
61© The Author(s) 2021
S. M. Goldenberg et al. (eds.), Sex Work, Health, and Human Rights, 
https://doi.org/10.1007/978-3-030-64171-9_4

Chapter 4
Sexual and Reproductive Health 
and Rights Inequities Among Sex Workers 
Across the Life Course

Ania Shapiro and Putu Duff

 Sexual and Reproductive Health: A Fundamental Human 
Right

The highest attainable standard of sexual and reproductive health (SRH) is a funda-
mental human right [1–4], affirmed through numerous international and national 
laws and mandates including the Universal Declaration of Human Rights [5], the 
International Conference on Population and Development [6], and the Convention 
on the Elimination of All Forms of Discrimination against Women [1]. Sexual and 
reproductive rights recognise the basic rights of all individuals to access informa-
tion, SRH services, and the means and supports to make informed decisions about 
their SRH, including the spacing and timing of children [1]. All individuals are 
entitled to exercise their SRH rights free from coercion, discrimination, and vio-
lence [6]. SRH and rights continue to be featured prominently on the international 
agenda, including in the United Nations’ Sustainable Development Goal number 5, 
which strives to ensure universal access to SRH and rights [7].
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 Structural Determinants of Sexual and Reproductive Health 
Access for Sex Workers

Sex workers experience a multitude of overlapping structural barriers that impede 
their fundamental SRH rights, including access to SRH care. SRH care encom-
passes a range of services such as: maternal and newborn care (e.g. antenatal, peri-
natal, and postnatal care); family planning services (e.g. contraceptives, fertility 
services, and safe abortions); and services that address HIV/STIs, HPV-related can-
cer prevention, and other reproductive-tract morbidities. The criminalisation of sex 
work is one of the most formidable barriers to SRH care, as it limits access to and 
use of health services [8–10] on the part of sex workers, and undermines their access 
to condoms, including the right to carry condoms and negotiate their use [9, 11, 12], 
either independently or as part of the practice of using dual contraceptive methods 
[13]. Criminalisation can also undermine HIV testing [14], access to social services 
and support [15]; plus, it increases the incidence of HIV/STIs and physical/sexual 
violence [9, 16].

In many settings, the harmful impacts of the criminalisation of sex work are 
compounded by other rights-violating laws and policies, including the criminalisa-
tion of HIV, of same-sex relationships, and of gender non-conformance, e.g. laws 
against “crossdressing” or “impersonating the opposite sex”, which further exacer-
bate SRH inequities among transgender and male sex workers [17].

The widespread criminalisation of sex work is often based on portrayals of sex 
workers as either dangerous, immoral individuals, or as helpless victims—and often 
as victims of human trafficking. Criminalisation, together with the prevalence of 
vilifying depictions of sex workers, has far-reaching implications, perpetuating 
stigma, violence [16], and fueling the exclusion of organisations serving sex work-
ers from receiving HIV and health funding. A striking example of this is the 
U.S.  President’s Emergency Plan for AIDS Relief (PEPFAR’s) Anti-Prostitution 
Loyalty Pledge, which, until 2013, funded only US organisations (and their foreign 
sub-grantees) opposing prostitution, and which continues to restrict funding, to 
organisations outside of the United States.

The SRHR of sex workers are further undermined by policies restricting wom-
en’s SRHR more broadly, including the criminalisation of abortion, and other poli-
cies and efforts which restrict access to safe abortion. In 2017, the Mexico City 
policy—known also as the Global Gag rule—was expanded to include all US gov-
ernment aid, preventing organisations from receiving US funding if they engage in 
any abortion-related activities, including offering abortion information, services, 
referrals, and/or advocating for abortion law reform. Furthermore, organisations are 
excluded from receiving funding even if abortion-related information and services 
are provided by another donor.

The criminalisation and stigmatisation of sex work influence community percep-
tions of sex workers, reinforcing stigma and discrimination both in healthcare set-
tings and in day-to-day life [18]. As a result, sex workers are often denied equal 
access to quality health services and may experience difficulties accessing SRH 
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care across their life course [19–24]. Together, these overlapping structural barriers 
contribute to a lack of targeted services, thus violating the right of sex workers to 
comprehensive and appropriate SRH care.

