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ABSTRACT
OBJECTIVES: To gain a detailed understanding of the knowledge, attitudes,
beliefs, and behaviours in relation to prostitution among male attendees at a
routine clinical sexual health service.
DESIGN: A cross-sectional survey using purposive sampling.
SETTING: The Sandyford Initiative, Glasgow.
PARTICIPANTS: 241 male attendees at the GUM drop-in and Corner clinics of
The Sandyford Initiative.
MAIN OUTCOME MEASURES: Knowledge, attitudes, beliefs, and behaviours.
RESULTS: 440 males attended the clinics during the study period. Of 346 men
approached, 241 (69.7%) accepted participation. There was no statistically
significant difference between the men who participated in the study and the
men who did not participate in terms of their age (t=-0.638, p=0.523); deprivation
area (X

2

=1.889, p=0.339); sexual orientation (X

2

=0.111, p=0.739); and

diagnosis of STI (X 2=0.561, p=0.454). The clients of prostitutes are varied and
are not significantly different from non-clients except in their occupational status
(p<0.001). While, non-clients were likely to show better knowledge on the level
of risk involved in patronizing prostitutes, the clients show significantly better
knowledge on the problems of prostitutes. Non-clients were more likely to feel
that it is acceptable for a father or son to pay for sex (p=0.011); it is difficult to
leave prostitution once into it (p<0.011); and that prostitution is not wrong
(p<0.011). They are less likely to feel that women freely choose to be involved in
prostitution (p<0.011). The motivational factors which cause men to purchase
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sex act are consistent with other research findings. 15.4% (n=37) of the
respondents had ever paid for sex. 65.8%of the respondents had watched
pornography. Greater proportion (81.1%) of those who had paid for sex had
watched pornography as compared to 63.1% of those who had not paid for sex.
Three quarters of the clients first paid for sex when they were 16-20 years old
and a further 22.8% did that at 21-25 years. Vaginal sex was the commonest
sex bought and clients were more likely to buy sex abroad.
CONCLUSIONS: It is feasible to study men’s perspectives of prostitution at a
routine clinical sexual health service setting. The clients of prostitutes are varied
and are not significantly different from non-clients except in their occupational
status. Clients were more in paid employment and were less self employed or
unemployed than non-clients. While, non-clients show more knowledge on the
level of risk involved in patronizing prostitutes, the clients show significantly
better knowledge on the problems of prostitutes. The motivational factors which
cause men to purchase sex act are consistent with other research findings.

15.4% (n=37) of the respondents had ever paid for sex. Watching pornography
was significantly associated with paying for sex. Payment for sex is commonly
initiated before the age of 20. Vaginal sex was the commonest sex bought and
clients were more likely to buy sex abroad.
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1: INTRODUCTION

1.1 Background
Sexual health in Scotland has recently given increasing cause for public health
concern. Growing numbers of people are being diagnosed with sexually
transmitted infections (STIs), including Human Immunodeficiency Virus (HIV),
with significant implications for those diagnosed and for onward transmission of
STI within the population (Scottish Executive 2003). Consequently, the sexual
health of young people in Scotland and UK has assumed a prominence in policy
terms in recent years.

The various national governments of the United Kingdom, having recognised the
size of the problem of sexual health have respectively developed national
strategies that propose safer sex and enhanced sexual wellbeing. The English
strategy aims at the reduction of transmission and prevalence of STIs/HIV and
reduction of unintended pregnancy rates (DOH 2001). However, the Scottish
strategy looked beyond reduction of disease and unintended pregnancy and
included positive aspects of relationships and sexuality in order to achieve
sexual wellbeing (Scottish Executive 2005).

The World Health Organization (WHO) presents a useful definition of sexual
health. It is “a state of physical, emotional, mental and social wellbeing related to
sexuality; it is not merely the absence of disease, dysfunction or infirmity” (WHO
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2002). The organization emphasized that sexual health requires a positive and
respectful approach to sexuality and sexual relationships, as well as the
possibility of having pleasurable and safe sexual experiences, free of coercion,
discrimination and violence. For sexual health to be attained and maintained, the
sexual rights of all persons must be respected, protected and fulfilled.

Population patterns of sexual behaviour are major determinants of sexual and
reproductive health (Johnson AM et al 2001). Payment for sex was identified,
among a wide range of sexual behaviours in a Britain wide sexual behaviour
survey (NATSAL 2000), as being associated with increased risk of HIV and STI
transmission (Johnson AM et al 2001). However, the relative contribution of
payment for sex to STI transmission varies considerably between populations
and geographical settings (Plummer FA et al 1999). Transmission of HIV
through prostitution is probably greatest in developing countries where poverty,
insufficient health resources and high-risk sexual behaviours create both high
prevalence of prostitution and high rates of STI transmission. However, the
contribution of prostitution in STI epidemiology in industrialised countries should
not be overlooked, as genital ulcers have been associated with prostitution
(Plummer FA et al 1999). In spite of this great avoidable danger, substantial
numbers of men continue to visit prostitutes and women continue to enter
prostitution.
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1.2 Rationale for the study
Following concerns about the rising incidence of prostitution in Scotland and its
attendant negative effects on the population, the Scottish Justice Minister Cathy
Jamieson set up an Expert Group on Prostitution in August 2003. The group
was set up to examine all issues relevant to prostitution in Scotland. Its first
consultation report (Scottish Executive 2004) on street prostitution was
published for consultation in December 2004.

In the first quarter of 2004 an audit of case notes of men, attending Sandyford
Initiative over 18-month period, who have either paid for sex or have been paid
for sex, was undertaken by a Specialist Registrar in Sexual and Reproductive
Health at Sandyford (Groom 2004). The result of the case notes audit and the
consultation report of the expert group motivated the researcher’s interest on the
issues of prostitution. Consequently, a search of the literature revealed that few
studies have explored the effects of prostitution on women in the UK and even
less is known about the factors influencing men’s involvement. However, it is
known from population based surveys of sexual behaviour in Britain that
substantial numbers of men have used prostitutes and women continue to
become involved in prostitution (Johnson AM et al 1989; Johnson AM et al
2001).

The rationale for the current study thus arose directly from the need for an
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exploratory study of existing knowledge, attitudes, beliefs and behaviours of
men in relation to prostitution. Development of effective interventions to address
the problems of prostitution requires a comprehensive understanding of the
social context of sexual behaviour and prostitution. Although, the study is locally
conducted, there is no doubt that the findings will be of relevance to the work of
the Scottish Expert Group on Prostitution, health policy makers and service
users in developing effective interventions to address the problems of
prostitution.
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2: LITERATURE REVIEW

2.1 Objectives
The relevant literature was reviewed to retrieve information of direct relevance to
the research topic and to establish knowledge regarding the current state of
research in this area. The objectives of the literature review were threefold:
1 To locate, summarise and evaluate research evidence on the feasibility
of using clinical sexual health service settings to study men’s perceptions
about, and involvement in, prostitution;
2 To identify and evaluate previous research on men’s perceptions about,
and involvement in, prostitution;
3 To identify gaps in understanding of men’s perceptions about, and
involvement in, prostitution, thereby informing the context and design of
the present study.

2.2 Methods
The strategies used to identify literature relevant to the study included hand and
electronic searching, in addition to discussions with recognised experts in sexual
health and prostitution.

Ovid Medline was searched for articles published in the biomedical literature
between 1989 and July 2005. EMBASE was searched for articles published in
the biomedical literature between 1988 and July 2005. CINAHL was searched

16

for articles published in the nursing and allied literature between 1982 and July
2005. PsychINFO was searched for articles published in the psychology and
social sciences literature between January 2000 and July 2005. The detailed
search strategy used is provided in Appendix 1. The review papers identified by
each of the above strategies were subsequently hand searched to generate
additional citations.

A generic internet search, using the search engine Google, was performed,
using the same key words. A search of key websites, including those of
Scotland’s Health on the Web (SHOW), Department of Health (DOH), Scottish
Executive, and World Health Organization (WHO) was conducted, to identify
relevant policy documents and position papers on prostitution.

Finally, consultations were made with health professionals with expertise in
sexual health and prostitution. The consultations were invaluable in acquiring
knowledge directly and for the provision of grey literature.

2.3 Definition and Social Context of Prostitution
There is considerable debate surrounding the terminology used to describe
people involved in selling sex. Pro-prostitution forces within the prostitutes’ rights
movement began, in the 1980s, to promote the term ‘sex work’ and ‘sex worker’
as alternatives to ‘prostitution’ and ‘prostitute’ (Jenness 1993; Plummer FA et al
1999). This change in terminology is designed to convey a change in status for
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prostitution to just a job like any other. In the same vein, some scholars of
prostitution studies prefer the term ‘prostituted woman’ to ‘prostitute’ (Jeffreys
1997) as the latter makes it difficult to conceptualise prostitution as a form of
violence or crime against women. In this project report, however, the terms
‘prostitute’ and ‘prostitution’ are used unless stated otherwise.

Prostitution may be defined as the exchange of sexual access to one’s body for
something of value, most frequently money or drugs (Monto 2004). This is the
commonest aspect of the definition of prostitution used by scholars who
research on prostitution (Plummer FA et al 1999; Harcourt & Donovan 2005).
Prostitution has also been defined as work (Jenness 1993). By defining it as
work, prostitutes’ rights organizations imply that prostitution warrants equal
status with other professions (Jenness 1993; O’Connell Davidson 2002). The
popular axiom that prostitution is ‘the oldest profession’ reflects this perspective
as well. But Bindel and Kelly (2003), in their critical examination of responses to
prostitution in four countries for the Routes Out Partnership Board, argued that
prostitution is not a profession. They believe that if there is an ‘oldest
profession’, it is probably agriculture, which was initially a female domain.

The aspects of prostitution considered so far concentrated on those used in
prostitution and fail to mention the users. In an attempt to incorporate the users
of prostitution in its definition, Jeffreys (1997) noted that ‘any man is a
prostitution abuser who, for the purposes of his sexual satisfaction, habitually or
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intermittently reduces another human being to sexual object by the use of
money or other mercenary considerations’. She suggested a rather different
idea of prostitution: that it is a form of male sexual violence and a violation of
women’s human rights.

2.4 Men and Prostitution
Men who purchase sex acts have for the most part remained invisible and
anonymous in the universal consciousness of prostitution (Hughes 2004). The
focus of discourse on prostitution is usually women, and their participation in
prostitution has been the focus of numerous analyses and debates. Women’s
behaviour is often considered to be the sole cause of prostitution. In the recent
past, several calls have been made for greater attention to be placed on the
men who patronise prostitutes (Davies 1993; Weitzer 2000). Some researchers
have argued that the lack of attention to men who patronise prostitutes is due to
a patriarchal assumption that these provocative women are responsible for male
deviance (Davies 1993). Others have argued that although female prostitutes
are problematised, seeking out prostitutes has been treated as a relatively
normal aspect of male sexual behaviour (Carpenter B 1998; Weitzer R 2000).
Whether these arguments are correct, research into the customers of prostitutes
has clearly been complicated by the difficulty of contacting and gaining
cooperation from these men, most of whom have a strong desire to remain
hidden and anonymous (McKeganey & Barnard 1996; Plumridge et al 1997).
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2.5 Demand side of prostitution
The dictionary can be helpful in defining and describing demand. One definition
is ‘to claim as just or due’. Another definition taken from economics is ‘the desire
to possess something with the ability to purchase it’. In the context of
prostitution, these definitions accurately describe the demand side of
prostitution. In a multi-country pilot study, O’Connell Davidson and Anderson
(2003) conclude that there is no direct and unilateral relationship between
consumer demand and any specific form of sexual activity. In sharp contrast to
the foregoing, Hughes (2004) and Jeffreys (1997) see demand side of
prostitution as the root cause. Hughes (2004) further observe that the demand
for victims to be used for commercial sex has three components. The first level
is the men (and occasionally women) who seek out women, children, and
sometimes men, for the purpose of purchasing sex. The purchasers of sex are
the primary actors and constitute the primary level of demand. Without them
making the decision to buy sex, prostitution would not exist. The second level of
demand is the profiteers in the sex industry. They include the pimps, brothel
owners and supporting corrupt officials who make money from prostitution. The
third factor is the culture that indirectly creates a demand for victims by
normalising prostitution. Public acceptance of some commercial sex acts, such
as stripping and lap dancing influences the public knowledge and opinions about
sex trade. Men who purchase sex acts have remained invisible and anonymous
(Hughes 2004) and until recently much less attention has been paid to them.
Scholarship has begun to focus greater attention on this understudied
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population of men (Monto 2004).

