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Abstract
An understanding of sexual (risk) behavior is necessary to successfully develop prevention and care strategies for the sexu-
ally transmitted infections (STI) high-risk group of male sex workers who have sex with men (MSW–MSM). However, 
limited scientific knowledge is available on sexual (risk) behavior of (home-based) MSW–MSM. This study aimed to gain 
an understanding of sexual (risk) behavior, factors influencing sexual (risk) behavior, and applied risk-reduction strategies of 
home-based MSW–MSM. For this qualitative study, semi-structured individual interviews were conducted with 20 home-
based MSW–MSM in the Netherlands. The interviews’ recordings were transcribed verbatim and thematically analyzed with 
Atlas.ti 8. Condom use was reported to be high during anal sex, but low during oral sex and mostly determined by STI risk 
perception, trust in clients, and sexual pleasure. Many experienced condom failure, while few knew what to do after condom 
failure and were aware of post-exposure prophylaxis (PEP). Many MSW–MSM had chemsex in the past 6 months in order to 
loosen up and enhance sexual pleasure. Some were not vaccinated against hepatitis B virus (HBV), mainly due to the lack of 
information and awareness of HBV vaccination and low risk perception of HBV. The results of this study can be used to tailor 
future STI/HIV risk-reduction strategies for home-based MSW–MSM and to increase awareness and uptake of available STI/
HIV prevention strategies such as P(r)EP and HBV vaccination.

Keywords Male sex workers who have sex with men · STI/HIV · Condom use · Sexual risk behavior · Hepatitis B · Risk-
reduction strategies

Introduction

Globally, male sex workers who have sex with men 
(MSW–MSM) have shown to have a higher risk for acquiring 
sexually transmitted infections (STI), including human immu-
nodeficiency virus (HIV), in comparison with female sex work-
ers (FSW) and (non-sex worker) men who have sex with men 
(MSM) (Baral et al., 2015). We define MSW–MSM as men who 
have sex with men in exchange for money or goods. A meta-
analysis among 55 countries has shown that MSW–MSM overall 
were significantly more likely to have been diagnosed with an 
STI in the past 12 months (aOR 1.75) and to ever have been diag-
nosed with HIV (OR 1.30–aOR 1.60) compared to MSM (Berg 
et al., 2019; Oldenburg et al., 2015). Studies in Western Europe, 
The Netherlands and Belgium, have also presented higher STI 
positivity rates (31–46%) and newly diagnosed HIV infections 
(6.1–10%) in MSW–MSM compared to FSW (STI: 9–24%; HIV: 
0–2%) (Drückler et al., 2020; Leuridan et al., 2005; Verhaegh-
Haasnoot et al., 2015). New hepatitis B virus (HBV) infections 
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were determined in 5–14% of MSW–MSM (FSW: 0%; MSM: 
0%) and 58–71% were not (fully) HBV-vaccinated, compared 
to 48% of FSW and 35% of MSM (Leuridan et al., 2005; Ver-
haegh-Haasnoot et al., 2015). Furthermore, MSW–MSM seem 
to be more likely to display sexual risk behavior compared to 
MSM and FSW. Substance use before/during sex is reported to 
be higher among MSW–MSM compared to MSM and FSW 
(Berg et al., 2019; Drückler et al., 2020; Mgbako et al., 2019a, 
2019b; Weber et al., 2001). A systematic review also indicated 
that 23% of the internet-based MSW–MSM who engaged in 
anal sex reported condomless sex (Passos & Almeida-Santos, 
2020). Additionally, multiple studies have shown that a large part 
(43–60%) of the studied MSW–MSM population (also) had sex 
with women, thereby forming a bridge population in STI/HIV 
transmission to female sex partners (Berg et al., 2019; Drückler 
et al., 2020; Verhaegh-Haasnoot et al., 2015; Weber et al., 2001).

An estimated 40 to 75 percent of MSW–MSM solicits 
clients on the internet and MSW–MSM allegedly mostly 
work home-based (Donovan et al., 2010; Scott et al., 2021; 
Van Gelder, 2014). Soliciting clients independently of a 
third party from home as an in-call or out-call escort is often 
referred to as home-based sex work (Aidsfonds, 2018). Since 
many home-based sex workers mostly solicit clients on the 
internet, they can also be referred to as (self-employed) inter-
net-based sex workers.

