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Background 

Theatre for a Change has been working with female sex workers from the Old Fadama 
Community in Accra, Ghana since 2012. Other the last three years we have worked directly 
with 34 women, and indirectly with over 900 female sex workers, intimate partners, clients 
and brothel owners from the illegal settlements of Old Fadama and Railways. Activities have 
focused on building the knowledge, attitudes and skills of participants so that they can 
improve their sexual and reproductive health and assert their health and gender rights. In 
addition some participants took part in an informal loan / business pilot training project. 
Further details of the work undertaken can be found in the Theatre for a Change April 2015 
impact assessment (http://www.tfacafrica.com/how-we-do-it/how-we-do-it/monitoring-
evaluation-and-learning/) 

In April 2015 Theatre for a Change Ghana was disbanded. Theatre for a Change UK are now 
working directly though expert Ghanaian facilitators in order to ensure that each project is 
as cost effective and impactful as possible. 

Building on feedback from participants and the experienced Project Manager Susana 
Dartey, Theatre for a Change UK initiated a new eight months project starting in August 
2015 working with six facilitators and 20 female sex workers. 

Challenges faced by female sex workers in Accra 

Over the last three years close engagement with female sex workers in Accra has given us a 
rich contextual understanding of the range of challenges that are faced. Whilst every 
participant is unique, and it is vital that each person’s individual needs are prioritised, this 
awareness helps us to ask appropriate questions and benefit from best practice. 

Context 

The HIV prevalence rate among female sex workers in Ghana was 11.1% in 2011, much 
higher than the national HIV prevalence rate of 1.3% in 2013. Greater Accra presents the 
highest rate of prevalence (Ghana AIDS Commission). Female sex workers are identified in 
Ghana’s National Strategy for HIV Prevention as a key target for support.  

Female sex workers are vulnerable to violence from their clients, non-paying partners and 
from community members. Most female sex workers feel unable to report violence and 
many do not seek the medical support of qualified medical professionals. 

Female sex workers often do not use condoms with their non-paying partners.  

Many female sex workers experience stigma from their families and the community due to 
their profession. 

http://www.tfacafrica.com/how-we-do-it/how-we-do-it/monitoring-evaluation-and-learning/
http://www.tfacafrica.com/how-we-do-it/how-we-do-it/monitoring-evaluation-and-learning/
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Many female sex workers drink alcohol regularly and some smoke drugs. 

Many female sex workers have children. Older school aged children are often sent to live 
out of Accra with family members whilst younger children often remain with their mothers. 

Until recently the estimated 80,000 people living in the Old Fadama slum (People’s Dialogue 
2009) had limited access to essential services and infrastructure such as education, health 
services, secure housing, road access, sanitation, and law enforcement, all of which increase 
vulnerability to poor sexual and reproductive and violence. Only one other organisation 
worked regularly in Old Fadama with female sex workers, resulting in an underserved 
population.  

In the summer of 2015 a large scale and violent demolition exercise took place within the 
slum resulting in thousands of residents losing their homes and livelihoods.  

 

Many displaced residents, including the majority of the project participants are now living 
with friends nearby, or are homeless. Currently there is uncertainty about whether new 
houses will be erected in the slum area, and / or whether any resettlement will be offered 
to residents.  
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What we want to achieve 

Project aim: The establishment of two support groups that providing economic 
empowerment and health education to their participants. 
 
These support groups will form the foundation of a Sex Workers’ Network. 
 
Outcome One: By March 2016 20 participants who have joined the Network are able to 
collectively save their money improving their self-esteem, independence and dignity. 
 
Outcome Two: By March 2016 20 participants have improved knowledge of their human 
rights, with a particular focus on their gender and health rights, and have the self-esteem to 
access the health services they require. 
 
Outcome Three: Between Jan and March 2016, participants have the self-confidence to tell 
their stories and advocate for their human rights, increasing the respect they have from 
their communities. 

The aim and the outcome of the project have been identified in collaboration with the 
project participants and speaks to our organisational theory of change, in which individual 
behavioural change is a necessary driver of group behavioural change, which in turn is a 
driver for social behavioural change. All three stages of change reinforce and strengthen 
each other. 

The organisational Theory of Change 
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By aligning project outcomes to the theory of change, we are, from the outset concerned 
with developing a project that has greatest potential to achieve long lasting sustainable 
change for the most marginalised and vulnerable people who are at its heart. 

