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ABSTRACT
The female sex workers (FSWs) are vulnerable to different health problems due to the nature of the profession. There is a major

concern regarding their healthcare access and the quality available to them particularly in developing countries. This study

investigated the experiences of female sex workers seeking healthcare in the southwestern region of Bangladesh. We used a

qualitative research approach and the data were collected from February 1 to August 31, 2023 using a semistructured interview

guide. Interviews were undertaken with 20 participants selected through purposive sampling from Khulna, Satkhira, and

Jessore districts through in‐depth interviews. We employed inductive reasoning and thematic analysis techniques in this study.

Findings indicate FSWs seeking healthcare were subjected to stigma and harassment. There was a lack of affordable specialized

healthcare services including general physical, mental, and reproductive and sexual care, and a shortage of personnel and

healthcare equipment in the healthcare centers. At the same time, corruption and bad management resulting suboptimal

healthcare services being delivered, along with subpar in and out‐patient conditions experienced by the participants. We

conclude that discrimination against the FSWs in healthcare centers need to be addressed and offering specialized healthcare

services to meet their specific needs at an affordable cost for them can be helpful. Increasing well‐trained manpower, and

improving the accountability and infrastructure are necessary to improve the healthcare experiences and outcomes for this

vulnerable community.

1 | Introduction

The female sex workers (FSWs) are marginalized group who
need special medical attention (Makhakhe et al. 2019; Davey
et al. 2019). Although important, the healthcare necessities are
often ignored and the FSWs struggle to access the basic
healthcare services (Krüsi et al. 2021; Singer et al. 2021). It is
evident that the choice of and access to healthcare services for
the FSWs are affected by different factors including socio-
economic, cultural, and legal related matters which often cre-
ates a complex set of intersectionality for them (Singer

et al. 2021; Platt et al. 2018). However, these factors are often
not limited to this particular community, rather is an omni-
prevalent feature of developing countries such as Bangladesh
(Hinata et al. 2024; Coombs et al. 2022).

The healthcare system in Bangladesh is under a tremendous
pressure due to its affordability and availability. The COVID‐19
pandemic has further exacerbated the vulnerability of health-
care systems for all people including the marginalized FSWs.
The financial hardship of FSWs has been a key impediment to
their ability to access quality healthcare services in particular
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(Singer et al. 2021). Most of the FSWs suffer from poverty and
struggle to meet their basic needs, which leads to healthcare
becoming a lower priority (Platt et al. 2018; Jana et al. 2014).
Adequate allocation of financial resources is needed as
a priority to address the healthcare needs for FSWs (Socías
et al. 2016).

In addition to economic barriers, the FSWs in Bangladesh ex-
perience additional problems in accessing healthcare due to the
legal and cultural contexts (Reza et al. 2023). Professional sex
work is criminalized by laws and the presence of a conservative
religious culture, which forces FSWs to operate secretly, making
it difficult for them to get important healthcare services. Often,
the prospect of being arrested or harassed by law enforcement
officials deters FSWs from seeking timely healthcare services
(Wahed et al. 2017), frequently choose to hide their identity to
avoid social stigma and public disgrace, particularly in settings
like healthcare clinics (Birger et al. 2024; Sawicki et al. 2019).
Although necessary, there is a lack of dedicated healthcare
services for FSWs, hindering their access to vital healthcare
services, especially those related to sexual and reproductive
health (Langenbach et al. 2023, Shapiro et al. 2021).

The COVID‐19 pandemic intensified existing limitations in both
public and private healthcare systems, resulting in a nationwide
disruption of healthcare services that were already vulnerable
(Parveen et al. 2024; Ahmed et al. 2020). Public hospitals were
compelled to prioritize COVID‐19 cases, resulting in the neglect
of routine and essential healthcare for non‐COVID patients
while private healthcare facilities faced operational reductions
and increased service costs attributed to supply chain chal-
lenges. This has exacerbated the unaffordability of healthcare
for vulnerable populations, such as FSWs, resulting in sub-
stantial barriers to accessing these services. The reliance of
FSWs on informal clinics or NGOs for medical support has been
significantly impacted by pandemic‐related lockdowns and a
decrease in funding, exacerbating their already vulnerable sit-
uation (Brooks et al. 2023). The overall situation has affected
the fragile healthcare system significantly hindering access to
essential services such as STI testing, contraception, and mental
health support for FSWs nationwide (Sarker et al. 2023).

A lack of specialized services tailored to address the unique
healthcare needs of FSWs, such as HIV testing and treatment,
reproductive health services, and mental health support,
impairs their access to comprehensive care (Beattie et al. 2020;
Nnko et al. 2020; Tokar et al. 2018). The inadequate healthcare
infrastructure, characterized by a limited number of healthcare
facilities in both urban and rural areas, presents difficulties for
FSWs in obtaining prompt and suitable healthcare services,
particularly during the COVID‐19 pandemic (Al‐Zaman 2020).
Given the context, our study aims to investigate the experiences
of FSWs in Bangladesh when obtaining healthcare services. We
sought to gather in‐depth knowledge about the experiences and
difficulties faced by FSWs in accessing healthcare services,
particularly during the COVID‐19 pandemic. This study is
important for understanding how to reduce and prevent health
associated risks in this vulnerable group, especially in terms of
proactive prevention and ongoing monitoring of their health.
The findings of this study will serve as a significant reservoir of
knowledge that will be advantageous to both local and national

entities, including policymakers, governmental bodies, and
nongovernmental organizations.