Home-based MSW–MSM are considered hidden to care, 
due to stigma and their internet-based working method 
causing individualization and thus getting in contact with 
healthcare has become up to MSW–MSM (Baral et al., 
2015; Gelder, 2011). Despite their high STI/HIV burden, 
MSW–MSM have been neglected in research (Baral et al., 
2015). As presented above, several studies have quantita-
tively assessed sexual risk behavior for MSW–MSM, but 
often no distinction is made between sex work locations. 
This distinction in work location is relevant, as the degree 
of STI/HIV risk for MSW–MSM depends on work context 
and as well as the effectiveness of subsequent public health 
interventions (Salhaney et al., 2021). A study conducted in 
the United States of America (USA) suggests that internet-
based MSW–MSM their sexual (risk) behavior could be more 
similar to those of non-sex worker MSM compared to street-
based MSW–MSM (Bimbi & Parsons, 2005). A study among 
Dutch FSW, however, showed that home-based FSW were 
significantly more likely to be diagnosed with chlamydia and 
gonorrhea and had a substantially lower condom use com-
pared to window sex workers (van Dulm et al., 2020). Little 
is, however, known about home-based MSW–MSM their 
sexual (risk) behavior, factors influencing MSW–MSM’s sex-
ual (risk) behavior and risk-reduction strategies in Western 
Europe. Insight into sexual (risk) behavior and risk-reduction 
strategies and the rationale and factors underlying this behav-
ior, is important to tailor SHS.

To gain a deeper understanding of sexual (risk) behavior, 
factors influencing sexual (risk) behavior and applied risk-
reduction strategies of home-based MSW–MSM, we con-
ducted a qualitative descriptive study for which semi-struc-
tured in-depth interviews were held. This study is reported 
in accordance with the consolidated criteria for reporting 
qualitative studies (COREQ) checklist (Tong et al., 2007).

The research team comprised of both academic scholars 
and medical professionals with extensive prior experience in 
the sexual health field working at the Public Health Service 
South Limburg. One of the SHS providers in the Netherlands 
is the Public Health Service’s outpatient STI clinic (hereafter 
named: STI clinic). The STI clinic provides free-of-charge, 
anonymous and confidential SHS to STI high-risk groups, 
including sex workers. The SHS include provision of STI/
HIV testing, hepatitis B vaccinations, pre-exposure prophy-
laxis (PrEP) and sexual health counseling. The STI clinic 
offers free hepatitis B vaccinations to MSM and sex workers. 
During the time of the interviews, PrEP had only recently 
become widely available. One can visit the STI clinic if one 
has a Dutch residential address.

A study previously conducted by our study group showed a 
high STI/HIV positivity among internet-based MSW–MSM, 
asking for an in-depth understanding of MSW–MSM’s sex-
ual (risk) behavior (Verhaegh-Haasnoot et al., 2015). Two 
female team members, a researcher and a nurse who was 
also involved in the participant recruitment, conducted the 
interviews. Participants were informed of the interviewers’ 
professions, the reasons for conducting the interviews, and 
the main study goal.

Method

Participants

Participants were eligible for inclusion in this study if (1) 
biologically of the male sex, (2) aged 18 years and above, (3) 
had at least once sex with a man in exchange for money or 
goods in the past 6 months, (4) the sex work has taken place 
in the Dutch province of Limburg. Recruitment was done 
through purposive sampling place from November 2018 to 
June 2019. The participants were recruited via three routes: 
the STI clinic South Limburg, internet fieldwork and two 
male saunas. We put more emphasis on recruitment through 
IFW in an effort to recruit MSW–MSM who were unfamiliar 
with the STI clinic. The recruitment posters and the informa-
tion letters were developed in Dutch, English and German to 
also attempt recruitment of non-Dutch sex workers. Recruit-
ment posters were hung up in the STI clinic’s waiting rooms 
and in two gay saunas. Additionally, during STI consultations 
nurses recruited MSW–MSM and their peers. Four online 
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platforms commonly used by MSW–MSM (Grindr, Bullchat, 
Boys4U and Kinky) were used for participant recruitment 
through internet fieldwork. Both an active (a recruitment 
message was sent to profiles likely of MSW–MSM) and a 
passive (an STI clinic nurse was present on online platforms 
and the recruitment poster was used as the profile picture) 
approach were used for recruitment. Recruitment continued 
until data saturation was reached. In total 29 participants 
were recruited, of which we interviewed 20 participants, 7 
were no-shows and 2 were excluded due to not wanting to 
comply with the interview criteria such as interview location 
and due to not being a sex worker but a sex work client. Of 
the 20 interviewed participants, 15 were recruited through 
internet fieldwork, 3 through the STI clinic and 2 through 
the male saunas.