A common assumption about why men purchase sex acts is that they are single,
lonely or have an unsatisfactory sexual relationship with their partner. Research
findings from surveys and interviews of men who purchase sex act suggest that
this assumption may be incorrect. The majority of men surveyed in the studies
were married or had a steady relationship (50%, McKeganey & Barnard 1996;
57%, Månsson 2004; 59%, Sawyer et al 2001; 70%, Sawyer et al 1998). In
these studies some of them have families. The Sawyer et al (2001) study
showed that 80% of the married men have a sexually satisfying marriage. These
findings suggest that many men who purchase sex act do not fit into the
description of the single, lonely and sexually dissatisfied man.

A study comparing male clients with non-clients in the state of Victoria, Australia
found significant overlap between the two groups, though systematic differences
did exist (Pitts et al 2004). Clients were significantly older, less likely to have
been educated beyond high school, less likely to report having a regular partner
in the past six months, and more likely to report that their most recent sexual
encounter was with a casual partner.

Coughlan and colleagues compared male clients with a control group attending
a sexual health clinic in Sydney, Australia (Coughlan et al 2001). In this study,
clients were also found to be older, more likely to be married and of non-English
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speaking background than controls. Clients have more sexual partners but
reported more condom usage than controls. Prevalence of STIs at presentation
was lower in clients than controls but clients were more likely to report STIs in
the past than controls. HIV prevalence was low in both groups; this reflects the
prevalence in the general population.

Studies show that clients of prostitutes are from wide range of age groups: 36.8
years with a range of 21 to 60 years (McKeganey & Barnard 1996); a range of
25 to 36 years (Voeten et al 2002). Also, the age at which men first purchase
sex varies widely, but for most, they are young men. Based on a sample of men
arrested for soliciting a prostitute, an average age when they first purchased sex
was 24 (with a median of 21), the range was from 9 to 62 years (Monto 1999).
Another study found the range of ages when men first purchased sex to be 12 to
57 years, with an average of 27 (Kennedy et al 2004). These findings were
consistent with all the surveys of men arrested for soliciting a sex act in the
United States and Canada (Hughes 2004). A Norwegian study interviewed
sailors who had purchased sex acts. All the respondents reported that they had
purchased sex for the first time when they were teenagers (Høigard & Finstad
1986). It is not known how the age at which a man first purchases a sex act
influences his subsequent behaviour.

Empirical research indicates that there are many different motivations why some
men seek out prostitutes. Social science research on the issue seems to confirm
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rather than contradict popular conceptions of male customers.

Some

customers patronise prostitutes because they are too shy awkward or
unattractive (or they believe themselves to be) to establish conventional
relationships (Jordan 1997; Monto 2000). Some customers, accustomed to
sexual access visit prostitutes when they are away from their regular partner due
to travel or temporarily are not involved in conventional sexual relationships
(Holzman & Pines 1982; Jordan 1997). Others argue that their wives or partners
are unwilling or unable to satisfy them (McKeganey & Barnard 1996; Jordan
1997; Plumridge et al 1997; Monto 2000). Some customers are attracted to
particular physical characteristics (McKeganey & Barnard 1996). Some
customers are men with very active sex lives who seek out prostitutes to have
an even greater number of sexual partners (Plumridge et al 1997; Monto 2001;
Pitts et al 2004). Some desire sexual experiences that they do not feel they can
request from conventional sexual partners or their regular partners refuse to
provide; such as oral or anal sex; role playing; various sexual fetishes
(Plumridge et al 1997; Monto 2001; McKeganey & Barnard 1996). The illicit or
risky nature of the prostitution encounter is attractive to some customers
(McKeganey & Barnard 1996; Monto 2000). Some customers prefer the
convenience of sex with a prostitute to sex with a regular partner that requires
greater emotion, negotiation, and time (Plumridge et al 1997; Monto 2000;
McKeganey & Barnard 1996; Pitts et al 2004). They may also wish to avoid the
commitments and mutual obligations involved in conventional relationships
(Plumridge et al 1997; Pitts et al 2004; McKeganey & Barnard 1996).
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Furthermore, married men, motivated by many of these factors above, may see
the prostitution encounter as less risky than keeping a mistress (Jordan 1997).
Some men seek sex with prostitutes because they feel that it gives them greater
control during the sexual encounter or because it allows their immediate sexual
release (Blanchard 1994). Finally, some men seek prostitutes for primarily
nonsexual reasons, such as companionship, sympathy, friendship, or love
(Plumridge et al 1997; Jordan 1997). However, some of these motivations are
also experienced by men who are not prostitute users. There is limited research
on why most men, despite experiencing these motivations, do not pay for sex
and consequently calls have been made for more research to be focussed on
this (Monto 2004).

There have been studies that try to account for the number of men who, as
buyers, engage in prostitution activities. Some of the studies are summarised in
Table 1 overleaf.
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Table1: Prevalence of prostitution use
COUNTRY/CITY

SETTING

SAMPLE
SIZE
612

%
CLIENTS
23.4

Victoria, Australia

Hong Kong

Commercial
event
Population-based
telephone survey
Population-based

Pitts et al 2004

5159

10.8-14

Lau & Tsui 2003

2074

12

Lau, Siah & Tsui 2002

London
Thailand
Sweden
Italy

Population-based
Population-based
Population-based
Population-based

NK
1100
NK
Nk

10
75
12.5
17

Population-based
Population-based
telephone survey
Population-based
Population-based

NK
20000

17.7
3.3

Brown 2000
Nopkesorn 1993
Ministry of Industry, 2003
International Conference,
2004
Sullivian & Simeon 1998
ACSF 1992

USA
France

NK
4762

8.9
3.5

Johnson et al 2001
Johnson et al 2001

Northeastern
Thailand
USA

Local community

737

48

Maticka-Tyndale 1997

Population-based

NK

20

USA

Population-based

NK

16.7

General Opinion
Research Centre 1991
Laumann et al 1994

Germany

Population-based

NK

18

Stolen Youth 2003

Hong Kong

London
Britain

REFERENCE

NK = Not known
The literature clearly illustrates the variability of prostitute patronage in different
parts of the world. The variable prevalence of prostitution use observed in
different studies is likely to reflect the extent and nature of social acceptance for
men to buy sex. In a recent pilot study, Thai men agreed that purchasing sex
act was a normal masculine behaviour (Hughes 2004). This belief is likely to
have accounted for the high level of prostitution patronage in Thailand.

Prostitution has been described as a form of male sexual violence and a
violation of women’s human rights (Jeffreys 1997). In some men’s minds, the act
of paying money entitles them to do whatever they want to a woman in
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prostitution. This orientation is present among some perpetrators of domestic
and sexual violence (Burt 1980; Leonard & Senchak 1996) and it is a
fundamental motivation among men who patronise prostitutes (Dworkin 1997).
Although there are no studies reporting the number of customers who commit
acts of violence against prostitutes, proportion of violent customers probably
varies depending on the context in which the prostitution occurs. Street working
prostitutes experience more frequent violence than prostitutes of any other
setting (Raphael 2004). There is, however, no reason to believe that most
customers are violent. Many accounts suggest that the problem is exacerbated
by a relatively small proportion of more violent men who deliberately seek out
prostitutes to victimise (Manto 2004).

Different settings have been used to recruit and study men who pay for sex.
McKeganey and Barnard in a three-year research with prostitutes and their
clients provided evidence of using routine clinical sexual health service setting to
study men who pay for sex (McKeganey & Barnard 1996). In their study they
recruited the male participants using genito-urinary medicine (GUM) clinics,
telephone interview in response to an advertisement placed in a tabloid, and
interview at the red-light area. The initial intent was to recruit all participants at
the red-light area but this proved extremely difficult as only nine interviews were
conducted. Supplementary recruitment from GUM clinic and telephone settings
recruited 48% and 46% of the total participants respectively. With the cover of
anonymity which the telephone provided, the men’s reluctance at talking about
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having paid for sex disappeared and it was possible to ask them not only
straight-forward factual information about the number of women they had bought
sex from and the kind of sex purchased, but also the more sensitive areas of
what attracted them to paid sex. A major disadvantage of telephone interview,
which the authors failed to acknowledge, is sample bias owing to the lower
socio-economic group being under-represented in the sample. Although, no
formal statistical comparisons were conducted between the settings, recruitment
rates in GUM clinics suggested that routine clinical sexual health service
settings could be used to study men who pay for sex.

Although, other settings have been used: commercial event (Pitts et al 2004);
population-based telephone surveys (Lau & Tsui 2003); brothels (Santo &
Etheredge 2002; Tabrizi et al 2000; Minichiello et al 1999); bars, night clubs and
lodges (Voeten et al 2002); sexual health clinic (Coughlan et al 2001; van den
Hoek et al 1992; Wee et al 2004); massage parlour (Worm et al 1997), the
heterogeneity of the studies does not permit simple comparison.

2.6 Supply side of prostitution
Prostitution has been variously described as the exchange of sexual access to
one’s body for something of value, most frequently money or drugs (Monto
2004; Harcourt & Donovan 2005); work (Jenness 1993); and a form of male
sexual violence and a violation of women’s human rights (Jeffreys 1997; Farley
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2003). Some scholars argue that demand is the root cause of prostitution
(Hughes 2004; Jeffreys 1997). Articulating prostitution in terms of market where
‘sexual access’ is exchanged for money (Monto 2004; Harcourt & Donovan
2005); it thrives by the interplay of demand and supply. But supply is linked with
willingness and consent to ‘give’.

All market exchanges are embedded in a

set of social norms and social relationships that shape the negotiation process
and the value and desirability of the commodities exchanged (Giddens 1971;
Monto & Julka 2003). Foa and Foa (1976) argued that cultures are bound by a
set of norms regarding what are and are not acceptable commodities for
exchange, and that exchanges involving essentially human qualities, such as
love, friendship, and sex, are often considered less acceptable. Studies have
shown that women do not want to be in prostitution, so the ‘supply’ of sex by
prostitutes is a misnomer. The findings of two studies overwhelmingly
demonstrate that women on every continent want to be free of prostitution. The
study on sex industries in four countries in Southeast Asia found that 96% of
those interviewed would leave prostitution if they could (Lim 1998). A ninecountry (Canada, Columbia, Germany, Mexico, South Africa, Thailand, Turkey,
United States, and Zambia) study of 854 individuals in prostitution found that
89% of them wanted to escape prostitution (Farley et al 2003). Many
professionals who have contact with women in prostitution recognise their
inability to leave. In one study, 76% of law enforcement officials and 71% of
social service providers who were interviewed admitted that some women in
prostitution are held captive and are not free to leave (Raymond et al 2001).
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These studies suggest that most women in prostitution are not there on their
own volition.
Prostitution at the present time takes many forms in different social strata,
societies, and nations, encompassing New York call girls, Nairobi slum
prostitutes, and Japanese geishas (Plummer FA et al 1999). The common
denominator of these groups is the sale of sex, but the reasons why they take
money or gift for sex may be very varied. In some ancient traditions, prostitution
was recognised as the hereditary calling of particular subgroups or castes. In
these cases women were ‘born into prostitution’. There are examples of this
practice in India (Bhatt et al 1993) and Nepal (Khanna et al 1998) where
descendents of temple dancers and female court still follow their ‘hereditary’
calling, although their ritual significance is greatly diminished. Currently, most
prostitution has a strong economic basis, primarily as a source of income for the
prostitutes, but also dependent kin and associates including pimps, and
managers (Aral et al 2003). Individual prostitutes have very different levels of
need ranging from survival (Scottish Executive 2004; Hankins et al 2002); debt
(Evans & Lambert 1997); drug dependency (Inciardi 1995); coercion (Cwikel et
al 2003); to desire for wealth and social mobility (Campbell 2000; Agha &
Nchima 2004). These underlying motives affect the prostitute’s autonomy and
ability to respond to health promotion messages (Harcourt & Donovan 2005a).

Women in prostitution suffer various kinds of violence and sexual exploitation
and these are sometimes viewed as sex and are often tolerated as part of the
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so-called job (Raymond 2004). The common categories of violence reported by
prostitutes are: physical violence, sadistic sex, use of weapons to threaten or
harm women, harassment by obsessive men, videotaped, robbed, kidnapped,
and destruction of property (Raymond et al 2001).

