in more open and honest discussions [63,
related mental health problems could be due to social64]. Another strength of this study is that participants
desirability bias or participants’ poor knowledge of harm were randomly selected from a larger cohort of FSWs in
ful alcohol and drug use as potential risk factors for poorNairobi, thereby increasing the generalisability and valid
mental health. ese may make them only narrate their ity of the ndings in the study. Lastly, although partiei
mental health experiences of other stressful events suclpants’ perceived mental health risk factors evidenced in
as poverty, which has been associated with both harmfuthis study tted the four distal determinants of mental
alcohol/drugs and common mental health problems [18, health and suicide illustrated by the hierarchical concep
58]. Alternatively, most of the women interviewed may tual framework, ndings cannot be generalised to the
not be harmful alcohol/drug users. whole population of FSWs in Nairobi due to methodo
Overall, the key ndings in this study are the profound logical limitations. Further research using the conceptual
mental health impacts of poverty and violence on theframework of this study to test for FSWs’ mental health
lives of women and girls in Kenya: these need urgenexperiences in larger studies is therefore recommended.
attention to reduce the risks of entry into sex work and
sex work-related mental health problems. Poverty allevia Conclusion
tion strategies such as micro- nance interventions may Our work has shown that FSWs in Nairobi are wvul
bene t women and girls who have experienced negativenerable to mental health problems including suicidal
events such as divorce or are single mothers, therebyhoughts. e current study demonstrates that poor
reducing the risks of entry into sex work. Micro- nance mental health is not only a consequence of the higher
interventions empower the poor, particularly women, risk sex work environment among FSWs but — along
and are known to be more e ective when combined with with IPV, relationship breakdown and poverty — is also
other strategies such as better education, development driving factor for entry into sex work. erefore, this
training and other livelihood enhancement measures calls for both micro and macro interventions to address
[59]. Similarly, with evidence that violence prevention key structural drivers such as poverty and violence.
and mitigation interventions are e ective for women and ere is also a need to focus on mental health literacy
FSWs in SSA [60-62], such interventions should be seamong vulnerable populations like FSWs and other
in place in Kenya with tactics to ensure that women whowomen experiencing stressful life events. is may
experience violence are referred for mental health sup provide them with the knowledge to prevent and cope
port. is can be addressed in parallel with community- with common mental health problems as they arise,
based awareness campaigns against harmful social nornreduce stigma, and enhance mental health help-seeking
associated with gender-based violence. e cacy.
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