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Abstract 

Background  Due to social-structural marginalization, sex workers experience health inequities including a high 
prevalence of sexually transmitted and blood-borne infections, mental health disorders, trauma, and substance use, 
alongside a multitude of barriers to HIV and substance use services. Given limited evidence on sex workers’ broader 
primary healthcare access, we aimed to examine social-structural factors associated with primary care use among sex 
workers over 7 years.

Methods  Data were derived from An Evaluation of Sex Workers Health Access (AESHA), a community-based open 
prospective cohort of women (cis and trans) sex workers in Metro Vancouver, from 2014 to 2021. Descriptive statistics 
were used to summarize the proportion of primary care use in the past six months and to assess primary care trends 
over time from 2014–2021. We used multivariate logistic regression with generalized estimating equations (GEE) 
to identify social-structural factors associated with primary care access (seeing a family doctor in the last six months), 
after adjusting for confounders.

Results  Amongst the 646 participants, most (87.4%) accessed primary care at some point during the study period, 
and primary care use in the last 6 months was relatively stable (ranging from 60–78%) across each follow-up period. At 
first available observation, participants faced a high burden of sexually transmitted and blood-borne infections (STBBIs) 
(48.0%, 11.5%, and 10.4% were HCV, HIV, or STI seropositive, respectively), 56.8% were diagnosed with a mental health 
disorder, 8.1% had recently overdosed, and 14.7% were recently hospitalized. In multivariable GEE analysis, exposure 
to intimate partner violence was associated with reduced primary care use (Adjusted odds ratios (AOR) 0.63, 95% Confi-
dence interval (CI): 0.49—0.82), and limited English fluency was marginally associated (AOR 0.76 CI: 0.51—1.14).

Conclusions  This study characterized primary care use and its social-structural determinants among sex workers 
over 7 years. Participants faced a high burden of STBBIs and other health disparities, and a proportion faced gaps in pri-
mary care utilization. Scale-up of trauma-informed, culturally and linguistically tailored, sex worker-friendly primary care 
models are needed, alongside structural interventions to decriminalize and destigmatize sex work and substance use.
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Introduction
Related to interconnected social-structural factors, such 
as criminalization, stigma, violence, and trauma across 
the lifecourse, sex workers experience severe health ineq-
uities, including a high prevalence of sexually transmitted 
and blood-borne infections (STBBI), mental health disor-
ders, trauma, and substance use [1–6]. High-quality pri-
mary care that is accessible, timely, patient-focused, and 
comprehensive, is well-positioned to address the unmet 
healthcare needs of sex workers [7, 8]. Primary care 
providers are ideally positioned to deliver wrap-around 
health services to patients with multiple and often com-
plex and competing health and social priorities [9, 10]. 
Despite the promise of primary care for addressing sex 
workers’ unmet health needs, there is a paucity of stud-
ies assessing primary care engagement in this population, 
with most existing research focusing on STBBI and sub-
stance use related services.

Primary care plays a particularly critical role in settings 
like Canada, where the majority of Canadians report 
seeing their family doctor almost exclusively for their 
medical care [11, 12]. Primary care models that are com-
munity based, whose staff reflect the population they aim 
to serve (e.g., lived experiences, shared language), and 
that are low barrier (e.g., walk-in appointments, extended 
hours) facilitate uptake among marginalized populations 
[13–16]. Studies show that other marginalized popula-
tions, for example, people living with HIV, are more likely 
to receive preventative health screening and have fewer 
hospitalizations when their medical care was predomi-
nately delivered by a family physician, compared to that 
of an HIV specialist [9]. However, research on barriers 
and facilitators to health services among sex workers has 
largely focused on access to HIV and substance use ser-
vices [3, 17, 18]. Existing evidence indicates that struc-
tural and intermediate determinants of health—such as 
immigration, criminalization, policing, housing instabil-
ity, stigma, and the violence resulting from this structural 
marginalization—create barriers to HIV and substance 
use treatment and prevention services [18–24]. This is 
particularly true for sex workers who use criminalized 
substances or have a mental health diagnosis [25, 26].