In a large study of five

countries, rates and frequency of violence and control are extremely high; with
physical harm, 80%; sexual assault, 60%; emotional abuse, 80%; verbal threats,
70%; and control through the use of drugs/alcohol, 70% leading the indicators
(Raymond et al 2002). The findings of this study are consistent with other
studies (Raphael 2004; Church et al 2001; Farley et al 1998; Farley et al 1998a;
Jenkins 1999). To understand how violence is intrinsic to prostitution, it is
necessary to understand the sex of prostitution. The sexual service provided in
prostitution is most often violent, degrading, and abusive sexual acts (Raymond
2004).

The reported findings with regard to violence against prostitution are

particularly significant because they indicate high levels of violation, harm and
trauma and the fact that prostitution is a form of violence against women.

Prostitutes and their clients are one of the major core groups for STI
transmission, but their relative contribution to STI transmission in a given setting
will vary (Plummer FA et al 1999). HIV is the most important STI associated with
prostitution because it has no cure presently. Transmission of HIV through
prostitution is probably greatest in developing countries where poverty,
insufficient health resources and high-risk sexual behaviours create both high
prevalence of prostitution and high rates of STI transmission. However,
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prostitution may be important in STI epidemiology in industrialised countries, as
genital ulcers have been associated with sex work (Plummer FA et al 1999).

The first hint that prostitutes were at risk of HIV infection came from a study
reporting lymphadenopathy and altered T-cell subset ratios in New York City
prostitutes (Wallace 1983). However, prostitutes in Africa were first identified as
a risk group for HIV infection in the mid-1980s, when several studies found an
extremely high prevalence of HIV infection among prostitutes. Prostitutes in
early studies had HIV prevalence of 88% in Kigali, Rwanda (van de Perre et al
1985); 66% among lower socioeconomic stratum and 31% among higher
socioeconomic stratum prostitutes in Nairobi, Kenya (Kreiss et al 1986). Studies
in Uganda (Carswell 1987) and Zaire (Mann et al 1988) yielded similar results.
High prevalence of HIV infection among prostitutes has also been observed in
some Asian countries. In the national HIV surveillance conducted in Thailand in
1993, the median HIV prevalence among prostitutes was 30% (Brown 1994). It
follows from these studies that in Africa, Thailand, and other developing regions,
commercial sex is important in HIV transmission.

The prevalence of HIV infection among prostitutes has also been studied in
North America and Europe. Early studies in London (Barton et al 1985), Paris
(Brenky-Faudeux & Fribourg-Blane 1985) and Copenhagen (Alary & Worm
1993) found that none of 50, 56, 207 prostitutes respectively were infected with
HIV. More recent studies found low HIV prevalence rates among prostitutes in
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Europe (McKeganey et al 1992; van Haastrecht et al 1993; Alary et al 1994;
Scott et al 1995). The prevalence of HIV infection is higher, however, among
intravenous drug-using prostitutes. Ten of 14 such women in a study in
Paderome, Italy (Tirelli et al 1986) and 14 of 18 in Zurich, Switzerland (Luthy et
al1987) were found to be HIV positive. In Amsterdam, 30% of drug-using
prostitutes were found to be infected with HIV. It appears, therefore, that in
developed countries of Europe and America most prostitutes acquire HIV
infection primarily through intravenous drug use or from intravenous drug using
partners.

2.7 Responding to prostitution: Legalization, Criminalization,
Decriminalization and Regulation
Prostitution is a universal phenomenon. Response to and policies on prostitution
differ among the countries of the world. It is important to note that the way
prostitution is practiced in a particular country is shaped not only by its legal
status but by many other social and cultural contexts as well. During the period
of 150 years from the mid-nineteenth century there were two broad schools of
thought in response to prostitution – ‘abolitionist’ and ‘regulatory’, and more
recently a third possibility has been explored – legalization (Bindel and Kelly
2003). A response framework is provided by the following table which outlines
the basic comparative data across four countries.
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Table 2: Comparison of response to prostitution across four countries
Population
(in million)
Current Legal
Regime
Estimated
Number
involved in
prostitution
Proportion
involved in
prostitution

AUSTRALIA
4.6

IRELAND
3.9

NETHERLANDS
16

SWEDEN
8.5

Legalization –
brothels

Regulation

Legalization brothels

10 000

600

25 000

Criminalize buying,
Decriminalize
selling
1 500

0.217%

0.015%

0.156%

0.018%

(22 in 10 000)

(2 in 10 000)

(16 in 10 000)

(2 in 10 000)

SOURCE: Adapted from Bindel and Kelly (2003)

Legalization involves removing all aspects of the criminal law that apply
expressly to prostitution, and leaving the situation to be regulated by the general
law (Scottish Executive 2004). Several countries including European Union
members have features of this approach: Australia, The Netherlands, France,
Spain and Portugal. The greatest argument in favour of legalization is in the
essence that prostitution is not different from any other profession and that to
treat it as different is little more than a case of moral objection because women
are involved (McKeganey & Barnard 1996). But, is prostitution a profession? It is
easy to argue that any woman should be allowed to do whatever she chooses
with her body. The force of this argument is not in doubt, however, we cannot
ignore the fact that very many women were in prostitution not because of their
volition, but because they could not challenge the circumstance. The Australian
experience has demonstrated a folly of legalizing prostitution. Legalization,
intended to minimize the harm in prostitution, stem criminal involvement and
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control the expansion of the industry can now be seen to have the opposite
effect (Sullivan & Jefferys 2002). Table 2 above shows that legalization produce
the highest proportion of prostitutes in the four countries compared.

Regulation involves recognizing prostitution as not only being within the law but
also as having a special status and subjecting it actively to a special regulatory
regime, such as licensing, compulsory health checks, conditions on where and
when it could be carried out, e.g. not near a school (Scottish Executive 2004).
This broadly defines the approach in Republic of Ireland, Germany, and
Switzerland. A major disadvantage of this approach is that some sex businesses
may seek to evade the demands of regulation thereby resulting in criminalizing
them. One of the strategies that was looked at in this regard was an attempt to
regulate prostitution through ‘managed zone’ (Scottish Executive 2004). A
managed zone is a zone within whose borders prostitutes are not arrested for
certain offences associated with prostitution. While the managed zone
arrangement has the advantage of discouraging prostitution in other less
suitable locations, it has resulted in infiltration of organized criminal interest.

Decriminalization describes the complete or selective removal of prostitution,
soliciting and related offences from the criminal law (Scottish Executive 2004).
Decriminalization result in removing the social stigma associated with
prostitution and as a result, the prostitute is not discriminated in the society. An
example of this approach is a component of the Swedish model which
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decriminalizes the sale of sex but criminalised demand aspect. The proponents
of decriminalization of prostitution are of the view that it will increase access, for
the women, to various social and health services, thereby increasing the
opportunities to exit. Routes Out Social Inclusion Partnership (SIP), a Glasgowbased multi-agency concerned with prevention of women to become involved in
prostitution and supporting them to exit, advocate for this approach in Scotland
(Macleod 2004). Decriminalization has its disadvantages. The absence of laws
to protect women in prostitution will result in increase levels of violence against
them.

Criminalization expressly creates prohibitions on prostitution and related
activities in the criminal law (Scottish Executive 2004). This approach is
operational in Sweden, Canada and the United States. The Swedish model
offers an opportunity to tackle prostitution and its associated problems at the
root as the demand aspect of prostitution is criminalized. It is often argued that
restrictions on street prostitution results in poor and drug addicted women losing
their source of livelihood, however, there has been very little protest regarding
this issue from the opponents of the Swedish legislation (Bindel and Kelly 2003).
On the other hand, the proponents of this approach argue that the act of
prostitution itself is detrimental to the wellbeing of the prostitute and community
alike.

In spite of the debate on the policy approaches to prostitution, the different
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approaches can be seen as a continuum (Bindel and Kelly (2003), and a mix of
the approaches will suffice.

2.8 Summary of literature review
Prostitution is a global phenomenon and most men who purchase sex acts have
a strong desire to remain hidden and anonymous. These men are from wide
range of age groups, ethnic origin, occupation, relationship status and have wide
range of educational attainments. Despite the difficulty of contacting and gaining
cooperation from these men, however, there is increasing interest in the study of
male clients of prostitutes. Unfortunately, there is a paucity of the study in the
UK.

There is considerable debate on the terminology in the study of prostitution and
consensus is not in sight. Prostitution is propelled by the forces of demand and
supply with demand having a greater input.

The motivational

factors of

demand varied markedly between clients, and there is some evidence that these
are the root cause of prostitution.

Routine clinical sexual health service has been used to study clients of female
prostitutes, but there is no empirical evidence to support the feasibility of the use
of such setting.

There is paucity of literature on the response to and policies on prostitution and
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it is important that this informs design of future research exploring the
relationship of response to prostitution and its prevalence.
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3: AIM AND OBJECTIVES
3.1 Aim
To gain a detailed understanding of the knowledge, attitudes, beliefs, and
behaviours in relation to prostitution among male attendees at a clinical sexual
health service.

3.2 Objectives
1 To investigate the willingness of men attending a routine clinical sexual
health service to participate in research exploring their perspective on
prostitution;
2 To describe the typology of men who use prostitution;
3 To explore men’s knowledge of prostitution;
4 To explore men’s beliefs about the nature of prostitution;
5 To assess men’s attitudes to buy and towards people involved in
prostitution as vendors of commercial sex; and
6 To explore the behaviours, experiences and motivating factors in men
who disclose use of prostitutes.
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4: RESEARCH METHODOLOGY
The development and execution of research methodology will be presented in
this chapter.

4.1 Rationale for study design
The study involves a survey of male attendees at a routine clinical sexual health
service. Survey is a method of collecting information from a sample of
population of interest and is designed to measure certain phenomena (events,
knowledge, behaviour, attitudes) (Bowlings A 2002). Human behaviour and
attitudes are reactions to external stimuli that can be observed and measured to
establish a reliable and valid body of knowledge about their operations.
Although, the phenomena of interest in the present study are social constructs,
the establishment of a reliable body of knowledge about them can be achieved
by the use of quantitative methods.

Cross-sectional surveys are a relatively economical method in relation to time
and resources, as large numbers of people can be surveyed relatively quickly
but are frequently criticized because it is difficult to establish a cause and effect
association between variables. However, this method is appropriate to achieve
the objectives of this project, as the objectives are not concern with the direction
of association between the variables.
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4.2 Ethical aspects
Ethics Committee, and Research and Development Directorate permissions
were obtained from NHS Greater Glasgow Primary Care Division in 28 April
2005 and 5 May 2005 respectively (Appendices 2 and 3).

In addition to formal ethics committee review, the ethical aspects of this study
were carefully considered by the researcher, with particular regard to the dignity
of participants. The potential risks of participation were considered and
participants were given assurances of their right to decline or withdraw at any
stage of the study should they wish without giving any reason. Measures were
taken to protect the anonymity of participants in the questionnaire, as nothing to
link the participants to the questionnaires was contained therein. To ensure
confidentiality of the participants, the questionnaire was completed in a private
area of the clinic, placed in an envelope and then dropped into a special box
provided. Measures were also taken to protect the participants in the event that
any of them becomes distressed or identifies issues with which he believes he
needs support in the course of completing the questionnaire. Such participant
was to be referred to a Health Adviser or the Thrive Counselling Service for
male survivors of childhood sexual abuse at The Sandyford Initiative who can
offer counselling and immediate support. However, no participant requested for
such support.
The questionnaires are stored securely in the care of the researcher and will be
permanently destroyed at conclusion of the study.
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4.3 Research instruments
Data for this study was collected using two instruments. Firstly, a record of men
approached, indicating whether they accepted or declined participation, was
made and crosschecked with an anonymised stand-alone register of all
individuals who attended each walk-in clinic session. All the men who attended
the clinic sessions on the study days represent the total eligible population. This
anonymised stand-alone register allowed for the calculation of the participation
rate and representativeness of the sampled group with respect to the total
eligible population. Data on age, sexual orientation, postcode district of
residence, ethnicity and final diagnoses were inserted into the register on a later
date by staff of The Sandyford Initiative. However, it was not possible to link
individuals with their questionnaires, as neither their names nor their clinic
numbers were recorded in the register.

The second research instrument was the self-completion questionnaire. A new
questionnaire was developed for this survey, as no established questionnaire
was available. The questionnaire contained questions on demography (age,
occupation, relationship status, area of residence, sexual orientation etc),
behaviours, attitudes, beliefs and knowledge in relation to prostitution. Both
open and closed questions were posed in the pilot instrument; however most of
the open questions were closed after piloting.

