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abstract

How governments should address sex work is a topic of  current debate in Rwanda 
and other countries. Some constituencies propose harsher punishment of  sex workers 
as the cornerstone of  an improved policy. We argue that an adequate policy response 
to sex work in the Rwandan context must prioritize public health and reflect cur-
rent knowledge of  the social determinants of  health. This does not imply intensified 
repression, but a comprehensive agenda of  medical and social support to improve sex 
workers’ access to health care, reduce their social isolation, and expand their economic 
options. Evidence from social epidemiology converges with rights-based arguments in 
this approach. Recent field interviews with current and former sex workers strengthen 
the case, while highlighting the need for further social scientific and epidemiological 
analysis of  sex work in Rwanda. Rwanda has implemented some measures that 
reflect a rights-based perspective in addressing sex work. For example, recent policies 
seek to expand access to education for girls and support sex workers in the transition 
to alternative livelihoods. These policies reinforce the model of  solidarity-based public 
health action for which Rwanda has been recognized. Whether such measures can 
maintain traction in the face of  economic austerity and ideological resistance remains 
to be seen. 

introduction 

Sex work is found in every country and culture and has been observed 
since the beginning of  civilization.1 However, across contexts, sex 
work does not always wear the same face. Commercial sex work cur-
rently ranges from small-scale self  employment, practiced for survival, to 
multi-million-dollar international sex industries involving managers and 
power-holding intermediaries between sex workers and clients.2 Both 
these extremes concern Africa: prostitution in the majority of  African 
countries is a small income-generating activity while, at the same time, 
thousands of  African women sell their bodies in the sex trade of  Europe 
and the Middle East.3

Discussions of  sex work and human rights often center on the issue 
of  trafficking.4 Despite the illegality of  sex work in most countries, 
States clearly have not done enough to fight sex exploitation associated 
with trafficking. The majority of  countries have ratified the Convention 
on the Elimination of  All Forms of  Discrimination Against Women 
(CEDAW), which addresses the right to be free from sexual exploitation. 
As such, both source and destination countries involved in trafficking 
neglect their duty to protect women, as formulated in CEDAW Article 
6, which expressly mandates that States must fight against the trafficking 
of  women.5
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Yet while trafficking is a critical area for human 
rights-based action, this is not the only aspect of  sex 
work that creates grave legal, social, and public health 
problems. In Rwanda, prostitution generally com-
promises small-scale operations unconnected with 
the circuits of  international sex trafficking. But this 
does not eliminate the threats posed by sex work to 
the rights, dignity, and health of  many of  the women 
involved. Rwandan women often enter prostitution 
in a desperate bid to escape abject poverty.6 Too 
often this survival strategy backfires. Sex workers are 
exposed to a convergence of  social exclusion and 
health risks that can have fatal consequences. 

Threats to sex workers’ health include alarming rates 
of  HIV infection in this population. Sex workers 
are at high risk of  HIV infection since they have 
multiple sexual partners and may not use condoms 
consistently.7 Despite their vulnerability, however, 
sex workers continue to receive inadequate attention 
in international HIV prevention efforts. UNAIDS 
calculates that, historically, less than 1% of  global 
funding for HIV prevention has been spent on issues 
related to sex work.8 The need for strengthened pre-
vention efforts addressing this population constitutes 
a key public health challenge and a critical area for the 
application of  rights-based approaches informed by 
an understanding of  the social roots of  health and 
disease. 

The question of  how to address sex work is a topic 
of  explicit policy debate today in Rwanda and other 
countries. These debates occur in a context marked 
by concern for public health, but also by highly 
charged disputes about morality. Developments such 
as Uganda’s recently proposed legislation reinforc-
ing criminal penalties for homosexuality have shown 
what is at stake in the design of  policies targeting 
groups and practices seen as sexually deviant or sub-
versive of  public morals.9 Some Rwandan lawmakers 
advocate a comparable hard-line approach to tackling 
sex work. These pressures confirm the importance 
and timeliness of  grappling with sex work issues 
from a public health perspective informed by human 
rights.