The baseline 

In order to check the assumptions of our outcomes and aim, and to understand the 
prioritisation and nuances of our activities we devised a baseline that took place on the 31st 
August 2015 in the Jamestown Community Centre.  

The baseline was facilitated by Project Manager, Susana Dartey and supported by six project 
facilitators.  

The baseline was taken by 20 identified project participants. 50% of the project participants 
had previously had engagement with Theatre for a Change, 50% of the project participants 
were new to Theatre for a Change activities. All the participants were female and their ages 
ranged from 18 - 25.  

All participants self-identified as being engaged in transactional sex. Participants were 
selected on agreed criteria that assess their vulnerability. The agreed criteria can be found 
in Annex 1.  

The baseline was conducted in English, Ga and Twi. Participants were not required to read 
or write during the baseline. 

All baseline activities were active and participatory, using body and space, as well as voice to 
help us build a holistic understanding of the participants’ needs. 

The baseline will be repeated in March 2016 so that we will be able to assess the impact we 
have had. 

The baseline results 

1. Sexual and Reproductive Health knowledge, attitudes and practice 

a) Knowledge and reported use of contraception 

Approach 

Facilitators led an open discussion with participants to elicit the different forms of 
contraceptives that they knew. 
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Participants then indicated the different contraceptive methods that they have used in the 
last month. 

Results score card 

Contraceptive method Number of participants who say they use 
this in the last month 

None 2 (10%) 

Female condom 4 (20%) 

Male condom 9 (45%) 

Contraceptive implant 6 (30%) 

Contraceptive injection 2 (10%) 
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Coil 0 

Contraceptive pill 3 (15%) 

Diaphragm / Cap 0 

Natural family planning / calendar method 1 (5%) 

Abstinence 0 

Female sterilisation  0 

Local preparation 3 (15%) 

Emergency contraception 2 (10%) 

Post-menopausal 0 

Other 5 say they ‘use alcohol’ (25%) 

Summary of results: 

Overall use of contraceptives is very poor, particularly bearing in mind the high risk of 
unintended pregnancy and contraction of HIV and STIs within a population who has sex with 
multiple partners on a regular basis. 

Male condoms have the highest uptake with 45% of women having used them in the last 
month. Female condoms are used less, with only 20% of women using them in the last 
month. Further investigation is needed to understand whether low condom use is due to 
accessibility and cost, or other factors. It is good to note that some women have wider 
family planning choices with availability of implants, injections and pills. However, it is 
important to understand whether these approaches are used in conjunction with condoms, 
or on their own – reducing the risk of pregnancy but not of HIV and STIs. 

In the last month one woman has relied on the calendar method and three on natural 
preparation, a herbal solution. Neither are reliable forms of contraception. Two women 
have used emergency contraception – a form to be avoided due to its potency, unreliability 
and expense. Two women have used no contraception and five, or 25% have relied on 
alcohol as contraception. Again, this needs further investigation to understand why the 
women believe alcohol can serve as a contraception approach.  
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Implications for practice: 

There is clear need for improved knowledge, attitudes and skills around contraception.  

Not all forms of contraception are known of and used by the women. It is necessary to 
firstly investigate the availability and cost of different contraceptives options so that the 
workshops are designed to promote contraception options that are practical. This 
investigation should be supported by professional health care partners such as ProLink and 
Usher Health Clinic. 

It is important that the participants understand the potential health benefits and risks of 
different forms of contraception that are available to them. It is important to emphasise the 
role of condoms in preventing HIV and STIs. 

It is important to investigate the current skills of the participants in using contraception. This 
includes details of storing and taking pills, and putting on condoms. It is important to ensure 
participants have the skills to demand their sexual partners also use contraception. 

It is vital that the facilitators help participants explore the myths around contraception, 
particularly in relation to alcohol and herbal preparation, which could have a severe 
detrimental impact on their health. 

b) Knowledge and attitudes towards HIV and STIs 

Two exercises were used to assess knowledge and attitudes. 

