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Abstract
Background:

 Pregnant women are at risk of pregnancy if they have unprotected sex, do not use or poorly use
contraceptives in the context of penile-vaginal sex. We therefore developed an educational toolkit based
on the Health Belief Model (HBM) to assist FSWs to make informed sexual and reproductive decision for
safer sex before and/or after heterosexual encounter with their clients. We evaluated the educational
intervention programme among FSWs and other stakeholders (nurses and clinicians).

Methods:

This was a qualitative operational research. We developed an educational tool kit based on the HBM to
aid FSWs to make informed decision for safer sex behaviour. We conducted 10 in-depth interviews (IDIs)
to identify the components of the educational tool kit, 5 IDIs for modi�cation and re�ning the tool, and
consequently two Focus Group Discussions (FGDs) for consensus building. This process was done in
Mzimba North. After the intervention we conducted 6 FGDs with FSWs and 10 IDIs with nurses and
clinicians to evaluate the applicability and feasibility of the intervention among female sex workers
(FSWs) in Mzimba North, and Nkhata Bay located in Northern region of Malawi.

Results:

We observed mixed opinions on the components of the educational toolkit. Female sex workers were
eager to understand misinformation and misconceptions on contraceptives, right to justice, effectiveness
of contraceptives. Female sex workers requested the inclusion of STIs and HIV prevention and economic
empowerment in the toolkit. Overall the toolkit and the educational intervention were relevant, feasible,
and applicable among the study participants. 

Conclusion:

While several strategies can be used to facilitate the implementation of the evidence based intervention
to improve health, our educational intervention program based on the Health Belief Model for safer sex
behaviour among female sex workers was found to be feasible and applicable in our study settings. We
believe that the intervention may be helpful to address sexual and reproductive health challenges
encountered by FSWs in the study sites and elsewhere. 

Background
Female sex workers have a disproportionate burden of HIV, they experience high risks of pregnancy,
violence, sexually transmitted infections, and other adverse health outcomes [1]. Female sex workers are
at 13 times higher risk of HIV acquisition than other women of reproductive age [2]. HIV is acquired from
male clients or regular partners which is then transmitted to further partners including clients of sex work
[3,4]. Further, high prevalence of unintended and teenage pregnancy has been documented among FSWs
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in several studies elsewhere [1, 4, 5].Teenage pregnancy, on the other hand, is associated with sexually
transmitted infections (STIs) including HIV, high risks of eclampsia, puerperal endometriosis, premature
birth, unsafe abortions, and post-abortal infections [4,5].  Pregnant adolescents living with HIV have poor
access and uptake to prevention of mother to child transmission (PMTCT) services compared to their
non-adolescent pregnant counterparts [6]. There are many individual, relational, cultural, and
organizational factors that are associated with FSWs’ decision to have or not have children [1,7]. Our
previous study �ndings in semi urban Blantyre in Malawi, suggest that female sex workers experience
pregnancy under diverse circumstances [1,7] which include: inconsistent condom use, desire to be
respected as mothers, request from a steady partner to have children, unmet contraceptive needs,
condom failure, and low health literacy [1,7,8]. Given the signi�cant burden of HIV among FSWs and
intersecting risks of unintended and teenage pregnancy in this population, there is a need to assist FSWs
to make informed sexual and reproductive decision for safer sex before and/or after heterosexual
encounter with their clients. 

Based on the above understanding we developed and used an educational toolkit to help FSWs to
overcome these challenges. In this study contexts a toolkit is referred to a document that provides
information or guidance. It can be educational material, timelines, and agenda template and assessment
tool. Toolkits to support evidence-based interventions commonly target healthcare providers [9]. There is
evidence suggesting that the use of toolkit to support the implementation of healthcare related
intervention is associated with improved patient outcomes [9]. During the toolkit development female sex
workers, nurses and clinicians’ opinions were observed and assessed. Local misunderstandings and
beliefs on contraceptives were addressed during the training.

