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Abstract

Objective: sex workers are configured as a historically marginalized 
group for deviate of the moral and social behavior pattern dictated 
by conservative dogmas on which Brazil was built. Such exclusion is 
also expressed in public health policies, where the group is mentioned 
only in actions and programs aimed at sexually transmitted infections 
(STIs), which violates basic principles proposed by SUS (Brazilian 
Unified Health System). This paper aims to analyze the care received 
in the context of health care from the perspective of sex workers.

Methods: this is a descriptive and exploratory study, with a qualitative 
approach, that have as referential of analysis the Collective Subject 
Discourse (CSD), built from a half-structured interview realized with 
the group in question and a socioeconomic questionnaire. The DSC 
is a method that assemble opinions and individual expressions in a 
unique testimony, written in first person singular, that gives voice to 
this collectivity. The collect was helped by community health agents of 
Family Health Unit that includes the brothel’s territory.

Results and Discussion: were interviewed 22 sex workers, being 
19 cis woman and 3 trans woman, most of whom in a situation of 
social vulnerability – brown or black, little schooling and low rent. The 
speeches identified the existence of health care that does not meet 
the specific demands of this population, in addition to the presence 
of fragmented care and focused on sexual and gynecological health. 
The trans or cis interviewed, moreover, strong resistance to gender 
identity and respect for the social name by the team. In addition, there 
were expressions of fear in revealing the profession during medical 
appointment, due to the stigma and preconception that fell on them. 
Even so, these professionals understand that their health needs are 
met in SUS, which connotes a resigned view of the gaps in the care 
network, requiring specific health actions, programs and policies for 
this population.

Final Considerations: the sex workers are a society’s cutout that 
suffer daily with stigma on their pattern of sexual behavior, living an 
important condition of social vulnerability. This reflects on fear to seek 
medical services and to reveal their profession, resulting in gaps on the 
access and right to health in this population. It is necessary, therefore, 
creation of health programs and policies specifics and requalification 
of the health teams for the management of this patients.

Keywords: sex workers, delivery of health care, unified health 
system, collective subject discourse. 
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Sex workers constitute a historically stigmatized 
and discriminated group, as they deviate from the standard 
model of socially and morally established behavior. Judged 
as perverts, drug users, lazy and spreaders of diseases, sex 
workers are placed on the margins of society and state 
actions, such as health policies1,2.

For much of the 20th century, health actions aimed 
at women kept the focus on maternal and child care. In 
1984, with the creation of, in Brazil, a public policy called 
Programa de Atenção Integral à Saúde da Mulher (PAISM), 
the concept of health care was expanded, but some female 
population groups, such as sex workers, remained invisible. 
Two decades later, there was the implementation of the 
National Policy for Integral Attention to Women’s Health 
(PNAISM), which, despite having expanded its actions 
to several previously excluded groups, such as women 
in deprivation of liberty, blacks and lesbians, the specific 
health needs of sex workers remained hidden3-5.

This absence of public health policies aimed at sex 
workers reflects negatively on equity in health, without 
which the other two doctrinal principles of the Unified 
Health System (SUS) cannot be guaranteed: integrality and 
universality. This fact, according to Villela and Monteiro6, 
evidences a laissez-faire posture of the Brazilian State, that 
is, “under the guise that the right of women to prostitution 
is respected, there is a lack of assistance to their needs for 
comfort and safety at work”, further contributing to the 
marginalization of the group.

On the other hand, despite the lack of specific 
health policies aimed at the integral care of sex workers, 
they are always remembered and mentioned in actions and 
programs aimed at controlling infectious diseases, such as 
the National STD/AIDS Program, thus contributing to the 
construction of the fragmented view that the sex worker is 
just a “body from the waist down”7.

Even in gynecological and obstetric health care, 
obstacles have been observed in accessing services and in 
care for sex workers. In the study by Szwarcwald8, about 
20% of sex workers did not undergo a gynecological 
examination in the last three years and, of these, half never 
went to the gynecologist. In addition, approximately 40% 
of the women interviewed did not seek care the last time 
they had a sexual health problem.