Given the high prevalence of unmet healthcare needs 
among sex workers and the potential for primary care to 
address these, it is important to examine determinants of 
primary care engagement among this population. Pre-
vious studies assessing HIV and substance use service 
use among sex workers demonstrate the significance 
of social-structural factors in health service utilization 
however there are limited data on primary engagement. 
Therefore, this study aims to address this gap by assessing 
determinants of primary care use amongst sex workers.

Methods
Aim
We aimed to examine the association between social-
structural factors with primary care use amongst a com-
munity-based cohort of sex workers from Vancouver, 
Canada over 7 years.

Study design
Data were derived from an open community-based 
cohort of women sex workers, An Evaluation of Sex 
Workers Health Access (AESHA), which initiated 
recruitment in 2010. As previously described [27], cis 
and trans women1 who exchanged sex for money in the 
past 30  days, were aged 14 and older, and were able to 
provide informed consent were eligible to participate. 
AESHA activities were established in collaboration with 
community-based sex work agencies and AESHA con-
tinues to work with a Community Advisory Board, with 
representatives from more than 15 community agen-
cies [28]. Current and former sex workers are employed 
and engaged in all stages of the study including as sexual 
health nurses, interviewer/outreach workers, coordina-
tors, and researchers. Community-informed mapping of 
outdoor/public sex work locations and indoor sex work 
venues was used to facilitate time-location sampling to 
recruit participants through active outreach across the 
Metro Vancouver area and is complemented by online 
outreach to sex workers working in online solicitation 
spaces. The recruitment rate was ~ 85% (primary rea-
son for nonparticipation was a lack of active sex work 
engagement). All participants provided written informed 
consent prior to study enrollment.

At enrolment and semi-annually, participants com-
pleted interviewer-administered questionnaires, 
conducted by a trained interviewer with extensive com-
munity and/or lived experience. After appropriate pretest 
counseling, Biolytical INSTI (Biolytical Laboratories Inc, 
Richmond, BC) rapid tests were offered for HIV screen-
ing. Reactive tests were confirmed by blood draw and 
Western blot testing at the British Columbia Centre for 
Disease Control. Urine samples were collected for gon-
orrhea and chlamydia, and blood samples for syphilis, 
hepatitis C virus (HCV) antibody, and HCV viremia test-
ing. All participants received posttest counseling and 
those diagnosed with sexually transmitted infections 
(STIs) were provided treatment by an onsite study nurse 

1  Eligibility was inclusive of cis women and other self-reported transfemi-
nine identities at enrolment. As gender identity is fluid, some participants’ 
gender presentation differed throughout various times and aspects of their 
lives. For example, a participant may present as a woman/femme while 
interacting with sex work clients but identify as non-binary outside of work 
environments.
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and appropriate referrals were provided for new HIV 
and HCV diagnoses. The questionnaire captured demo-
graphic data, substance use patterns, social and interper-
sonal factors (e.g., condom use and negotiation, social 
cohesion, experiences of violence), structural factors 
(e.g., sex work environment, experiences of criminaliza-
tion), and service utilization experiences (e.g., substance 
use, sexual health, and primary care). Currently, partici-
pants receive an honorarium of $65 CAD at each visit. 
The study holds ethical approvals from the Providence 
Health Care/University of British Columbia Research 
Ethics Board which adhere to the Declaration of Hel-
sinki set of ethical principles for medical research. The 
present analysis includes all AESHA participants ages 
18 and older who completed a baseline and at least one 
follow-up interview between 2014–2021 and provided a 
valid response to the primary outcome variable (primary 
care use, last 6 months). The study was restricted to 2014 
onwards as this is when the primary care outcome and 
some social-structural variable questions were added to 
the questionnaire (see Appendix I for the list of questions 
and variables included in the analysis).

Outcome variable
The primary outcome variable of primary care use was 
defined as responding “yes” to the question “have you 
ever seen a family doctor in the last six months”. Primary 
care use was a time-updated variable with occurrences 
within the past six months measured at enrolment and 
each semi-annual study visit. In Canada, primary care is 
delivered almost exclusively by family medicine doctors 
and less commonly family medicine nurse practitioners 
[29]. “Family doctor” is the terminology used by most 
Canadians in lay discussions and research about primary 
care in the Canadian setting [30].