2 | Methods and Materials

2.1 | Study Design and Setup

To gain a comprehensive understanding of the experiences of
FSWs in accessing healthcare services, we applied a qualitative
research approach that enables us to capture and analyze the
attitudes, beliefs, perceptions and experiences of the FSWs and
the key sector workers (KSWs) regarding the object of investi-
gation (Tenny et al. 2022; Hammarberg et al. 2016). Khulna,
Satkhira, and Jessore districts, located in the southwestern
region of Bangladesh, were chosen by the researchers as the
research area based on account of its distinct socioeconomic
and geographical vulnerability to prostitution (Hossain
et al. 2015; Siddiqua and Matin 2012). The widespread dis-
semination of prostitution, coupled with the degree of intensity
of prostitution in this locality, and serves as an indication of an
importance of studying the healthcare issues of FSWs in this
region (National AIDS/STD Program 2016) also suggests. The
Consolidated Criteria for Reporting Qualitative Research
(COREQ) checklist was used to guarantee the quality of the
research (Tong et al. 2007)

2.2 | Study Area

In examining the healthcare challenges faced by FSWs, it is
crucial to consider the unique socioeconomic, cultural, and
geographic factors that influence their lives in this region. Jes-
sore encompasses its historical significance as a component of
the ancient Janapada of Vanga and Pratapaditya, subsequently
influenced by British governance and the enduring legacy of the
Bangladesh liberation war. Benapole serves as a significant
transit hub located near the India‐Bangladesh border, recog-
nized as the largest land port in Bangladesh, and the region's
distinctive heritage contributes to a notable prevalence of sex
work, influenced by patterns of cross‐border movement. This
situation places FSWs at heightened risk for trafficking, ex-
ploitation, and the transmission of sexually transmitted infec-
tions within this region.

Satkhira, characterized by extensive rural coverage, is situated
in proximity to the Sundarbans, which is recognized as the
largest mangrove forest globally. The district, while bordering
India, experiences significant challenges related to poverty and
inadequate healthcare infrastructure. The remoteness of certain
areas further restricts access to essential services, exacerbating
health disparities within the population. Social conservatism
and discrimination stemming from adverse economic condi-
tions create barriers for FSWs in obtaining quality healthcare in
this region. Khulna, on the other hand, recognized as a signif-
icant divisional city, historically known as an “industrial city”
due to its port, is inherently a more active region for FSWs.
Khulna provides comparatively superior healthcare services in
relation to the other two districts mentioned; however, the
pervasive stigma surrounding FSWs, coupled with a declining
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economy that once thrived on the ‘golden fiber’ jute mills,
continues to hinder their access to essential health services.

Key medical facilities in Khulna comprise Khulna Medical
College Hospital, Khulna Sadar Hospital, and various private
hospitals, including City Medical College Hospital, Ad‐din Akij
Medical College Hospital (AAMCH), and Gazi Medical College
Hospital. Additionally, there are NGO clinics operated by
organizations such as Marie Stopes, BRAC, Khulna Mukti Seba
Sangstha (KMSS), and Christian Service Society (CSS) Bangla-
desh. Jessore is home to Jessore General Hospital, private
clinics such as Ibn Sina Diagnostic & Consultation Center and
Ad‐din Sakina Medical College Hospital (ASMCH), as well as
healthcare centers funded by NGOs, including Ashar Alo and
Lighthouse. Satkhira, on the other hand, possesses facilities,
including the Satkhira Medical College Hospital serving as the
primary public hospital, supplemented by several private clinics
and NGO projects, such as Islami Bank Community Hospital
and China Bangla Hospital. Although a combination of gov-
ernment, private, and NGO‐operated facilities offers general
healthcare, specialized services for FSWs are still limited.
Despite their limitations, certain NGOs, such as Dhaka Ahsania
Mission, Lighthouse, Save the Children, Marie Stopes, and
Bandhu Social Welfare Society, provide regular STI screenings,
reproductive health care, and awareness initiatives for these at‐
risk women.

2.3 | Participants and the Research Team

The study comprised a total of 20 participants, consisting of 14
FSWs and six KSWs such as health care professionals, NGO
workers etc. We recruited hotel, residential, brothel, and street‐
based FSWs residing in the Khulna, Jessore, and Satkhira
regions of Bangladesh. The inclusion criteria for FSWs
included, 18 years of age or older, currently engaged in sex
work, and a permanent resident of the study area. The inclusion

criteria for KSWs included, direct experience working with or
being involved with FSWs. We tried to incorporate individuals
from different fields and socioeconomic backgrounds to ensure
a diverse range of experiences were collected as presented in
Tables 1 and 2.