 Gaps in Comprehensive Sexual and Reproductive Health 
Services Across the Life Course

While sex workers are entitled to the full spectrum of SRH rights, for this popula-
tion, critical gaps in the provision of SRH services remain. Closing the gap in SRHR 
for sex workers continues to be a global priority, with the 2016 Committee on 
Economic, Social and Cultural Rights’ recommendations underscoring the need to 
protect sex workers from violence, coercion, and discrimination, and to ensure their 
access to sexual and reproductive healthcare services across the life course [2].

Nonetheless, at the expense of this population’s broader SRH needs, the domi-
nant view on the part of public health authorities of sex workers as “vectors of dis-
ease” [25] has perpetuated a narrow focus on the prevention, testing, and treatment 
interventions of HIV and sexually transmitted infection (STI). While sex workers 
are particularly vulnerable to HIV and other STIs, they often lack access to routine 
SRH screening, including reproductive-tract screening. Female sex workers, for 
example, are disproportionately affected by high-risk strains of the human papillo-
mavirus (HPV) [26] and cervical cancer [27], but cervical screening among sex 
workers remains low [28, 29].

The gap in SRH screening is particularly pronounced for male sex workers, 
whose SRH needs are poorly understood and are often conflated with those of gay 
men and men who have sex with men (MSM) [30]. The paucity of data on male sex 
workers’ health has contributed to the near-complete absence of targeted SRH ser-
vices, including screening for anorectal STIs and anal cancers [31].

Similarly, while transgender sex workers bear a high burden of STIs [32], includ-
ing HIV (estimates from 2012 placed the global prevalence at 19%) [33], the holis-
tic SRH needs of transgender sex workers are seldom acknowledged. Data available 
on transgender sex workers focus almost exclusively on STIs and HIV [34, 35], and 
are often limited by small sample sizes and/or failure to disaggregate transgender 
women from MSM. The near-complete lack of data on the SRH needs of sex work-
ing transgender men means the SRHR of these workers remain even less visible. 
Transgender sex workers contend with myriad social and structural forces driving 
SRH inequities, including pervasive violence, and gender-related stigma and dis-
crimination, which can occur within health settings [36]. Gender-sensitive SRH 
care, including counselling and referrals to or provision of hormone therapy, and 
other gender-affirming services, are essential SRH services for transgender sex 
workers [37, 38]. Such services remain scarce and, where available, are rarely inte-
grated into existing SRH programming.
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Globally, sex workers experience high rates of unintended pregnancies [39, 40]. 
For example, 53% of sex workers in a Colombian study reported having had at least 
one induced abortion [41]. In a study conducted in Uzbekistan [42], roughly a quar-
ter of sex workers reported having had three or more abortions. Such high rates of 
unintended pregnancies have been attributed to a number of structural factors, 
including criminalisation, gender-based violence, and difficulties negotiating client 
condom use [39–42]. In poorly resourced settings in particular, there is significant 
unmet need for effective contraceptive methods [43–47], especially voluntary 
access to long-acting reversible contraceptives such as intrauterine devices and 
implants. For instance, while 53% of sex workers in a Colombian study reported 
having had an abortion, 17% reported using no contraceptive methods at all [41]. In 
Cambodia, only 10% of sex workers reported using hormonal contraceptives [43]. 
Similarly, a study across three Russian cities documented that only one-third of sex 
workers used contraceptive methods other than condoms [45].

Significant challenges to accessing effective contraception include the availabil-
ity and cost of services, plus the distances involved in accessing them. Due to lim-
ited access to family planning and contraceptive counselling services, sex workers 
may also receive less information about the effective use and potential side effects 
of contraceptives [48]. In some cases, sex workers are not even offered the full range 
of effective contraceptives [25].

Many sex workers also lack access to safe and affordable abortion procedures 
[49–52], particularly in contexts where abortion is criminalised. For example, a 
qualitative study in Brazil revealed that most sex workers seeking abortions used 
illegally acquired misoprostol, and many of these procedures resulted in serious 
health complications including haemorrhaging and the need for hospitalisation [50]. 
There remains a near-dearth of data when it comes to sex workers on the subject of 
their needs or requirements for care post-abortion, despite the high rates of (often 
unsafe) abortion in this population.