With regard to care, the study by Villela and 
Monteiro6 demonstrates that the lack of adaptations of 

 INTRODUCTION
health services to the reality of these women, such as the 
opening hours of basic health units, associated with the fear 
of being poorly attended, keeps sex workers away from the 
health services. This distance, however, can increase the 
risks of morbidities such as depression, chronic diseases, 
complications related to induced abortion and others.

Thus, it is questioned how much the demand for 
health services, the quality of care received and the bond 
with the team are influenced by the social stigma built 
on sex workers. Therefore, we seek to analyze how the 
assistance in health services is, based on the perception of 
these social actors.

 METHODS
This is a descriptive and exploratory study, with 

a qualitative approach, using the Collective Subject 
Discourse (CSD) method as a reference for analysis.

Qualitative studies are concerned with 
understanding the group participating in the research, as 
well as aspects of their reality that cannot be quantified, 
infiltrating human perceptions9.

The CSD is a method that rescues and presents the 
social representations obtained from empirical research. 
The opinions or individual expressions obtained from the 
interviews and which have similar meanings are grouped 
into general semantic categories. In each category “the 
contents of opinions of similar meaning present in different 
statements are associated, in order to form with such 
contents a synthesis statement, written in the first person 
singular, as if it were a collectivity speaking in the person 
of an individual”10,11.

Sex workers from the city of Uberaba/MG, Brazil, 
over 18 years old, participated in the study. The sample 
size was defined by saturation, as proposed by Minayo9.

For data collection, a semi-structured questionnaire 
was used, containing socioeconomic-demographic data 
and open questions about the health care received. The 
collection took place in 2019 and was carried out in 
partnership with community health agents of the Family 
Health Unit responsible for covering the territory where 
houses of prostitution are located in the city. On an 
opportune day for the agents and the interviewers, these 
houses were visited and a first round of interviews was 
carried out with the sex workers who consented to their 
participation in the study. In the other interviews, the 

Authors summary 

Why was this study done?
This study was conceived and carried out based on the authors’ concern about the health conditions of sex workers in a little brazilian 
city. It was intended to understand, from the perspective of these professionals, how the access to the services of the care network 
occurs and how the health care of these vulnerable women and the target of great social stigma is given.

What did the researchers do and find?
Interviews were conducted with sex workers in their workplaces (prostitution houses in the city), using an instrument containing 
questions about access to health services and their perceptions of the care received. From the data analysis, through the Collective 
Subject Discourse, the presence of health care that does not meet the specific demands of sex workers was identified, in addition to 
the presence of fragmented care focused only on their sexual and gynecological

What do these findings mean? 
The results point to the emerging need to implement specific health policies for sex workers, as well as the (re)qualification of health 
teams and service management for the humanized and comprehensive care of this population.  
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was 31.2 years old, ranging from 20 to 59 years (standard 
deviation 10.0). They were mostly single (90.9%) and 
had an average of 1.8 children per professional (standard 
deviation 1.8). As for schooling, 31.8% had incomplete 
elementary school, 40.9% had incomplete high school 
(H.S.) and 4.6% had completed H.S. On the other hand, 
13.6% had higher education. Prostitution was the exclusive 
occupation of 50% of the interviewees, while the other 
half also worked in another profession, such as baker or 
hairdresser. Regarding the housing condition, 59% said 
they lived in a rented house and 31.8% in their own house, 
while 4.6% lived in a loaned house and 4.6% did not have a 
house. Income was a very variable item, showing contrasts 
and oscillating between R$ 500 (~US$ 100) and R$ 15,000 
(~US$ 3,000) per month. The answer found when asked 
about religion was quite plural, predominantly Catholicism 
(27.3%) and those who said they hard no religious belief 
(36.4%).

“snowball method” was used, which consists of indicating 
friends and/or known people who fit the eligibility criteria 
of the study. This choice was due to the difficulty in 
accessing this population.

The interviews were audio-recorded, with the 
permission of the participants, and transcribed in full for 
later construction of the CSD.

The study project was approved by the Research 
Ethics Committee of the proposing institution (Federal 
University of Triângulo Mineiro), according to CAAE No. 
04476218.0.0000.5154, meeting the requirements of the 
Brazilian Resolution CNS-MS No. 466/2012, including 
the signing of the Term of Free and Informed Consent.