Social‑structural explanatory variables
Several social-structural factors were selected as possible 
explanatory variables in our analyses. Social-structural 
variable selection was informed by existing literature on 
health service utilization among sex workers and other 
marginalized populations. Most social-structural vari-
ables were time-updated, measured semi-annually, save 
English fluency and immigration status which were time-
fixed from baseline.

To assess gender-based and workplace violence, we 
included exposure to intimate partner violence (meas-
ured as moderate to severe physical or sexual intimate 
partner violence using the World Health Organization 
standardized intimate partner violence scale [31], yes 
vs no/or no intimate partner), and violence when doing 
sex work (defined as being abducted/kidnapped, sex-
ually assaulted or attempted sexual assault, raped, 

strangled, physically assaulted/beaten, locked/trapped in 
a car, thrown out of moving car, assaulted with a weapon, 
drugged, or trapped in room/ hotel/ housing, etc., yes 
vs no/or not doing sex work). To capture im/migra-
tion experiences we explored several variables includ-
ing having limited English fluency (defined as being not 
very comfortable, uncomfortable, or very uncomfortable 
with speaking English), having precarious immigration 
status (defined as reporting being a temporary resident, 
a permanent resident, having no documents, expired 
documents, or other, yes vs no), and lacking health care 
coverage (yes vs no). To capture the impact of stigma 
we included healthcare stigma experiences, defined as 
reporting being denied health services or, maltreatment 
in health settings, or overhearing derogatory gossip 
about sex work in health settings (yes vs no). To capture 
housing, we included being unstably housed (defined as 
living in a single-room occupancy hotel, staying with par-
ents/family/relatives, supportive housing, or other, yes vs 
no). To capture factors related to substance use and sex 
work criminalization we included incarceration (yes vs 
no), and experiencing police harassment when doing sex 
work (defined as being told by police to move, stopped, 
searched, followed, being moved elsewhere to work, ver-
bally harassed, repeatedly monitored, detained, physi-
cally assaulted, drug equipment taken, condoms taken, 
searched for condoms, other property taken, proposi-
tioned to exchange sex, or coerced into providing sexual 
favors by the police, yes vs no).

Confounder variables
Based on existing literature, potential confounders were 
selected that we hypothesized were related to primary 
care use and the above social-structural factors. These 
included time-fixed demographic variables of minor-
itized sexual orientation (defined as identifying as gay, 
lesbian, bisexual, asexual, queer, Indigenous two-spirit, 
and/or other non-heterosexual identities, yes vs no), 
minoritized gender identity (cis vs trans women, includ-
ing transgender women, transexual women, Indigenous 
two spirit, and other transfeminine identities) and raciali-
zation, defined as White, Indigenous (inclusive of First 
Nations, Inuit, Metis, or Inuit peoples), and Women 
of Colour (Asian, Black, Latinx) [32, 33]. Given the low 
proportion of participants who identified as Black in our 
sample (consistent with the Black population of British 
Columbia (< 2%), we jointly examined Black and Women 
of Color to examine effects of racism among racialized 
women. Age, as continuous variable, was also included. 
HCV, HIV, and STI serostatus were assessed based on lab 
test results. Other potential confounders included men-
tal health diagnosis (time-varying, yes vs no), as well as 
time-varying measures of alcohol use (none vs less than 
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daily vs daily), injection drug use (yes vs no), nonfatal 
overdose (yes vs no), and hospitalization (yes vs no) in 
the prior 6 months.

Statistical analyses
First, we stratified participant characteristics by primary 
care use in the last six months at their first available 
observation and reported these as counts and percent-
ages for binary variables and medians and interquartile 
range for continuous variables.

We used descriptive statistics to summarize the pro-
portion of bi-annual interview visits where participants 
reported primary care use in the past six months during 
the study period. We assessed primary care use trends 
over time by calculating the proportion of bi-annual 
interview visits involving primary care use during each 
calendar year from 2014 to 2021. To assess if there were 
any changes in primary care use over time we conducted 
a time-trend analysis. We used the Durbin-Watson test 
for autocorrelation to assess for any linear dependence 
between adjacent observations in our time series data.