The questions and layout of the questionnaire were reviewed; by frequent
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repeated consultations with the supervisor, colleagues and experts who have
worked on prostitution; to ensure clarity and good standard. This process took
several weeks to achieve the questionnaire that was piloted.

4.4 Pilot study
The questionnaire was piloted among twenty male attendees at the GUM Walkin clinic of The Sandyford Initiative over two-day period. Twenty-eight attendees
were approached by the researcher during the two-day period, but eight
declined to participate giving a participation rate of 71.4%.

The pilot was to ensure clarity of the questions and also estimate the duration of
time spent to complete the questionnaire. Fifteen minutes was the average time
spent to complete the questionnaire. Few changes were made to the
questionnaire and the final copy used in the main study is shown in Appendix 7.
The changes were also communicated to the Ethics Committee for their
information, as they had earlier approved the piloted questionnaire.

4.5 Sampling strategy
The sampling strategy was determined by the research questions and the nature
of the wider population the findings of the study were to be applied. Both
purposive and theoretical sampling techniques were considered at the design
stage of the study. Purposive sampling involves the deliberate choice of types of
participants to represent a wide view of opinion or experiences. Theoretical
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sampling is developed from a previously developed hypothesis or theory. It was
judged that insufficient theoretical detail was known of men’s perception about
and involvement in prostitution in the UK, so a purposive sampling approach
was adopted.

The size of the sample was informed by formal statistical power calculation. An
average of 150 men attends the GUM drop-in clinic at The Sandyford Initiative
on weekly basis. A previous case notes audit at The Sandyford Initiative
suggested that approximately 10% of all male attendees of the GUM drop-in
clinic have used prostitutes. A sample size of 200 male attendees was required
to obtain a 95% confidence interval of ±3% around a prevalence estimate of
10% who disclose buying sex from prostitutes. To allow for an expected 70%
response rate to the questionnaire, a total of 290 questionnaires were proposed
to be administered.

4.6 Main study
The study was conducted with all men, aged 16 and above, attending the GUM
drop-in and Corner clinics at The Sandyford Initiative, Glasgow on fifteen
weekday mornings over a four-week period. Posters (shown in Appendix 4)
describing the project were displayed at The Sandyford Initiative two weeks prior
to the study and during the same period men were given flyer-copies of the
poster on arrival at the reception. These measures were to raise awareness of
the study among men prior to its commencement.
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Throughout the four-week study period, men were informed on arrival at
reception that the study was taking place and that they have a right to either
accept or decline taking part. They were given flyer-copies of the poster.
Potential participants were approached by the researcher, at the waiting area of
the clinic, giving a brief verbal explanation of the purpose of the study. They
were assured that they would not lose their position on the waiting queue and
that if they accept; they have the right to withdraw at any stage without giving
reason. Those who accepted participation were taken to a private room and
given the Information Sheet (shown in Appendix 5) and a detailed verbal
explanation of the purpose of the study. Clarifications were made on any issue
raised from the contents of the Information Sheet. If they wish to continue, they
were required to sign duplicate copies of the Consent Form (shown in Appendix
6) and then given the self-completion questionnaire to complete alone in the
private room. On completion of the questionnaire the participant placed it in an
envelope provided, sealed the envelope and then dropped it into a special postbox provided in the private room. The researcher then ensured that the
participant is returned to his correct position in the waiting queue for clinical
services.

The numbers that declined to participate were also noted. Three subpopulations were generated from the total eligible population. These three subpopulations were:
•

Not Approached: these are men who attended the clinic on the study
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days but were not approached by the researcher;
•

Declined: these are men who were approached but declined to take part
in the study; and

•

Participated: these are men who were approached and accepted to
participate in the study. The questionnaire was administered to this
population.

4.7 Data management
Each questionnaire was given a unique study serial number for the convenience
of data entry and cleaning. Data were coded taking account of the different
types of questions and responses. Responses to open-ended questions were
grouped and coded to allow for quantitative analysis. Data from the
questionnaire were entered manually using the computer keyboard into an Excel
spreadsheet. Recorded responses to each questionnaire were rechecked by the
researcher to avoid any incorrect key punching. A second check was done by
the project supervisor. The data were then imported into SPSS version 10.0 and
cleaned. The data cleaning was done by obtaining frequency distribution for all
the variables. No error was detected.

The data was analysed using SPSS version 10.0. The data analyses reflect the
different types of data collected and an attempt to achieve the research
objectives and included descriptive statistics, Chi-square tests, and 2-sample t
tests.
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5: RESULTS
5.1 Characteristics of the study setting
The study was conducted within the Genito-Urinary Medicine (GUM) drop-in and
Corner clinics of The Sandyford Initiative, Glasgow. The Sandyford Initiative was
established, in 2000 by Greater Glasgow Primary Care NHS Trust with the
support of the Health Board and Glasgow City Council, to deliver an integrated
range of services encompassing emotional, reproductive and sexual health.
About 21,000 men access the services of The Sandyford Initiative annually, with
33% attending the GUM drop-in clinic. The overwhelming majority of men who
present to the GUM services are from NHS Greater Glasgow Health Board
Area, accounting for 85%. The remaining 15% are predominantly from
Lanarkshire, Argyll & Clyde, and Ayrshire & Arran with very few from East of
Scotland.

The Sandyford Initiative is part of the Routes Out of Prostitution network in
Glasgow that is concerned with prevention of women to become involved in
prostitution and supporting those in prostitution to exit.

5.2 Characteristics of study participants
Two sets of data were generated from the two research instruments (cf Section
4.3) of this study:
•

The stand-alone register provided the socio-demographic data and final
diagnoses of the total eligible population; and
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•

The questionnaire provided data of the sub-population that accepted
participation.

Therefore, in this section the description of the characteristics of the total eligible
population will be made first. This will be followed by the description of the
characteristics of those that accepted participation.

5.21 The total eligible population

440 males attended the GUM drop-in and Corner clinics on the 15 study days
spread between 31 May 2005 and 24 June 2005. This number is described as
the total eligible population. 346 (78.6%) of the total eligible population were
approached by the researcher. 241 men accepted to participate while 105
declined, giving a participation rate of 69.7%.

The age distribution of the total eligible population, given in Table 3, shows that
majority of the men who accessed the GUM services are between 20 and 39
years old. Also, the age distributions of the three sub-populations are similar to
that of the total eligible population.
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Table 3: Age distribution of the total eligible population
Participation
status
Participated

16-19

20-24

Age Group
25-29
30-39

40-49

50-59

60+

Total

19

75

61

54

24

6

2

241

(%)

(7.9)

(31.1)

(25.3)

(22.4)

(10.0)

(2.5)

(0.8)

(100.0)

Declined

11

30

21

23

11

5

4

105

(%)

(10.5)

(28.6)

(20.0)

(21.9)

(10.5)

(4.8)

(3.8)

(100.0)

Not Approached

7

34

21

22

6

4

0

94

(%)

(7.4)

(36.2)

(22.3)

(23.4)

(6.4)

(4.3)

(0.0)

(100.0)

Total

37

139

103

99

41

15

6

440

(%)

(8.4)

(31.6)

(23.4)

(22.5)

(9.3)

(3.4)

(1.4)

(100.0)

Most male attendees are of Scottish origin (n=242, 55.0%), while other white
ethnicities constitute 36.1% (n=159). As expected and shown in Table 4, only
very few (n=20, 4.6%) attendees are of ethnic minority origin including Indians,
Pakistani, Bangladeshi, Chinese, Caribbean, and Africans. The ethnicity of 19
attendees was not known.

The frequencies of the ethnic minorities were

merged to allow for validity of statistical analysis, as their respective values were
small.

Table 4: Ethnic origin
Ethnic group

Frequency (%)

White Scottish

242 (55.0)

Other whites

159 (36.1)

Minority

20 (4.6)

Not known

19 (4.3)

Total

440 (100.0)
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The participants are from all seven deprivation categories.

The deprivation

categories were combined into three deprivation areas to achieve valid statistical
analysis. To ensure validity of the Chi-square test used, at least 80% of the
expected values should be greater than 5, and all should be greater than 1
(Armitage & Berry, 1987). Therefore, the deprivation categories were combined
into deprivation areas to achieve values large enough for validity of Chi-square
test. Deprivation categories 1 and 2 were combined into ‘Very Affluent Area’; 3,
4 and 5 into ‘Average Area’; and categories 6 and 7 into ‘Very Deprived Area’.
About half of the men (n=168, 46.2%) who access the GUM services live in the
very deprived areas, while 13.2% (n=48) live in the very affluent areas and
40.6% (n=148) live in the average area (shown in Table 5).

The sexual orientation of only 247 (56.1%) male attendees was recorded in the
stand-alone register. Of this figure, 225 (91.1%) were heterosexual males with
22 (8.9%) homosexuals (shown in Table 5).

At least one sexually transmitted infection (STI) was diagnosed in 154 (35.0%)
attendees at their visit to the GUM clinic. In 171 (38.9%) attendees, no STI was
diagnosed. However, the diagnosis of 115 (26.1%) men was not known (shown
in Table 5).
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Table 5: Deprivation Area, Sexual Orientation and STI Status
DESCRIPTIVE FEATURE

FREQUENCY (%)

Deprivation Area
•

Very Affluent Area

48 (13.2)

•

Average Area

148 (40.6)

•

Very Deprived Area

168 (46.2)

Sexual Orientation
•

Heterosexual

225 (91.1)

•

Homosexual

22 (8.9)

STI status
•

STI Diagnosed

154 (35.0)

•

No STI Diagnosed

171 (38.9)

•

Diagnosis Not Known

115 (26.1)

5.22 The sampled (participated) population

241 questionnaires were administered and retrieved. 240 of the retrieved
questionnaires were analysed as the only one that was rejected was not
properly completed. The characteristics of the male attendees who completed
the questionnaire were as shown in Table 6.
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Table 6: Socio-demographic Data of Respondents
DESCRIPTIVE FEATURE
Age (years)
• 16-19
• 20-24
• 25-29
• 30-39
• 40-49
• 50-59
• 60+
Deprivation Area*
• Very Affluent Area
• Average Area
• Very Deprived Area
Relationship Status
• Single
• Living with female partner
• Living with male partner
• Married
• Separated
• Divorced
• Widow
Educational Qualification
• Degree
• HNC/HND
• ONC/OND
• NVQ
• C&G
• School certificate
Occupation
• Student
• Self employed
• Paid employment
• Unemployed
• Retired
Ethnic Origin
• White British
• White Irish
• Ethnic Minority**
• Others
Sexual orientation***
• Heterosexual
• Bisexual
• Homosexual

FREQUENCY (%)
19 (7.9)
75 (31.3)
61 (25.4)
53 (22.1)
24 (10.0)
6 (2.5)
2 (0.8)
28 (11.7)
84 (35.0)
110 (45.8)
115 (47.9)
73 (30.4)
0 (0.0)
39 (16.3)
9 (3.8)
2 (0.8)
2 (0.8)
93 (38.8)
54 (22.5)
16 (6.7)
21 (8.8)
19 (7.9)
37 (15.4)
61
39
122
16
2

(25.4)
(16.3)
(50.8)
(6.7)
(0.8)

220 (91.7)
7
(2.9)
12 (5.0)
1
(0.4)
229 (95.4)
2
(0.8)
8
(3.3)

*18 missing values.
** Africans, Bangladeshi, Caribbean, Chinese, Indians, and Pakistani.
***1 missing value.
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5.3 Representativeness
In this section we will compare the socio-demographic characteristics of the
sampled (participated) population, on one hand, and the declined and not
approached populations, on the other hand using formal statistical tests. This
comparison aims to check if there is any significant difference between those
who participated and those who did not participate in the study.

The various sub-populations (participated, declined and not approached) in the
study have similar age distributions (see Table 3). The mean age of the total
eligible population was 29.19 years (n=440), while that of those who participated
was 28.91 years (n=241) and those who did not participate was 29.52 years
(n=199).