Procedure and Measures

A theory-informed interview guide was developed based on 
relevant theoretical constructs from the health behavior mod-
els Health Belief Model (HBM) (Rosenstock, 1974) and Rea-
soned Action Approach Model (RAAM) (Fishbein & Ajzen, 
2011), concepts retrieved from literature and themes of inter-
est. HBM describes that health behavior is determined by 
perceived severity and perceived susceptibility of the health 
issue and benefits and barriers of the health behavior and 
a cue to action could provide an extra stimulant. Perceived 
(social) norm, attitude and knowledge might also influence 
health behavior as described in RAAM. We assessed factors 
influencing sexual (risk) behavior of MSW–MSM partly by 
assessing determinants of health behavior described in HBM 
and RAAM (Fishbein & Ajzen, 2011; Rosenstock, 1974) as 
well as by identifying new concepts in the interviews. Themes 
included were sexual practices, sexual behavior, e.g., condom 
use, factors influencing sexual behavior and hepatitis B vac-
cination. The interview guide can be found in Supplement 1.

The interviews were approximately 1.5 hours and were con-
ducted face-to-face at a location and time of the participant’s 
preference. Of the 20 interviews (17 in Dutch and 3 in Eng-
lish), 15 were held at the STI clinic and 5 at the participant’s 
home. No non-participants were present at the interviews. Both 
oral and written informed consent were obtained. Participants 
received 50 euros cash as compensation for their time and a 
goodie bag with condoms, sexual health information leaflets 
and personal care products. As part of our regular outreach 
care, participants were offered the possibility to do an STI test 
and to receive a hepatitis B vaccination and information at the 
interview location or to make an appointment at the STI clinic.

The interviews were recorded by a voice recorder, tran-
scribed verbatim and anonymized. Field notes were made 
after the interview regarding the general impression of the 
interviews. Transcripts were not returned to the participants 
for comments.

Data Analysis

For this study, we performed a thematic analysis, allowing us 
to identify, analyze, organize and report themes in the data in 
detail (Braun & Clarke, 2006). To ensure the quality of our 
thematic analysis, we used the 15-point checklist of criteria 
for good thematic analysis developed by Braun and Clarke.

All transcripts were imported into the software Atlas.
ti 8. We used a hybrid process of inductive and deductive 
coding. An initial coding structure was developed based on 
concepts and themes from the interview guide. Emergent 
codes were added based on the inductive coding strategy 
of active reading. Coding was done by the researcher who 
had also conducted the interviews. The first two coded tran-
scripts were reviewed and coded by a senior researcher and 
discussed by the two coders until an inter-coder agreement 
was reached. Finally, the code descriptions were discussed 
with the research team for interpretation purposes.

Results

A diverse group of 20 male sex workers who have sex with 
men participated in this study (Table 1). All participants were 
assigned the male sex at birth. Some of those unemployed 
besides their sex work were still in education, unable to work 
due to medical reasons or retired. The duration of sex work 
ranged from 3 months to 32 years; however, sex work was 
often done with intermissions. At the time of the interview 
7, participants were in a relationship, of which 2 had a rela-
tionship with a man. Nearly half (45%) of the participants 
identified as bisexual or heterosexual. Those who identified 
as heterosexual had a male gender identity.

Sexual Behavior

Sexual Acts

The majority of the sex workers reported having oral and 
manual sex with their clients. Not all MSW–MSM had anal 
sex during sex work due to health risks and not enjoying 
anal sex. Many participants who did have anal sex, only had 
insertive anal sex during sex work and some had receptive 
anal sex. Only a few were versatile during sex work, while 
some who solely had insertive anal sex during sex work were 
versatile during sex in a private setting. Those who do not 
have anal sex during sex work often did sex work in the form 
of “soft sex” (i.e., manual and oral sex) or performed an erotic 
massage. A couple of participants also used toys, engaged in 
rimming (oral-anal sex), BDSM (bondage, discipline, sad-
ism, masochism), sex involving urine and had threesomes 
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during sex work. One MSW–MSM sometimes also had vagi-
nal sex with a female sex partner during sex work.