Existing literature was used to guide the initial selec-
tion of social-structural exposure variables. Precarious 
immigration status and lack of health care coverage were 
excluded because they showed a high degree of collin-
earity with other social-structural explanatory variables. 
Logistic regression was used to examine the association 
between the remaining social-structural variables and 
confounders with primary care use over the study period. 
Generalized estimating equations (GEE) with a logit-link 
function and exchangeable correlation matrix were used 
to account for repeated measurements amongst partici-
pants over time [34, 35]. Missing and intermittent data 
were handled using a complete case approach. Hypoth-
esized confounders identified a priori based on their 
known association with healthcare access in the literature 
were considered in multivariable analysis. All statistical 
analyses were performed in SAS version 9.4 (SAS, Cary, 
NC). We reported two-sided p-values and 95% confi-
dence intervals.

Results
In total, 646 participants out of the total AESHA sam-
ple of 952 were included, who contributed 3881 obser-
vations over the seven-year period. The mean number 
of study visits by participant was six. Among the 646 
included participants, there was missing primary care 
use data in three participants and missing covariate data 
in 14 participants. At participants’ first available observa-
tion, 387 (59.9%) used primary care at least once in the 
past six months and 562 (87.4%) reported using primary 
care at some point during the study. Participant charac-
teristics are summarized in Table  1. The median age of 

participants was 39 years (IQR: 31–46), with the major-
ity (68%) falling within the age range of 30 to 49  years. 
About one-third (31.9%) were White, 43.0% Indigenous, 
1.9% Black, and 23.2% Women of Colour (e.g., Asian, 
Latinx). Just under half (44.4%) identified with a minor-
itized sexual orientation and 11.2% identified as having a 
minoritized gender identity. Of the 44.4% who identified 
with a minoritized sexual orientation, 19 (2.9%) identified 
as gay, 17 (2.6%) as lesbian, 194 (30.0%) as bisexual, 43 
(6.7%) as Two-Spirit, and 120 (18.6%) as asexual, queer, 
or other. Regarding specific gender minority identities, 
42 participants (6.5%) identified as transgender, 17 (2.6%) 
as transsexual, 34 (5.3%) as Two-Spirit, and 24 (3.7%) as 
genderqueer, intersex, or other minoritized identities.

Participants faced a high prevalence of unmet health-
care needs: 48.0% were HCV seropositive, 11.5% were 
HIV seropositive, and 10.4% were STI positive based on 
lab data from the last 6 months. Mental health and sub-
stance use issues were also common. Over half (56.8%) 
of participants reported being diagnosed with a men-
tal health disorder, and in the last six months 39.5% 
used alcohol, 41.5% reported injection drug use, 8.1% 
experienced a nonfatal overdose, and 14.7% had been 
hospitalized. Participants also faced a high degree of 
social-structural marginalization. Data from first avail-
able observation showed violence was common where in 
the last six months 12.7% reported exposure to intimate 
partner violence and 7.6% reported exposure to some 
form of violence or harassment while working. Related 
to im/migration experiences, 10.2% reported limited 
English Fluency, 24.6% were im/migrants to Canada, 
and 24.6% lacked health insurance. Over two-thirds 
were unstably housed. Experiences related to stigma and 
criminalization were also common, with 8.8% reporting 
healthcare stigma, 5.1% having been incarcerated, and 
7.1% reported exposure to police harassment while doing 
sex work all within the last six months.

Figure  1 summarizes primary care use over time. 
Between 2014 to 2021 primary care use was documented 
to range from 60–79% at each follow-up period. Utiliza-
tion was lowest (60.5%) in late 2014 and highest (78.6%) 
in the later part of 2016, though the time-trend analysis 
found no significant change in use over time. In total, 
562/643 participants used primary care at some point 
during the study period.