 RESULTS AND DISCUSSION
As shown in table 1, 22 sex workers participated 

in the survey, all female, 86.4% cis women and 13.6% 
trans women; most of them declared themselves brown 
(72.7%), in contrast to 18.2% white; the mean age found 
Table 1: Sociodemographic characteristics of sex workers. Uberaba/MG, Brazil, 2019
Caracteristics N %
Biological Sex
Female 19 86.4

Male 3 13.6
Gender
Female 22 100.0
Male 0 0.0

Skin color/Ethnicity
Brown 16 72.7
White 4 18.2
Black 2 9.1
Marital status
Single 20 90.9
Divorced 2 9.1
Education
Incomplete High School (HS) 7 31.8
Complete HS 1 4.6
Incomplete Elementary school 9 40.9
Complete HS/Technical education 2 9.1
University education 3 13.6
Religion
Evangelical (Protestants) 3 13.6
Spiritist 2 9.1
Catholic 6 27.3
Without religion 8 36.4
Others 3 13.6
Profession / Occupation
Sex worker 11 50.0
Sex worker + Other occupation 11 50.0
Housing condition
Ceded house 1 4.6
Leased 13 59.0
Own 7 31.8
Homeless 1 4.6
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The table reveals a vulnerability profile of these 
women, who are mostly of mixed race/ethnicity, with little 
education and low income. Such characteristics are in line 
with data found in other studies on the subject. Lima12, for 
example, found a profile of sex workers in his research 
who, for the most part, self-reported as brown or black, 
young, single, with little or no academic training and low 
purchasing power.

Hankel et al.,13 reported that ethnic-racial identity 
is determinant in the way a woman will relate to her work. 
They highlight that black women are more likely to work 
for pimps and face physical aggression and sex trafficking 

Chart 2: Central idea and Collective Subject Discourse (CSD) in response to the questions: Are you a user of 
the Unified Health System or the private system? Do you usually have regular medical follow-up?

Chart 1: Central idea and Collective Subject Discourse (CSD) in response to the questions: How did you 
become a sex worker? Do you think your profession interferes with aspects of your personal life?

Central idea - 1
Finding a way to earn money in the profession, but having your personal life affected in many ways.
Collective Subject Discourse - 1 

I’ve been working as a sex worker for a few years, but in that time I’ve left and been back a few times. It all started 
because I was unemployed and couldn’t find any work, and with that the situation became difficult, because I needed to 
pay the bills and support my children. I found in this profession a way to earn money. I started with the recommendation of 
a friend who already knew where to go, but a lot of people I know here end up joining because they didn’t study or because 
they believe that this profession brings easy and fast money.

Being a sex worker greatly affects my personal life in many ways. You can notice the difference in the way they 
look at us on the street, in the way the family treats us, hiding the truth. It is a prejudice within society, when it comes to 
finding a relationship, dating, for example, it is very difficult. The sex worker is frowned upon and neglected, it is not an 
easy life. I know how to separate, I don’t take the work into the house, which makes it a little easier, but it has to be very 
subtle to avoid problems.

in their profession. In addition, they claim that structural 
racism and sexism are determinant to justify a greater 
share of African-American women in work such as street 
prostitution, than in closed places with some health and 
safety. Clarke et al.,14 also showed a relationship between 
race and the age of starting work as a sex worker, showing 
that African-American women have the highest rates of 
entry into the profession during their youth.

Next, we will present the central ideas and excerpts 
from the CSD related to the perception of sex workers 
about the impact of their profession on the attention and 
care they receive in health:

Table 1 shows a strong relationship between entry 
into the prostitution business with unemployment and 
financial difficulties. This association, added to the low 
level of education, represents the main factors that make 
the sex market, for these women, a possible path to be 
followed. Despite being poorly paid and stigmatized, 
prostitution is more profitable and accessible to poor 
women with little or no professional training15. In addition, 
the social barriers that make them vulnerable prevent both 
the exit of these professionals from the system of selling 
and exploiting their bodies, as well as their entry into the 
formal job market16.

Juliano15 reiterates that the strongest social 
prejudice occurs against those who are in greater financial 
difficulties, and that it worsens if there are other elements, 
such as belonging to an ethnic minority, being an immigrant 
or having black or brown skin.