Against such a backdrop, we pursue three main objec-
tives in this article. First, we seek to make explicit the 
convergence of  social exclusion and health vulner-
ability experienced by many sex workers in Rwanda, 
in substantial part by listening to the voices of  sex 

workers themselves, as captured in two recent series 
of  field interviews.10 At a second stage, we argue that 
protecting the health of  Rwanda’s sex workers (and 
with them, the broader population) does not demand 
intensified repression, but, on the contrary, a com-
prehensive agenda of  medical and social support to 
improve these women’s access to health care, reduce 
their social isolation, and expand their economic 
options. Human rights law and analysis provide sup-
port for this integrated approach. The final part of  
the article briefly describes some of  the policy mea-
sures that are being implemented or proposed in 
Rwanda to advance a rights-based agenda addressing 
sex workers’ health needs and their underlying social 
vulnerability. Whether these measures will achieve 
sustained political traction remains to be seen. If  
they do, they will strengthen the pro-equity public 
health model for which Rwanda has drawn interna-
tional recognition.11 And they will provide evidence 
from a low-income setting on how social epidemiol-
ogy and human rights may be linked to drive policy 
action aimed at improving the health of  marginalized 
groups.

methodology

This article uses a multi-pronged approach to analyze 
the social background and health impacts of  female 
sex work in Rwanda. Four sources of  information 
serve as the primary evidence base for the article. The 
first is a review of  the academic literature relating to 
the effects and causes of  sex work, with a primary 
focus on sub-Saharan Africa. The second consists 
of  national and international reports and policies on 
sex work. Third, we drew from qualitative analysis 
of  interviews with representatives of  associations of  
female former sex workers from rural Rwanda. The 
interviews were conducted under the auspices of  the 
Treatment and Research AIDS Center Plus (TRAC 
Plus) and nongovernmental partners. The research 
was part of  an effort to design rights-based interven-
tions to fight HIV/AIDS among sex workers, while 
sensitizing leaders and parliamentarians at a time 
when Rwanda was debating legislation that would 
reinforce criminal sanctions against prostitution. Our 
fourth source of  information consisted of  analysis 
of  the 2006 and 2008 Rwandan National Behavior 
Surveillance Surveys.12

Rigorous social scientific study of  sex work in 
Rwanda is in its early stages. This paper and the 
research that underlies it do not attempt to present 
a comprehensive analysis of  this complex social real-
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ity. Our intention is to reflect, in an illustrative and 
exploratory way, experiences, views, and concerns 
expressed by some sex workers, in order to inform 
an ongoing political debate and stimulate additional 
research. Both additional scientific study and greater 
social mobilization among sex workers are needed 
urgently. Meanwhile, we believe it is already possible 
to point to suggestive convergences between some 
sex workers’ expressed needs and the promise of  an 
integrated, rights-based policy approach.

the social context of sex work in 
rwanda: gender inequality, poverty, 
and fragile social networks 

In many settings, key drivers of  prostitution include 
gender and economic factors in which poverty plays 
a major role.13 Sex work is not limited to one gender; 
there are men and boy prostitutes whose clients are 
women or men who have sex with men. However, the 
majority of  sex workers are female.14 This pattern is 
linked to gender discrimination, which reduces many 
girls’ access to education and training and thus their 
later opportunities in the formal economy. The lit-
erature suggests that social, financial, or family crises 
often influence women’s decision to enter sex work. 
Frequently, women who become sex workers cite a 
lack of  family support. In some instances, women 
who enter sex work may also have endured childhood 
trauma, including physical or psychological abuse.15

In Rwanda, the majority of  sex workers interviewed 
for the TRAC-Plus-sponsored study entered sex 
work during adolescence, mainly between the ages 
of  17 and 22. For all of  the female sex workers who 
shared their stories, the lack of  social or familial 
support increased the financial pressures that pre-
cipitated their entry into sex work.16 One informant 
described her experience in these terms:

I started prostitution when I was 17 
years old. I had a husband, but we didn’t 
stay together. We divorced on grounds 
of  prostitution and infidelity. I went 
back to my family, but they rejected me. 
My family kept telling me to give my 
child back to his father. In this situation, 
I started renting my own house, where 
I received men. They paid me RWF 200 
or RWF 300. [This income] enabled me 
to raise my child.