The SRH needs of sex workers who are pregnant, parenting, or who wish to 
become pregnant, also remain unmet, including access to essential services such as 
prenatal, delivery, and postnatal care [53]. The SRHR needs of pregnant and parent-
ing SWs remain inadequately addressed in both health systems and research, partly 
owing to public perceptions of sex workers as unlikely or unfit parents. However, 
sex work and parenthood are intimately entwined: many sex workers have children, 
and many support dependent children. One study among Kenyan sex workers 
reported that almost 90% had dependent children [54]. Emerging evidence suggests 
sex workers have pregnancy intentions similar to women in other occupations [55, 
56]. However, numerous social and structural barriers—the criminalisation of sex 
work [57], stigma, and lack of appropriate, low-barrier services—create challenges 
for parenting sex workers by limiting access to and engagement with pregnancy-
related SRH services. Reduced access to safe conception services (including pre-
conception counselling), as well as pre- and postnatal care, may result in serious 
SRH and rights violations at a critical time in the reproductive lives of sex workers 
[56]. Furthermore, personal accounts reveal serious violations to their reproductive 
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choices, including coerced sterilisation and abortions, as well as the disproportion-
ate removal of children from sex workers, due to their parents’ occupation [13].

This chapter draws from research conducted by the Global Network of Sex Work 
Projects (NSWP) for its Briefing Paper, “Sex Workers’ Access to Comprehensive 
Sexual and Reproductive Health Services” [58]. NSWP uses a methodology that 
ensures the grassroots voices of sex workers and sex worker-led organisations are 
heard. While identifying global trends, this process documents issues faced by sex 
workers at local, national, and regional levels. The NSWP Secretariat manages the 
production of briefing papers and conducts consultations among its members to 
document evidence. To do this, NSWP contracts:

• Global Consultants to undertake desk research and global e-consultations with 
NSWP member organisations, coordinate and collate inputs from National 
Consultants, analyse regional differences, and draft the global briefing papers.

• National Consultants to gather information and document country case studies

This chapter presents excerpts gathered from in-depth interviews, focus group 
discussions, and a global e-consultation conducted by NSWP with member organ-
isations in September to October of 2017. National consultants conducted in-depth 
interviews and focus group discussions (FGDs) with 171 male, female, and trans-
gender sex workers across ten countries (Austria, Bahamas, Canada, El Salvador, 
Indonesia, Kyrgyzstan, Namibia, Nepal, Peru, and Rwanda), using a standardised 
interview/FGD questionnaire designed to elicit the experiences of sex workers 
when accessing SRH services. The same questionnaire was distributed throughout 
the NSWP network, garnering 13 responses from NSWP member organisations.

Responses gathered from the interviews, focus groups, and e-consultation were 
analysed to identify global trends, and organised by theme. In this chapter, we pres-
ent the most prominent themes emerging from this consultation, alongside repre-
sentative quotes illustrating each theme. All quotes and findings presented in this 
chapter originate from the NSWP Briefing Paper, “Sex Workers’ Access to 
Comprehensive Sexual and Reproductive Health Services”, and its accompanying 
research.

 Barriers to Accessing SRH Services and Rights: Findings 
from In-Depth Interviews and Focus Groups

 Widespread Criminalisation, Discrimination, and Stigmatisation 
in Healthcare Settings

The direct and indirect criminalisation of sex work was found to simultaneously 
increase the vulnerability of sex workers to violence, unintended pregnancies, and 
HIV and STI transmission, while decreasing their access to SRH services. Fearing 
legal repercussions such as arrest, detention, and loss of child custody, sex workers 
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were found to avoid seeking vital SRH care at critical moments across their life 
course. A Rwandan sex worker described how the criminalisation of sex work in 
Rwanda prevented her from accessing post-exposure prophylaxis, as well as legal 
recourse, after being raped by police officers.