For Figueiredo and Peixoto17, prostitution is the 
result of exploitations legitimized by elites and rulers 
and of taboos involving sexuality expressed outside the 
standards. Thus, these women are relegated to marginality 
and impelled to lack of protection and situations of 
aggravation. Cruz et al.18, in line, show that the sex worker 
occupies a space of intense social vulnerability, being 
more susceptible to different types of violence, precarious 
working conditions, drug use, risk of gynecological 
diseases and/or STIs, unwanted pregnancy, discrimination 
and stigma. It is also the deep prejudice deposited on them 
that makes them avoid health services, making holistic 
care impossible, as proposed by the organic laws of the 
Brazilian Unified Health System.

Central idea - 2
Feeling included in the Unified Health System. Trying to do health monitoring, but not having time or having 
to deal with long waits.
Collective Subject Discourse - 2 

I do not have a private health plan; I consult only through Unified Health System. The last time I went to the doctor’s 
appointment, it must have been more or less a year ago. I usually monitor my health status as much as possible, I always 
try to get tested for syphilis, HIV… due to my work, day to day. We prevent ourselves, but there is, anyway, the chance of 
contracting any disease. Sometimes I fail to take care of my health, because sex workers don’t have the time or the right 
place to stay, but I try to keep up. I try to consult more with the gynecologist, because in addition to the delay, the other 
medical specialties don’t attend me properly and don’t even look at me, so I only look in emergency situations.

I believe that my health demands are met by the Unified Health System whenever I need it. There is a delay, a long 
queue, but in situations of need I was always attended to. I feel included within the Unified Health System. Without health, 
we are nothing, so when I feel something, I seek care, without fear due to the profession or fear of judgments.
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With regard to health care, the vast majority of 

sex workers interviewed (90.9%) are exclusive users of 
the Unified Health System. It is evident, according to the 
CSD in Chart 2, that the search for medical care, when 
performed, is predominantly in relation to sexual health 
and exams for STIs, due to both the occupational risk and 
the lack of integral care in other specialties.

However, the lack of adaptations to the reality and 
particularities of this group, such as the itinerant nature 
of the profession and the lack of time, combined with the 
fear of being poorly attended due to the stigma on their 
profession, distance sex workers from health services, as 
reiterated. by other scientific studies.

Villela and Monteiro6, for example, point out that 
due to the gaps in successive policies aimed at women, 
which failed to consider the specific needs of sex workers 
(such as the pre- Unified Health System maternal and 
child care model, the PAISM and the PNAISM), there is 
a lack of adaptability of the health system that keeps sex 
workers away from the service. They also point out how 
the Brazilian health system restricts sex workers to strictly 
sexual aspects, ignoring that the precarious condition 
in which their service is provided is directly related to 
the emergence of diseases, such as chronic disease and 
depression, for example. Platt et al.19, through a meta-
analysis, reiterate and confirm the same points in the 
international context.

The DCS excerpt “...I try to consult more with the 
gynecologist, because in addition to the delay, the other 
medical specialties don’t attend me properly and don’t even 
look at me...”, highlights what Brito-Silva et al.20 discussed 
about the compartmentalized right to be antagonistic to the 
principle of integrality of the Unified Health System in its 

different senses. In other words, as the right to health in 
the country is thought of from a integrality perspective, 
attending users of the system is a partial way is an evident 
non-compliance with the services.

On the other hand, most participants said that 
the Unified Health System, despite the delay and the 
characteristics of care, is able to supply their needs; feel 
included in the health system. This result is similar to that 
found by Paiva21, where the sex workers studied positively 
evaluated the care provided, despite not having regular 
follow-up with professionals from the Family Health 
Strategy of the Unified Health System.

However, as observed in the excerpt “... I believe 
that my health demands are met by the Unified Health 
System”, it is possible to perceive a resigned speech of 
sex professionals, that is, despite finding difficulties and 
obstacles for the medical care of aspects of their health, in 
addition to sexual and reproductive ones, conclude that the 
assistance received satisfies what they are looking for. If 
there is a system that excludes them from this integral care, 
either because of the delay in scheduling appointments in 
other medical specialties, or because health professionals 
in these specialties do not offer dignified care due to 
prejudice or stigma, how can sex workers qualify care in 
all its dimensions? It is easy to understand the reasons why 
they feel satisfied with the part (or the little) they receive. 
On this, Peres da Silva22 says that “the understanding of the 
Unified Health System as a policy created to guarantee the 
right to health is replaced by the idea of concession by the 
State. In the user’s imagination, the Unified Health System 
is a needy system and is not associated with its ability to 
exercise the acquired right”.