In Rwanda, 80% of  sex workers cite survival as the 
reason they engage in this occupation.17 The majority 

of  the women started sex work by having occasional 
exchanges of  sex for money as a complement to their 
income; after a while, they report, they are unable to 
escape this lifestyle and become full-time sex work-
ers.18 

The sociodemographic profile of  young prostitutes 
in Butare, Rwanda’s second largest city, may be rep-
resentative of  the wider sex worker population in 
the country.19 According to a study sponsored by the 
National AIDS Control Commission / Commission 
Nationale de Lutte Contre le SIDA (CNLS) and con-
ducted by PSI Rwanda, sex workers in Butare gen-
erally went into sex work for economic survival in 
the face of  events like unexpected pregnancy, often 
exacerbated by a withdrawal of  support by family 
and community.20 In Rwanda, as in other societies, 
premarital sex and pregnancy bring shame to a whole 
family.21 When caught in such situations, some girls 
may be excluded from their families and previous 
social networks. One informant recalled,

I fell in love with a young man and dur-
ing our relationship, he got me preg-
nant. He refused to marry me. After 
learning that my family was beating and 
mistreating me, demanding to know 
who impregnated me, he ran away. I 
gave birth to a baby girl. Afterwards, I 
had many problems that forced me into 
prostitution, due to the fact that the 
person who was supposed to assist me 
had run away, and my family had aban-
doned me. 

The social vulnerability that can force women into 
sex work is compounded by patterns of  gender bias 
in access to formal education. These patterns leave 
many young women with poor levels of  education 
and skills, making it harder for them to find legal 
employment.22 Girls’ exclusion from education is 
often traceable to family poverty, which makes it dif-
ficult for families to pay school fees or buy uniforms 
and other materials. A former sex worker who grew 
up in a rural area explained,

Before going into prostitution, I went to 
[primary] school and passed exams for 
high studies. After senior one, I couldn’t 
pay the school fees. Since my family was 
poor, I was forced to stay home. When 
I saw how other girls were living, and 
considering the fact that I was suffering 
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a lot, I started having sex with anyone 
who gave me some money to buy beau-
ty lotions. I got used to this lifestyle, 
and when my family and people around 
started criticizing and isolating me, I 
decided to move away to town.

Such narratives confirm how participation in sex 
work, which may initially be catalyzed in part by inad-
equate social support, further reinforces social mar-
ginalization and uprooting for many of  the women 
involved.

This cyclical deepening of  social exclusion has inter-
generational effects. Intergenerational transmission 
of  risks is shown, for example, through the problems 
that children of  sex workers face in succeeding at 
school due to issues such as discrimination on the 
part of  teachers and classmates.23 Rigorous studies 
on the educational success of  the children of  sex 
workers have not yet been undertaken in Rwanda. 
However, sex workers interviewed for TRAC Plus 
repeatedly drew attention to this issue. One said,

Sometimes, my child comes back from 
school being very sad because of  how 
he has been treated by the other pupils. 
I don’t have enough to give him all he 
needs, so that he could be like the other 
children, who have fathers who can 
provide for them. All this affects our 
children . . . 

Compromised educational success is especially dan-
gerous for the female children of  sex workers, as it 
may continue the cycle of  poor, uneducated women 
who join the underground work of  prostitution to 
survive.

Many sex workers and former sex workers inter-
viewed for the TRAC Plus study described suffer-
ing discrimination on the part of  public authorities, 
including the police and judicial system. Such dis-
crimination emerged, for example, when sex workers 
tried to obtain police and legal support to confront 
client violence. One interviewee noted, “What I can 
add is that authorities reject us just because we’re 
prostitutes. Even when you’re right in your com-
plaint, they don’t consider it; they’re more likely to 
stick you in prison.” 

health impacts of sex work in the 
rwandan context

It is widely recognized that sex workers face social 
stigmatization. However, the health consequences 
of  this pattern are too rarely acknowledged in public 
debates in Rwanda or elsewhere. Neither the health 
impacts of  sex work on individual women nor the 
wider public health implications receive adequate 
attention. We argue that these health dimensions 
must be made central to any responsible discussion 
of  how to address sex work through public policy. 