Late one night, I was arrested by two police officers who asked me to have sex with them in 
case I wanted to be set free. When I refused, one of them forced himself on me and raped me. 
I had nowhere to report since sex work is illegal under the Rwandan penal code. Because 
of this, I couldn’t even get post-exposure prophylaxis that is offered to all rape victims. 
Thankfully, I didn’t get pregnant… But I tested HIV positive. I couldn’t believe it since I had 
tried to protect myself against HIV all the years I was in sex work. I went back for another 
test, which confirmed my status. To get infected through rape was heartbreaking.—Female 
sex worker, Rwanda

Criminalisation was also found to fuel stigma and discrimination among health-
care providers, coalescing with moral judgements surrounding sexuality, gender, 
and parenthood. Stigma and discrimination were particularly prevalent in public 
SRH care settings, where medical staff seldom receive sensitivity training surround-
ing sex workers’ health concerns. Upon disclosure or outing of their profession, 
many sex workers reported changes in the attitude of staff towards them, lower qual-
ity of care, or even denial of services.

I went to the ER with a lot of abdominal pain and was denied services because I was a sex 
worker. They told me they had to finish with the rest of their patients first before providing 
me with assistance.—Female sex worker, Peru

I was sent back number of times by the health providers when I went in for family planning 
because most of the time I was drunk and a very well-known sex worker. I was told to 
change the person I am, and only then can I be helped.—Female sex worker, Namibia

Due to widespread homophobia and transphobia, male and transgender sex 
workers face even greater stigma and discrimination in SRH care settings.

… The doctor… lifted up my pullover and noticed that I had no breasts. She started telling 
me that my lifestyle was wrong. I was born a man and thus I should be a man. I shouldn’t 
wear skirts or use makeup… After that incident I am really scared of going to a clinic.—
Transgender sex worker, Kyrgyzstan

As a result, many sex workers chose not to disclose their profession to healthcare 
workers, or they avoided seeking care altogether.

 Lack of Tailored and Integrated SRH Services

By and large, the NSWP community consultation confirmed that the healthcare 
available to sex workers remained limited in scope and failed to address the popula-
tion-specific SRH concerns. Comprehensive SRH services, including pregnancy 
care, reproductive cancer screening, and hormone therapy, were rarely integrated 
with HIV and STI programmes, requiring sex workers to travel to multiple locations 
to address their various concerns. Moreover, as public health services were aimed 
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towards the general population, and specialised non-governmental SRH pro-
grammes remained scarce, critical gaps persisted in the coverage of sex workers’ 
SRH care.

In Nepal, where a large portion of female sex workers have been affected by 
cervical cancer, the lack of information and accessible SRH services was reported 
to contribute to higher mortality rates.

… (Sex workers) are not very aware of treatment for cervical cancer, as they think that it 
cannot be detected in advance. They have seen that many female sex workers have died of 
cervical cancer… There are only a few clinics for female sex workers that are providing free 
cervical screenings, and they are difficult to reach from residential areas.—Jagriti Mahila 
Maha Sangh, Nepal

The unique SRH needs of male and transgender sex workers were rarely 
addressed in both public and non-governmental health settings, exacerbating ineq-
uities and isolation for these populations. As one male sex worker described,

In SRH services, we male sex workers have no type of access… because we are not consid-
ered within the health care system… We are struggling to be included in health care pro-
grams specific to our work activities and our masculinities. We can only access health care 
as MSM (men who have sex with men), and only from a pathologized approach in HIV/
AIDS, not in an integrated way.—Asociación Goover, Ecuador

The lack of targeted, non-judgemental SRH care also increased sex workers’ 
reliance on self-medication. Due to the unavailability of supervised hormone ther-
apy and other gender-affirming treatments, many transgender sex workers chose to 
self-medicate, risking long-term health consequences such as thromboembolism, 
liver dysfunction, breast cancer, and coronary artery disease. The sharing and reus-
ing of injection supplies may also put transgender sex workers at greater risk of HIV 
and Hepatitis C transmission.

We, trans women … have to buy syringes used by veterinarians so that we can inject hor-
mones, since in our country, in our region, there is no hormone treatment.—Transgender 
sex worker, Peru

 Harmful and Coercive SRH Policies

Mandatory testing and treatment of HIV and STI occur in many regions of the world 
where sex work is legalised and criminalised. This violates the bodily integrity of 
sex workers and reinforces unequal power dynamics between provider and patient. 
In Austria, sex workers explained that, in order to work legally, they were required 
to undergo weekly STI tests and quarterly HIV tests at government-run facilities. 
This policy eroded their trust in healthcare systems, and discouraged sex workers 
from speaking openly about their SRH concerns.

