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Chapter 8
Stigma, Denial of Health Services, 
and Other Human Rights Violations Faced 
by Sex Workers in Africa: “My Eyes Were 
Full of Tears Throughout Walking Towards 
the Clinic that I Was Referred to”

Marlise Richter and Kholi Buthelezi

I felt so humiliated. I felt that I hated myself. I was crying. My eyes were full of tears 
throughout walking towards the [public health] clinic that I was referred to. Because of the 
way that the nurse [at the general hospital] shouted at me. I didn’t know what I did wrong 
by coming to the clinic for a consultation […]
So, in that way if sex workers continued to be treated in this way; it drives them away [from 
healthcare facilities]. It drives them away—Penelope Zulu1 (female sex worker, aged 45, 
inner-city Johannesburg, South Africa)

 Introduction

In 1993, one of South Africa’s academic health journals, the South African Medical 
Journal, published an article entitled “Prevention of sexually transmitted disease. 
The Shurugwi sex-workers project” [1]. While this article describes an intervention 
that is more than 30 years old and which was limited to a small rural town in sub-
Saharan Africa, it unfortunately reflects contemporary features of the health sector’s 
general approach to sex workers and to sex work in many areas of the world. This 
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work described a 1988 health intervention that took place in a small mining town in 
the Midlands province of Zimbabwe, in which sex workers were framed as “a res-
ervoir and transmission of sexually transmitted disease (STDs)”in Zimbabwe. The 
project—called the Shurugwi experiment—included the formation of an STD 
Committee consisting of health workers that “resolved at its first meeting that all 
sex-workers in the town should convene a general meeting. The sex-workers were 
then given a lecture on STDs and their possible complications, especially for 
women” and were subsequently warned about “becoming reservoirs and spreaders 
of STDs”. Sex workers were requested to form their own committee that would 
work with the STD committee. The author noted:

At the general meeting, it was also resolved that a card system for sex-workers would be 
introduced. To qualify for the card, a sex-worker had to undergo a physical examination by 
the medical officers in the committee. Those who required psychiatric counselling, e.g. for 
AIDS pre-testing, were referred to the nurse responsible. No sex-worker could enter a beer 
garden, where most clients are available, without the health card. Since all beerhalls are 
manned by security guards, these were informed of the committee's resolution […] The card 
holders were examined on a monthly basis. A special government stamp was put on the 
cards of those free from disease. Those found to have a disease had their cards withdrawn 
until such time they were free from disease […]. The researcher gave lectures on STDs and 
their complications in all beerhalls… ([1], p. 40)

Unfortunately, the intervention described in, and the content and tone of, the 
above publication [1] did not recognise sex workers or sex workers’ health as hav-
ing intrinsic value—and in many ways this context has hardly changed. Moreover, 
the fraught setting of sex work and the oppressive context in which the above HIV/
STI prevention project took place in 1988 in Zimbabwe still persist today. While it 
would seem to be understood that if sex workers were diagnosed with an infection, 
they would be referred for treatment, no details or reference to treatment was 
described as part of the intervention. Rather, the approach appeared to be strongly 
underpinned by themes of blame, the need for compulsory policing, reprisal, and 
“lectures”, as well as moral superiority. Similarly, the intervention had been imposed 
in a top-down manner, contained very little incentives, and did not respect sex 
worker agency or autonomy. While the author concluded the article by calling for 
law reform (in this case in the form of legalisation) and recommended that sex 
workers be consulted in the planning of prevention programmes, no evidence was 
provided that sex workers had, in fact, any input on either the programme or the 
resolutions taken on how to manage their health, work, or well-being.