Extreme poverty itself  is associated with numerous 
negative health impacts, as a large body of  literature 
has made clear.24 In addition, sex workers face spe-
cific forms of  social exclusion and specific work-
related exposures that greatly heighten their health 
risks, beyond those common to most members of  
low-income communities. Sex workers face underly-
ing structural vulnerabilities due to their social and 
economic position, coupled with additional risks at 
the level of  what some analysts have called “inter-
mediate” health determinants, that is, more proximal 
factors that grow out of  structural socioeconomic 
roots. One such intermediate health determinant 
is the health care system itself, and the differential 
access and quality of  care it provides people based on 
their social, economic, and gender status.25

Sex workers are frequently the direct victims of  
inequitable treatment within the health system. After 
repeated experiences of  discrimination, they may 
become reticent to seek assistance from the formal 
health system at all, no matter how desperate their 
need.26 Many TRAC Plus interviewees cited personal 
experiences in this regard. Health workers, if  they 
know a sex worker’s profession, often refuse to treat 
her in an appropriate manner. One informant noted,

I live in the center of  town, where most 
health workers live, and I run into them 
all the time. [At the clinic,] if  they know 
you haven’t given up prostitution, they 
can refuse to serve you, because they 
suspect you’ve been with their hus-
bands. They keep grabbing other peo-
ple’s files and passing you over, because 
you’re a prostitute.

Such systematic discrimination has a destructive pub-
lic health impact, denying women access to informa-
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tion and family planning services, as well as preven-
tion, care, and treatment for HIV and other sexually 
transmitted infections (STIs).

heightened hiv risk 

For many female sex workers, social exclusion and 
health risk converge in HIV infection. In some set-
tings, HIV prevalence among sex workers can reach 
60 to 90%.27 The health consequences for individual 
women are devastating, while at the population level, 
these trends constitute a critical public health con-
cern.28 

In Rwanda, a TRAC Plus research program found an 
HIV rate of  71% among sex workers.29 Meanwhile, 
another study revealed that some 95% of  Rwandan 
sex workers surveyed fully understood their risk of  
HIV infection.30 Despite knowing the dangers, the 
sex workers questioned did not feel they could leave 
sex work. While HIV might kill them slowly, they 
explained, without an income they and their children 
would immediately face starvation and homeless-
ness.31 One TRAC Plus informant summarized the 
situation starkly:

When you [are] in prostitution, the only 
thing that matters is money. You act like 
a businessman. . . .  So when you get 
one client with a condom and another 
client without, you welcome them all. 
You don’t care about HIV/AIDS. . . . 
When you’re poor and can’t buy food 
or pay your rent, you never care about 
HIV/AIDS. The only thing you care 
about is getting money.

If  sex workers do become infected with HIV, com-
pounded discrimination based on their profession 
and HIV status can make it hard for them to adhere 
to treatment. This is especially so when HIV-positive 
sex workers are jailed. As one interviewee stated:

When you’re arrested, they just throw 
you in prison. Sometimes you’re not 
able to talk to a policeman and tell him 
that you’ll miss your doses. The worst 
thing is when you are arrested at the 
beginning of  the weekend. Then you 
spend the whole weekend without see-
ing any policeman till Monday. 

Informants emphasized that, even when they had a 
chance to talk to policemen about their medication 

needs while in detention, their requests were often 
ignored, putting the continued efficacy of  their treat-
ment at risk. 

punitive public policies and women’s 
ability to leave sex work 

The same social and economic pressures that often 
push women into sex work later make it hard for 
them to exit this form of  employment, even if  they 
want to do so. In many countries, the traditional 
response to prostitution is almost wholly punitive, 
involving arrest and incarceration.32 This strategy is 
based on the assumption that if  women are punished 
harshly enough for participation in sex work, they 
will be persuaded to leave it and adopt alternative 
ways of  providing for themselves and their children. 
Interviews with sex workers and former sex work-
ers in Rwanda point to the fundamental flaws in this 
strategy, which ignores the economic and social con-
straints that determine many poor women’s “choices” 
about sex work.