Approach 

The participants formed a circle with their backs to each other. They were asked to close 
their eyes. The facilitator read out a statement and participants were asked to step forwards 
if they believed the statement to be true. 
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Results score card 

Statements 

Number of 
participants  
who think this 
is true 

Number of 
participants  
who think 
this is false 

A person can get HIV through witchcraft. CORRECT 
ANSWER IS FALSE 

10 (50%) 10 (50%) 

All people who have HIV look sick. CORREST ANSWER IS 
FALSE 

6 (30%) 14 (70%) 

If you don’t take drugs then HIV can kill you. CORRECT 
ANSWER IS TRUE 

17 (85%) 3 (15%) 

Some medical drugs can prevent the transmission of HIV 
from mother to child. CORRECT ANSWER IS TRUE 

17 (85%) 3 (15%) 
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Condoms do not prevent you from getting HIV and STIs. 
CORRECT ANSWER IS FALSE 

6 (30%) 14 (70%) 

Some STIs mean you will never be able to have children. 
CORRECT ANSWER IS TRUE 

5 (25%) 15 (75%) 

If you wash after sex you won’t get HIV or STIs. CORRECT 
ANSWER IS FALSE 

7 (35%) 13 (65%) 

Please note, correct answers are highlighted in yellow. 

Summary of results 

Knowledge of HIV and STIs is patchy, and often poor. The greatest correct knowledge is 
around impact of drugs with 85% of women correctly surmising that ARV drugs can help 
prevent mortality and prevent mother to child HIV transmission. However, whilst this 
suggests there is some knowledge around the potential seriousness of HIV, there is far less 
knowledge around STIs with only 25% of women knowing that some STIs lead to sterility.  

There also remains confusion about means of transmission, with 30% believing condoms do 
not prevent infection and 35% believing that washing after sex can prevent HIV / STIs. 50% 
of participants believe HIV is a result of witchcraft, rather than (or potentially as well as) 
sexual activity.  

The belief in witchcraft, as well as the belief of 30% of participants that HIV means you look 
unwell, also suggests a potential for stigma against people who are positive. 

Implications for practice: 

There is a clear need to improve knowledge around transmission, focusing on the ways HIV 
and STIs are contracted and confronting the myth around witchcraft.  

There is also a need for further information about the symptoms and effects of HIV and STIs, 
including the potential impact on fertility.  

Finally, there is need for improved knowledge about the efficacy of drugs for HIV and STIs. 
This needs to be rooted within a contextual understanding of the availability of different 
drugs for the participant group. 

Approach 

Participants were asked to find a quiet space in the room and handed four slips of paper. 
The facilitator asked them the four questions and for each they indicated whether their 
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answer was Yes / No / Don’t know. Participants then folded their slips of paper and handed 
them in. The exercise was devised to prevent unwanted disclosure and maintain privacy. 
However, even within these conditions our expectation was that some participants would 
find these questions challenging and might prefer to not answer or to not reveal the truth. 

Results score card 

Question number Yes No Don't know 

1 (Have you taken an 
HIV test in the last 
six months?) 

11 (55%) 7 (35%) 2 (10%) 

2 (Would you tell 
someone if were HIV 
positive?) 

8 (40%) 11 (55%) 1 (5%) 

3 (Are you HIV 
positive?) 

1 (5%) 12 (60%) 7 (35%) 

4 (Have you taken an 
STI test in the last six 
months?) 

10 (50%) 3 (15%) 7 (35%) 

Summary of results 

These results were given privately by each participant. However, question two shows that 
55% of participants would feel uncomfortable about disclosure, suggesting that these 
results may be unreliable. 

55% of participants have taken an HIV test within the last six months, and 50% of 
participants have taken an STI test. 10% of participants do not know whether they have 
taken an HIV test and 35% do not know whether they have taken an STI test. This high level 
of uncertainty may be a result of participants not wishing to disclose, or may come from a 
genuine confusion about the procedure of a test and what it is for. A high level of 
participants (35%) do not know if they are HIV positive. Again this may be because of fear of 
disclosure to TfaC or because their test was not followed up. Please note that when asked 
participants explained that if tests are conducted in hospitals are clinics then people wait to 
hear their results. However if tests are conducted in the community it is common for people 
to leave before discovering their test results. This is often due to feeling uncomfortable 
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receiving results in a public place / in front of their friends of communities, and there often 
being long queues to receiving results. In addition it was noted that counselling is often not 
as intensive when taking place in a community setting rather than in a medical setting, 
potentially reducing people’s readiness to receive and respond to their results.  

Currently only one participant discloses as HIV positive. This is lower than one would expect. 
In 2011 average HIV prevalence nationally in sex workers was 11.1% which should equate to 
2 women. Bearing in mind national HIV prevalence results are often low due to their 
reliance on accurate and wide spread testing, and that Accra has higher than average 
prevalence, we would expect the number of women who are HIV positive to be higher. 