Our intervention was guided by the Health Belief Model (Refer to �gure 1). It is a theoretical model that
has been widely used to explore various health related behaviours such as sexual risk behaviours,
transmission of STIs including HIV, and prevention of unintended pregnancies.  It is constructed from six
domains: perceived susceptibility, perceived severity, perceived barriers, perceived bene�t, cue to action
and perceived self-e�cacy [10, 11, 12, 13]. Based on the concept of HBM in our study context, FSWs must
gain knowledge of unintended pregnancy, STIs including HIV. They must perceive themselves as
susceptible to getting unintended pregnancy or be infected with HIV and they must be convinced that
getting unintended pregnancy or STIs (including HIV) is serious issue that have negative social, economic
and health implications [10,11,12,13]. Additionally, FSWs must be convinced that it is possible to obtain
control over the social, economic and personal barriers and that the barriers do not outweigh the bene�ts
of pregnancy and STI prevention (Refer to �gure 1). Likewise, an internal or external stimulus, cues to
action must prompt the health behaviour of FSWs towards preventing unintended pregnancy and STI
including HIV. Lastly, FSWs must believe that they are capable to avoid unintended pregnancy and or
prevent STI (self-e�cacy) [13, 14, 15]. 

 Information about adverse health outcomes related to the previous study �ndings were presented during
the education process (perceived susceptibility and severity), and FSWs were helped to explore their
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values and attitudes and make their own informed sexual and reproductive decision and strategies (cues
to action) for safe sex work [14, 15, 16]. 

We sought to assess the applicability and feasibility of an educational intervention program on informed
decision making for safer sex behaviour based on the Health Belief Model amongst female sex workers
in Northern region, Malawi. Data on the impact of an educational intervention program based on HBM for
safer sex behaviour among FSWs in Mzimba North, and Nkhata Bay districts of Northern region of
Malawi are di�cult to �nd. Hence female sex workers are at signi�cant high risk for HIV and other STIs.
They also experience a high burden of unintended pregnancies resulting from high risk sex behaviour. In
order to address this gap in the literature we conducted a comprehensive educational intervention based
on the Health Belief Model for safer sex among female sex workers in selected districts of Northern
Region of Malawi. We developed and used a toolkit with the potential to increase their knowledge,
enhance their attitude and safer sex behaviour towards pregnancy and STI prevention. We believe that
the intervention may be helpful to address sexual and reproductive health challenges encountered by
FSWs in the study sites and elsewhere. 

Methods

Study design and population 
The study was conducted between May and July 2021. This was a qualitative operational research in
which we developed an educational tool kit based on the HBM to aid FSWs to make informed decision for
safer sex behaviour. The study was conducted in two purposively selected districts in Northern Malawi,
i.e. Mzimba North and Nkhata Bay. In Mzimba North the study was done in Mzuzu, the only city in
Northern region and the third largest city in the country. It is along the main road connecting Tanzania
and Malawi. It is a gate away to Lake Malawi and Nkhata Bay district. Mzuzu has many small to medium
sized businesses which provide various services. It has many entertainment places, bars, hotels, and
lodges. Nkhata Bay borders Mzuzu. In these study sites commercial sex takes place in many settings
including luxury hotels, small guesthouses, roadside stops of trucks and various entertainment
establishments such as bars and beaches along Lake Malawi. [17]

The study participants aged between 18 and 35 years who agreed to have exchanged sex for money or
goods and consented for the study were eligible for the study participation. Female sex workers who were
sick, participating in another study or coming from outside the study site were excluded. The �rst female
sex workers were reached through Mzimba North District Health and Social Services (DHSS) o�ces. The
o�ce linked the research team to FSWs’ chairperson who identi�ed FSWs who were used as seeds. The
later connected us to their friends in the snowball sampling process that was used. 

In each of the locations, data collection was done by three research assistants. One was taking notes, the
other one was facilitating the discussions, and the remaining was audio recording the discussions.   The
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sample size in these two study sites was reached by saturation and redundancy. In total 40 FSWs and 15
stakeholders (clinicians and nurses) were recruited. 

The �rst step was to identify the components of potential educational toolkit comprising elements of
contraceptive methods and informed decision making for safer sex behaviour. For this process
we conducted 10 IDIs.  After analysing the data, we developed the draft of the toolkit based on the
�ndings of our �rst objective. We also conducted 5 IDIs for modi�cation and re�ning the tool kit, then two
FGDs for consensus building. This process was done in Mzimba North. When the toolkit was complete,
we conducted educational intervention among FSWs in Mzimba North and Nkhata bay on contraceptives,
decision making on safe sex behaviour. We conducted pre and post intervention tests. We conducted 6
FGDs to evaluate the applicability and feasibility of the intervention immediately after the training (for
female sex workers). After sharing the toolkit with other stakeholders (nurses and clinicians) we
conducted 10 IDIs to evaluate the potential applicability (transferability) and feasibility of the contents of
the toolkit.