In general, temporary detention only interrupts sex 
work activities for a short time, without providing sex 
workers with sustainable solutions to leave prostitu-
tion. Once out of  prison, women may have to pay 
back the debts accrued while incarcerated, such as 
those involving the needs of  their children. Ironically, 
then, instead of  facilitating women’s departure from 
sex work, repressive incarceration policies may actu-
ally lock women more rigidly into the cycle of  selling 
sex for economic survival. One TRAC Plus inter-
viewee recalled,

One day, they put me in jail, and my 
child ended up sleeping outside. He 
wasn’t able to open the door of  our 
house by himself  ... so he slept on the 
doorstep. That’s where they found him 
the next morning. In jail, I spent the 
whole night crying. I swore I would 
quit prostitution. I said, “I’ll look for 
a job in construction or agriculture.” 
. . .  So when I was released from jail, 
I was determined to quit. But when I 
got home, my children and I didn’t have 
anything to eat. That same evening I got 
a call from a client. We were hungry, so 
I had no choice. I accepted and ended 
up resuming prostitution. 

Concern for their children’s welfare may prompt 
women to seek escape routes from sex work. But in 
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the absence of  viable economic alternatives, the very 
same pressure pushes many women right back into 
selling sex. The experiences narrated by Rwandan 
sex workers confirm reports from women in other 
settings that the stigma surrounding social identifica-
tion as a prostitute makes it harder for sex workers to 
obtain more socially acceptable jobs.33 

discussion: framing a more adequate 
policy response

How to address sex work has spurred political dis-
cussions in Rwanda, where influential voices have 
recently advocated a hard-line strategy of  punitive 
measures against sex workers. We speak deliberately 
to this context in this article and argue for a different 
approach, one we believe will be best for Rwanda and 
also valid elsewhere. 

Crucial to tackling the issue of  sex work effectively 
is placing the public health dimension of  the prob-
lem at the center of  debate. And key to resolving 
the public health challenge is a policy perspective 
guided by the best available science on how health 
outcomes are shaped by social factors. The evidence 
base to guide policy in this area has been strength-
ened in recent years, particularly with respect to 
options for low- and middle-income countries. The 
landmark 2008 report of  the WHO Commission on 
Social Determinants of  Health (CSDH) marshaled 
a robust body of  evidence on successful policies to 
strengthen health equitably across whole popula-
tions, reducing health gaps between privileged and 
disadvantaged groups.34 The CSDH analysis supports 
a multi-pronged approach that reinforces access to 
medical services for marginalized people, but also 
tackles the structural factors that expose vulnerable 
groups to disproportionate health risks in the first 
place. Prime areas for structural intervention include 
gender equity, education, and economic empower-
ment.35 Tackling structural determinants is by defi-
nition challenging, both technically and politically. 
However, the CSDH and subsequent research have 
identified evidence-based options and examples of  
successful practice in the relevant areas for countries 
at all levels of  income.36 

The situation of  female sex workers in Rwanda 
requires the application of  precisely this model. As 
we have argued, Rwanda’s female sex workers suffer 
compounded forms of  social exclusion, economic 
deprivation, and gender discrimination that translate 
into heightened health risks. These risks can only be 

substantially reduced by acting on their social and 
economic roots. 

Such an approach implies a fundamental rethinking 
of  how many governments have traditionally dealt 
with sex work. Instead of  fighting sex workers, gov-
ernments should focus on fighting the causes of  sex 
work. Imprisoning sex workers is not a solution. If  
governments and parliaments wish to criminalize 
prostitution, justice dictates that they go even further 
by arresting the clients of  sex workers, since these 
men are the ones buying illegal services — other-
wise, the demand for commercial sex will persist. 
However, in a context marked by poverty and HIV/
AIDS, instead of  incarcerating sex workers and/
or their customers, public policy should aim first to 
secure the public’s health. This means pursuing two 
simultaneous, mutually reinforcing priorities: 

1.	 Bring health services and prevention interven-
tions to sex workers in a participatory manner, 
advancing universal access to HIV prevention, 
care, and treatment, and protecting sex work-
ers and the general population against HIV and 
STIs; and 

2.	 Accelerate policies in appropriate sectors to 
address the structural issues of  poverty and gen-
der discrimination that currently leave female 
sex workers in Rwanda with few credible paths 
to alternative livelihoods. 