Implications for practice 

HIV and STI testing are known as key drivers of reduced risk behaviours. As such they are an 
important step to take with a participant group vulnerable to infection. The results show 
that levels of fear around disclosure are high, and whilst the results show the fear of 
disclosure is not preventing testing for all, it may impact on participants seeking regular 
testing and finding out their results. Fear of disclosure from participants may also put the 
sexual partners of the participants at greater risk of HIV.  As such the workshops need to 
focus on mitigating fear of testing and results and explaining in detail the positive health 
and personal outcomes of being tested. 

It is clear that it is preferable to support participants to take HIV tests within a private 
clinical setting where they are able to access good quality HIV counselling. It may well be 
that participants within the project will gain support from each other to attend testing, and 
in this case we should use and encourage this group solidarity. However, we should make 
sure that participants are afforded privacy and are not expected to test in the vicinity of 
community members who are not part of the project, unless of course they specifically wish 
to. We should also ensure that the person conducting the test is a qualified professional 
who the participants feel comfortable with. It may be that participants feel more 
comfortable with a nurse / tester who is from a different community to their own in order 
to further safeguard their privacy.  

c) Attitudes and skills to negotiate condom use 

Approach 

Participants worked in pairs. They were asked to sculpt their partners’ body to represent 
how they feel when they are asking their clients to use condoms. The person being sculpted 
then froze. The sculptee was then asked to score their image of self-confidence. The 



 

14 

 

facilitator then scored their image of self-confidence. The exercise was repeated so that 
each participant had the opportunity to model the image of how they feel. 

Results score card 

Participant 
number 

Participants’ score 

1 = No confidence 

5 = Very confident 

Facilitator’s score 

1 = No confidence 

5 = Very confident 

Total average score 

1 1 1 1 

2 3 4 3.5 

3 4 5 4.5 

4 2 3 2.5 

5 5 5 5 

6 4 5 4.5 

7 5 5 5 

8 4 3 3.5 

9 5 4 4.5 

10 5 5 5 

11 5 5 5 

12 2 4 3 

13 4 1 2.5 

14 2 5 3.5 

15 3 1 2 

16 1 3 2 
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17 1 2 1.5 

18 3 4 3.5 

19 5 5 5 

20 4 5 4.5 

TOTAL 68 (average 3.4) 75 (average 3.75) 71.5 (average (3.575) 

 

Summary of results 

It is interesting to note that the facilitator score is higher than the participants’ score. This 
may suggest that the participants are actually presenting more confident body images than 
they realise. However, it is also important to remember that for some participants this is the 
first time they have done such an exercise so their scores may be a reflection of them still 
exploring the different scales of confidence. 
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Participants have the self-confidence to negotiate a condom use with non-paying partners 

Approach 

As previous exercise 

Results score card 

Participant 
number 

Participants’ score 

1 = No confidence 

5 = Very confident 

Facilitator’s score 

1 = No confidence 

5 = Very confident 

Total average score 

1 2 1 1.5 

2 3 1 2 

3 4 1 2.5 

4 1 1 1 

5 3 1 2 

6 5 3 4 

7 5 3 4 

8 4 2 3 

9 3 1 2 

10 1 1 1 

11 2 1 1.5 

12 3 2 2.5 

13 1 1 1 

14 4 1 2.5 

15 3 1 2 
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16 4 2 3 

17 3 4 3.5 

18 2 1 1.5 

19 5 4 4.5 

20 4 2 3 

TOTAL 62 (average 3.1) 34 (average 1.7) 48 (average 2.4) 

Summary of results 

This exercise clearly shows a large gap between the participant’s perception of their own 
confidence and the facilitator’s perception of their confidence. Score are also noticeably 
lower than in the first exercise. This suggests that participants are less confident when 
negotiating condoms with their non-paying partners. This result is in line not only with 
previous studies from within Old Fadama, but with the experience of sex workers and their 
non-paying partners from across the globe.1 

Implications for practice 

It is clear that the project needs to help participants improve their confidence to negotiate 
condom use with both clients and non-paying partners. However, our focus should be on 
ensuring the participants are able to have safe sex with their non-paying partners. In order 
to address this issue we need to look deeply into the power constructions implicit in these 
relationships, including financial and emotional dependency. We also need to consider the 
presence of threat of violence and our response to this. We should think about the role of 
non-paying partners in our project, and our level of engagement with them. 

d) Access to services  

Approach 

                                                      