The research team possess extensive knowledge and experience
in qualitative research methods as well as gender and health
research background (KU, RJ, and MSI) and the student
researcher (SRR) is currently pursuing a PhD, holds a post-
graduate certificate in Social Sciences and is being mentored by
senior researchers on the team. The results of this study rep-
resent the findings of larger doctoral research study. The in-
terviews were performed by trained data collectors who had
Bachelor (Honors) and Master's degree qualifications in rele-
vant social sciences background, while the main research team
comprised of academics from the Faculty of Medicine and
Health at the University of New England, Australia.

2.4 | Recruitment

A purposive sampling was employed to ensure individuals from
a variety of backgrounds, experiences, and opinions working as
either FSWs or KSWs, in the southwestern region of Bangla-
desh. This technique facilitated our ability to readily engage
with FSWs, a population that is typically challenging to connect
with in Bangladesh due to distinct societal and legal circum-
stances (Shewly et al. 2020).

The recruitment strategies involved engaging with NGO work-
ers, healthcare professionals, administrative staffs who had
direct contact with FSWs. To enlist the target population, the
researchers also reached out to professional networks and
healthcare clinics that cater to FSWs. The potential participants
were primarily invited using targeted advertisements in non-
governmental organizations (NGOs) that offered healthcare

TABLE 1 | Background information of the female sex workers.

Sl. Name* Age District Type of sex worker Type of engagement

1. Rabeya 30 Khulna Residential‐based Full‐time

2. Sadia 25 Satkhira Residential‐based Part‐time

3. Parvin 38 Jessore Street‐based Part‐time

4. Rashida 34 Satkhira Street‐based Full‐time

5. Shamima 36 Khulna Hotel‐based Full‐time

6. Parul 45 Satkhira Hotel‐based Part‐time

7. Jamila 36 Satkhira Hotel‐based Full‐time

8. Abida 26 Satkhira Residential‐based Full‐time

9. Anima 45 Jessore Brothel‐based Part‐time

10. Rehana 39 Satkhira Hotel‐based Full‐time

11. Lota 30 Satkhira Street‐based Part‐time

12. Nabila 34 Jessore Residential‐based Part‐time

13. Nasrin 38 Satkhira Hotel‐based Full‐time

14. Shima 25 Khulna Residential‐based Part‐time

*All names displayed in the table are pseudonyms.
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assistance. The advertisement included some basic information
regarding our research, the privacy‐related considerations and
how to contact the research team to participate. The contact
details researchers were included in the advertisement and
prospective participants who contacted the researcher via
phone were contacted for potential involvement. Participants
who expressed interest were evaluated for final interviews after
being provided with initial information about our research and
their responsibilities. The potential participants were provided
with a comprehensive description of the study's objectives,
methodologies, potential risks, and benefits following an
institutionally approved information sheet. Both the partici-
pants and the KSWs were mainly recruited from the city areas
of Jessore, Satkhira and Khulna districts due to proximity to
operational areas and the FSW‐targeted healthcare facilities.

2.5 | Data Collection

In‐depth interviews were undertaken in face to face modality,
using a predeveloped semi‐structured interview guide contain-
ing relevant study questions to collect the FSWs' narratives on
their experiences accessing healthcare services. The technique
widely used in data gathering to obtain information from in-
dividuals who have direct experience and expertise about the
subject matter, including relevant attitudes, opinions, and per-
spectives (DeJonckheere and Vaughn 2019; Allen et al. 2019).
The data collection team which consisted of both male and
female trained data collectors visited the study area several
times to get to know the FSWs before collecting data. Casual
conversations were used to build rapport with participants
before the in‐depth interview. Once the rapport was built, the
participants were requested to provide their preferred interview
time and venue to assure their safety and comfort. To further
mitigate the impact of gender dynamics on participants' inter-
views, we implemented ethical training and offered participants
the choice to select the gender of their interviewer, in addition
to fostering rapport.

After choosing a mutually agreeable location, data collection.
The locations mostly consisted of NGO drop‐in facilities, which
are frequented by FSWs for regular health check‐ups, or the
workplaces of the participants. The participants were briefed
about the subject matter and the study topic before starting the
interviews. Audio recordings following ethical guidelines were
incorporated during the data collection to enhance the precision
and reliability of our findings by mitigating the influence of
memory or focus better on the interview (DeJonckheere and

Vaughn 2019). The interview took approximately 30–45min
and the participants were allowed to provide interpretation
accuracy feedback if they wished as the data collector sum-
marized the findings at the end of each interview. The data was
collected from February 1 to August 31, 2023 until saturation,
when no new information or themes emerged (Saunders
et al. 2018).

2.6 | Data Analysis

The collected data were transcribed in the next step and the
transcriptions were finalized by SRR. The main research team
did a comprehensive analysis of the data using both manual
techniques and the NVivo (version 14) software. We used NVivo
14 to help us organize, manage, and code our data systemati-
cally. The software aided in developing preliminary codes that
later built up thematic clustering., We manually analyzed our
data to ensure a deeper level of immersion in it. Line‐by‐line
reading of the transcripts and manual theme refinement were
part of the process to identify any subtleties that software‐based
coding might have missed.