This (testing) center is more of a (means) to control sex workers’ bodies than it is a health-
care and counseling space.—Sex worker, Austria
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Even in the absence of formal mandatory testing and treatment policies, coercive 
practices were still widespread. In Ecuador, health centres frequently required sex 
workers to take HIV and STI tests in order to receive free condoms—undermining 
the concept of voluntary testing and further restricting access to already-limited 
sexual health supplies.

In our country there is a practice to obtain condoms, which is to force us to take a voluntary 
test, and only then can we access condoms. There is also a shortage of (prevention) supplies 
and many problems to obtain them.—Coalición de Trabajadores Sexuales de Quito, Ecuador

In other cases, healthcare professionals forced or coerced sex workers into under-
going abortions or sterilisation procedures, blatantly infringing upon their bodily 
integrity and right to bear children. At the same time, in regions of the world where 
abortion is prohibited or restricted, sex workers may risk their lives and health by 
using illegal service providers. While the criminalisation of abortion affects all 
women, sex workers may be particularly impacted by this due to their increased 
susceptibility to sexual violence and reduced access to contraceptives.

Every type of abortion is punishable and sex workers, if they want to practice, have to go to 
clandestine clinics where they risk their lives and health.—Asociacion de Mujeres Las 
Golondrinas, Nicaragua

 Logistical and Practical Barriers to SRH Care

Given that the majority of SRH services available to sex workers are offered at pub-
lic healthcare centres targeting the general population, the location of clinics, their 
opening hours, and the fees they charged were often found to be incompatible with 
the reality of sex workers’ lives.

A typical situation is such that after working at night, sex workers sleep during the day, and 
the opening hours, for example, of the state dermatovenereological center, are only until 
3pm.—Tais Plus, Kyrgyzstan

To address their various needs, many sex workers needed to travel long distances 
due to SRH services being scattered across multiple locations. Sex workers 
explained that this factor could result in reduced uptake and adherence, as well as 
income loss. For individuals living in rural or poorly resourced areas, these logisti-
cal barriers were compounded.

A very small percentage of (sex workers) referred to HIV testing centers from general clin-
ics will actually arrive there at the end of the day.—Avenir Jeune de l’Ouest, Cameroon

Some sex workers described accessing select SRH services at mobile health clin-
ics located near their places of work. While convenient, some of these clinics were 
poorly designed, with inadequate consideration given to sex workers’ privacy. As a 
result, sex workers who relied on these clinics for their SRH care may not have been 
afforded the same level of confidentiality as patients from the general population.
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I receive my results in the corner of the room and I’m scared that the others will hear some-
thing about me… when we do VCT (voluntary counseling and testing) in this facility they 
should partition the room… not give us our results in the corner of an open room where 
others can listen.—Female sex worker, Indonesia

Costs for comprehensive SRH care, including non-barrier contraceptives, mater-
nity care, abortion, hormone therapy, PrEP, and other medications, were found to be 
prohibitive for some sex workers. Even where affordable subsidised SRH care was 
available, many sex workers lacked the necessary identification, residency, or 
employment documents to benefit from these programmes. In countries where sex 
work is a regulated profession, such as Austria, mandatory national health insurance 
costs were found to be inaccessible for some sex workers, and did not always cover 
essential services such as maternity care.

Some months, I don’t earn so much. I can’t afford to pay the bill (the Social Security 
Service) sends me.—Sex worker, Austria

 Supporting the SRH Rights and Needs of SWs: Community 
Recommendations

Grounded in the lived experiences of sex workers globally, these narratives shed 
light on the tremendous impact that overlapping structural barriers play in con-
straining sex workers’ access to comprehensive, rights-based SRH services. Echoing 
international guidelines, the sex workers and sex worker-led organisations partici-
pating in the NSWP consultation highlighted a number of recommendations to bet-
ter support the SRH needs and rights of sex workers [58]:

 1. “Decriminalize sex work, HIV transmission, and same-sex sexual activity, and 
depathologize transgender identities”. [58]

The criminalisation of sex work, same-sex relationships, and HIV continues 
to trigger a cascade of harms, including reduced access to SRH services due to 
fears of legal repercussions, judgement, or harassment. As such, participants 
pointed to the decriminalisation of sex work as essential to improving sex work-
ers’ SRH and rights [58].