In unadjusted analyses (Table 2), social-structural fac-
tors associated with reduced odds of primary care use 
included exposure to intimate partner violence and lim-
ited English fluency. Other covariates that were associ-
ated with increased odds of primary care use included 
increasing age, minoritized sexual orientation, identi-
fying with a minoritized gender identity, having a men-
tal health disorder, and being hospitalized in the last 
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six months. In the adjusted multivariable GEE analysis, 
exposure to intimate partner violence was independently 
associated with a reduced odds of primary care use 
(AOR: 0.63, 95% CI: 0.49—0.82, p = 0.002) after adjust-
ment for key confounders (age, minoritized sexual orien-
tation, minoritized gender identity, racialization, mental 
health diagnosis, hospitalization, and overdose). Addi-
tionally, having limited English fluency was marginally 
associated with a reduced odds (AOR: 0.76 CI: 0.51—
1.14, p = 0.182) of primary care use.

Discussion
To our knowledge, this study provides some of the first 
large-scale epidemiologic data characterizing primary 
care use among women sex workers. In this 7-year pro-
spective cohort study, sex workers faced a high preva-
lence of health inequities related to STBBIs, mental 
health, and nonfatal overdose, accompanied by a lack of 
ever-using primary care among a proportion (~ 12.6%) of 
participants. In multivariable analysis, those experienc-
ing recent intimate partner violence faced 37% reduced 
odds of recent primary care use, and im/migrants facing 
language barriers faced a 24% reduced odds of primary 
care use, though this was only marginally significant 
(p = 0.182).

We found that most participants (87.4%) used primary 
care at least once throughout the study period. The study 
was conducted in a setting where provincially funded 
healthcare is provided to all residents without cost. How-
ever, health coverage is not extended to those with pre-
carious im/migrant status and is thus not universal [36, 
37]. To mitigate barriers to primary care experienced by 
marginalized communities, Vancouver has invested in 
low-barrier primary care services, such as drop-in clin-
ics, mobile outreach, and care embedded within shelter 
and housing programs. This may have facilitated access 
for participants in the Metro Vancouver area [38–40]. 
However, participants in our study still had a high burden 
of unmet healthcare needs including a high prevalence of 
STBBIs, and a high rate of hospitalization, an important 
indicator of unmet primary needs and serious illness [41, 
42]. Findings from other studies suggest that such unmet 
healthcare needs may be related to barriers accessing 
needed health services within primary care due to ser-
vice limitations, stigma, and language barriers [5, 37, 
43–45]. For example, women in our study had high rates 
of mental health diagnoses and substance use, but behav-
ioral health and substance use services remain poorly 
integrated in primary care delivery [46–49]. Criminali-
zation of sex work and aspects of substance use, as well 
as internalized and institutional stigma, may also dimin-
ish opportunities to address substance use and STBBIs 
within the context of primary care visits [5, 50–52].

Table 1  Baseline sample characteristics of sex workers in Metro 
Vancouver, Canada, stratified by primary care use, 2014–2021 
(N = 646)

HCV hepatitis C virus, HIV human immunodeficiency virus, STI sexually 
transmitted infection

Minoritized sexual orientation includes those who identified as lesbian, gay, 
bisexual, queer, and/or asexual

Minoritized gender identity included transgender women, transexual women 
and other transfeminine identities

Indigenous racial identities included First Nations, Inuit, & Metis. Women of Color 
included Black, Chinese/Taiwanese, Vietnamese, Korean, Japanese, Thai, Filipina, 
Indian, Pakistani, Bangladeshi, Sri Lankan, Latin American, Middle Eastern, or African
a In the last 6 months
b In lifetime
c Based on first available observation, there was 11% missing data for HCV 
serostatus, 20% for STI serostatus, and 9% for HIV serostatus
d There were no participants under 20 years old enrolled in the study

There was less than 5% missing data for all other characteristics

Characteristic Total
N (%)

Primary care usea

N (%)

Yes No

646 387 (59.9%) 249 (38.5%)

Demographic

  Aged (med, interquartile 
range)a

39 (31–46) 40 (32–46) 38 (30–46)

  Minoritized sexual 
orientationb

287 (44.4%) 176 (45.5%) 107 (43.0%)