The data analysis was performed using the six‐step thematic
analysis method as outlined by Clarke and Braun (2017) and
Nowell et al. (2017). The six‐step thematic analysis were used to
identify the patterns, themes, and meanings of our qualitative
data following a structured process which included, familiar-
ized and immersing ourselves in the data, construct preliminary
codes by identifying salient segments, categorizing these codes
into potential themes, which are thoroughly scrutinized and
refined to verify their coherence and pertinence. The themes
were combined to create a coherent story that accurately cap-
tures the essential essence of the data. SRR initially encoded the
data using an inductive approach, systematically analyzing the
transcripts line by line after gaining a comprehensive under-
standing of the interviews. Subsequently, the research team
engaged in a discussion to ultimately determine the group codes
and consolidate them into themes, reaching a consensus.

2.7 | Ethical Considerations

We obtained the ethical clearance from the Human Research
Ethics Committee of the University of New England, Australia
(Approval number: HE22‐199) to conduct this study before
conducting the field data collection. The process incorporates

TABLE 2 | Background information of the key sector workers (KSW).

Sl. Name* Age District Profession Type of engagement

1. Dr. Dilara 38 Khulna Medical officer Full‐time

2. Dr. Rafi 36 Jessore Medical officer Full‐time

3. Nila 35 Khulna NGO worker Full‐time

4. Rokeya 32 Khulna SACMO Full‐time

5. Rakhi 43 Khulna NGO worker Full‐time

6. Kusum 42 Satkhira NGO worker Full‐time

*All names displayed in the table are pseudonyms.
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obtaining participants' informed consent, safeguarding confi-
dentiality and anonymity, and mitigating any potential harm or
discomfort that participants may experience during the inter-
views. Informed consents were obtained during the process and
they participants were free to quit the interview anytime if they
wished.

3 | Results

There were five key themes identified through analysis of the
data. These include (1) lack of affordable and specialized
treatment, (2) stigma and harassment, (3) inadequate hospital
staff and logistics, (4) corruption and mismanagement, and
(5) clinic in‐ and out‐patient conditions. A total of 20 interviews
were undertaken, 14 with FSWs and six with KSWs. Data was
obtained for 420min, averaging 21min each interview and the
interviews lasted 8 to 43min. Participants averaged 35 years old,
ranging from 25 to 45. Nine contestants were from Satkhira,
seven from Khulna, and the rest from Jessore. On the 14 FSWs,
five worked in residential areas, five in hotels, three on the
streets, and the rest in brothels. Of the 20 participants, 13 in-
dividuals worked full‐time and the rest part‐time as Table 1
shows.

3.1 | Lack of Affordable and Specialized
Healthcare Services

The matter of healthcare for FSWs is complex. Despite being
highly economically disadvantaged, they require specialized
healthcare treatments which is often costly. This has placed
them in a juxtaposition for which they are unable to find a
straightforward resolution when they need specialized care. A
significant number of our participants expressed that the
healthcare centers they visited were both unaffordable and
lacking in specialized design for their needs. Frequently, the
elevated expense of treatment served as an obstacle to accessing
essential healthcare treatments in times of greatest need. While
acknowledging that public hospitals, such as Khulna Medical
College and Hospital, offer reduced treatment costs compared
to private ones, FSWs expressed concerns about the quality and
accessibility of healthcare services at these facilities. These
hospitals typically lacked specialized services such as pathology
and pharmaceutical facilities that were necessary for FSWs. As
a result, women had to travel to access health care services. This
also escalated the expense of medical care and the overall
inconvenience. Notwithstanding these issues, a significant
number of individuals were unable to select any alternate
options.

The main factor that I consider here is the cost. So even if

the environment, management and the behavior of the

people working in the public hospital is not satisfactory, I

still go to these hospitals because I cannot afford the

treatment cost of private clinics.
(IDI 12)

Many of participants shared that the treatment cost raised in
recent times and their economic condition has got worse since

the onset of COVID‐19. Most of the FSWs could not continue
working as they were unable to go to work because of the
lockdown and social distancing measures. This affected their
economic situation under the crisis. Nevertheless, they often
preferred the private facilities if money were not the issue as
they consider the private clinics for quality healthcare services.

Look, the main issue is money here. If you have money,

you can afford good healthcare services, as simple as that.
(IDI 3)

Many of the participants in this study asserted that the FSWs
did not have access to comprehensive healthcare treatments.
Because of their susceptibility to sexually transmitted illnesses,
including the life‐threatening HIV/AIDS, they required tailored
healthcare interventions. These services may include regular
examinations, availability of birth control methods, teaching on
preventing HIV, support for mental health, and treatment for
substance misuse. Providing a wide range of services custom-
ized to meet their specific needs will not only enhance their
physical well‐being but also treat mental health problems
originated from stigma and discrimination.

We need specialized healthcare services especially focus-

ing the FSWs. They shouldn't be in constant fear of being

stigmatized when seeking necessary healthcare services.

