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•  5792 FSWs participated in the study.  Mean age 32.1 years (range  17-
65).  43.8% street, 32.0% home, 14.7% phone, 9.5% brothel-based. 

•  By the final IBBA round,  FSWs with higher exposure to CM were 
significantly more likely than those with low/no exposure to report:  

(i) increased levels of collective and individual power 

 

 

 

 

 

 

 

(ii)    increased  knowledge and uptake of HIV and STI services 

 

 

 

 

 

 

 

(iii)   increased condom use with clients and regular partners 

 

 

 

 

 

 

 

(iv)    reduced gonorrhoea and chlamydia prevalence 

 

 

 

 

 

 

• No associations were found between CM exposure and alcohol use, 
violence or harassment. However, rates of harassment, alcohol use, 
arrests and violence by police and clients fell significantly over time.  
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  Background 

 

• Community mobilisation (CM) and empowerment of female sex 
workers (FSWs) forms a central component of targeted HIV 
prevention programmes in India. 

• This study examined the impact of community mobilisation on 
FSW empowerment, risk behaviours and HIV/STI prevalence in 4 
districts in Karnataka state, south India. 

• Three behavioural-biological surveys were conducted in 2005 (R1), 
2008 (R2) and 2011 (R3) with random samples of FSWs in 4 districts 
(Bellary, Bangalore, Shimoga, Belgaum). 

• Exposure to CM activities was defined as: 

           ‘high’ (member of a FSW collective or self-help group) 

           ‘medium’ (attended drop-in centre or NGO meeting)  

           ‘low/no’ (none of the above) 

• Weighted multivariate analysis was carried out, adjusting for socio-
demographic confounders 

Figure 1. Community mobilisation and empowerment activities of Karnataka 

Health Promotion Trust (KHPT) 

 

image 

Acknowledgements 

 

Community mobilisation and empowerment 

of female sex workers is significantly 

associated with reduced HIV/STI risk in 

Karnataka state, south India [Abstract # THPE275] 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

C 

A 

P 

A 

C 

I 

T 

Y 

 

B 

U 

I 

L 

D 

I 

N 

G 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

COMMUNITY 

MOBILISATION  

& 

 EMPOWERMENT 
 

 

Drop-In Centre (DIC) events 

Campaigns 

Peer educator conventions 

Collectives and self help groups formed 

Advocacy  

Stigma and discrimination  

Community based organisations formed 

Increasing ownership by FSWs  

Formation of committees  (e.g. STI clinics, DIC) 

Early phase  

(2004-2006) 

Intensive phase 

 (2006-2008) 

Ongoing phase  

(2008-2013) 

Enabling 
environment  

Violence reduction 

Social entitlements  

78.5 

1.2 

48.9 

92.5 

6.5 

51.8 

95.0 

19.1 

65.3 

0 

20 

40 

60 

80 

100 

Collective identity Collective agency Individual efficacy 
%

 F
SW

s 

Low Medium High exposure to community mobilisation 

 
*AOR p<0.05 **AOR p<0.001.  Low exposure is 
reference category.  Models adjusted for literacy, 
marital status, district, duration of  sex work, 
previously sold sex in Mumbai, have repeat clients 
and sex work typology.  
 
Collective identity: ‘I feel a strong sense of unity 
with FSWs I do not know’. 
Collective agency: ‘in the last 6 months, attended 
any public events (such as a rally or a gathering of 
sex workers) where could be identified as a sex 
worker?’.  
Individual efficacy:  inverse of ‘in the past one 
month, was there a time when you wanted to use 
a condom during sexual intercourse but did not 
use it?’ 
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* 

Community mobilisation is a central part of HIV prevention 
programming, empowering FSWs to better negotiate condom use and 
access services, as well as address other concerns in their lives.   
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Figure 2. Hypothesised causal pathway between community  mobilisation and 

FSW empowerment, risk behaviours and HIV/STI prevalence   