The international human rights framework provides 
arguments for this multidimensional approach. The 
1946 WHO Constitution already acknowledged that 
the right to health implies not only access to medical 
care, but — just as fundamentally — the creation of  
health-enabling social and economic conditions for 
all people.37 This insight has been refined through a 
series of  declarations, covenants, and other human 
rights instruments, notably including the 1978 
Alma-Ata Declaration and the UN Committee 
on Economic, Social and Cultural Rights General 
Comment 14, on the right to health, issued in 2000.38 
The implications of  these positions have been worked 
out by human rights scholars and jurists, including in 
the pages of  this journal.39 A growing consensus has 
emerged that the implementation of  a human rights-
based approach to health requires deliberate action 
on the social factors that shape health opportunities 
and outcomes.40 

This does not mean that a tension-free relationship 
exists between rights-based models and a public 
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health agenda oriented to the social determinants of  
health. The articles gathered in this issue of  Health 
and Human Rights highlight divergences and potential 
conflicts, as well as positive resonances, among social 
epidemiology, social medicine traditions, and human 
rights. These contrasts stem in part from these 
approaches’ distinctive historical trajectories, which 
have been closely intertwined but are not identical. 
From the pragmatic standpoint of  health policy-
making, several factors could weaken the emerging 
synergy between social determinants analysis and 
rights-driven health action. Perhaps most impor-
tant, a public health approach emphasizing multiple 
social determinants could exacerbate the “fuzziness” 
that has historically plagued the notion of  the right 
to health, and which, in some circles, has damaged 
the credibility of  rights-based approaches to health 
policy.41 As Alicia Ely Yamin has argued, proponents 
of  the right to health are often tempted to blur the 
distinction between health and overall well-being or 
quality of  life.42 This tendency to include practically 
everything good and desirable under the rubric of  
“health” may enable us to score rhetorical points 
in the short term but, ultimately, it limits the preci-
sion and efficacy of  rights-driven arguments in the 
health policy sphere. If  handled without appropriate 
analytic rigor, social determinants language in public 
health could exacerbate this dilution of  the concept 
of  the right to health. A social determinants agenda 
enlarges the boundaries of  health action to include 
policy objectives in gender discrimination, poverty, 
housing, and education, for example. Yet this expan-
sion of  the notion of  health action must not become 
an excuse for intellectual laziness. The terms “health” 
or “health determinants” must not be brandished 
indifferently to designate “everything we might value 
in a ‘good life.’”43 

The conceptual and legal rigor of  a human rights-
based analysis is precisely what is needed to avoid 
this trap. Human rights analysis takes the emerging 
scientific picture of  how social and economic fac-
tors influence health outcomes and translates these 
scientific findings into specific, concrete objectives 
for policy and social action. Among the many social 
factors that influence health, and on which in an 
ideal world it might be desirable for policy to act, 
rights-based analysis tells us which factors are action-
able within countries’ existing legal frameworks and 
political structures. In this sense, human rights-
based analysis mediates the passage from scientific 
description and social aspiration to political action, 
that is, from recognizing the multiple social factors 

that influence people’s health to formulating policy 
and programming measures that can achieve politi-
cal traction and so bring change on the ground. The 
expansion of  the conceptual and political space con-
nected with health underscores this critical clarifying 
role of  human rights.

Human rights-based legal analysis tells us what claims 
are actionable within legal and policy structures. It 
thus helps us set realistic and achievable goals for 
policy rather than invoke “pie-in-the-sky” aspira-
tions with no political weight. Rights-informed legal 
analysis identifies those areas where public health 
evidence and social demand can achieve leverage, 
not just theoretically, but through the actual account-
ability mechanisms that mediate relations between 
citizens and government. Thus, as Yamin and others 
have argued, a human rights lens can actually begin 
to change how members of  disadvantaged communi-
ties experience their position vis-à-vis public authori-
ties. Rather than passive victims of  external forces, 
citizens operating within a rights structure become 
active protagonists participating in the identification, 
implementation, and evaluation of  political solutions. 
Yamin writes that “what a rights framework most dis-
tinctively adds to mounting work from the fields of  
social medicine and social epidemiology is precisely 
to demand justifications and accountability,” recast-
ing public health inequities as violations for which 
people are empowered to seek legal redress.44 