We (the NGOs) provide some routine check‐ups for HIV/

AIDS and STDs, but that is not sufficient. Currently, I

don't know of any such services provided by a government

(public) hospital that offers any extra facility for them

(the FSWs), but we badly need it.
(IDI with KSW 5)

Our participants reported that although several NGOs offered
screening services, these services were insufficient to meet all of
their healthcare requirements. The FSWs faced a lack of access
to specialized healthcare treatments, which worsened their
overall physical and mental well‐being. Several individuals were
clueless on what actions to take, resulting in heightened levels
of worry and anxiety. By prioritizing comprehensive healthcare
for FSWs, we can enhance their health equity and overall well‐
being.

The NGOs provide some routine health check‐ups each

6 months, but we need a comprehensive healthcare service.

For example, I had a fracture in my leg for some time, and I

could not walk properly. However, I had no idea where to

seek help. I wish someone helped me with these problems

other than providing supports for STDs only.

(IDI 7)

A KSW (Physician) we interviewed expressed a similar concern
regarding the lack of specialized services to prevent health
problems for the FSWs.

Though there are some issues of mismanagement and

lack of specialists, and tools for examining the STDs, the

doctors always try to handle their patients sincerely.
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3.2 | Stigma and Harassment

One important aspect that affects FSWs when they seek
healthcare services is the negative societal judgment and mis-
treatment they face, regardless of their personal characteristics
or the specific healthcare facilities they go to. Our participants
indicated a preference for seeking healthcare services from
public hospitals due to the affordability of their healthcare
solutions. However, they also reported negative encounters with
private clinics. The FSWs reported that the hospital staff ex-
hibited discrimination based their identities. Particularly, once
the hospital workers became aware of their professional iden-
tity, their behavior changed.

Whether it is a hospital or any other public space, people

treat us differently if they come to know our identity. They

look at us with despise. I think this happens because of

the stigma associated with our (sex work) profession.

Most of the people are Muslims in this country and Islam

prohibits this profession. Funnily, people who take ser-

vices from us also blame and hate us. They give us advice

whenever they get a chance. Once I disclosed my profes-

sion to a doctor when seeking healthcare in a public

hospital, the doctor scolded me a lot. Since then, I never

disclose my professional identity in these circumstances.

(IDI 11)

A positive attitude and collaboration are fundamental expectations
for patients receiving healthcare services. FSWs frequently ex-
perience misfortune in this aspect. They frequently had negative
experiences with the hospital workers. Regardless of their identity,
the majority of participants expressed dissatisfaction with the
nurses, maids (ayahs), and ward boys at the hospitals.

Harassment and misbehavior are pretty common in

these hospitals. Some ayahs and ward boys are not

cooperative at all. They are generally abusive and tend to

misbehave with the patients and their attendants. This

attitude couples if they come to know our professional

identity. I felt humiliated a couple of times and stopped

visiting the hospital for any medical purposes. I would

rather stay ill instead of tolerating such treatment.
(IDI 7)

One FSW recounted a comparable incident and conveyed her
inclination to refrain from seeking medical assistance at health-
care facilities due to her previous encounter with harassment.

When I went to a hospital with my colleagues for some

treatment last year, they (hospital authority) treated us

very disrespectfully. They said it is better to commit sui-

cide instead of living as a sex worker. Since then, I avoid

disclosing my identity to the doctors and nurses. Even the

pharmacy people scolded us when I went to buy contra-

ceptives. They look at us differently. I can feel the hatred

in their eyes. This is how the society treats us.

(IDI 11)

The FSWs expressed a persistent fear of being judged and em-
barrassed which compelled them to conceal their identity from
doctors, so withholding crucial information and putting their
health at risk. This denial is not limited to their healthcare
rights alone; rather, it is evident in every part of their daily
existence, as they have expressed. This maintains a cycle of
marginalization for them.

If we disclose our identity, we would not get the basic

services for the children such as school and health care,

or even a house for rent. The society despises us. They

take our service, but deny our contribution. Isn't it a

hypocrisy?
(IDI 7)

A doctor we interviewed mentioned how the situation aggra-
vated during the COVID‐19 pandemic and the FSW were
victimized with stigma and harassment in her experience.

Well, in my opinion, accessing the public hospitals was

particularly difficult if you did not have a connection or

reference. You'll suffer a lot, particularly with the FSWs'

professional identity, they are not treated well at all. The

situation was even worse during the pandemic. They were

more despised and neglected. The services were being

operated in small scale to prevent infection, there were

clearly scarcity of staffs and PPEs. They were relying on

Almighty and, you see the Almighty saved them!
(IDI with KSW 6)

3.3 | Lack of Manpower and Logistics

Some of our participants reported the healthcare centers they
visited frequently experienced a scarcity of personnel. The
persistent scarcity of personnel frequently placed significant
pressure on healthcare systems, pushing them to their maxi-
mum capacity, and compromising the quality of patient care.
Staff burnout was prevalent due to the overwhelming number
of patients in both the in‐patient and out‐patient departments.
Additionally, there were complaints about the way some staff
members treated patients.