There was no statistically significant difference between the men who
participated in the study and the men who did not participate in terms of their
age (t=-0.638, p=0.523); deprivation area (X

2

=1.889, p=0.339); sexual

orientation (X 2=0.111, p=0.739); and diagnosis of STI (X 2=0.561, p=0.454),
(see Tables 7, 8, and 9). The variable row totals in these tables is due to missing
data.
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Table 7: Comparison of deprivation area of the ‘Participated’ and ‘Did
not participate’ groups
Very Affluent
Area
28

Average
Area
77

Very Deprived
Area
100

205

(13.6%)

(37.6%)

(48.8%)

(100.0%)

Did not

20

71

68

159

participate

(42.6%)

(44.6%)

(42.8%)

(100.0%)

Total

48

148

168

364

(13.2%)

(40.7%)

(46.1%)

(100.0%)

Participated

2

X =1.889

df=2

Total

p=0.389

Table 8: Comparison of sexual orientation of the ‘Participated’ and ‘Did
not participate’ groups
Heterosexual
131

Homosexual
12

Total
143

(91.6%)

(8.4%)

(100.0%)

Did not

94

10

104

participate

(90.4%)

(9.6%)

(100.0%)

Total

225

22

247

(91.1%)

(8.9%)

(100.0%)

Participated

2

X =0.111

df=1

p=0.739

Table 9: Comparison of STI diagnosis in the ‘Participated’ and ‘Did not
Participate’ groups
STI
Diagnosed
91

No STI
Diagnosed
94

185

(49.2%)

(50.8%)

(100.0%)

Did not

63

77

140

participate

(45.0%)

(55.0%)

(100.0%)

Total

154

171

325

(47.4%)

(52.6%)

(100.0%)

Participated

2

X =0.561

df=1

Total

p=0.454
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5.4 The feasibility of using routine clinical sexual health service
for the study
In this section we will compare the socio-demographic characteristics of the men
who participated in the study and the men who declined, using formal statistical
tests, as well as calculating the participation rate. This comparison aims to
check if there is any significant difference between those who participated and
those who declined to participate in the study, and therefore assess the
feasibility of using routine clinical sexual health service setting for the study.

Of the 346 men approached by the researcher to take part in the study, 241
accepted to participate while 105 declined, giving a participation rate of 69.7%.

The mean age of the men who participated was 28.91 years (n=241) while that
of those who declined was 30.71 years (n=105). There was no statistically
significant difference between the men who participated in the study and the
men who declined to participate in terms of their age (t=-1.524, p=0.128);
deprivation area (X 2=2.751, p=0.253); sexual orientation (X 2=0.015, p=0.903);
and diagnosis of STI (X 2=1.130, p=0.288), (see Tables 10, 11, and 12). The
variable row totals in these tables is due to missing data.
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Table 10: Comparison of deprivation area of the ‘Participated’ and
‘Declined’ groups
Participated

Declined

Total
2

X =2.751

Very Affluent
Area
28

Average
Area
77

Very Deprived
Area
100

205

(13.6%)

(37.6%)

(48.8%)

(100.0%)

8

40

36

84

(9.5%)

(47.6%)

(42.9%)

(100.0%)

36

117

136

289

(12.5%)

(40.5%)

(47.0%)

(100.0%)

df=2

Total

p=0.253

Table 11: Comparison of sexual orientation of the ‘Participated’ and
‘Declined’ groups
Participated

Declined

Total
2

X =0.015

Heterosexual
131

Homosexual
12

Total
143

(91.6%)

(8.4%)

(100.0%)

51

5

56

((91.1%)

(8.9%)

(100.0%)

182

17

199

(91.5%)

(8.5%)

(100.0%)

df=1

p=0.903

Table 12: Comparison of STI diagnosis in the ‘Participated’ and
‘Declined’ groups
Participated

Declined

Total

X 2=0.1.130

STI
Diagnosed
91

No STI
Diagnosed
94

Total
185

(49.2%)

(50.8%)

(100.0%)

31

43

74

(41.9%)

(58.1%)

(100.0%)

122

137

259

(47.1%)

(52.9%)

(100.0%)

df=1

p=0.288
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5.5 Men’s knowledge on prostitution
Four items of the questionnaire explore factual knowledge about prostitution.
Comparison of the responses to these items will be made between the men who
accepted paying for sex and the men who had not paid for sex, using Chisquare tests.

5.51 The level of risk of STI associated with paying for sex
Out of the 240 respondents, 154 (64.2%) identified that there is always risk of
STI and HIV associated with paying for sex (see Table 13). However, there was
statistically significant difference between the knowledge of those who had paid
for sex and those who had not, on the risk of STI associated with paying for sex
(X 2=31.230, p<0.001).

Table 13: Knowledge of risk of STI associated with paying for sex
Clients at risk of STI

Yes (%)
Ever Paid
for Sex

Total

X 2=31.230

No (%)

Total

Never

Sometimes

Always

5

19

13

37

(13.5)

(51.4)

(35.1)

(100.0)

1

61

141

203

(0.5)

(30.0)

(69.5)

(100.0)

6

80

154

240

(2.5)

(33.3)

(64.2)

(100.0)

df=2

p<0.001
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5.52 The level of STI risk of client’s wife or girl friend
170 (70.8%) respondents identified that client’s wife or girl friend is always at
risk of STI and HIV (see Table 14). There was also statistically significant
difference between the knowledge of those who had paid for sex and those who
had not, on the level of STI and HIV risk of client’s wife or girl friend
(X 2=63.552, p<0.001).

Table 14: Knowledge of STI risk of client’s wife or girl friend
Client’s wife at risk of STI

Yes (%)
Ever Paid
For Sex

No (%)

Total
2

X =63.552

Total

Never

Sometimes

Always

11

13

13

37

(29.7)

(35.1)

(35.1)

(100.0)

1

45

157

203

(0.5)

(22.2)

(77.3)

(100.0)

12

58

170

240

(5.0)

(24.2)

(70.8)

(100.0)

df=2

p<0.001

5.53 Proportion of Glasgow prostitutes infected with HIV/AIDS
30% (n=72) of the respondents knew that less than ten percent of Glasgow
prostitutes are infected with HIV (Table 15 overleaf). There was statistically
significant difference between the knowledge of those who had paid for sex and
those who had not, on the proportion of Glasgow prostitutes that are infected
with HIV (X 2=16.648, p<0.001).
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Table 15: Knowledge of the proportion of Glasgow prostitutes infected
with HIV
Proportion of prostitutes with HIV

Yes (%)
Ever Paid
for Sex

No (%)

Total
2

X =16.648

Total

<10%

10-30%

>30%

13

14

10

37

(35.1)

(37.8)

(27.0)

(100.0)
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130

14

203

(29.1)

(64.0)

(6.9)

(100.0)

72

144

24

240

(30.0)

(60.0)

(10.0)

(100.0)

df=2

p<0.001

5.54 Proportion of Glasgow prostitutes that use drugs
67.1% (n=161) of the respondents knew that more than fifty percent of Glasgow
prostitutes use drugs. There was statistically significant difference between the
knowledge of those who had paid for sex and those who had not, on the
proportion of Glasgow prostitutes that use drugs (X 2=6.009, p=0.050). See
Table 16 below.

Table 16: Knowledge of proportion of Glasgow prostitutes that use drugs
Proportion of prostitutes that use drug

Yes (%)
Ever Paid
for Sex

No (%)

Total

X 2=6.009

df=2

Total

<30%

30-50%

>50%

1

11

25

37

(2.7)

(29.7)

(67.6)

(100.0)

31

36

136

203

(15.3)

(17.7)

(67.0)

(100.0)

32

47

161

240

(13.3)

(19.6)

(67.1)

(100.0)

p=0.050
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5.6 Men’s attitude on prostitution
Twenty-nine items of the questionnaire explore men’s attitudes about
prostitution. Of the twenty-nine items, 14 explore attitudes of men on general
idea of prostitution, 8 on violence against prostitutes, 5 on legality of prostitution,
and 2 on safe sex in prostitution.

In this section, we will compare the attitudes of men who accepted paying for
sex and the men who had not paid for sex, using Chi-square tests. Some of the
responses had small frequencies and will not allow for valid statistical analyses.
Therefore, the responses were merged and renamed as follows: ‘strongly agree’
and ‘agree’ as ‘agree’; ‘strongly disagree’ and ‘disagree’ as ‘disagree’; and ‘no
opinion’ and ‘don’t know’ as ‘don’t know’. After the merger, 7 of the 29 items
had more than 20% of their cells with expected count of less than 5, and were
therefore omitted from the analysis.

5.61 Men’s attitudes on general idea of prostitution
The men who accepted paying for sex and the men who had not paid for sex
have different attitudes toward a father or son paying for sex. About a quarter of
the non-clients agreed that it is acceptable for a father or son to pay for sex
while only 22% of the clients agreed to this (Table 17). There was, therefore,
statistically significant difference, even after Bonferroni correction was applied to
the p-value, in the attitude of the clients and non-clients toward a father or son
paying for sex (X 2=13.466, p=0.011).
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Greater proportion (22%) of the clients than non-clients (8%) agreed that women
freely chose to be involved in prostitution. The difference in the attitudes of
clients and non-clients on the choice to be involved in prostitution was found to
be statistically significant (X 2=29.694, p<0.011), see Table17.

When this

attitudinal question was paraphrased to ‘prostitutes are always forced into
prostitution’, there was a reverse of the proportions of the two groups that
agreed to the statement. These differences in attitude were found not to be
statistically significant when Bonferroni correction was applied (X 2= 9.475,
p=0.099), shown in Table 17.
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Table 17: Men’s attitudes on general idea of prostitution
Attitudinal item*

It is OK if father/son
pay for sex

Women freely
chose to be
involved prostitution
Men’s demand to
buy sex is the root
cause of
prostitution
Women are always
forced into
prostitution
Once into
prostitution, it is
difficult to leave
Prostitution is not
wrong

Prostitution doesn’t
harm anyone

Prostitution doesn’t
harm marriage

Prostitutes enjoy
their work

Prostitutes make
lots of money

Prostitutes enjoy
sex more

Agree(%)

Disagree
(%)

Clients

8 (21.6)

15 (40.5)

Don’t
Know
(%)
14 (37.8)

Nonclients
Clients

53 (26.1)

123 (60.6)

27 (13.3)

8 (21.6)

15 (40.5)

14 (37.8)

Nonclients
Clients

16 (8.0)

164 (82.0)

20 (10.0)

10 (27.0)

12 (32.4)

15 (40.5)

Nonclients
Clients

93 (45.8)

55 (27.1)

55 (27.1)

0 (0.0)

26 (70.3)

11 (29.7)

Nonclients
Clients

36 (17.7)

99 (48.8)

68 (33.5)

20 (54.1)

8 (21.6)

9 (24.3)

Nonclients
Clients

169 (83.3)

5 (2.5)

29 (14.3)

11 (29.7)

13 (35.1)

13 (35.1)

Nonclients
Clients

140 (69.0)

23 (11.3)

40 (19.7)

2 (5.4)

18 (48.6)

17 (45.9)

Nonclients
Clients

4 (2.0)

176 (86.7)

23 (11.3)

10 (27.0)

19 (51.4)

8 (21.6)

Nonclients
Clients

51 (25.1)

130 (64.0)

22 (10.8)

6 (17.1)

10 (28.6)

19 (54.3)

Nonclients
Clients

43 (21.5)

69 (34.4)

88 (44.0)

16 (45.7)

7 (20.0)

12 (34.3)

Nonclients
Clients

53 (26.2)

70 (34.7)

79 (39.1)

6 (17.1)

14 (40.0)

15 (42.9)

Nonclients

37 (18.2)

78 (38.4)

88 (43.3)

2

X
Test

Df**

Pvalue

BC***

13.466

2

.001

.011

29.694

2

<.001

<.011

4.833

2

.089

.979

9.475

2

.009

.099

26.587

2

<.001

<.011

22.855

2

<.001

<.011

29.583

2

<.001

<.011

3.768

2

.152

1.000

1.275

2

.529

1.000

6.039

2

.049

.539

0.040

2

.980

1.000

*3 items were not included because of invalid test result.
**Degree of freedom
***Bonferroni Correction – this was applied to the p-values by multiplying them by
11 as there were eleven items being considered.
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5.62 Men’s attitudes on legality of prostitution
Significantly greater proportion of the non-clients (68.2%, n=137) agreed that
prostitution should be legalized (X

2

=31.432, p<0.004) than the clients

(45.9%, n=17). 35.1% (n=13) of the clients, as compared to 27.7% (n=56) of
non-clients, felt that sex is a legitimate commodity which can be bought, see
Table 18. The difference in this attitude between clients and non-clients was,
however, not statistically significant (X 2 =2.267, p=1.000).