In this chapter, we aim to describe contemporary sex worker experiences with 
health services and the health system in Africa as documented in the literature and 
supported by sex workers’ lived experiences. We will highlight how stigma, dis-
crimination, and sexual moralism impact on health workers’ engagement with sex 
workers and their families, and how this inhibits sex workers from keeping them-
selves safe and healthy. We will conclude with an encouraging example from South 
Africa where the Department of Health, in partnership with civil society, has taken 
leadership in rolling-out specialised services for sex workers to proactively address 
healthcare worker prejudices, and to provide health care for sex workers that is 
respectful and participatory.
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 Sex Work and Health in Africa

Much of the research on sex work in Africa describes the perilous position of sex 
workers, and usually relates it to poor health outcomes and, in particular, to HIV 
transmission. The dangers that African sex workers face are by no means unique, 
and criminalisation and an oppressive legal system, high levels of violence, repres-
sive law-enforcement, dangerous clients, and a prejudiced public constitute chal-
lenges that sex workers face on all continents. Yet, in many African countries these 
challenges are particularly severe due to a number of interlocking factors including 
the following: sex work is strongly stigmatised from religious, cultural, and gender 
perspectives; extreme levels of poverty combined with the lack of adequate social 
safety nets push many women into the informal sector, which includes exchanging 
sex for resources; healthcare and social services are under resourced; there is little 
legal recourse for human rights violations; and sex worker collectivisation did not 
begin to gain much momentum until 2009, with the formation of the African Sex 
Worker Association (ASWA) [2]. In fact, the criminalisation of adult consensual sex 
is a popular strategy adopted by many of the 55 states on the African continent. The 
vast majority of countries in Africa criminalise some aspects of sex work [3, 4]. 
Same-sex practices are criminalized in 33 countries, with the death penalty still 
applicable in Mauritania, Sudan, Northern Nigeria, and Southern Somalia [5], and 
between 27 and 30 countries in Sub-Saharan Africa criminalise aspects of HIV [6, 
7]. The far-reaching, negative consequences of using the blunt tool of the criminal 
law to regulate adult consensual sexual behaviour has been well-documented—par-
ticularly so within the literature on HIV [8]. The health system and healthcare work-
ers are often first responders, required to meet the recurring support and care needs 
of individuals who are directly affected by these criminal laws and their concomi-
tant stigmatisation and violence; thus they are in an important position to document 
these issues [9] and be vocal patient advocates.

A recent systematic review of healthcare services for female sex workers in Africa 
found that these were limited in coverage, included only a narrow scope of services, 
and were poorly coordinated [10]. Health programmes associated with sex work 
were specialised and mostly focused on HIV and STIs rather than providing compre-
hensive health services, including sexual and reproductive health. In fact, contracep-
tion was only available in 7 sites out of the 54 found in the systematic review. Only 
6 of them offered urine pregnancy tests and not one of the sites offered termination 
of pregnancy services (a number of African countries criminalise termination of 
pregnancies) [11]. The funding of all the sites was provided by international donors, 
not by governments, and the focus was research-driven rather than the implementa-
tion of much-needed, large-scale service-delivery programmes.

Disappointingly, the review also noted that there were few structural interven-
tions targeting the sex work context. The structural interventions documented 
included gender-based violence services in only two countries (Zambia and South 
Africa); one project that provided legal literacy (South Africa); and one facility 
teaching violence prevention techniques such as the development of personal plans 
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to reduce risk (South Africa). For example, in Zambia, local clinics would arrange 
referrals for legal assistance as part of gender-based violence interventions. Limited 
programmes in Malawi and Kenya included micro-enterprise to support additional 
income generation for sex workers.

The findings of the systemic review are deeply distressing, against a backdrop in 
which more than a third of female sex workers in Sub-Saharan Africa (37%) are 
living with HIV [10]. This is three times the global HIV prevalence among female 
sex workers [10]. Unaddressed HIV risk has led to large-scale illness and death, as 
well as increased stigmatisation and human rights violations among the various sex 
work communities in Africa. One modelling study suggested that, of the 106,000 
deaths from HIV in 2011 linked to female sex work globally, 98,000 occurred in 
Sub-Saharan Africa [12]. Clear, rigorous scientific evidence [13–16] and a long his-
tory of calls by sex workers and allies support expansion of interventions to support 
the health, well-being, and rights of sex workers and to mitigate HIV [17–19]. 
Among these are the removal of criminal laws surrounding sex work, scaling up of 
treatment, prevention and care programmes, and violence prevention and stigma 
reduction programmes. Yet these are not being implemented, or at best, are not 
implemented to scale. It is also very troubling that, despite far-reaching inroads into 
the AIDS epidemic globally [20], HIV rates among female sex workers at a global 
level remain “largely unchanged” today [15]. Finally, HIV data on transgender and 
male sex work as well as on sex work clients—groups which have traditionally been 
overlooked—remain scant but are increasingly being collected [15]. It is vital that 
this research is expanded to inform programmes and services that serve these groups 
and to address their particular needs and concerns.