There is an extreme shortage of doctors, nurses and other

staffs in these hospitals. The staffs in both OPDs (out‐
patient departments) and in‐patient services usually lack
manners. Some of the staffs are recruited through out-

sourcing for a short term. These staffs are not in per-

manent contract with the government, hence they do not

get full wages and fringe benefits. These people tend to

misbehave a lot as they lack accountability and

responsibility.
(IDI 11)

Several FSWs reported experiencing prolonged waiting times
for medical treatment at these facilities. The influx of patients in
hospitals queue for testing and medical appointments, espe-
cially following the COVID‐19 epidemic, has considerably
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exacerbated their suffering, and has persistent over time. Our
participants reported that they frequently visited medical facil-
ities but occasionally left without completing the required
diagnostic procedures.

You have to wait for a very long time usually, but the

service they provide after that will also frustrate you.

There are specific counters for specific services in public

hospitals. For each service, the patient has to stand in the

ques in front of the counter and has to wait for a long

time. Ultimately, the duty time of the doctor's end, and

patients go home without treatment in many cases. There

is no accountability, no transparency of what's going on.

They don't even bother to notify early that the patient will

not get the desired service on a given day.
(IDI 1)

In addition, the FSWs disclosed that the primary constraints of
hospital pathology included insufficient equipment support to
perform required tests, as well as a scarcity of proficient pro-
fessionals to carry out such tests. The materials used were fre-
quently antiquated, and this absence of contemporary
machinery occasionally impeded the accurate diagnosis of
specific health issues for the FSWs. The hospitals frequently
lacked sufficient quantities of essential medications in their
pharmacies, even during the COVID‐19 pandemic.

I went to the pathology section of a nearby (public)

medical college hospital a few years back. They said they

don't offer some of those medical tests I required. Then I

had to go to a private diagnostic center to complete those

tests. I could make it in half of what I spent there if those

services were available in that hospital. Even during the

COVID‐19 pandemic, I visited that hospital for vaccines,

but I was disappointed. We never found any oxygen cyl-

inders, masks or sanitizers although I heard that the

government provided these abundantly.
(IDI 3)

A KSW working in NGO sector mentioned the scarcity of ser-
vices and emphasizes the lack of logistics during COVID‐19
pandemic in her statement.

During pandemic, the public hospitals were mostly

closed. There was not enough equipment for the treat-

ment of COVID‐19. Patients of other diseases also did not

get treatment since there were less doctors and nurses in

that time.
(IDI with KSW 5)

3.4 | Corruption and Mismanagement

The FSWs in our study reported corruption and mis-
management where issues with healthcare delivery in Bangla-
deshi hospitals, which affected well‐being of the people
accessing. A key feature of corruption is bribery or illegal
transection under‐the‐table to get services that are often

supposed to be provided free of cost. Such behavior often
originated from a lack of wages and job insecurity, inadequate
monitoring, administrative inefficiency and nepotism. Our
participants shared the predominance of dalals (brokers) and
representatives in the public and private healthcare facilities
which hampered the system.

You can see dalal (brokers) everywhere when you go to a

public hospital. As soon as a patient enters into the

hospital outdoors, dalals surround you, and tries to

convince you that they can provide you with quality

treatment at a cheaper cost. They offer you to go to the

private clinics where it costs much, but you don't have to

wait in the ques for a long time. Many people fall into

these traps and ends up with faulty treatments. Although

the hospital administration knows it, there hasn't been

any effective measures to stop this.
(IDI 2)

Our participants reported that patients who have good re-
lationships with hospital staffs may receive special benefits.
Nepotism was found to have an impact on the quality of
healthcare services delivered in hospitals, as reported by the
FSWs in this study. Besides, the FSWs agreed that their hassles
were less if they partook in the bribery as it made assessing and
receiving treatment a lot quicker. Our participants complained
a lack of supervision of the overall system and blamed the
hospital authority for not taking any action against corruption.

If you pay some tips to the third or fourth grade em-

ployees for every single service you take from these hos-

pitals, your job will be done quickly. Maybe they have a

connection to the upper authorities. Sometimes you go to

a counter and wait for hours, but you will find nobody is

there to serve you. Sometimes, they are hesitant to per-

form their duties, and tries to transfer the tasks to others.

Everything is happening in daylight, but nobody is there

to look after these issues.
(IDI 13)

Poor administration in healthcare services ultimately dimin-
ished the quality of care provided to FSWs seeking healthcare
assistance. The absence of sufficient financial resources is fre-
quently caused by corruption and leads to insufficient staffing
and a shortage of medical supplies, as previously mentioned.
Subsequently, the patients are subjected to extended periods of
waiting, as well as substandard medical care, which ultimately
undermines their health outcomes.

If the challenges faced by the FSWs in these hospitals can

be reduced, and if the hospital authorities are not strict

with them, that would really help them. If the picture

inside the hospital can be improved and the necessary

arrangements are properly organized, the poor people

may not have to suffer from long queues, extra costs and

harassments.

(IDI with KSW 5)
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During the interview, healthcare professionals provided their
explanation, citing limited resources and a heavy workload as
factors during the COVID‐19 epidemic.

We had to take care of a huge number of patients

each day, both general and COVID‐19 infected ones. It

was a difficult situation and we experienced an

inhumane pressure on us. Doctors, nurses and staffs had

to work overtime, still we couldn't do enough at times.