Table 18: Men’s attitudes on legality of prostitution
Attitudinal
item*
Prostitution
should be
legalized
Sex is a
legitimate
commodity
which can be
bought
Men who solicit
for sex should
be prosecuted
Prostitutes
should be
arrested and
prosecuted

Agree (%)

Disagree
(%)

Clients

17 (45.9)

3 (8.1)

Don’t
Know
(%)
17 (45.9)

Nonclients
Clients

137 (68.2)

44(21.9)

20 (10.0)

13 (35.1)

15 (40.5)

9 (24.3)

Nonclients

56 (27.7)

109(54.0)

37 (18.3)

Clients

4 (10.8)

20 (54.1)

13 (35.1)

Nonclients
Clients

34 (16.8)

109(54.0)

59 (29.2)

0 (0.0)

24 (64.9)

13 (35.1)

Nonclients

16 (7.9)

129(63.5)

58 (28.6)

2

X
Test

Df**

Pvalue

BC***

31.432

2

<.001

<.004

2.267

2

.322

1.000

1.078

2

.583

1.000

3.381

2

.184

.736

*1 item was not included because of invalid test result.
**Degree of freedom
***Bonferroni Correction – this was applied to the p-values by multiplying them by 4
as there were four items being considered.
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5.63 Men’s attitudes on violence against prostitutes
The clients had low affirmative response to attitudinal items on violence
against prostitutes. Nevertheless, there was no statistically significant
difference in their response from that of non-clients in three items after
Bonferroni correction, see Table 19.

Table 19: Men’s attitudes on violence against prostitutes
Agree (%)

Attitudinal item*
Forced sex after
necking is a
woman’s fault
Prostitutes like sex
rougher
Sex is fun when
partners fight
Some prostitutes
like being raped
Some prostitutes
like being beaten
Some men want
sex more when
angry
Some men like
rough sex

Disagree
(%)

Don’t
Know
(%)

Clients

0 (0.0)

30 (85.7)

5 (14.3)

Nonclients
Clients

37 (18.3)

156 (77.2)

9 (4.5)

0 (0.0)

27 (73..0)

10 (27.0)

Nonclients
Clients

39 (19.2)

107 (52.7)

57 (28.1)

7 (18.9)

20 (54.1)

10 (27.0)

Nonclients
Clients

83 (41.5)

65 (32.5)

52 (26.0)

0 (0.0)

21 (56.8)

16 (43.2)

Nonclients
Clients

38 (18.7)

147 (72.4)

18 (8.9)

2 (5.4)

27 (73.0)

8 (21.6)

Nonclients
Clients

37 (18.3)

143 (70.8)

22 (10.9)

11(29.7)

3 (8.1)

23 (62.2)

Nonclients
Clients

113 (55.7)

45 (22.2)

45 (22.2)

18(48.6)

4 (10.8)

15 (40.5)

Nonclients

152 (74.9)

32 (15.8)

19 (9.4)

X2

Df**

Pvalue

BC***

11.565

2

.003

.021

9.422

2

.009

.063

8.250

2

.016

.112

34.128

2

<.001

<.007

6.084

2

.048

.336

24.836

2

<.001

<.007

25.029

2

<.001

<.007

Test

*1 item was not included because of invalid test result.
**Degree of freedom
***Bonferroni Correction – this was applied to the p-values by multiplying them by 7
as there were seven items being considered.
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5.64 Men’s attitudes on safe sex in prostitution
The Chi-square tests of the 2 items which explored men’s attitudes on safe sex
gave invalid results as 50% of their cells had expected count of less than 5.
However, it is sufficient to report that 48.6% (n=18) of the clients agreed that
HIV/AIDS can be spread by prostitution as against 94.6% (n=192) of non-clients.
Similarly, almost all the non-clients (99%, n=200) were of the opinion that clients
of prostitutes should always use condom as compare to three-quarters (78.4%,
n=29) of the clients.

5.7 Men’s beliefs on prostitution
Four items of the questionnaire explore men’s belief on prostitution. Comparison
of the responses to these items will be made between the men who accepted
paying for sex and the men who had not paid for sex, using Chi-square tests.

5.71 What men believe prostitution to be
There is no statistically significant difference in the belief of clients and nonclients about what prostitution is. ‘Exchanging sex for money’ was the
commonest belief the respondents had about prostitution as all of them agreed
that prostitution is exchanging sex for money. The next common belief was that
prostitution is ‘working in brothel, massage parlour, or sauna see Table 20.
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Table 20: What men believe prostitution to be
Belief Item

Clients
(%)

Nonclients(%)

Total (%)

Working in a
brothel, massage
parlour, sauna
Exchanging sex
for favours

Yes

21 (56.8)

121(59.6)

142 (59.2)

No

16 (43.2)

82 (40.2)

98 (40.8)

Yes

16 (43.2)

93 (45.8)

109 (45.4)

No

21 (56.8)

110 (54.2)

131 (54.6)

Involvement in
pornography

Yes

5 (13.5)

47 (23.2)

52 (21.7)

No

32 (86.5)

156 (76.8)

188 (78.3)

Having many
sexual partners

Yes

4 (10.8)

33 (16.3)

37 (15.4)

No

33 (89.2)

170 (83.7)

203 (84.6)

X2

Df*

BC**

Test
0.105

Pvalue

1

.746

1.000

0.083

1

.773

1.000

1.713

1

.191

.764

0.712

1

.399

1.000

*Degree of freedom
**Bonferroni Correction – this was applied to the p-values by multiplying them by 4
as there were four items being considered here.

5.72 Circumstances men believe are acceptable to buy sex
Being shy was the commonest acceptable circumstance, cited by the
respondents, to buy sex. The non-clients differ significantly (X 2 =24.707, p<0.009)
from the clients in their belief that ‘being shy’ was the commonest acceptable
circumstance to buy sex. ‘When you don’t want the responsibility of a
relationship’ was believed to be the second commonest reason why men buy
sex. However, the belief of clients and non-clients are not significantly different
(X 2 =3.177, p=0.675), see Table 21.

17.1% (n=41) of the respondents did not belief any circumstance is acceptable
for a man to pay for sex.
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Table 21: Circumstances men believe are acceptable to buy sex
Belief Item

Clients
(%)

Nonclients (%)

Total
(%)

Yes

23 (67.6)

84 (50.9)

107(53.8)

No

11 (32.4)

81 (49.1)

92 (46.2)

Yes

11 (32.4)

44 (26.7)

55 (27.6)

No

23 (67.6)

121 (73.3)

144 (72.4)

Yes

7 (20.6)

110 (66.7)

117 (58.8)

No

27 (79.4)

55 (33.3)

82 (41.2)

If women find you
unattractive

Yes

7 (20.6)

91 (55.2)

98 (49.2)

No

27 (79.4)

74 (44.8)

101 (50.8)

If men find you
unattractive

Yes

8 (23.5)

44 (26.7)

52 (26.1)

No

26 (76.5)

121 (73.3)

147 (73.9)

On your stag night

Yes

11 (32.4)

3 (1.8)

14 (7.0)

No

23 (67.6)

162 (98.2)

185 (93.0)

Yes

12 (35.3)

22 (13.3)

34 (17.1)

No

22 (64.7)

143 (86.7)

165 (82.9)

Yes

10 (29.4)

15 (9.1)

25 (12.6)

No

24 (70.6)

150 (90.9)

174 (87.4)

Yes

15 (44.1)

17 (10.3)

32 (16.1)

No

19 (55.9)

148 (89.7)

167 (83.9)

When you don’t want
the responsibility of a
relationship
When there is no
time for a
relationship
When you feel shy

If it is your first time

On holiday

If you are drunk

X2

Df*

BC**

Test
3.177

Pvalue

1

.075

.675

0.456

1

.500

1.000

24.707

1

<.001

<.009

13.474

1

<.001

<.009

0.144

1

.705

1.000

40.189

1

<.001

<.009

9.597

1

.002

.018

10.598

1

.001

.009

23.887

1

<.001

<.009

*Degree of freedom
**Bonferroni Correction – this was applied to the p-values by multiplying them by 9
as there were nine items being considered.

5.73 Motivational factors men believe cause them to buy sex
Ability to choose any particular sex act a man wants was believed to be the
commonest motivational factor that cause a man to buy sex. There was
significant difference in this belief between the clients (67.6%) and non-clients
(88.7%), (X

2

=11.188, p=0.009), see Table 22. In the same vein, ability to have

sex where and when a man wants was cited as the second commonest
motivational factor that cause men to pay for sex. However, this belief was not
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significantly different in the two groups of respondent as shown in Table 22,
(X 2 =0.039, p=1.000).
Table 22: Motivational factors men believe cause them to buy sex
Belief Item

Clients
(%)

Ability to chose any
particular sex act
wanted
Ability to have sex
where and when
wanted
Ability to have sex
with a range of
different women
Ability to seek out
specific physical
characteristics
The thrill of doing
something that is
socially taboo
Limited and
unemotional nature
of the contact
Because friends
also buy sex

Yes

25 (67.6)

Nonclients
(%)
180 (88.7)

No

12 (32.4)

23 (11.3)

35 (14.6)

Yes

29 (78.4)

162 (79.8)

191 (79.6)

No

8 (21.6)

41 (20.2)

49 (20.4)

Yes

16 (43.2)

118 (58.1)

134 (55.8)

No

21 (56.8)

85 (41.9)

106 (44.2)

Yes

18 (48.6)

124 (61.1)

142 (59.2)

No

19 (51.4)

79 (38.9)

98 (40.8)

Yes

20 (54.1)

116 (57.1)

136 (56.7)

No

17 (45.9)

87 (42.9)

104 (43.3)

Yes

20 (54.1)

120 (59.1)

140 (58.3)

No

17 (45.9)

83 (40.9)

100 (41.7)

Yes

2 (5.4)

61 (30.0)

63 (26.3)

No

35 (94.6)

142 (70.0)

177 (73.8)

Some men like to
control during sex

Yes

8 (21.6)

92 (45.3)

100 (41.7)

No

29 (78.4)

111 (54.7)

140 (58.3)

Some men feel that
women find them
unattractive

Yes

9 (24.3)

119 (58.6)

128 (53.3)

No

28 (75.7)

84 (41.4)

112 (46.7)

X2

Total
(%)

Df*

Pvalue

BC**

Test

205 (85.4)

11.188

1

.001

.009

0.039

1

.843

1.000

2.812

1

.094

.846

2.003

1

.157

1.000

0.122

1

.727

1.000

0.330

1

.566

1.000

9.818

1

.002

.018

7.231

1

.007

.063

14.790

1

<.001

<.009

*Degree of freedom
**Bonferroni Correction – this was applied to the p-values by multiplying them by 9
as there were nine items being considered here.

5.74 Motivational factors men belief cause women to sell sex
To pay debt was believed to be the commonest motivational factor that causes
women to be involved in prostitution. This belief was found to be significantly
different between the clients (48.6%) and the non-clients (87.7%) groups
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(X

2

=31.852, p<.008), see Table 23. It was believed that women are least likely

to choose freely to go into prostitution (6.7%), but are very likely to be forced or
coerced into prostitution (80.4%). These beliefs were found to be significantly
different between the clients and non-clients, see Table 23.

Table 23: Motivational factors men belief cause women to sell sex
Belief Item

Clients
(%)

Nonclients (%)

Total
(%)

To make lots of
money

Yes

22 (59.9)

125 (61.6)

147 (61.3)

No

15 (40.5)

78 (38.4)

93 (38.8)

They chose to go
into prostitution
and like it
They enjoy
having sex with a
variety of men
They do not have
alternative work
to do
They are forced
or coerced into
prostitution
They are
deceived into
prostitution
To pay up debts

Yes

7 (18.9)

9 (4.4)

16 (6.7)

No

30 (81.1)

194 (95.4)

224 (93.3)

Yes

6 (16.2)

12 (5.9)

18 (7.5)

No

31 (83.8)

191 (94.1)

222 (92.5)

Yes

18 (48.6)

166 (81.8)

184 (76.7)

No

19 (51.4)

37 (18.2)

56 (23.3)

Yes

23 (62.2)

170 (83.7)

193 (80.4)

No

14 (37.8)

33 (16.3)

47 (19.6)

Yes

19 (51.4)

150 (73.9)

169 (70.4)

No

18 (48.6)

53 (26.1)

71 (29.6)

Yes

18 (48.6)

178 (87.7)

196 (81.7)

No

19 (51.4)

25 (12.3)

44 (18.3)

Yes

20 (54.1)

175 (86.2)

195 (81.3)

No

17 (45.9)

28 (13.8)

45 (18.8)

To fund a drug
dependency

X2

Df*

Pvalue

BC**

Test
0.059

1

.808

1.000

10.554

1

.001

.008

4.790

1

.029

.232

19.196

1

<.001

<.008

9.256

1

.002

.016

7.633

1

.006

.048

31.852

1

<.001

<.008

21.237

1

<001

<.008

*Degree of freedom
**Bonferroni Correction – this was applied to the p-values by multiplying them by 8
as there were eight items being considered here.
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5.8 Men’s behaviour and experience on prostitution
37 items of the questionnaire explore men’s behaviour and experience on
prostitution.