It's really the massaging and jerking off. A step higher, 
then oral is added. Because most men want to blow me. 
I don't think it's gross, so I'll allow it. And if I really like 
someone I’ll blow him too. And every now and then 
comes anal. But then I'll be top. – P6, 55y.

The MSW–MSM often clearly indicated in advance what 
sexual acts they would and wouldn’t perform during sex work 
(e.g., swallowing semen). However, many would also base 
their sexual acts during sex work on the trust in and connec-
tion with the client. The trustworthiness and health of the 
client was assessed based on the physical appearance and 
behavior of the client, and sometimes as well on proof of a 
recent STI test.

A lot of people ask certain sex things, what do you do, 
what don't you do? But I always find that so difficult 
to say, it depends on the person. You don't know what 
you- I could say I'm doing this and that and that, but 
if the person doesn't feel right, then that thing won't 
happen. – P1, 39y.

Sex Work Intensity

The work intensity of sex work varied from daily sex work 
to four times a year, with the majority doing sex work 1 to 
5 times a week often with one client at a time. Participants 
determined their sex work intensity on convenience, sexual 
drive, the need for money and the demand for their services. 
One participant was motivated to limit his clients to limit his 
exposure to STI and protect his sexual health.

It primarily depends on if I feel like it, but sometimes I 
just don’t have any requests at all. – P10, 50y.

Few participants did daily sex work with the intention to 
get as many clients as possible. One participant planned 2 to 
3 nights a month to do sex work for an entire night with 4 to 7 
clients. The intensity of sex work had decreased for a couple 
of participants due to the strain highly intensive sex work had 
on their overall well-being, due to getting older and due to a 
decreasing demand for sex work services.

Chemsex

Many said to have participated in drug use before or during 
sex, also referred to as chemsex, in the past six months both 
in a private and sex work setting. Speed, GHB and XTC were 
mostly used, as well as cannabis, MDMA, GBL, cocaine, Tina 
(methamphetamine) and poppers (not included in the chemsex 
definition). Participants said to engage in chemsex to be able 
to loosen up, to be more alert and awake longer, to relieve pain 
during sex, to enhance pleasure and sexual functioning and by 
request of clients. Some often or always used cannabis, GHB, 
GBL or poppers during sex work, while some only occasionally 
used drugs during sex work, often if requested by the client.

GHB is a must during sex. I think so, GHB is, so to 
speak, a sex drug. It takes the edges off a bit and the 
advantage is that after an hour and a half it's just gone. 
– P9, 42y.

Private Condom Use

A minority of the interviewed MSW–MSM reported condom 
use with their private sex partner until they both tested nega-
tive for STI or reported to always use a condom with their 
private sex partners. Most, however, reported no condom 

Table 1  Sociodemographic characteristics of the study population

1 According to United Nations Statistics Division geographic regions 
(UNSD, 2021)
2 Level of education was categorized into low: elementary, pre-voca-
tional secondary; medium: senior general secondary, pre-university, 
secondary vocational; high: higher professional, university

Characteristic N (%)

Sex assigned at birth
Male 20 (100)
Gender identity
Male 18 (90)
Female 2 (10)
Average age (in years) 39.9 (Range: 

18–66; Median: 
39.5)

Country of birth1

The Netherlands 14 (70)
Western Europe other 3 (15)
Eastern Europe 2 (10)
South America 1 (5)
Level of education2

Low 2 (10)
Medium 10 (50)
High 8 (40)
Employment besides sex work
Employed 11 (55)
Unemployed 9 (45)
Duration of sex work (range) 3 months–32 years
Relationship status
In a relationship 7 (35)
Not in a relationship 13 (65)
Sexual preference
Homosexual 11 (55)
Bisexual 7 (35)
Heterosexual 2 (10)
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use with private partners. Some also had condomless vagi-
nal sex with private female partners. Reasons provided for 
condomless private sex were that one would trust their part-
ner and that private sex often involves love. One participant 
mentioned discussing STI and safety with (chem)dates to 
estimate if it would be safe to have condomless sex. Another 
participant’s private partner had stressed the importance of 
having sex with a condom during sex work.