The number of seats were limited, but the demand was

sky‐high. This, of course, affected the overall quality of

services provided to everyone including any vulnerable

groups. However, the situation is improving now with

COVID‐19 strains waning day by day.
(IDI with KSW 2)

4 | Poor In‐ and Out‐Patient Conditions

Ensuring cleanliness and maintaining good hygiene in hospitals
is crucial to preventing the transmission of infectious diseases.
However, participants in this study reported that they did not
perceive hospitals, especially public ones, to prioritize cleanli-
ness and hygiene. The FSWs reported that the level of hygiene
in the hospitals varied from one ward to another. They regarded
both floors and toilets as the most unsanitary areas, believing
that they were not regularly cleaned. The participants who had
experiences with in‐patient services also expressed that the
management of waste disposal was inadequate and did not
adhere to necessary healthcare standards.

I was once admitted in a hospital for several days when I

went through a tumor surgery. My contract included

admission to the general beds where I had to share the

room with several other patients. There was too much

noise in the general beds and I couldn't take a good nap

up until midnight in those general beds. The toilet was

dirty, and nurses were unwilling to assist in the days, and

unavailable at nights.

(IDI 2)

Some participants reported that maintaining hygiene in hospi-
tals and clinics was a significant difficulty due to a lack of
awareness. This was particularly complicated during the
COVID‐19 pandemic as many individuals visiting hospitals
were apathetic towards following adequate cleanliness mea-
sures, despite being urged by hospital authorities. Initially,
during the early stages of the COVID‐19 outbreak, there were
protocols in place to promote social distance and cleanliness.
However, with time, these protocols became less of a priority in
both the areas where patients were treated within a healthcare
facility and receive care outside of a healthcare facility. In-
dividuals exhibited diminished concern for upholding hygienic
practices and adhering to social distancing measures, both of
which are crucial in mitigating the transmission of the disease.
This greatly raised the likelihood of contracting COVID‐19 and
other contagious illnesses, particularly in such a crowded place
like hospitals.

It is quite difficult to get a desired service from these local

hospitals. The out‐patient departments are always full of

patient and noise. These problems coupled during the

COVID‐19 pandemic. This is why I always tried to avoid

going there in recent times. I was afraid that I might

contact COVID‐19 if I visit such a crowded place.
(IDI 10)

We noted that the hospital personnel indicated that they were
making every effort to maintain a clean and healthy environ-
ment to the best of their ability. However, they acknowledged
that there are financial and management concerns that need to
be addressed to enhance the quality of their services. They
stressed the need for further investment in the healthcare sector
to enhance this scenario.

The hospitals try to keep it clean as much as possible, but

we (the hospital staff) acknowledge that there are funding

and other issues. There are NGOs that also provide

healthcare services for the FSWs. Funding in those NGOs

come from foreign countries, so it is normal that they can

offer better environments.
(IDI with KSW 1)

5 | Discussion

This study examines the experiences of FSWs accessing
healthcare services in the Southwestern region of Bangladesh.
During this investigation, we identified that FSWs faced a
shortage of financial means to access high‐quality healthcare
services. The fact that women face higher economic vulnera-
bility which affects their health outcomes is also outlined in
some of the existing literature (Hallett et al. 2023; Abdella
et al. 2022; Yang et al. 2021). We believe the economic fragility
of the FSWs is profoundly entrenched in multidimensional
sociological, political, and legal factors. This further marginal-
izes them and renders them susceptible to poor health, creating
a vicious cycle of ill health and poverty. Many FSWs enter the
profession due to limited job opportunities, low educational
attainment, or the absence of viable economic alternatives
(Abdulla et al. 2024). We argue that implementing policy re-
forms that empower FSWs to achieve financial independence,
enabling them to afford necessities such as decent healthcare is
important to tackle this issue.

This study reported a lack of specialized healthcare provision
specifically tailored for FSWs. The women in prostitution are
often uncertain about where to find assistance in times of health
needs (Tomko et al. 2021; Lafort et al. 2016), if dedicated services
were targeting them, the FSWs would be able to readily obtain
quick support during any medical emergency, eliminating the
need for them to endure the prolonged medical crisis. Another
important factor that affected help‐seeking was social stigma.
Many of our participants reported that stigma worked as a sig-
nificant barrier to accessing necessary medical services. This
finding is consistent with number of previous studies (Birger
et al. 2024; Ruegsegger et al. 2021; Singer et al. 2021; Stangl
et al. 2019). This study reported FSWs faced discrimination when
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accessing healthcare services due to their professional identity
which affected adversely their health outcomes. The negative
attitude toward the FSWs frequently stems from cultural biases
and moral assessments that marginalize those engaged in sex
work within a society that tends to be more conservative. As a
consequence, these women are perceived primarily as morally
deviant rather than as individuals who should be treated with
respect and care which leads to negative health outcomes for
FSWs (Martín‐Romo et al. 2023; Benoit and Unsworth 2022; Kim
et al. 2018).