 How Do Sex Workers Experience Existing Healthcare Services?

Moving from country-level to individual-level, we now turn to exploring how sex 
workers in Africa experience the healthcare services available to them. A range of 
problems have been documented, and the paternalism and stigma described in the 
opening paragraph of this chapter unfortunately still characterise how some health-
care services approach sex workers and the sex work context.

The issues of discrimination and prejudice remain key themes in sex workers’ 
interactions with health care, and healthcare settings are, alarmingly, still a signifi-
cant site of human rights violations [21]. Research with male, female, and transgen-
der sex workers in Uganda, South Africa, Kenya, and Zimbabwe, for example, has 
documented a range of problems experienced by sex workers within healthcare set-
tings: poor treatment, stigmatisation, and discrimination by healthcare workers; 
having to pay bribes to obtain services or treatment; being humiliated by healthcare 
workers; and, the breaching of confidentiality [22, 23].

Conservative beliefs held by healthcare workers combined with the deeply 
unequal power differentials between healthcare workers and sex workers often 
result in the latter being particularly poorly treated. Some sex workers report avoid-
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ing healthcare services as much as possible rather than to be subjected to prejudice 
and disrespect. It should be noted that healthcare worker approaches to sex work are 
shaped by broader societal, cultural, and religious beliefs bolstered by the criminali-
sation of sex work. Structural reform including the decriminalisation of sex work 
and addressing the stigma that attaches to sex work is a vital component of the 
social change necessary to support sex worker health and well-being, which will, in 
turn, shape positive and empathetic healthcare worker approaches.

Let us look at specific examples:
At the first African Sex Worker conference in 2009, delegates from different 

countries spoke about sex workers’ experiences with health services. The country 
representative from Malawi noted a colleague’s experience with seeking ARV treat-
ment in a hospital in Zomba, who had received the following response from a nurse:

Why do you bother us? It’s better for people like you to die. Why should the government 
waste money treating people like you rather than giving the medication to important peo-
ple? ([2], p. 12)

The notion that sex workers are undeserving of services or treatment, and the 
experience of healthcare workers bluntly articulating offensive views that sex work-
ers should rather be dead than treated, are also described in Scorgie’s study, where 
a sex worker in Uganda related:

We are despised in the hospitals. They [healthcare providers] say, “We don’t have time for 
prostitutes” and they also say that if one prostitute dies then the number reduces. (Belinda, 
27-year-old female, Kampala) ([23], p. 6.)

Delegates at the African Sex Worker conference from Botswana and Zimbabwe 
also noted the intense hostility and discrimination on the part of healthcare workers. 
Examples cited from Botswana included breaches of privacy and medical ethics, 
such as conducting HIV testing without consent. Scorgie and colleagues docu-
mented forced HIV testing or HIV testing without the patient’s knowledge in two 
clinical sites in South Africa and one in Uganda. In contrast, some participants in 
the same study noted that they were denied HIV testing when they had requested it.

Binagwaho related the experience of a female sex worker in Rwanda who noted 
that she was refused treatment reputedly because of personal vindictiveness or jeal-
ousy on the part of healthcare workers:

I live in the center of town, where most health workers live, and I run into them all the time. 
[At the clinic,] if they know you haven’t given up prostitution, they can refuse to serve you, 
because they suspect you’ve been with their husbands. They keep grabbing other people’s 
files and passing you over, because you’re a prostitute. ([24], p. 92)

Sex workers have noted how healthcare workers have interrogated them unnec-
essarily about sexual practices, while male and transgender sex workers, in particu-
lar, have been held up as curiosities by staff. Boyce’s study with male sex workers 
noted how participants have been publicly humiliated:

Nurses often call each other when they find out about being a male sex worker saying: “we 
have never had such a case” or “come look at what his type of STD, we have never had it 
at this hospital before” ([25], p. 20)
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Following a gang rape by clients, a transgender participant in the Scorgie study 
painfully described the secondary victimisation by healthcare workers in the fol-
lowing way:

I go to report to the police, they told me to go to the hospital and I was still wearing my 
jeans, wig and with my breasts. When the doctor examined me and find out that I am a she-
male, he called other doctors and nurses. They left their work to come and see that a man 
got raped. It was like a mockery…. The doctor told me I was not raped but I was sodomised 
because I am a man. The way I was dressing they said “what kind of a woman [are you]?” 
I just walked [away] from the hospital without being treated. It was not fair because I was 
raped the whole night. ([23], p. 6)

Transphobia, homophobia, and xenophobia often overlap and strengthen prejudices 
toward sex work, and some of these dynamics are described by Boyce and Isaacs as 
“intercommunity hostility” ([26], p.  300). Xenophobia, racism, migration status, 
homelessness, gender identity, sexual orientation, and drug-use are all factors that 
can compound discrimination in the healthcare setting, and leave populations that 
are often most in need of social, legal, and wellness support without services, thus 
ultimately compounding their marginalisation.

Sex workers often report that they would rather avoid health care than expose 
themselves to additional stigmatisation or rights violations. Alternatively, they may 
choose not to inform healthcare workers that they are sex workers, which Scorgie 
points out could lead to sub-optimal medical treatment. In a study by Fobosi and 
colleagues on truck-stop clinics in South Africa, sex workers articulated this reti-
cence as being “shy” about seeking treatment at public hospitals [27]. Sex workers 
who register their “shyness” seem to distort the problem of healthcare avoidance as 
an individual failing or a personal lack of assertiveness, rather than placing the focus 
on broader systemic issues within health and society.

Some healthcare workers’ attitudes toward sex work are informed by conserva-
tive and religious perceptions of sex work—views that often label sex worker liveli-
hoods as immoral. Baleta relates an experience of a female sex worker in Lesotho 
who was refused treatment for a badly infected wound on her leg in the fol-
lowing way:

She had her leg bandaged at the hospital but the health-care providers accompanying her 
informed staff that she was a sex worker, which was recorded on her health card. The doc-
tor’s response was, ‘Well you are a sex worker, you are going to die in the next 3 months. 
There is nothing more we can do for you, and I have a waiting room full of people who are 
not morally corrupt like you’ and sent her home. ([28], p. e1)

These distressing attitudes manifest not only in the provision of medical treat-
ment to sex workers, but also limit the reach and effectiveness of other services and 
supports, including psycho-social support, disease prevention, and health promo-
tion. In some healthcare settings where male condoms are provided free-of-charge, 
sex workers reported only being allowed to take a few condoms each, or alterna-
tively, being expected by unscrupulous healthcare workers to trade sex or money for 
the allegedly free condoms [23, 29]. Some healthcare workers erroneously believe 
that by providing condoms to sex workers, they are “promoting” sex work—an 
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assumption in line with early opposition to making free condoms available to youth 
because, rather than reducing their HIV risk, it would simply increase their sexual 
activity. Research has thoroughly debunked this argument [30, 31].

Conservative attitudes about sexual and relationship constellations also manifest 
in healthcare worker insistence that female sex workers bring their husbands or 
sexual partners along to the clinic. Otherwise they will not provide treatment to sex 
workers. Scorgie quotes a 25-year-old female sex worker from Kampala who said:

When you go to the hospital the health workers say, “We will not treat you unless you come 
with your husband”. We don’t have husbands, so we go to drug shops and buy some drugs 
to relieve us from the pain. ([23], p. 6)

While research on sex workers’ healthcare-seeking behaviour beyond the public 
health sector is limited, some studies mention sex worker self-treatment: purchasing 
over-the-counter remedies from pharmacies, seeking services in the very expensive 
private sector and/or consulting with traditional healers [10, 23, 25]. Anecdotal evi-
dence suggests that some sex workers experience traditional healers as less judge-
mental than healthcare workers. A respondent in the Scorgie study noted that:

It’s tough, especially when you suffer from an STI, they treat you like you just got what you 
deserve, and we end up using some traditional herbs because the traditional healers don’t 
ask too many questions. (Thuli, 35-year-old female, Bulawayo) ([23], p. 10)

An under-explored issue is how sex workers’ negative experiences in the healthcare 
settings may impact on their family members’ access of these services. Sex worker 
avoidance strategies may include a reluctance to bring their children or adult depen-
dents to health facilities, leading to poor health outcomes, not just at the individual 
level but at the family level, too. Scorgie notes that:

Discriminatory treatment was applied even at times to family members of sex workers who 
accompanied them to health facilities. One participant recounted being pushed to the end 
of the queue when bringing her child for treatment and was attended to only after all other 
patients had been seen ([23], p. 10).

Significantly, while many sex workers support dependents, including children, the 
systematic review by Dhana and colleagues found only one general clinic in Uganda 
that specifically offered health care for the children of female sex workers [10].

In addition to documented concerns regarding negative treatment by healthcare 
workers, the prejudices of non-clinical staff employed in health systems, such as 
receptionists, security guards, cleaners, porters, and administrators, also contribute 
to sex worker mistrust, fear, and avoidance of healthcare facilities. This, however, is 
often overlooked as a barrier to services. A 2018 study in South Africa on access to 
health care for Key Populations noted the following:

[…] it was widely reported that health facility staff express stigmatising attitudes towards 
key populations. Although these were said to occur from all cadres of staff, a majority of 
assessment participants singled out non-clinical staff, especially security guards, but also 
clerks and cleaners, as the most problematic; one reason being that they are rarely, if ever, 
involved in training and sensitisation activities provided for their clinical colleagues. 
Research findings bolster these observations, particularly for MSM [Men who have sex 
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with Men] and for foreign migrants (Rispel et al., 2011; Vearey, 2014). As a further exam-
ple, peer educators working with PWID [people who inject drugs] described how their 
clients are frequently barred from facilities by security guards, either because of their 
appearance or because it has become known that they are a PWID. ([32], p. 23)

In view of the fact that non-clinical staff often serve as gate-keepers to health care, 
it is vital that they are routinely included in sensitivity training.

 The Power of Positive Experiences

Studies documenting sex worker experiences within healthcare services also 
describe positive and encouraging engagements with health care although these 
tend to be the minority of experiences. Respondents in the Scorgie study spoke 
about some healthcare workers as being “friendly and respectful”, having a “good 
attitude” and as affirming sex workers’ dignity [23]. This has been well documented, 
for example, in sex work-specific clinics where staff have received sensitisation 
training, such as in inner-city Johannesburg [33–35]. The Fobosi study on roadside 
wellness clinics recorded sex worker respondents’ satisfaction with “friendly staff”, 
how some clinics were open at night time and even included services that users 
didn’t expect, like malaria screening [27]. The opening quote of this chapter includes 
a description of Penelope Zulu’s painful experience with harsh healthcare staff 
when she went to a health facility for a general check-up. However, her narrative 
changes when she is referred to a sex work-specific clinic, where an empathetic and 
kind nurse provided the clinical care and emotional support that she needed. Zulu 
describes the nurse as “being like a mother”; under her support and mentorship, 
Zulu decided to become a peer educator and ultimately became an outspoken leader 
in the sex worker movement in South Africa.