A decriminalised legal framework can promote the SRH and rights of sex 
workers in a number of ways. Alongside mitigating the harms of stigma within 
communities and healthcare settings, the legal empowerment of sex workers, 
LGBTQ people, and people living with HIV can support sex workers’ ability to 
organise and advocate for conditions and SRH services that best suit their needs 
[59]. Decriminalisation of sex work can facilitate the implementation of sex 
worker-led structural SRH interventions, including access to safer indoor work-
places. Such access may subsequently enable the provision of rights-based SRH 
services at or close to sex work venues, confer protection from client-perpetrated 
violence, and offer a level of control and privacy necessary to fulfil sex workers’ 
reproductive rights [60, 61]. The Global Network of Sex Work Projects has 
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advocated for the decriminalisation of sex work for 25 years. Numerous interna-
tional organisations have followed suit in recommending decriminalisation, 
including WHO, UNAIDS, UNFPA, UNDP, and Amnesty International [62].

 2. “Remove barriers to accessing public health care systems for migrant sex work-
ers, as well as individuals who cannot provide formal proof of income or employ-
ment”. [58]

Restrictions surrounding public health services prevent sex workers from 
accessing essential SRH care. As a result, migrant sex workers may depend on 
limited NGO programming or emergency-room services for their SRH needs.

 3. “Eliminate mandatory and coercive HIV and STI testing and treatment policies”. 
[58]

The pervasive stigma around sex work, including portrayals of sex workers as 
vectors of disease, often manifests as mandatory and/or coercive HIV/STI test-
ing policies [63]. Coercive HIV testing, or the surreptitious testing for HIV by 
healthcare workers or police without obtaining consent from sex workers [64–
66], violates sex workers’ rights to bodily integrity. Such practices also foster 
their distrust in authorities and further excludes sex workers from vital SRH 
services. Similarly, mandatory HIV/STI testing policies also undermine the right 
of sex workers to make autonomous choices regarding their own SRH.

Sex workers when consulted recommended the elimination of mandatory and 
coercive HIV/STI testing and treatment policies, including HIV/STI testing and 
treatment without consent. These recommendations strongly align with the 
WHO and UNAIDS statement on HIV testing and counselling, which opposes 
mandatory and coercive HIV and STI testing, and emphasises the importance of 
adhering to the “5 C’s”—consent, confidentiality, counselling, correct test 
results, and connection/linkage to prevention care and treatment [67].

 4. “Address the stigma and discrimination that female, male and transgender sex 
workers experience from mainstream SRH services”. [58]

Stigma and discrimination remain pervasive in SRH health settings, particu-
larly mainstream services, and continue to hamper access to and retention in, 
care. To support the SRH rights of sex workers, healthcare providers should 
receive specialised training focused on providing non-judgemental and gender-
sensitive care tailored to the needs of the sex workers of all genders. Qualitative 
findings from Argentina suggest that specialised healthcare provider training 
focused on the needs of cis and transgender sex workers has improved provider–
patient relationships and has contributed to increased uptake and continued 
engagement in HIV care [65].

Addressing stigma and discrimination within SRH care settings is crucial. 
However, multilevel interventions, including structural interventions, are essen-
tial to stemming stigma relating to sex work, gender, and HIV status within the 
community.

A promising policy intervention to reduce gender-based stigma towards 
transgender sex workers is Argentina’s “Gender Identity Law”, rolled out 2012, 
which acknowledges the basic right of transgender individuals to personhood. 
The law recommends universal coverage for transition-related health care and 
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allows individuals to change their name on legal documents (e.g. identity cards 
and birth certificates). Since this law was enacted, reports from transgender sex 
workers suggest improved patient–provider attitudes and relationships, and 
improved access to health care [66], including retention in HIV care. 
Acknowledging that a shift in attitudes on the part of the community and care 
providers takes time, there is an immediate need for the development of sex 
worker-led systems to redress the ongoing stigma experienced by sex workers 
within healthcare settings [58].