The situation of  female sex workers constitutes a 
test case for human rights-based policy approaches, 
precisely because of  the multiple forms of  social 
exclusion and the compounded health risks these 
women face. In many settings, these risks converge 
in extremely high levels of  HIV infection among 
sex workers.45 However, examples from a range of  
international settings suggest that policy measures 
informed by a human rights perspective can yield 
significant reductions in HIV prevalence among sex 
workers, along with other health benefits for this 
population. Additional research is needed to quantify 
the impact of  specific rights-based program compo-
nents on health outcomes among target populations. 
Already, however, the picture emerging from a num-
ber of  recent studies on HIV prevention among sex 
workers is encouraging. Findings suggest that pro-
grams’ application of  key human rights principles, 
such as participation by sex workers in program 
design and implementation, have been associated 
with substantial reductions in HIV epidemics.46



binagwaho et al.

96 • health and human rights volume 12, no. 2

Successful HIV prevention campaigns targeting sex 
workers and their clients have recently been under-
taken in Kenya, Botswana, Côte d’Ivoire, and other 
countries.47 Many of  these programs have embraced 
participatory models informed by human rights 
norms and have used participatory, community-
based approaches to promote condom use along 
with regular testing for STIs. These campaigns have 
reduced HIV prevalence among sex workers and, in 
some countries, appear to have contributed to reduc-
ing national prevalence. As a result of  its campaign, 
for example, Kenya saw a reduction in HIV incidence 
among sex workers, from 25–50% to 4%.48 The wide-
ly hailed “100% condom” campaign in Thailand led 
to a general reduction in national HIV prevalence 
and achieved its greatest successes during the pro-
gram’s early phases, when collaboration with local 
stakeholders and active participation by sex workers 
were at their height.49 In India, the “three R’s” of  
the Sonagachi program — “respect” for sex work, 
“reliance” on sex workers, and “recognition” of  sex 
workers’ rights — improved condom use among sex 
workers from 27% to 86%  and decreased HIV preva-
lence in this population.50

These successes are encouraging, and there is reason 
to believe that even better results can be obtained, 
if  the scale up of  targeted HIV prevention services 
is linked to policy action on the structural social and 
economic factors that shape sex workers’ heightened 
HIV risk in the first place.51 This multi-pronged strat-
egy, linking improved clinical and prevention services 
with action on social determinants, is the approach 
we recommend for Rwanda. Encouragingly, Rwanda 
has begun to take steps in the direction of  such a 
model, although much remains to be achieved, and 
some political and social constituencies continue to 
resist. 

Among the most important policy processes support-
ing the integration of  HIV prevention with action on 
structural social determinants of  health is the imple-
mentation of  Rwanda’s Economic Development 
Poverty Reduction Strategy (EDPRS 2008–2009). 
A recognition that economic and social conditions 
drive differential health vulnerability has been foun-
dational to this strategy, which explicitly integrates 
measures against HIV into all 12 national economic 
sectors.52 The broad aim of  the strategy has been to 
improve the economic situation of  all Rwandans, and 
the consequences of  its successful implementation 
will include reducing the number of  women who are 
forced to enter sex work due to abject poverty. 

The interviews with sex workers cited earlier suggest 
that constraints in access to education have played a 
significant role in pushing some women towards sex 
work. Recently adopted policy measures in Rwanda 
also seek to increase educational opportunity across 
all socioeconomic levels and so strengthen equity in 
access to this decisive social good. Rwanda has insti-
tuted nine years of  free and mandatory universal edu-
cation for all the country’s children.53 This will allow 
more girls to gain skills and learning that will increase 
their chances of  employment in the formal economy. 
Educational reform measures will also provide chil-
dren and young people with improved reproductive 
health information, as these topics are introduced 
as part of  the formal curriculum. Rwanda has also 
produced mass media campaigns targeting adults and 
children to increase intergenerational dialogue and 
decrease risky sexual behavior. These measures seek 
to foster an environment of  increased social support 
for children from parents and communities, while 
clearly explaining the risks associated with multiple 
sexual partners and unprotected sex.54 In this way, 
policy makers and program implementers are seeking 
to ally necessary basic measures in HIV prevention, 
including the dissemination of  accurate information 
about reproductive health and risks, with structural 
strategies to expand educational opportunities, in 
particular for girls. 