1  
http://strive.lshtm.ac.uk/sites/strive.lshtm.ac.uk/files/Understanding%20the%20relationship%20between%20
sex%20workers%20and%20their%20intimate%20partners.pdf 
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2966672/ 
 

http://strive.lshtm.ac.uk/sites/strive.lshtm.ac.uk/files/Understanding%20the%20relationship%20between%20sex%20workers%20and%20their%20intimate%20partners.pdf
http://strive.lshtm.ac.uk/sites/strive.lshtm.ac.uk/files/Understanding%20the%20relationship%20between%20sex%20workers%20and%20their%20intimate%20partners.pdf
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2966672/
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Participants were asked to think about the different kinds of challenges they had 
experienced accessing health care. They then create short improvisations in which they 
showed these situations, before trying different physical and behavioural solutions to try 
and influence the situation for the better. The results were recorded using a mobile phone. 

Results score card 

Please see https://youtu.be/77VLkPqtuYk for an example of the improvisations performed 
by the participants. 

Summary of results  

The improvisations showed that the participants’ experience of health professionals / 
gatekeepers of health services is that they are often rude, dismissive and arrogant. They 
clearly have a high status and can manipulate this.  

Some of the women demonstrate successful strategies to overcome, or partially overcome 
these barriers. These strategies included: 

 Ability to use different tones of voice, including lowering voice in response to anger. 

 Listening and not interrupting. 

 Speaking for yourself rather than relying on others to speak for you. 

 Using emotional language to demand attention. 

 Working in a team to give each other confidence and support. 

 Acknowledging status and hierarchy and using this to gain support. 

 Maintaining eye contact. 

 Standing straight with open body language. 

 Refusing to give up. 

However, some participants struggled to change the situation. In these improvisations the 
women demonstrated behaviours that did not help them achieve their goals. These 
included: 

 Being unprepared when entering the space. 

 Struggling to speak. 

 Speaking extremely fast and interrupting each other. 

https://youtu.be/77VLkPqtuYk
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 Responding to the anger from the health worker by becoming more angry – raising 
voice and using aggressive body language. 

 Defensive and embarrassed body language including laughing, giggling, looking 
down, putting head in hands, twisting body, curling up, standing behind others. 

 Being unable to stay in the space. 

 Being unable to enter and / or stay in the space alone without friends. 

 Lack of awareness about the dynamics of the space and being unable to change 
these. 

Implications for practice  

There was a stark difference in the abilities of the different participants, with some able to 
use a range of strategies and some being seemingly ill equipped with any strategies. As such 
we have an excellent resource for peer learning as a tool for learning in this project. A high 
number of participants showed a discrepancy between their voice and their body, which 
was also highlighted in exercise C, and may, at times, be a source of frustration for the 
participants. We should help participants become more aware of the importance and the 
power of body language and voice working in harmony. Most participants clearly felt reliant 
on each other for support, and whilst this is not a bad strategy to use, it also enabled some 
participants to hide and be silent. We should ensure that participants build their confidence 
so that they can become a more balanced group, and have the ability, if they need to 
demand their rights, to do so alone. Finally, it was interesting that very few participants 
considered the power of changing the physical space. This would be a useful thing to 
explore with them in workshops, particularly in relation to power and hierarchy. 

2. Savings ability and practice 

a) Current and desired spending habits 

Approach 

The facilitator laid out sheets of paper with different items that participants could spend 
their money on. Participants were then asked to stand on the item which they currently 
spend the majority of their money on; this number was recorded. Participants were then 
asked to stand on the items which they would like to spend the majority of their money on; 
this number was recorded. 

Results score card 
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Item 
Number of participants 
who stand on it in 1st 
exercise (current situation) 

Number of participants 
who stand on it in 2nd 
exercise (desired situation) 

Rent 5 (25%) 2 (10%) 

Clothes 3 (15%) 1 (5%) 

Hair 2 (10%) 3 (15%) 

Food 4 (20%) 0 

Savings 1 (5%) 11 (55%) 

Items to sell 0 1 (5%) 

Business 0 0 

Medicine 1 (5%) 0 

School fees 2 (10%) 2 (10%) 

Money to give someone else 0 0 

Money for police 2 (10%) 0 
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Summary of results 

Currently participants spend the highest proportion of their money on rent and food. Rent is 
a topical issue at the moment – due to the recent demolitions within Old Fadama, the 
majority of participants are relying on temporary accommodation which is likely to be 
expensive due to high demand. An important revelation is that two participants spent 
money on the police last week. This is likely to have been payment to resist arrest or to pay 
fines, a common occurrence for women working in sex work in Old Fadama.  