Data analysis
Data were analysed manually using thematic content analysis relating to the objectives of the study.
After data transcription, themes were identi�ed and codes were developed. Similar themes were
categorized accordingly [7].

Ethical consideration
We followed international and national ethical standards. The study was reviewed and approved by the
COMREC (College of Medicine Research and Ethics Committee) of the Kamuzu University of Health
Sciences-formerly College of Medicine and Kamuzu College of Nursing of the University of Malawi
(certi�cate number P.03/21/3290 dated 02 June 2021). The Directorates of Health and Social Services of
Mzimba North and Nkhata Bay granted permission to conduct the study. All participants provided written
informed consent. Cash reimbursement of transport, time and inconvenience of Malawi Kwacha (MK)
9000.00 (approximatively10 United States Dollars at the time of data collection) was given to all study
participants.

Results

Female sex workers’ characteristics
We recruited 40 study participants. The sample had a mixture of brothel and street based FSWs. Twenty-
eight had less than 20 years. Thirty-four FSWs had completed primary school education as their highest
level of education.
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Table 1

 Socio-demographic characteristics of female sex workers (N=40).

Characteristics N  %

Age (N=40)    

Less than 20 years 28 70

20-30 years 10 25

More than 30 years 2 5

Education    

Primary 34  85

Secondary   6 15

Tertiary 0 0

Place of birth    

Rural 29 72

Urban 11 27

Other characteristics    

Consistent condom use 21 52

STIs  33 82

FSWs desired to have few children 36 90

Fear of side effects of contraceptives 32 80

Unmet contraceptive needs 28 70

 

Identi�cation of the components of the toolkit
Different themes emerged among the study participants:

Misinformation and misconceptions on contraceptives
The study participants highlighted the needs to clarify some misconceptions on contraceptives when
teaching FSWs on safer sex behaviour and contraceptives. Twenty-one FSWs narrated that indeed there
are myths and misconceptions among FSWs and the general population.
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Many of us believe that once women start taking the contraceptives, it is very unlikely that she will
conceive again [Age range 20-25]

Woman always have watery vaginal discharges while on contraceptives. Most of our clients dislike them.
[Age range 20-25]

Contraceptives reduce libido both in males and females. “Explain in details. Asked the data collector”
Males also are affected by the contraceptives because they always have sex with their partners who are
on contraceptives. [Age range 25-30]

Some women believe that after unprotected sexual intercourse douching or urination works as
contraception method [Age range 15-20]

Inclusion of STI and HIV prevention measures 
Study participants emphasised that the training should also focus on prevention measures against STI
and HIV.

You know these women, they sleep with so many men and most of the time they don’t use condoms. If
you don’t teach them how to protect themselves properly, all of them will be infected with STIs including
HIV. Therefore it is very important to gain knowledge on how to protect ourselves [Age range 30-35] 

Despite using condoms people are still getting infected with HIV and STIs. Is it possible to �nd out the
reasons why it is happening like that? [Age range 30-35]

The use of PREP and PEP should be well explained to FSWs. Only very few FSWs are aware of them. [Age
range20-25]

Effectiveness of contraceptives
Female sex workers narrated their experience while and after using the contraceptives. They have
negative perceptions resulting from the side effects. Some proposed to make good and better
contraceptives because the current ones affect their business negatively. During our intervention there
was explanation of contraceptives and different alternatives.

Contraceptives prevent pregnancy… this is good. But they cause bleeding, and loss of libido. We are
FSWs, how can you approach a client when you know that you are bleeding? [Age range 25-30]

Taking the pills on daily basis is not helpful. You may forget! But if you �nd us pills which can work for
long time, we can appreciate. Injections make us bleed continuously. [Age range 30-35]
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Female sex workers’ empowerment
Female sex workers explained the needs for their empowerment. Without alternative reliable sources of
income FSWs have only one option of survival, sex work.

It’s not our wish to be FSWs. This is the result of poverty. Find us the source of income then we will forget
the sex work. Teach us other ways to generate money, we are tired of sex work. [Age range 20-25]

Please link us to organisations which can assist us. We want to do business. We can pay back after
sometimes. You can’t became rich as result of sex work. [Age range 25-30] 

Right to justice
Female sex workers expressed the need to have a legal framework allowing them the to operate freely.
Currently whenever they complain about brutality and many forms of harassment from several groups’
perpetrators, they are rarely heard by the law enforcers.  