5.81 Payment for sex
Of the 240 questionnaires analysed, 37 (15.4%) respondents had ever paid for
sex. 89 (43.8%) of those who had not paid for sex had at some time thought of
paying for sex. They cited many reasons why they could not go ahead to pay for
sex. The responses were categorized and presented as shown in the Table 24.
Fear of infection was the commonest impeding factor, cited by these men, which
made them not to pay for sex.

Table 24: Factors that impede some men from paying for sex
Impeding factor

Frequency (%)

Fear of infection

68 (76.4)

It is a social taboo

62 (69.7)

My partner will feel betrayed if she finds out

61 (68.5)

It will reduce my personality

53 (59.6)

I am in a steady relationship

21 (23.6)

It is waste of money

8 (9.0)

Fear of police arrest

8 (9.0)
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5.82 Watching pornography
158 (65.8%) of the respondents had watched pornography. Greater proportion
of those who had paid for sex (81.1%) had watched pornography as compared
to 63.1% of those who had not paid for sex. This difference in behaviour was
found to be statistically significant (X2=4.521, p=0.033), see Table 25 and Figure
1.
Table 25: Watching of pornography
Ever Watched Pornography

Yes (%)
Ever Paid
for Sex

No (%)

Total

X 2=4.521

Total

Yes

No

30

7

37

(81.1)

(18.9)

(100)

128

75

203

(63.1)

(36.9)

(100.0)

158

82

240

(65.8)

(34.2)

(100.0)

df=1

p=0.033

Figure 1: Watching of pornography
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Greater percentage (78.5%, n=124) of the respondents who watched
pornography do that only occasionally. See Figure 2.

Fig 2: Frequency of watching pornography
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0
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Frequency of paying for sex
19 (52.8%) clients paid for sex only once, 16 (44.4%) only occasionally while
one client pay for sex monthly. See Figure 3 below.
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Figure 3: Frequency of paying for sex
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Last time when you paid for sex
Most clients (n=14, 38.9%) last paid for sex within one year prior to the study as
shown in Figure 4.
Figure 4: The last time of paying for sex
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The different persons paid for sex
About one-half of the clients paid only one person for sex, while 27.8% (n=10)
paid 2 – 4 persons and 19.4% (n=7) paid more than 15 persons.

Figure 5: The different persons paid for sex
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Age when first pay for sex
Three-quarters of the clients first paid for sex when they were 16-20 years old. A
further 22.8% did that at 21-25 years old. No client initiated paying for sex after
25 years old. See Figure 6.
Figure 6: Age when first pay for sex
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Age when first paid for sex

Kinds of sex paid for
Vaginal sex was the commonest kind of sex paid for. This was followed by oral
sex. Non-penetrative sex was the least kind of sex paid for, as shown in Table
26.

74

Table 26: Kinds of sex paid for
Kind of sex

Frequency (%)

Oral

28 (75.7)

Vaginal

34 (91.9)

Anal

8 (21.6)

Non-penetrative sex

3 (8.1)

Masturbation

7 (18.9)

Specific fetish

8 (21.6)

Kinds of places where sex was paid for
Brothel, Massage parlour and Saunas were the commonest places where sex
was purchased by the clients as shown in Table 27. No client purchased sex
from Escort Agency or lap dancing club nor via the internet or phone.

Table 27 Kinds of places where sex was paid for
Kind of places

Frequency (%)

Street

12 (32.4)

Brothel/Massage parlour/Sauna

16 (43.2)

Flat

14 (37.8)

About one-half (47.1%) of the clients paid for sex outwith UK only; 26.5%,
Glasgow only; 17.6, both Glasgow and outwith UK; 8.9% UK only, see Figure 7.
Amsterdam was the commonest city cited for the purchase of sex act; while

75

Netherlands and Thailand were cited as the commonest countries where sex
was bought. London and Birmingham were cited as the cities where sex act was
bought from the UK.

Figure 7: Places where sex was bought
Other places
Both Glasgow and out

Glasgow only

Outside UK only

Frequency of condom use
78.4% of all clients always use condom when paying for sex while 13% had
never used condom when paying for sex.
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Figure 8: Frequency of Condom Use
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Told someone about paying for sex
73% of the clients had told their friend about their encounter with prostitutes,
while none had told their GP, see Table 28.

Table 28: Told someone about paying for sex
Told who

Frequency (%)

Dr/Nurse at a sexual health clinic

4 (10.8)

GP

0 (0.0)

Partner

3 (8.1)

A friend

27 (73.0)

A colleague

4 (10.8)

Nobody

7 (18.9)
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Violence against prostitutes
None of the clients had beaten or raped a prostitute for any reason. Also none of
them have been harassed by the police while soliciting for sex.

5.9 Typology of men who pay for sex
This section describes the socio-demographic characteristics of men who had
paid for sex. To establish the typology of men who had pay for sex, we will
compare their socio-demographic characteristics with the men who had not paid
for sex. This will be done using Chi-square tests where appropriate.

5.91 Age
The age groups 50-59 and 60+ were merged to give the age group 50+ in order
to get large cell expected counts for a valid analysis. Great majority of the clients
(86.4%) and non-clients (77.4%) were between 20 and 39 years.
However, there was no statistically significant difference found between the age
distributions of the clients and non-clients (X 2=7.374, p=0.194), see Table 29.
Table 29: Comparative
prostitutes

age

distribution

of

clients

and

non-clients

Age Group (years)

Total

16-19

20-24

25-29

30-39

40-49

50+

Ever

Yes

1

10

15

7

2

2

37

Paid for

(%)

(2.7)

(27.0)

(40.5)

(18.9)

(5.4)

(5.4)

(100.0)

Sex

No (%)

18

65

46

46

22

6

203

(8.9)

(32.0)

(22.7)

(22.7)

(10.8)

(3.0)

(100.0)

19

75

61

53

24

8

240

(7.9)

(31.3)

(25.4)

(22.1)

(10.0)

(3.3)

(100.0)

Total

X 2=7.374

df=5

of

p=0.194
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5.92 Relationship status
The separated, divorced and the widowed were merged into ‘Ex-married’ to
allow for large cell expected count in order to achieve valid statistical analysis.
There was no respondent that live with male partner, so that category was
omitted.

45.9% of clients and 48.3% of non-clients were single, and this constitutes the
commonest relationship status of the respondents (Table 30). There was no
significant difference found between the relationship status of the clients and
non-clients (X 2=1.624, p=0.654).
Table 30: Relationship status of clients and non-clients of prostitutes
Relationship Status

Total

Single

Partner**

Married

Ex-married*

Ever

Yes

17

14

5

1

37

Paid for

(%)

(45.9)

(37.8)

(13.5)

(2.7)

(100.0)

Sex

No

98

59

34

12

203

(%)

(48.3)

(29.1)

(16.7)

(5.9)

(100.0)

115

73

39

13

240

(47.9)

(30.4)

(16.3)

(5.4)

(100.0)

Total

*Separated, divorced and widowed
**Living with female partner

X 2=1.624

df=3

p=0.654
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5.93 Educational Qualification
Here, the ‘School certificate’ and ‘C&G’ categories were merged into ‘School
certificate’.

There were more university graduates (38.8%) among the respondents than
other qualification categories. This distribution of educational qualifications in the
clients and non-clients was not statistically significant different (X 2=8.320,
p=0.081), see Table 31.
Table 31: Educational qualifications clients and non-clients of prostitutes
Educational Qualification

Total

Degree

HNC/HND

ONC/OND

NVQ

Sch Cert

Ever

Yes

12

11

4

6

4

37

Paid

(%)

(32.4)

(29.7)

(10.8)

(16.2)

(10.8)

(100.0)

for

No

81

43

12

15

52

203

Sex

(%)

(39.9)

(21.2)

(5.9)

(7.4)

(25.6)

(100.0)

93

54

16

21

56

240

(38.8)

(22.5)

(6.7)

(8.8)

(23.3)

(100.0)

Total
2

X =8.320

df=4

p=0.081

5.94 Occupation
Here ‘Student’ and ‘Unemployed’ categories were merged into ‘Unemployed’,
and ‘Paid employment’ and ‘Retired’ categories into ‘Paid employment’.

81.1% of clients and 46.3% of non-clients were in paid employment. This
difference was found to be statistically significant (X 2=17.231, p<.001), see
Table 32 overleaf.
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Table 32: Occupation of clients and non-clients of prostitutes
Occupation
Unemployed

Yes (%)
Ever Paid
for Sex

No (%)

Total

X 2=17.231

Total

Self

Paid

Employed

Employment

2

5

30

37

(5.4)

(13.5)

(81.1)

(100.0)

75

34

94

203

(36.9)

(16.7)

(46.3)

(100.0)

77

39

124

240

(32.1)

(16.3)

(51.7)

(100.0)

df=2

p<.001

5.95 Deprivation Area
51.4% of clients live in the Average area as compare with 35.3% of the nonclients. However, this difference was not statistically significant (X 2=5.458,
p=0.065), see Table 33.
Table 33: Deprivation areas of clients and non-clients of prostitutes
Deprivation Area

Ever Paid

Yes (%)

for Sex
No (%)

Total
2

X =5.458

Total

Very Affluent

Average

Very Deprived

Area

Area

Area

6

18

11

35

(17.1)

(51.4)

(31.4)

(100.0)

22

66

99

187

(11.8)

(35.3)

(52.9)

(100.0)

28

84

110

222

(12.6)

(37.8)

(49.5)

(100.0)

df=2

p=0.065
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5.96 STI Diagnosis
Genital warts was the commonest STI cited by the respondents that they were
diagnosed with in the past (n=110, 45.8%). This was followed by Chlamydia
(n=106, 44.2%). The least STI diagnosis cited by the respondents was Nonspecific Urethritis (n=9, 3.8%). However, there was no significant difference in
the STI diagnosis among the clients and non-clients, see Table 34.

Syphilis was omitted because its analysis yielded invalid result as the cell counts
were very small.

Table 34: STI diagnosis of clients and non-clients of prostitutes
STI

Clients
(%)

Nonclients(%)

Total
(%)

Genital Herpes

1

18

19

(2.7)

(8.9)

(7.9)

3

6

9

(8.1)

(3.0)

(3.8)

2

2

4

(5.4)

(1.0)

(1.7)

10

96

106

(27.0)

(47.3)

(44.2)

17

93

110

(45.9)

(45.8)

(45.8)

Non-specific Urethritis

Gonorrhoea

Chlamydia

Genital Warts

X2

Df*

BC**

Test
1.631

Pvalue

1

.202

1.000

2.302

1

.129

0.645

3.731

1

.053

0.265

5.211

1

.022

0.110

5.533

1

.063

0.315

*Degree of freedom
**Bonferroni Correction – this was applied to the p-values by multiplying them by 5
as there were five items being considered here.
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6: DISCUSSION
This study has important implications for the perceptions of men about
prostitution especially in Scotland, as well as providing much insight into the
feasibility of using routine clinical sexual health service to study men’s
perspectives of prostitution.

In this chapter, we will firstly consider the findings on the feasibility of using
routine clinical sexual health service for the study, before discussing men’s
perspectives on prostitution; these will include their knowledge, attitudes, beliefs
and behaviours in relation to prostitution. Finally, the implications of the study's
findings on developing effective interventions to address the problems of
prostitution will be considered.

The results of the survey showed no significant difference in the sociodemography among the three sub-populations of participated, declined and notapproached. The mean age of the total eligible population was 29.19 years
(n=440), while that of those who participated was 28.91 years (n=241) and those
who did not participate was 29.52 years (n=199). There was no statistically
significant difference between the men who participated in the study and the
men who did not participate in terms of age (t=-0.638, p=0.523); deprivation
area (X

2

=1.889, p=0.339); sexual orientation (X

2

=0.111, p=0.739); and

diagnosis of STI (X 2=0.561, p=0.454),
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The study also showed a good participation rate of 69.7%.