The healthcare facilities in Bangladesh suffer from acute
shortage of staff and equipment (Rahman et al. 2024; Shahjalal
et al. 2023; Darkwa et al. 2015). The required doctors and nurses
in proportion to the patients needing services remain a constant
challenge in a densely populated country, more than 170 mil-
lion (Islam et al. 2014 Bangladesh Burden of Disease Collabo-
rators 2023). Consequently, the excessive workload leads to
burnout among healthcare workers, which in turn reduces the
quality of treatment delivered to patients (Rizwan et al. 2023;
Rashid et al. 2022; Chowdhury et al. 2022). This study reported
that participants frequently waited for long hours to visit the
doctors and faced challenges in accessing the necessary equip-
ment support for conducting medical diagnoses. The FSWs also
highlighted the widespread occurrence of corruption and mis-
management in healthcare centers, especially those that are
publicly funded. The findings are in line with some previous
studies that reported similar concerns (Khanam et al. 2023;
Hossain 2021). We noted that corruption and mismanagement
were widespread in various forms, such as bribery and
inefficient administrative practices, within these hospitals.
These factors greatly diminished the effectiveness of the
healthcare system and had a negative impact on the quality of
patient care.

While it is of the utmost importance to address the detrimental
impacts of corruption and poor management in Bangladeshi
hospitals to restore the quality of service and accessibility for
patients, improving the physical environment of the hospitals
are equally important. Our findings indicate that both in‐ and
out‐patient environment such as hygiene standards in the
healthcare centers they visited were not up to the mark which is
indicated in some previous studies (Dihan et al. 2023; Harun
et al. 2022). These service facilities suffered from unsatisfactory
conditions due to insufficient infrastructure, overcrowding,
inadequate hygienic measures to avoid infectious diseases, and
poor waste disposal management caused by poor monitoring
and a lack of critical resources (Rahman et al. 2024; Rahaman
et al. 2023; Unicomb et al. 2018). The unfavorable conditions in
the hospital premises not only worsened medical diseases but
also led to severe psychological stress, culminating in total
dissatisfaction with the healthcare system. A well‐equipped
facility with necessary supplies and adequate staff is necessary
for an improved outcome under the circumstances.

The livelihood and healthcare access of FSWs in southern
Bangladesh are influenced by a multitude of social, economic,
religious, and political issues. A significant issue of this study is
the social stigma encountered by FSWs in getting health ser-
vices, which is profoundly entrenched in the conservative cul-
tural and religious standards of the region under investigation.

This may have resulted in discrimination and social marginal-
ization, causing FSWs to be reluctant to pursue healthcare in
public and private facilities (Wahed et al. 2017). Economic
difficulties compel many individuals into sex work, but insuf-
ficient financial resources hinder their ability to access quality
healthcare, especially in private institutions (Tomko et al. 2021;
Ma and Loke 2019). On the other hand, inadequate manage-
ment policies and corruption inside healthcare facilities, espe-
cially public ones, politically hinder access to essential services
for FSWs. Moreover, there are apprehensions about healthcare
personnel' biased attitudes stemming from societal stereotypes,
leading to sentiments of neglect and harassment (Langenbach
et al. 2023). The convergence of these structural variables ex-
acerbates the adverse experiences and inadequate services for
FSWs while seeking healthcare.

6 | Limitations

Although we made efforts to maintain a high level of method-
ological consistency in performing this study, we acknowledge
the possible limitations of our study. The scope of our study was
restricted to a specific number of participants, and one may
argue that it could have been advantageous to include a bigger
sample size to obtain a more comprehensive viewpoint. How-
ever, it is worth emphasizing that qualitative research does not
necessarily demand a huge participant pool, but instead prior-
itizes the thoroughness of the information and the depth of the
data, and we used data saturation technique to overcome this.
Additionally, the ongoing research is a component of a mixed‐
method approach that integrates qualitative and quantitative
data from the first author's PhD project. Hence, the quantitative
portion of the project addresses specific topics that are not
included in this study. We also acknowledge the potential bias
and subjectivity in interpreting the experiences revealed by our
participants. However, we have taken diligent efforts to mitigate
this by fostering empathy and creating rapport. The focus of our
study was primarily on the participants, giving them the
opportunity to express their concerns and act in addressing the
challenges they encounter when trying to access healthcare
services. Our intention is to further develop the conversation
surrounding the healthcare rights of vulnerable FSWs that will
arise from the release of this study.

7 | Conclusion

The healthcare experience for FSWs is marked by several
challenges, and effectively managing these challenges necessi-
tates a comprehensive strategy. Our research suggests that it is
crucial to allocate funding to provide affordable and tailored
services for marginalized FSWs as a top priority. In light of the
findings, we propose the implementation of clear anti-
discrimination policies and the provision of sensitivity training
to facilitate healthcare access for vulnerable FSWs in Bangla-
desh. Well‐trained healthcare professionals, along with ade-
quately equipped facilities and essential diagnostic tools, will
effectively address the specific needs of FSWs, thereby mini-
mizing the gaps in healthcare services. It is advisable to conduct
independent audits to promote transparency and accountability
within the system.
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