In many circumstances the police o�cers don’t listen to us, even when the issues presented to them are
genuine. We are not protected. Please talk to the police to listen and understand our concerns. We are like
any other citizens of this country. [Age range 30-35] 

In other country FSWs are much protected. Here we are beaten anyhow, raped, and abused. Please protect
us. [Age range 25-30]

Access to contraceptives and other health care services
Female sex workers expressed their concerns about the availability of contraceptives and other health
care services (ART, PEP, PrEP, screening and counselling services). This problem is very common in health
centres.

It’s good that FSWs will be conversant with contraceptives but although the Government provides the
contraceptives for free of charge, most of the time they are out of stock in many health centres [Age
range 25-30]

Many organisations assist FSWs with condoms, lubricants. They come to test us while in the �eld. We
will appreciate if health care providers bring the contraceptives to our homes or in the �eld. (Age range 25-
30)

Evaluation of the toolkit
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Qualitative method was used to evaluate the toolkit and the intervention. Feedback from FSWs,
healthcare providers (Nurses and clinicians) on the relevance, content, structure, applicability and
feasibility was sought. 

Relevance of the toolkit
Regarding the overall evaluation of the toolkit, the majority (70%) reported it was relevant, satisfactory
and useful. It was perceived to have potential to positively impact behaviour change among FSWs. 

I am satis�ed with the content of the toolkit. I managed to learn a lot during the training, the facilitator
explained the content of the toolkit very well. Issues related to myths and misconceptions were clearly
addressed.  We have an idea of the type of contraceptive suitable for us. We will start using dual method
as soon as possible. We acquired adequate information to prevent STI and unintended pregnancy. [Age
range 20-25] 

This document has reminded me what we have to do as nurses and clinicians. We must look after them
(FSWs). We should not be judgemental. [Clinician. Age range 25-30]

This document is very useful and relevant to all of us: FSWs, health workers, and the community. If we
don’t protect FSWs against diseases, they will get sick and during sex work they may meet our husbands,
children and/or our relatives. Think about what will happen if your husband gets HIV from FSWs, you will
be infected as well. Let us use the toolkit for our protection. [Nurse. Age range 30-35]

I think the best way to be heard by authorities, we must organise in groups or join other groups then we
present our issues as a group. Otherwise we will not have the right to justice. This discussion was very
important because now we have some ideas on issues related to right to justice. [FGD 1]

 Organization and presentation of the toolkit
Sixty per cent (60%) of the FSWs reported that the toolkit is very well organized and presented. Fifty-�ve
per cent of the clinicians said although the toolkit organisation was good some slides were very long.
There was need for some modi�cation. 

The document is well presented. But it can be better if it is produced in the form of book (hard copy) so
that people without computers (power point facility) can access and use it as well [FGD 1] 

The document is well organized and presented. The facilitator explained using simple language to
accommodate everybody. It will be better if it is translated in different vernacular languages spoken here
in Malawi [FGD 1]

The document is well presented and organized. All the challenges encountered during sex work were
included and possible solutions were provided. [FGD 3]
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Applicability of the toolkit and the intervention
The training was made easy by this toolkit, we managed to learn a lot. We can now easily transfer the
knowledge gained to other fellow female sex workers and friends. [FGD 2]

We will be very con�dent to explain or teach FSWs on contraceptives and safe sex behaviour using the
same toolkit. We will appreciate if you share with us the slides so that we can use them elsewhere during
teaching sessions. [FGD 3]

This intervention was very important. It brought FSWs closer to the health care providers. We will not be
judgemental and FSWs will not be afraid to approach us whenever there is a need. I have shared already
the toolkit with my fellow health care providers. [FGD 4]   

Feasibility of the intervention
The intervention was conveniently done. Due to this intervention, there is now closeness between FSWs
and health care providers. This rarely happens. [Age range 25-30]

I liked the learning atmosphere. FSWs were very open. They expressed their views and they were eager to
learn. The facilitator was very accommodative. [Clinician. Age range 30-35]

Discussion
In this study we identi�ed the components of a potential educational toolkit comprising elements of
contraceptive methods and informed decision making for safer sex behaviour. We also evaluated the
applicability and feasibility of the toolkit and the educational intervention program in two selected
districts of Northern Malawi. 