The findings of a

survey are valid when a response rate of at least 70% is achieved (Crombie &
Davies 1996). There may be many factors that contributed to the good
participation rate. One of which may be that the men attending the GUM clinic at
The Sandyford Initiative form a discrete group of sexually active men who are
concern to some extent about their sexual health and would want to share their
experiences.

The clients of prostitutes are varied and are not significantly different from nonclients except in their occupational status (p<0.001). Clients were more likely to
be in paid employment and less likely to be self employed or unemployed than
non-clients. The clients were not significantly different from non-clients in terms
of age (p=0.194). This finding is in contrast to the studies of Pitts et al (2004)
and Coughlan et al (2001) conducted in Australia where clients were reported to
be older than non-clients. Clients were more likely to purchase sex for the first
time as teenagers (16-20 years). This is consistent with the findings of Hoigard
and Finstad (1986); but in contrast to the studies of Kennedy et al (2004), and
Monto (1999) who documented average age of 27 and 24 years respectively. In
the same vein, clients were not significantly different from non-clients in terms of
relationship status (p=0.654); educational qualification (p=0.081); deprivation
area (p=0.065); and STI diagnoses.
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Non-clients were likely to show more knowledge on the level of risk involved in
patronizing prostitutes. On the other hand, clients show significantly better
knowledge on the shortcomings of prostitutes.

The men who accepted paying for sex and the men who had not paid for sex
have significantly different attitudes toward prostitution. Non-clients are more
likely to feel that it is acceptable for a father or son to pay for sex (p=0.011); it is
difficult to leave prostitution once into it (p<0.011); and that prostitution is not
wrong (p<0.011). They are less likely to feel that women freely choose to be
involved in prostitution (p<0.011).

The motivational factors which cause men to purchase sex act are consistent
with other research findings.

15.4% of the respondents had ever paid for sex. This is higher than the UK
average, 3.5%, reported in NATSAL 2000 (Johnson et al 2001). Nevertheless,
the finding is consistent with some European studies: Germany, 18% (Stolen
Youth 2003); Italy, 17.7% (International Conference 2004): and an American
study documenting 16.7% (Laumann et al 1994). Watching pornography is
significantly associated with paying for sex (p=0.033). The men who watch
pornography may likely want to practice what they have seen and thereby
paying for sex. Vaginal sex was the commonest sex bought and clients are more
likely to buy sex abroad. Amsterdam was cited as the commonest city where
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clients bought sex abroad. This may be linked to the legalization of prostitution
in The Netherlands.

Violence against prostitutes was denied by all the clients. This is not surprising
as customers of prostitutes would want to hide such activities from public glare.

This study has clearly serious limitations.
1 Questions can be misunderstood by the respondents and there is no
way of knowing that this has happened, though the questionnaire was
piloted to reduce the possibility of misunderstandings.
2 Although the researcher was aware of the type of information required
for this study, inexperience resulted in an initial lack of precision in
defining in advance, which associations were to be explored.
3 Inadequacy of the researcher’s knowledge on information technology
created a huge burden on him during the writing-up period.
4 There is paucity of research study at present in this area on the
Scotland population so only a little relevant literature was found.
5 The time and resource constraint for a MPH project only allow for the
study of a small sample. The study can be further extended in the
future provided time and other resources are adequate.
6 The views provided by this survey are limited to the perspectives of
male attendees of a clinical sexual health service setting.
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CONCLUSION
In conclusion therefore:
•

It is feasible to study men’s perspectives using a routine clinical sexual
health service setting. The men attending such facility are a discrete
group of sexually active men who are concern to some extent about their
sexual health and are willing to share their experiences. In this study, a
participation rate of 69.7% was achieved. The study also showed that
there was no significant difference between those who participated and
those who declined participation.

•

15.4% of men attending the GUM clinic at The Sandyford Initiative use
prostitution.

•

The men who pay for sex are not significantly different from the men who
do not pay for sex except in their employment status. Clients were more
likely to be in paid employment and less likely to be self employed or
unemployed than non-clients.

•

Some men at some time thought of paying for sex, but are deterred by
some factors.

•

Watching pornography is associated with paying for sex.

•

Payment for sex is commonly initiated before the age of 20.

•

Sex act is more likely to be bought abroad than from the UK.

•

There is high percentage of condom use when paying for sex.

87

LESSONS LEARNED
The overwhelming lesson learned from this research was the practical approach
to research methodology. Only a small proportion of the data generated have
been incorporated within this report. The researcher gained considerable insight
into methodological strategies for ensuring the objectivity and validity of data
collected; as well as providing a good foundation for future research work. The
great lesson learned will facilitate critical appraisal of the increasing number of
publications, in peer reviewed journals and elsewhere.

The researcher learned from objective critical analysis of this research work.
Key lessons included;
1 Good information technology skills save time in long run; it is worth
investing time to gain such skills. I have improved my word processing,
data entry and statistical analysis skills. I improved my graphics skills by
using power point. I have learned to use SPSS and gained some
orientation in MINITAB for statistical analysis. Electronic searching
facilitated my literature searches.
2 Establishing relationships with those that are experienced in the
research, and especially in the area of sexual health, proved very
helpful.
3 Good questionnaire design takes time due to consultation, redrafting
and piloting. It is important to keep in mind your aims and objectives for
the project while designing the questionnaire. The questionnaire must
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ask questions that adequately address the research questions. It is
useful to think of the answer codes at the design stage, as it saves time
later. The use of some open-ended questions to further explore some
key areas can also be useful.
4 Data entry needs allocation of sufficient time and meticulous care is
needed when entering the data.
5 It is important to remain focused on the aims and objectives of the
project when analyzing the data gathered.
6 Writing a research report is a skill that needs experience. I feel my
sensitivity regarding the need to be careful about general and value
loaded words while interpreting the finding in the study has been
increased.

DISSEMINATION
The results of this study will be presented at one of The Sandyford Initiative staff
training workshops. Subsequently, the report will be posted on The Sandyford
Initiative website. This will provide opportunity to the participants and other users
of Sandyford to view the research findings.

Greater Glasgow NHS Board, in particular its Public Health Protection and
Health Promotion teams; and the Scottish Expert Group on Prostitution will be
provided with written information about the study's findings, in order that it can
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be used to implement appropriate interventions for users of prostitutes.

Finally, publication of the research findings will be submitted to a specialist
sexual health journal.
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APPENDIX 1: SEARCH STRATEGIES

Bibliographic Databases: Medline/Embase/PsychINFO/ Science Citation
Index/ Social Science Citation Index
Subject Headings:
Exp attitude to health
Health knowledge, attitudes, practice
Exp Behaviour
Choice Behaviour
Risk-Taking
Sexual Behaviour
and
Prostitution
Keywords:
Prostitut$
Sex work$
Commercial sex
and
Commercial heterosexual contact$
Male client$
ISI SSCI:
((TS=sex work* or TS=prostitut*) and (TS=heterosexual* same (TS=Male or
TS=Men)) and (TS=attitude* or TS=Knowledge or TS=practice* or TS=risk*)) not
(TS=transgender* or TS=transex* or TS=male sex work* or TS=male prostitute*
or TS=transvestite*).
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APPENDIX 2: ETHICS COMMITTEE APPROVAL
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APPENDIX 3: RESEARCH AND DEVELOPMENT DIRECTORATE APPROVAL
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APPENDIX 4: THE RECRUITMENT POSTER

You are being invited to
take part in a research
study on:
what men think about
prostitution
&

why men may choose to pay for sex.
When:
May & June 2005

@
The Sandyford Initiative
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APPENDIX 5: PARTICIPANTS INFORMATION SHEET

RESEARCH PARTICIPANT INFORMATION SHEET
A Survey Of Male Attendees At Sandyford Initiative: Knowledge, Attitudes,
Beliefs And Behaviours In Relation To Prostitution.
You are being invited to take part in a research study. Before you decide
whether to go ahead or not, it is important for you to understand why the
research is being done and what it will involve. Please take time to read the
following information carefully and discuss it with others if you wish. Ask us if
there is anything that is not clear, or if you would like more information. Take
your time to decide whether or not you wish to take part.
Thank you for reading this.
What is the purpose of this study?
The study is concerned with men who attend The Sandyford Initiative. It aims to
find out what men think about prostitution and why men may choose to pay for
sex.
Why have I been chosen?
You have been chosen because you are a male above 16 years attending the
GUM Walk-in clinic of The Sandyford Initiative.
Do I have to take part?
It is up to you to decide whether or not to take part. If you decide to take part,
you will be given this Information Sheet to keep and be asked to sign a consent
form. If you decide to take part, you are still free to withdraw at any time, without
giving a reason. A decision to withdraw at any time, or a decision to take part will
not affect the standard of care you will receive. Refusal to participate, or
subsequent withdrawal, will not affect the services you receive at The Sandyford
Initiative in any way.
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What will happen to me if I take part?
If you decide to take part, you will be taken to a private place where you will be
given a questionnaire by the researcher and we would be grateful if you could
complete it as honestly as possible, because what you say will be important to
us. The questionnaire will take 15-20 minutes to complete. Once you have filled
it in, you will put it into the envelope provided, seal it and then place it into the
special post-box in the immediate vicinity. The questionnaire does NOT include
your name or any identifying details. This is to ensure that you remain
anonymous. One of the aims of this research is to find out whether men
attending a sexual health service are willing to take part in this kind of research.
To establish this, we would like to record whether or not you agree to take part
on a register that will also contain the following information: your age, sexual
orientation, postcode district of residence, ethnicity, and the reason that you
attended the clinic. The reason for doing this is to allow us to compare the
characteristics of people who agree to take part with those who do not. It will not
be possible to link this information either with your name, clinic number or the
questionnaire.
What are the possible disadvantages and risks of taking part?
It is very unlikely that you will have problems after taking part in the study.
However, you will be referred to a Health Adviser or the ‘Thrive’ Counselling
Service in the event that you become distressed or identify issues you believe
you need support in course of completing the questionnaire.
What are the benefits of taking part?
There will not be any benefit to your own physical and mental health from taking
part in the study. However, you will be helping us to understand what men think
about prostitution and why men may choose to pay for sex. The information we
get from the study may mean that we are more able to develop appropriate
health promotion strategies to address men’s use of prostitution.
Will my taking part in the study be kept confidential?
If you agree to take part in the study, the researcher will not have access to your
medical records. The questionnaire does NOT include your name or any
identifying details. This is to ensure that you remain anonymous. All information
that you give in the questionnaire will be kept strictly confidential throughout the
course of the research.
What will happen to the results of the research study?
The study will be written-up by August 2005 and examined by the University of
Glasgow. The study may also be published in a scientific journal in the future.
You will not be identified in any publication or report.
Who is organising the research?
This research is conducted by a postgraduate student of Department of Public
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Health and Health Policy, University of Glasgow, under the auspices of NHS
Greater Glasgow. The study has been given ethical and Research &
Development (R&D) Management approvals, respectively, by the NHS Greater
Glasgow Primary Care Division.
If you need further information or clarification, you can contact the researchers
at:
Dr Umeka A Okara
(Researcher & MPH Student)
Department of Public Health and Health Policy,
University of Glasgow,
1 Lilybank Gardens,
Glasgow, G12 8QZ,
Phone : 0788 303 9899
Email: 0409522o@student.gla.ac.uk
or
Dr Anne Scoular
(Supervisor)
Glasgow Centre for Population
Level 6,
39 St. Vincent Place,
Glasgow, G1 2ER.
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APPENDIX 6: CONSENT FORM

CONSENT FORM
A Survey Of Male Attendees At Sandyford Initiative: Knowledge,
Attitudes, Beliefs And Behaviours In Relation To Prostitution
The respondent should complete the whole of this sheet himself, in duplicate.

Have you read the Information Sheet?

Yes

No

Have you had the opportunity to ask questions and discuss the study?

Yes

No

Have you received satisfactory answers to your questions?

Yes

No

Have you received enough information about the study?

Yes

No

Do you understand that you are free to withdraw from the study,
at any time, without having to give any reason, and without
affecting the quality of your present or future care?

Yes

No

Do you agree to take part in this study?

Yes

No

-------------------------------------------Name of participant

-----------------------Signature

--------------------Date

-------------------------------------------Name of person obtaining consent

-----------------------Signature

--------------------Date
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APPENDIX 7: THE QUESTIONNAIRE
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