South Africa has seen some unique developments on HIV and sex work. In 2016, 
South Africa became one of the first countries in the world to pass a sex work-spe-
cific HIV plan [36]. This was due to factors including a staggeringly high HIV 
prevalence associated with the sex work context, the health system’s commitment to 
a rights-based approach to HIV/AIDS, the positive experiences of sex workers at the 
few sex work-specific clinics available, and the uncompromising activist approach 
by sex worker advocates and allies [36–38]. The “South African National Sex 
Worker HIV Plan, 2016–2019” is comprehensive in its strategy. It adopts a combi-
nation prevention approach that includes peer-education-led strategies and makes 
specific provision for Pre-Exposure Prophylaxis (PrEP) and Universal Test-And-
Treat while also endeavouring to deal with social and structural drivers of HIV in 
the lives of sex workers [21]. It supports the decriminalisation of sex work, while 
committing itself to “competency and sensitisation training to health and social 
workers. Training should also be expanded to law enforcement officials, other ser-
vice providers, and the community”. ([39], p. 29). More recently, South Africa’s 
“National Strategic Plan on Gender-based violence & Femicide” included a com-
mitment by government to finalise the “legislative process to decriminalise sex 
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work” by March 2024 [40]. These policies emphasize the key linkages between 
health and violence, and the structural reforms necessary to safeguard sex worker 
dignity and rights.

At the time of writing, the HIV Plan was being reviewed and its implementation 
assessed. While it is impossible to address deep-seated prejudices and other struc-
tural barriers to health care with quick fixes, the Plan and its comprehensive 
approach is an influential first step in the right direction. Indeed, in a recent submis-
sion to the United Nation’s Committee on Economic, Social and Cultural Rights on 
South Africa, Human Rights Watch noted the following:

On a positive note, the sex workers we interviewed told us they had free, fairly straightfor-
ward, and non-discriminatory access to health care, including reproductive health care and 
HIV/AIDS treatment. Many remarked on their experiences of improved, friendlier services 
over the past six years. A driving force behind these improvements has been the South 
African Department of Health and the South African National AIDS Council (SANAC, 
which coordinates several government bodies) openly calling for services for sex workers 
and for decriminalization. A whole-of-government approach towards sex work that recog-
nizes the rights and needs of this vulnerable group would make more sense and help end 
police practices that obstruct SANAC’s goals of ending the pandemic, for example detain-
ing sex workers without access to antiretroviral drugs. [41]

 Conclusion

In Africa, sex workers’ negative experiences with health services act as a powerful 
barrier to their accessing quality health care—by inhibiting effective treatment, pre-
vention, and support for HIV and other health-related needs of sex workers, includ-
ing their sexual and reproductive health, preventative care, and mental health [24, 
42]. This chapter explored examples of how prejudices harboured by healthcare 
worker and non-clinical staff have a far-reaching negative impact on sex workers’ 
well-being and access to care. In contrast, positive interactions with healthcare pro-
viders and health services empower sex workers, affirm sex worker dignity and 
agency, and assist in cultivating healthy behaviour and improved health outcomes 
[33, 35, 43].

It is unfortunate that the clear evidence for the need to decriminalise sex work 
has not transformed the sorely outdated legal and policy landscape associated with 
the criminalisation of sex work, a landscape characteristic of most countries 
in Africa.

The political will, the necessary funding, and the urgency required to implement 
an effective response to sex work in Africa—and to do so at scale—are mostly 
absent. This remains the case, despite a large body of evidence and improved pro-
grammatic responses that support sex workers. Of particular concern, health pro-
grammes that focus narrowly on biomedical or behavioural HIV/STI prevention or 
treatment in relation to sex work remain myopic, as they focus only on sex workers’ 
sexual engagements, and do not address their broader health and social needs, their 
full humanity and personhood.
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This can be overcome with comprehensive, rights-affirming health programmes 
designed in partnership with sex workers, combined with structural interventions 
that transform outdated legal frameworks and implement violence prevention strate-
gies, psycho-social support services, and sex worker empowerment initiatives; and 
which galvanise peer-lead programmes that focus on strategic and practical sex 
worker needs in an African context. We are encouraged by the strides made towards 
these on a policy level in South Africa, with the passing of an official Sex Worker 
Plan. The crucial test, however, is how, and at what scale, the Plan has been 
implemented.

It is our hope that the voices of sex workers and sex worker rights advocates in 
Africa become stronger and are amplified on key platforms. When sex workers are 
supported to engage with policy makers, law enforcement agencies and health ser-
vice providers in the African context, the urgent changes needed to affirm sex 
worker health and dignity and to make sex work safer will be prioritised.
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