Private sex indeed is usually without. Because for 
example I just know that my boyfriend doesn't have an 
STI now. So then I feel like, okay I can't get anything 
from that either, or the chance is just very small that I 
can get something of it. – P14, 18y.

Sex Work Oral Condom Use

Most MSW–MSM did not use a condom during oral sex work, 
only if requested by the client. A couple of MSW–MSM 
only had condomless oral sex if clients would not ejaculate 
during oral sex, could show results of a recent STI test or if 
the client is attractive. If the sex worker did not trust the cli-
ent, a condom would be used or only manual sex would be 
performed. Some sex workers said to always use a condom 
during oral sex.

Oral actually unprotected sex and yeah, so you know 
there's always a risk factor. If I don't trust it completely 
then I just don't do it or in the worst case I put on a 
condom or I stick to manual work and so I really stick 
to safety.- P10, 50y.

Sex Work Anal Condom Use

Anal sex was reported to be mostly done with a condom. 
Some said to be really strict when it comes to anal condom 
use, in contrast to some who reported to make exceptions. 
One sex worker had become more lenient toward anal con-
dom use after starting PrEP. Many clients supposedly request 
condomless anal sex, a participant even mentioned that 
half of his requests are for condomless anal sex, which he 
declines. Those who use toys during their sex work reported 
using a condom on the toys if they are not the client’s toys.

They never have to ask me to do without, that's not 
going to happen. You also see that very often people 
say: “without a condom.” That's actually happens a lot, 
I'm really amazed at how many people do that. – P1, 39y.

Factors Influencing Condom Use

Condom use of MSW–MSM was mostly determined by the 
motivation to protect their health and STI risk perception. 

The STI risk of a client was assessed by inquiring about test 
behavior of the client, the level of the client’s personal hygiene 
and the background of the client, e.g., if client is in a relation-
ship. Sexual pleasure and trust in the client or sex partner were 
also factors influencing condom use. Some MSW–MSM also 
determined their condom use based on the attractiveness of 
their client, since they were more likely not to use a condom 
if attracted to the client. Condom use requests of the client 
were also factored into condom use (e.g., a participant wants 
oral condom use but clients don’t want a condom to be used 
during oral sex and he won’t have any clients otherwise). On 
the other hand, client requests for condomless anal sex were 
often denied by the sex workers. PrEP use by the MSW–MSM 
caused more lenient condom use, but PrEP use among clients 
did not since the sex workers often perceived such clients as 
a higher STI risk. Drug use also determined condom use, 
since one participant said to not use condoms during chemsex 
dates, mostly to enhance pleasure. The participants perceived 
the social norm of condom use by MSW–MSM in general as 
variable. Advertisements for condomless sex were seen online 
frequently, some even reporting that 70–90% is advertising 
with condomless sex, while on the other hand advertisements 
for safe sex were often seen as well. Our study population’s 
condom use, however, was reported not to be influenced by 
the perceived social norm of condom use. Factors influencing 
condom use behavior for oral sex and anal sex as reported by 
MSW–MSM are shown in Fig. 1.

Yes, actually every sexual contact I've had for money 
has always been with a condom. Because you don't 
know who it is, who he's been in bed with and it's just 
a really big risk. But with people who I’ve known 
for many years and of which I know with whom they 
laid in bed, with them I’m like I know they don’t have 
anything, so come on. But otherwise no, I’ll use a 
condom. – P14, 18y.

Condom Failure

Nearly half of the participants had previously experienced 
condom failure. Most of them got tested for STI after con-
dom failure; however, one participant had the mispercep-
tion that washing the anus after condom failure was suf-
ficient to prevent STI. Only few participants were confident 
on what to do after condom failure and were aware of PEP.

I wouldn't know, no, I wouldn't know what to do. It 
luckily has not happened, but- – P16, 49y.
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Lubricant Use

Lubricant was often or always being used by most 
MSW–MSM during sexual intercourse. Lubricant was 
mostly used to make anal sex easier, more pleasant and 
less painful. One sex worker, however, mentioned that the 
provision of lubricant is the responsibility of the client. 
Some did not use lubricant, mostly due to the absence of 
anal intercourse during sex work or due to using massage 
oil instead of lubricant.