Our study participants were young, with the majority (70%) being less 20 years (Refer to table 1). Myths
and misconceptions were very prevalent among these teenage FSWs. This is consistent with �ndings
from studies done elsewhere [18].

Female sex workers may recognize the importance of dual protection for HIV/STI and pregnancy
prevention but myths and misconceptions, such as fear for being tested for HIV at the family planning
clinic, concerns about watery vaginal discharge, feared infertility from contraceptives use all act in
combination to interfere with the uptake of contraceptives [18]. Adolescent pregnancies are a public
health problem that occurs in both developed and developing countries. Around the world adolescents’
pregnancies are more likely to occur in marginalized communities such as female sex workers, they are
associated with myths and misconceptions, poverty, lack of education, and unmet contraceptive needs.
 Complications during pregnancy and childbirth are the leading causes of death for 15 to 19 years
globally [19]. Demysti�cation through education intervention is one of the potential approach to address
teenage pregnancy. The study evaluation revealed that many FSWs were satis�ed with the
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demysti�cation process, misconceptions were cleared in the study group. Therefore we suggest that the
approach can be extrapolated in other settings.

We included prevention of STI and HIV in the toolkit upon request by stakeholders (FSWs, nurses and
clinicians). As indicated earlier STIs including HIV are prevalent among FSWs. In Malawi HIV prevalence
was highest among Female Sex Workers at 49.9% followed by Men who have Sex with Men at 12.8% and
lastly clients of female sex workers at 12.1% [20].  Logically and according to study �ndings individual’s
knowledge about a disease or health condition positively affects their attitude towards the diseases
prevention and my reduce risk-taking behaviour [21,22,23]. However despite the knowledge of STI and HIV
prevention some FSWs fail to negotiate for condom use due to �nancial constraints. Money driven sex
was reported in many study settings [24, 25, 26]. This is one of the contributing factors of high prevalence
of HIV among FSWs. Our study �ndings suggest that FSWs are aware of this problem. This can be
explained by their request to included FSWs empowerment in the educational toolkit. Female sex workers
requested to be linked to organizations which can assist them to achieve �nancial independency. They
seem to be desperate and want to come out of sex work. They reported that nobody became rich through
prostitution. This highlights the needs for economic empowerment of female sex workers. In Indian
intervention aimed at empowering FSWs was successful and prevented many FSWs from many adverse
health outcomes [27]. We strongly recommend that such programmes can be used to assist FSWs in our
settings and elsewhere. In our education toolkit FSWs were advised to associate with other FSWs in
Malawi through National FSWs association of Malawi where issues related to economic empowerment
of FSWs are discussed and addressed. Many FSWs were not aware of this organisation. They
appreciated our educational intervention which is an` eye opener to the study participants and other
FSWs in other settings.

 Sex work is not explicitly legalised in Malawi. Report suggests that female sex workers are abused and
harassed, by the police and male clients [20]. It is also reported that no actions were taken after FSWs
reported cases of rape, violence to the police o�cers [20]. Based on this background and the current
situation of FSWs in Malawi, we assume that FSWs requested the topic of right to justice to be included
in the educational toolkit. During the training process, we shared with FSWs the study �ndings on
criminalization of sex works. There is no evidence that criminalizing sex work deters those who may sell
or buy sex. Instead, the evidence shows that criminalization, whether full or partial (the latter only targets
buyers) makes sex work more dangerous, drives sex workers into more isolated locations, impedes the
use of safety and harm reduction strategies, makes it more risky to report violence and abuse from
clients, managers, and law enforcement, and increases risk of exposure to HIV and other STIs [28,29]
.Female sex workers highlighted the need to be considered like any other human being when they are
seeking legal services. Female sex workers are key population, they have negative impact on public
health, therefore actions such decriminalization of sex work may be used as one of the risk reduction
intervention for FSWs.  There are few countries worldwide that legalised sex work .In Senegal sex work
was legalised since 1969. A study done on the effect of becoming registered FSWs on physical health
and well-being revealed that in Senegal, becoming a registered FSW leads to a greater use of HIV/STI
prevention services and reduced STI prevalence. [30]  
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In Malawi, according to MDHS 2015-2016 overall, 68% of all women currently using modern
contraceptives were informed at the time they started the current episode of method use about the side
effects of the method, what to do if they experience side effects, and other available methods [31]. While
data on FSWs is missing in the report, �ndings in our previous study suggested that more than half (57%)
of FSWs had poor knowledge of contraceptives [32]. We therefore focused on contraceptives’ knowledge,
side effects, and other alternatives during FSWs training. Female sex workers were encouraged to think
about and identify their contraceptives needs. Our intervention provided basic information on a range of
options to help FSWs identify possible methods for prevention of pregnancy, HIV, and other STIs. The tool
kit provided also information about where they can obtain contraceptive services. Eighty �ve percent of
FSWs interviewed were satis�ed with the training intervention and the content as well as explanations in
the tool kit.