Chart 3: Central idea and Collective Subject Discourse (CSD) in response to the questions: When you sought 
health care, did you reveal your profession? Did you feel well taken care of?

Central idea - 3
Not always revealing the profession, for fear of discrimination and care failures in health services.
Collective Subject Discourse - 3

When I seek care, I don’t usually reveal my work, because I’m ashamed of what I do. It’s sad, because I 
know I should talk, so the doctor knows everything he needs to properly care for me. But the prejudice that we 
face every day is very strong; It’s not a comment I hear, or anything wide open, but I can feel the indifference in 
the way they look at me, so if there’s no need, I don’t even talk. Many girls here have told me this too, especially 
when there is a problem with the condom, they are very afraid of judgment inside the doctor’s office. They told 
me some cases in which they were discriminated against by professionals from the Testing and Counseling 
Center, so this justifies my fear and that of many other girls. On the other hand, I have some friends who 
reveal their profession, and they say that the service is normal, that health professionals tend to be even more 
concerned, asking for more tests due to constant sexual practice, but I am very afraid.

As for my trans friends, they report that the public system still presents some difficulty and 
unpreparedness for assistance in their gender recognition, especially in relation to the social name, generating 
some embarrassment. There is still a lot of change in the form of treatment during the consultation; many still 
think that being a “faggot” is a disease, some call it a masculine pronoun, things like that.

I think that health professionals should make us more comfortable, talk more, ask more, check if the 
patient wants to say something, if everything is really ok. We always realize that they are in a hurry and, as a 
result, we can stop saying something that is necessary, making the whole process of inclusion and health care 
difficult.
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The fear of judgment on the part of health 
professionals is a decisive factor for sex workeres not to 
seek medical care or, when they do, not to reveal their 
profession23. The study by Bungay et al.24 points out that 
sex workers do not reveal what they do in clinics for fear 
of judgments, discrimination due to their social position or 
for fear of the consultation being limited to STIs, reducing 
the focus on health problems not related to the sexuality. 
On the other hand, this omission of information during the 
anamnesis can also lead to incomplete or inefficient care, 
as it is a data of clinical interest.

Despite this insecurity, it is reported in the CSD 
of chart 3 that discrimination during care is not always 
present among cis women; for transgender women, there 
is a difference in treatment, especially with regard to the 
use of the social name. The National Health Policy for 
Lesbians, Gays, Bisexuals, Transvestites and Transsexuals 
was integrated into the Unified Health System in 2011, 
with the general objective of promoting health and a 
holistic view of the LGBT+ population, fostering means 
to reduce inequalities and institutional prejudice, since 
sexual orientation and gender identity directly affect the 
process of social determination and health status, through 
the prejudice and stigma suffered25.

The policy emerged as a means to consolidate 
the pillars of equity, integrality and universality of the 
Unified Health System, but it presents weaknesses in its 
implementation, such as the resistance that the medical 
community has to respect this population within the care 
practice. This difficulty is demonstrated by chart 3 and 
reinforced by other studies, as in Ferreira et al.26.

In the study by Muller and Knauth27, the authors 
report that the prejudice suffered by transvestites and 
transsexuals and the disrespect for their social name are 
factors that distance them from medical care and often 
contribute to the worsening of general diseases in this 
population. In addition, they claim that the language 
used by health professionals, quite distant from their own 
dialect, can culminate in the patient’s non-adherence to 
coping with her health problems.

Integrality encompasses the meaning of a 
professional performance that understands the individual 
in his biopsychosocial aspect27. It is noticed that, in the 
current care model, this principle is disrespected and sex 
workers are reduced to a small dimension of their lives, 
contributing to the formation of gaps in care and the 
perpetuation of stigmas.

 FINAL CONSIDERATIONS
Sex workers are stigmatized by society for 

distancing themselves from the historically accepted pattern 
of sexual behavior. As a result, they constitute themselves 
as a social minority of expressive vulnerability (brown or 
black women, without their own housing, without a fixed 
salary and with low education), a fact that has a direct and 
negative impact on their health. In addition, factors such 
as insecurity and fear of judgment, combined with the lack 
of specialized care, influence and define how these women 
relate to and access health devices.