Yes, the sex is better if you use lubricant. That is 
more of a requirement, so to speak. – P9, 42y.

PrEP Awareness/Knowledge

During the time of the interviews, PrEP had only recently 
become widely available. Many participants had little to no 
knowledge about PrEP. Some of them were aware of PrEP, 
but lacked substantive knowledge, e.g., could not explain 
what PrEP was for. Part of the MSW–MSM were aware of 
PrEP and had enough knowledge to (roughly) explain what 
PrEP entails. Some had read online about PrEP, heard from 
friends or heard from the STI clinic about PrEP.

PrEP Use

Many were interested in PrEP, few also were already regis-
tered on the waiting list and one participant was using PrEP 

at the time of the interview. Some said not to be interested 
in PrEP due to a lack of urgency, mostly based on their 
sexual behavior and absence of anal sex, but also due to a 
negative attitude toward PrEP and being uncertain of its 
trustworthiness.

I think all men should just be careful. But yes, if I can 
help prevent a virus or whatever it is, why not? I'd be 
interested. – P18, 48y.

Factors Influencing PrEP Use

PrEP use was determined by motivation to protect their 
health and be able to have safer sex, as well as fear of HIV.

Before the PrEP, I was really afraid. Yeah.…This is 
the reason, principal reason, I just decided to take a 
PrEP. – P8, 35y.

Being able to afford PrEP and coverage by health insur-
ance were also important factors for PrEP use. Attitude 
toward PrEP also determined PrEP use (e.g., a participant 
did not want to use PrEP because of a negative attitude toward 
PrEP, since it was perceived as a condom substitute). One 
participants first wanted to obtain information on possible 
interactions with other medication before considering PrEP.

Fig. 1  Factors influencing 
condom use as reported by 
MSW–MSM
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Hepatitis B

Hepatitis B Vaccination Behavior

The greater part of the MSW–MSM were fully vaccinated 
against hepatitis B. In addition, one participant had yet to 
receive the third vaccination. Most were vaccinated at the 
STI clinic, others were vaccinated by the general practitioner, 
during their education or in prison. Part of MSW–MSM had 
not been vaccinated against hepatitis B.

Factors Influencing Hepatitis B Vaccination

Participants mainly got vaccinated against hepatitis B to pro-
tect their health and to prevent contracting and passing on 
hepatitis B. Many said they would take anything if it would 
benefit their health. Some also got hepatitis B vaccinations 
for traveling purposes or for their education as a health pro-
fessional. Other factors of influence were a positive attitude 
toward the HBV vaccinations, due to the vaccinations being 
free-of-charge and being aware of the benefits of the vaccina-
tion, as well as perceiving hepatitis B as severe due to having 
a friend with hepatitis B.

I'd seen that brochure and it had all the positive things 
in it, I was like—And it was also free, I didn't have to 
pay, I’m thinking, if it's for my health, then I’ll have to 
do it. – P7, 39y.

Several participants were not vaccinated, mostly due to not 
being aware of being at risk and the need to get vaccinated, as 
well as a low hepatitis B risk perception and a low sense of 
urgency. Factors influencing hepatitis B vaccination behavior 
as reported by MSW–MSM are shown in Fig. 2.

Um, I haven't really thought about it. I don't consider 
myself at risk, let me put it that way. – P11, 66y.

Discussion

In this study, we qualitatively assessed sexual (risk) behav-
ior of home-based MSW–MSM and gained an understand-
ing of MSW–MSM’s risk-reduction strategies and factors 
influencing sexual (risk) behavior. Our study population of 
MSW–MSM reported condom use during sex work to be 
high with anal sex, low with oral sex and mainly determined 
by STI risk perception, trust in client and sexual pleasure. 
Most MSW–MSM were unaware of what to do after con-
dom failure, PEP and PrEP, despite many of them having 
experienced condom failure. Many MSW–MSM had chem-
sex in the past 6 months by mostly using speed, GHB and 
XTC in order to loosen up, be more alert, to relieve pain 
and enhance sexual pleasure. To protect their sexual health 
against STI, MSW–MSM applied risk-reduction strategies. 
They would avoid certain sexual acts which they perceived 
as risky and would adjust their sexual acts based on self-
assessed trustworthiness and health of their client. This was 
assessed based on test behavior and sexual behavior (e.g., 
PrEP use and condom use requests) of the client, the level 
of the client’s hygiene and the background of the client such 
as relationship status. A part of MSW–MSM was not vac-
cinated against hepatitis B (HBV), mainly due to the lack of 
information and awareness of HBV vaccination and a low 
risk perception of HBV.