 5. “Increase funding and support for comprehensive SRH services and programs 
designed to meet the needs of sex workers of all genders”. [58]
Advance a holistic approach to comprehensive SRH services for sex workers that 
extends beyond HIV and STI testing and treatment. [58]

In line with UNAIDS recommendations [66], there is a need to improve fund-
ing for and access to comprehensive, sex worker-specific SRH services, which 
should be integrated with other essential services, including HIV/STI program-
ming. Moving away from a strict focus on HIV/STI services, there is a need for 
comprehensive services that holistically address sex workers’ broader SRH 
needs and rights, as defined in the Sex Worker Information Tool (SWIT) [38].

 6. “Ensure access to safe, legal, and affordable abortion and post-abortion ser-
vices”. [58]

Action is needed to ensure access to safe and affordable abortion and post-
abortion care for sex workers. Restrictions on abortion may lead women to risk 
their health through the use of informal methods of termination.

 7. “Integrate SRH care with HIV and STI services in line with a ‘one-stop-shop’ 
model”. [58]

To address logistical barriers to accessing services, including the need to 
travel long distances to obtain fragmented services, sex workers highlighted the 
need for SRH services to be integrated into HIV and STI services in a “one-stop-
shop” model. While questions remain regarding the best model for SRH service 
integration, and more evaluations of the effectiveness of integrated SRH models 
are needed [53], emerging research suggests such an approach could improve 
uptake of broader SRH services [49, 68, 69].

 8. “Promote SRH education programming for sex workers and their clients”. [58]
Targeted SRH information is essential to fulfiling the right of sex workers to 

informed SRH decisions and improving their access to SRH services. SRH 
 education targeting clients, particularly surrounding safe sex practices, is also 
critical, and reduces the burden of educating clients that sex workers currently 
shoulder.

 9. “Prioritize funding for community empowerment models of SRH services”. [58]
It is imperative that the voices of sex workers steer the development and 

implementation of SRH programmes and services affecting them. Community-
led SRH models can take many forms, including outreach programmes, drop-in 
centers, peer educators and navigators, and sensitisation trainings for medical 
personnel, with sex workers’ collective ownership being a hallmark of these 
initiatives. Community-led HIV/STI approaches have been linked to positive 
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SRH outcomes, including reduced HIV/STIs and increased condom use by 
 clients, while also addressing social and structural barriers to SRH and  
rights [58].

Sex worker-led interventions that empower sex workers and foster commu-
nity engagement with key stakeholders have also been found to help reduce 
stigma and violence towards sex workers [68, 69]. In collaboration with Durbar 
Mahila Samanwaya Committee, the Sonagachi project in Kolkata is an example 
of such an approach. The multifaceted intervention included a number of key 
components, including community-level interventions that: articulated sex 
workers’ rights; involved sex workers as staff, programme leaders, key decision-
makers; and facilitated the sex workers’ organisation as an occupational employ-
ment group [70]. Together, these initiatives contributed to improving sex 
workers’ collective social power and reducing stigma [70]. Another important 
feature of Sonagachi’s success and sustainability included the involvement of 
and careful negotiations between sex workers and influential “non-sex worker” 
interest groups, for example, madams, local clubs, healthcare providers, and 
funding agencies. Acknowledging and managing existing power relations in this 
manner has had numerous benefits, including the reduction of stigma [71]. This 
important work is being continued by the Durbar Mahila Samanwaya Committee.

Despite the immense promise that community-empowerment models hold, 
increased political and financial support for community-led SRH models is 
urgently needed, alongside the removal of regressive policies (e.g. PEPFAR 
APLO, Mexico City Policy) and laws (e.g. the criminalisation of sex work), 
which impede sex workers’ ability to organise, and limit the funding and scope 
of sex worker-led SRH services [58].

 Conclusion

Sex workers around the world continue to face serious SRH inequities, which are 
shaped by a lack of comprehensive, integrated, and non-judgemental SRH care tai-
lored to their diverse needs. To date, the broader SRH needs of sex workers have 
been neglected, with existing efforts focused narrowly on HIV/STI prevention. 
Limited access for sex workers to comprehensive and integrated SRH services rep-
resents a serious violation of their fundamental right to obtain the highest attainable 
standards of SRH. This limitation points to the urgent need for political action to 
close these gaps. Such efforts need to tackle the structural barriers that drive gaps in 
the SRH of sex workers, including criminalisation and other rights-violating poli-
cies, stigma, and violence. At the same time, these efforts must empower sex work-
ers to shape and lead the SRH policies and programming that affect them.
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