One of the main outlets in this context is the fear 
of seeking medical attention, of revealing the profession 
or being reduced to its occupational risks, and, therefore, 
access to health, the bond with the medical team and 
the guarantee of the right to health make are difficult to 
achieve. Despite this, the service was evaluated, most 
of the time, as satisfactory, although focused on sexual 
health and despite the low frequency of consultations. 
This highlights the fragility, also in this population, of the 
recognition of health as a constitutional right, which results 
in a behavior of conformity in the face of gaps in the health 
care network.

With regard to transvestite and transsexual women, 
the presence of a prejudice related mainly to gender and not 
to the profession was observed, characterizing an example 
of disrespect for health policies aimed at this public and 
another prejudice rooted in the prevailing heteronormative 
culture.

Finally, it is understood that the creation of health 
programs and actions specifically aimed at this population 
group is very important to ensure that the principles of 
equity and integrality are respected. It is also necessary to 
(re)qualify health teams for contact with sex workers, with 
active search, reception, training for proper management, 
which is free from judgments and respecting the uniqueness 
of each person. Such initiatives have the potential to 
deconstruct the stigmas and prejudices that permeate the 
lives of these women and perpetuate their condition of 
vulnerability also in the health services.
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Resumo

Objetivo: as profissionais do sexo se configuram como um grupo historicamente marginalizado por 
se desviarem do padrão de comportamento moral e social ditado pelos dogmas conservadores sobre 
os quais o Brasil foi erguido. Tal exclusão está expressa também nas políticas públicas de saúde, nas 
quais o grupo é citado apenas em ações e programas voltados às infecções sexualmente transmissíveis 
(ISTs), o que fere os princípios doutrinários e organizativos propostos pelo SUS. O presente trabalho 
objetiva analisar o cuidado recebido no contexto assistencial à saúde a partir da ótica das profissionais 
do sexo.

Método : trata-se de um estudo descritivo e exploratório, de abordagem qualitativa, que teve 
como referencial de análise o Discurso do Sujeito Coletivo (DSC), construído a partir de entrevista 
semiestruturada realizada com o grupo em questão. O DSC é um método que reúne as opiniões e 
expressões individuais semelhantes em um depoimento único, redigido em primeira pessoa do singular, 
que dá voz a essa coletividade. A coleta foi auxiliada pelos agentes comunitários de saúde (ACS) da 
Unidade de Saúde da Família que abrange o território das casas de prostituição do município.

Resultados e Discussão: foram entrevistadas 22 prostitutas, sendo 19 mulheres cis e 3 mulheres 
trans ou travestis, as quais, em sua maioria, encontravam-se em situação de vulnerabilidade social 
– raça preta ou parda, pouca escolaridade e baixa renda. Identificou-se nos discursos a existência 
de uma assistência em saúde que não atende as demandas específicas dessa população, além da 
presença de um cuidado fragmentado e centrado na saúde sexual e ginecológica. As entrevistadas 
trans ou travestis relataram, além disso, forte resistência quanto à identidade de gênero e respeito ao 
nome social por parte da equipe. Ademais, houve expressões de medo em revelar a profissão durante 
as consultas, devido ao estigma e preconceito recaídos sobre elas. Ainda assim, essas profissionais 
entendem que suas necessidades em saúde são supridas no SUS, o que conota uma visão resignada 
frente às lacunas da rede de atenção, requerendo ações, programas e políticas de saúde voltadas a 
esta população.

Considerações Finais: as profissionais do sexo fazem parte de um recorte da sociedade que sofre 
diariamente com estigma sobre seu padrão de comportamento sexual, vivendo em importante condição 
de vulnerabilidade social. Isto se reflete em medo de buscar atendimento médico e de revelar a profissão, 
acarretando lacunas no acesso e direito à saúde desta população. Faz-se necessário, portanto, criação 
de programas e políticas de saúde específicas e (re)qualificação das equipes de saúde para o manejo 
destas pacientes.

Palavras-chave: profissionais do sexo, assistência à saúde, sistema único de saúde, discurso do 
sujeito coletivo.  