The toolkit used during the educational intervention was supported by the research evidence. The
information regarding the evaluation of the toolkit either as a whole or for its components was collected
after the intervention. The evaluation aimed at assessing changes in practice and knowledge as a result
of the intervention and the toolkit use requires further studies. We would have extended the evaluation
over a period of time in order to assess behaviour change. The Stages of Change model shows that for
most persons a change in behaviour occurs gradually, with the patient moving from being uninterested,
unaware or unwilling to make a change (precontemplation), to considering a change (contemplation), to
deciding and preparing to make a change. Genuine, determined action is then taken and, over time,
attempts to maintain the new behaviour occurs [33]. We used Health Belief Model to assist FSWs to
overcome this challenge. Female sex workers perceived that they are susceptible to unintended
pregnancy and its complications, HIV and other STI transmission. Since they did not underrate the
problem (perceived severity) we can anticipated the likelihood of contraceptive use, safer sex behaviour.
This is consistent with the data collected. The majority 90% of the study participants reported that the
toolkit is helpful and relevant. They reported that “we will start using dual method as soon as possible”.
After demysti�cation we also believe that FSWs will change behaviour in the near future.

The ultimate objective of the research is to integrate the research �ndings into practice to inform and
improve health. Proper implementation of research �ndings also known as knowledge translation has
been used to increase awareness and improve health. This process can be done through printed
educational materials, (e.g. audio-visual materials, electronic publications), meetings, educational
outreach [34]. In our intervention we used a multifaceted approach tailored with FSWs with targeted
messages (contraceptives, and safer sex behaviour), and attention to identi�ed barriers to change (myths
and misconceptions). This approach made our intervention feasible. The majority of study participants
reported that the intervention will positively impact the closeness of FSWs and the health care providers.
This implies that FSWs may access easily health care services including the uptake of contraceptives.
[35] 

We shared the toolkit with nurses and clinicians. After 4 weeks we collected information on the feedback
of the toolkit. They reported to have shared the toolkit with their colleagues. It was also recommended
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that the toolkit should be in the form of a small book and the content should be translated in vernacular
language. During the data collection process, FSWs also reported to have the toolkit in their respective
languages. This re�ects that the toolkit and the intervention are applicable in other settings but the
language of the targeted community should be taken into consideration.

Study limitations  
Sex work is a sensitive issue; as such there is potential for social desirability bias which in turn
underestimates the magnitude of studied issue in FSWs community. There is also a possibility of recall
bias and misreporting of personal experiences

Conclusion
While several strategies can be used to facilitate the implementation of the evidence based intervention
to improve health, our educational intervention program based on the Health Belief Model for safer sex
behaviour among female sex workers was found to be feasible and applicable in our study settings. We
believe that the intervention may be helpful to address sexual and reproductive health challenges
encountered by FSWs in the study sites and elsewhere.

We therefore recommend that the intervention can be scaled up to other contexts outside the study site.
The toolkit used during the intervention was well organised and presented but needs modi�cations such
as translation in local language to make it more accessible and understandable by all the users in
selected districts of Northern Malawi and elsewhere.
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Figure 1

Study’s diagrammatical representation of a Health Belief Model 

 Key: During the intervention FSWs were trained on safer sex behaviour, decision making, contraceptives
’use, and issues related to unintended pregnancy. They were updated on our previous study �ndings
concerning pregnancy among FSWS [7]. After the training we anticipated increased perceived severity,
perceived susceptibility, and perceived bene�ts. We also anticipated reduced perceived barriers and
improved self-e�cacy. Furthermore, they may have increased safer sex behaviour, improved
contraceptives ’use and good decision making. 
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