Current national policy also includes additional 
structural interventions to address the economic 
constraints that often make it difficult for women 
to leave sex work. In telling their stories, female sex 
workers often emphasize that they wanted to leave sex 
work, and made multiple attempts to do so, but were 
forced back into this form of  employment by sheer 
economic necessity and the absence of  other ways to 
produce income for themselves and their families. In 
response, Rwanda has introduced a special income-
generating activities program to help sex workers 
leave prostitution. This initiative is led by the CNLS, 
which facilitates the creation of  associations of  com-
mercial sex workers willing to leave prostitution in 
all districts, and mobilizes funds to facilitate income-
generating activities for them through cooperatives.55 
Most of  these women, when given the chance to quit 
sex work, are willing to leave it. However, for them to 
succeed in making the transition, they need to receive 
support and follow-up until they are able to maintain 
their new income generating opportunity. 

Meanwhile, for women who do choose to engage or 
remain in sex work, an environment must be created 
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that empowers them to negotiate safe sex, maintain 
their health, and protect themselves from violence. 
These measures will achieve better public health 
outcomes and promote greater welfare in the gen-
eral population by reducing HIV and other sexually 
transmitted infections. Such an environment has not 
been fully created in Rwanda; some parliamentarians 
currently call for the criminalization of  prostitution, 
and sex workers are still subject to imprisonment, 
which prompts them to go underground and not 
seek health information and services. 

conclusion 

How public authorities should address sex work 
remains a topic of  active political debate in Rwanda, 
as in other countries. Some constituencies continue 
to argue that strict enforcement of  exemplary pun-
ishments is needed to dissuade women from exercis-
ing the immoral “option” of  engaging in sex work. 
The voices of  sex workers and former sex workers 
included in this article reveal the fallacies of  this 
approach.

The women who speak in this article provide illustra-
tive insights into the realities of  sex work in Rwanda. 
They shed light both on sex work’s social and eco-
nomic roots in this setting and on its health conse-
quences for individual women and the wider popu-
lation. Additional research is needed to consolidate 
these early insights and fully apply the qualitative and 
quantitative analyses that can give us deeper under-
standing of  the social dynamics and public health 
impact of  sex work in Rwanda. Already, however, the 
stories told by Rwandan female sex workers suggest 
fundamental lessons for public policy. These lessons 
are consistent with research findings in other set-
tings.56 

Sex work should not be framed as a question of  indi-
vidual women’s moral character but as a public health 
concern shaped by structural social and economic 
determinants. These determinants notably include 
gendered inequalities in access to education and 
economic opportunities. The most effective way to 
fight prostitution is to prevent it by tackling its roots: 
poverty, gender inequality, lack of  social support, and 
lack of  education.57

The human rights framework provides powerful 
arguments in favor of  this approach. Fortunately, 
Rwanda’s constitution and legal structures incor-

porate strong human rights guarantees that give a 
foundation for rights-based policy solutions. Full use 
should be made of  these mechanisms to construct 
and implement public policies that will reduce the 
health threats associated with sex work by fostering 
social and economic conditions in which women are 
no longer forced to sell sex for survival. 

Rwanda has taken promising initial steps in this direc-
tion. Whether these positive moves will be pursued 
and brought to fulfillment remains to be seen. In 
times of  widespread economic distress, such as the 
current global economic downturn, it is tempting 
to ignore the health needs of  social groups seen as 
marginal or deviant, including sex workers. However, 
such an approach is ultimately self-defeating, particu-
larly in an HIV epidemic. In other areas of  public 
health policy, such as the construction of  its suc-
cessful mutuelles system of  health insurance, which 
currently covers more than 90% of  the population, 
Rwanda has been hailed as a model of  solidarity in 
public health action.58 By expanding human rights-
based policies to protect the health of  female sex 
workers, Rwanda can reinforce this inclusive model, 
offering an example that would resonate far beyond 
the country’s borders. 
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