To our knowledge, this is the first qualitative study assess-
ing sexual practices and sexual (risk) behavior of home-based 
MSW–MSM in Western Europe.

Literature Comparison

In a quantitative Dutch study among self-employed sex work-
ers, condom use was similarly to our study self-reported to be 

Fig. 2  Factors influencing hepa-
titis B vaccination behavior as 
reported by MSW–MSM
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relatively high with anal sex and low with oral sex; however, 
only one-third of their MSW study population (also) had sex 
with men (Kampman et al., 2022). Previous qualitative research 
among non-sex worker MSM in the USA identified physical 
discomfort of condoms, relationship trust, usage based on the 
type of sexual act, substance use, and knowledge of a partner’s 
STI/HIV status as factors related to condom use (Giano et al., 
2020). In the current study, drug use and trust were as well iden-
tified as factors influencing condom use and MSW–MSM partly 
based their trust on knowledge of their client’s STI/HIV status 
by inquiring for a recent STI test. Condom use in our study was 
also depending on the sexual act in which MSW–MSM were 
engaging, as they were less likely to use condoms with oral sex 
compared to anal sex. Trust in client was, as established in this 
study, also reported to be an influencing factor in condom use 
in a study among MSW–MSM in China, with MSW–MSM 
perceiving clients as “safe” when they became regulars (Kong, 
2008). In our study, we, however, determined that STI risk of 
the client and trust in the client is assessed based on multiple 
factors, i.e., test behavior, level of hygiene, background and 
sexual behavior of the client. Individual health concerns were 
found to be motivational factors to avoid sexual risk behavior 
by agency-based MSW–MSM, as well as the lack of attrac-
tiveness of clients while the attractiveness of the client was a 
motivational factor to have condomless anal sex for home-based 
MSW–MSM in a study from the USA (Smith & Seal, 2008). 
These results align with our current study findings in which 
motivation to protect sexual health and the attractiveness of a 
client were identified as factors influencing condom use.

Doing sex work in isolated informal settings, such as in 
the home-based setting, has previously been linked to reduced 
control over clients, substance use and condom use (Golden-
berg et al., 2015). Our home-based MSW–MSM study popu-
lation, however, mostly seemed to be able to set boundaries 
regarding sexual acts, negotiate anal condom use to their desire 
and self-reported to often refuse condomless anal sex requests.

Furthermore, in our study many participants had previ-
ously experienced condom failure, but were unaware of steps 
to be followed after condom failure and PEP. Comparable to 
the results of the current study, quantitative and qualitative 
studies among MSM and MSW–MSM in the USA reported 
awareness and usage of both PEP and PrEP being low but 
the interest being high as well as willingness to disclose their 
sexual behavior to obtain PrEP (Dolezal et al., 2015; Under-
hill et al., 2015; Walters et al., 2017). While the majority of 
MSW–MSM in France were aware of PrEP and likely to use 
it, the actual PrEP use was low and may signify issues with 
access to sexual healthcare services (SHS) (Mgbako et al., 
2019a, 2019b).

Similarly to our study, a quantitative Dutch study reported 
MSW–MSM mostly having chemsex to make sex (work) 
physically easier and per client request (Drückler et al., 

2020). However, in our study the enhancement sexual pleas-
ure was an additional reason to have chemsex.