Participants would overwhelmingly like to save their money, with 55% saying this is their 
highest priority. Three participants would like to spend their money on hair, and two on 
school fees. It would be interested to know whether these participants would like to spend 
money on their own education, or their education of their children. 

Implications for practice 
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The participants desire to save bodes well for our project. It may be that this desire was 
biased by their expectations of the project. It is important that we continue to be 
transparent about the savings group system, so that participants have a realistic expectation 
of how the savings group model works and the levels of savings and loans that might be 
achieved. 

It is important for us to understand more about the reasons why participants are paying 
money to police, and examine the legality of this. Past experience working in Old Fadama 
has revealed that participants are often pressured to pay money to police. We need to 
ensure that participants are aware of their rights and know who to turn to if their rights are 
abused.  

b) Current savings practice 

Approach 

Participants were asked to stand along a measuring line, created on the floor, to show how 
much money they saved in the last week, 

Results score card 

Amount saved last week Number of participants 

0 – 20 cedis 8 (40%)   

20 – 40 cedis 4 (20%)  

40 – 60 cedis 3 (15%) 

60 – 80 cedis 2 (10%)  

80 – 100 cedis 3 (15%)  

More than 100 cedis 0 

Other 0 

Don’t wish to take part 0 

Summary of results 
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40% of participants were able to save between 0 and 20 cedis (£0 and £3.20). The mean 
amount of savings within the group was 38 cedis (£6.09). Three participants were able to 
save between 80 and 100 cedis (£12.8 and £16.02). 

It is important to consider whether participants were honest in their disclosure of their 
savings as this is potentially a very personal subject. However, the baseline facilitator 
reported that participants seemed comfortable taking part in this activity and she believed 
were responding honestly. 

Implications for practice 

This information should be used to establish the cost per share of the savings group. We 
could gain valuable insight from participants who are able to share more money, discovering 
how they are able to do this. For more nuanced information it would be interesting to 
explore the percentage of their weekly takings participants are able to save and how 
consistent this is. 

Conclusion 

The baseline has helped establish clear vulnerabilities of participants. There is a lack of 
knowledge around key sexual and reproductive health facts, including contraception 
approaches. Participants reveal attitudes that could damage their health, in particular their 
lack of self-confidence when relating to their non-paying partners, and their reluctance to 
disclosure their HIV status. Few participants have a wide range of strategies to help them 
access health services and support, a vital skill when confronting prejudice and power 
hierarchies. Some participants are silenced in the presence of an authority figure. 
Participants do not have the skills to access and use a range of contraceptive options. 

Currently participants struggle to save money, limiting their ability to make informed 
financial choices and have increased financial independence. 

However, there are also opportunities here, participants are keen to save, and some are 
already achieving this. Participants are accessing different kinds of contraception, and many 
show high self-confidence when negotiating condoms with clients. Some participants have 
good knowledge around sexual health and we can catalyse this knowledge, supporting them 
to educate their peers. 

It is also worth noting that all participants took a full and active part in the baseline, despite 
it taking over three hours. This shows a commendable level of engagement with the project 
approach, and most importantly, it displays the commitment of the participants to address 
the challenges they face in their lives. 
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Thank you to all the participants, facilitators and Susana Dartey for conducting this baseline 

 

Annex 1 – Selection Criteria 

 Participants must self-identify as female sex worker (main income source) 

 Participants must be a seaters rather than roamers. Seaters are women working 
from their home / brothel. Roamers are women working from the streets / bars. HIV 
prevalence in Accra is considerably higher in seaters rather than roamers. A 2011 
study by the IOM recorded HIV prevalence of 6.6% among roamers and 21.4% among 

seaters.2 This prevalence ratio was also found in a study that took place in 2001.3 

 Participants must be between the ages of 18-25 years.  

 Participants must have been living within the community of Old Fadama or Railways 
for at least 6 months. 

 Participants must be able to give us their name, date of birth, phone number and 
address. 

 Participants must show a high level of interest in the project and express a strong 
desire to take part. 

                                                      

2 http://www.iom.int/news/hiv-vulnerability-among-female-sex-workers-ghana-iom-study 
3 http://www.ncbi.nlm.nih.gov/pubmed/11707673 