Regarding HBV vaccination uptake among sex workers 
in Western countries, studies have mainly focused on indi-
vidual characteristics and structural determinants for HBV 
vaccination uptake, showing the relevance of access to SHS, 
specialized hepatitis B vaccination (outreach) services and 
a personal approach (Baars et al., 2009; Mak et al., 2003; 
Ranjan et al., 2019; Sethi et al., 2006). Similarly to our study, 
determinants derived from the HBM, namely perceived sus-
ceptibility and perceived severity of HBV, were found to be 
(significantly) associated with HBV vaccination uptake in a 
quantitative study among MSM in the Netherlands, as well as 
perceived personal treat of HBV and the possibility that one’s 
lifestyle may become known (de Wit et al., 2005). Attitude of 
HBV vaccination, however, was not significantly associated 
with vaccination behavior among Dutch MSM (de Wit et al., 
2005), while HBV vaccination attitude was determined to be 
of influence in our study among MSW–MSM.

Strengths and Limitations

This study had several strengths. This study adds to the sparsely 
available scientific knowledge on home-based MSW–MSM in 
Western Europe. Furthermore, our recruitment method man-
aged to successfully recruit participants from the MSW–MSM 
population who are considered hidden and hard to reach. We 
also managed to create a non-judgmental and open interview 
setting that enabled participants to open up about their sex life. 
Several limitations should be considered when interpreting 
this study’s results. Despite efforts to recruit a diverse and rep-
resentative study population through the purposive sampling 
method, persons with a low education level and non-Dutch 
nationalities were underrepresented in our study population. 
This could compromise the external validity of the study 
results. Given the sensitive nature of the interview topics, the 
participants may have given socially desirable answers. Partici-
pants may have also underreported, e.g., sexual risk behavior 
and self-efficacy of condom use negotiation skills.

At the time of the interviews, PrEP had only recently become 
available. This may have influenced our study results regarding 
awareness and uptake of PrEP.

Due to local differences, the found study concepts might not 
be transferable for the entire Western European region. The 
sex work subculture is comparable in the border region of the 
Netherlands, Belgium and Germany. Considering cross-border 
sex work activity, concepts found in this study with regard to 
the MSW–MSM population and their sexual behavior might 
be transferable to those regions and other non-high-urban areas 
in Western Europe.
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Implications

This study provided insights in home-based MSW–MSM’s 
sexual (risk) behavior and risk-reduction strategies applied by 
MSW–MSM. These insights provide an opportunity to tailor 
STI/HIV counseling and risk-reduction strategies for home-
based MSW–MSM and ensure it matches the MSW–MSM’s 
reality to increase STI/HIV counseling and risk-reduction strat-
egies’ effectiveness. Future research should focus on both the 
development and evaluation of tailored risk-reduction strategies 
for (home-based) MSW–MSM.

In this study, condom failure is reported to be high as well as 
unawareness of PEP, indicating the MSW–MSM to be highly 
vulnerable of contracting HIV. Based on national STI clinic 
testing data from 2019 to 2021, 26.2% of MSW–MSM had ever 
used PrEP, compared to 21.6% of non-sex worker MSM. Given 
the MSW–MSM their higher vulnerability to HIV compared 
to non-sex worker MSM, PrEP would be a suitable biomedical 
intervention for MSW–MSM (Baral et al., 2015) and uptake 
of PrEP should be significantly higher compared to non-sex 
worker MSM. Future efforts of SHS should thus focus on 
increasing PEP and PrEP awareness and uptake among home-
based MSW–MSM.

The frequently reported chemsex and associated sexual and 
psychosocial health risks calls for SHS to develop harm reduc-
tion programs tailored to home-based MSW–MSM. Commu-
nication efforts toward home-based MSW–MSM should focus 
on increasing awareness of PEP, PrEP and HBV vaccinations. 
For effective communication, it is, however, important to tailor 
communication to the needs of the MSW–MSM population 
(Peters et al., 2022).

Conclusion

This study was able to qualitatively assess sexual (risk) 
behavior of home-based MSW–MSM and gained an under-
standing of MSW–MSM’s risk-reduction strategies and fac-
tors influencing sexual (risk) behavior. Despite portraying 
some sexual risk behavior, MSW–MSM overall seemed moti-
vated to protect their health and the health of their clients, for 
which they applied risk-reduction strategies. Results of this 
study can be used to tailor future risk-reduction strategies 
for home-based MSW–MSM to reduce sexual risk behavior 
and STI/HIV vulnerability, as well as to increase awareness 
and uptake of available STI/HIV prevention strategies such 
as PEP and HBV vaccination.
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