  Minoritized gender identityb 72 (11.1%) 47 (12.1%) 23 (9.2%)

Racializationb

  White 206 (31.9%) 120 (31.0%) 86 (34.5%)

  Indigenous 278 (43.0%) 177 (45.7%) 94 (37.8%)

  Black/Women of Color 162 (25.1%) 90 (23.3%) 69 (27.7%)

Health

  HCV seropositivityc 310 (48.0%) 210 (54.3%) 96 (38.6%)

  HIV seropositivityc 74 (11.5%) 67 (17.3%) 7 (2.8%)

  STI positivityc 67 (10.4%) 39 (10.8%) 26 (10.4%)

  Mental health diagnosisb 367 (56.8%) 231 (59.7%) 131 (52.6%)

Alcohol usea

  None 384 (59.4%) 243 (62.8%) 133 (53.4%)

  Less than daily 219 (33.9%) 126 (32.6%) 91 (36.6%)

  Daily 36 (5.6%) 13 (3.4%) 23 (9.24%)

Injection drug usea 268 (41.5%) 160 (41.3%) 106 (42.6%)

Overdosea 52 (8.1%) 24 (6.2%) 26 (10.4%)

Hospitalizeda 95 (14.7%) 63 (16.3%) 29 (11.7%)

Social Structural

  Intimate partner violencea 54 (8.4%) 24 (6.2%) 29 (11.7%)

  Violence while workinga 49 (7.6%) 24 (6.2%) 24 (9.6%)

  Limited English Fluencya 66 (10.2%) 33 (8.5%) 32 (12.9%)

  Im/migrant to Canadaa 159 (24.6%) 85 (22.0%) 71 (28.5%)

  No health insurancea 159 (24.6%) 90 (23.3%) 65 (26.1%)

  Health care stigmaa 57 (8.8%) 35 (9.0%) 21 (8.4%)

  Unstably houseda 515 (79.7%) 312 (80.6) 197 (79.1)

  Incarcerateda 33 (5.1%) 19 (4.9%) 13 (5.2%)

  Police harassment 
while workinga

46 (7.1%) 25 (6.4%) 20 (8.0%)
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Given the limitations of healthcare delivery for address-
ing broader structural drivers of the health inequities 
experienced by sex workers [18, 22, 53], structural inter-
ventions are crucially needed. Consistent with the litera-
ture, participants in our study experienced a high degree 
of structural marginalization including criminalization 
and housing instability, known risk factors for violence 
[24], which was also commonly experienced among study 
participants. Violence against sex workers is pervasive 
and rooted in both gender inequity and the criminaliza-
tion of sex work and substance use [54–57]. Importantly, 
we found that intimate-partner violence was associated 
with a reduced odds (AOR: 0.63, 95% CI: 0.49—0.82) of 
primary care use. This is consistent with research show-
ing intimate-partner violence as a barrier to HIV and 
substance use services among sex workers and other 
structurally marginalized populations such as women 
who use substances [58–60].

Unfortunately, primary care is also often insufficiently 
equipped to identify and address gender-based violence 
which may exacerbate barriers. A 2022 qualitative meta-
synthesis showed that primary care providers lacked 
knowledge, time, and resources to address violence [61]. 
Violence services remain siloed from other health ser-
vices and often structurally discriminate against sex 
workers [62]. Thus, systemic structural changes and 
changes in primary care delivery are needed to reduce 
barriers, integrate violence services within primary 

care, and overcome gaps created by silos. For example, 
decriminalizing sex work would enhance environmental 
safety and promote access to health services by reducing 
the normalization and justification of violence against 
sex workers which criminalization promotes [22, 23, 63–
65]. Violence services must dismantle policies that dis-
criminate against sex workers, such as refusing to accept 
women who use drugs or women who view sex work as 
a legitimate way of financially supporting themselves and 
their families [62]. Additionally, investment in training 
and supports that facilitate sex worker-friendly trauma-
informed approaches inclusive of addressing violence 
within primary care settings could further reduce barri-
ers. Multi-component violence reduction interventions 
used in some HIV prevention and treatment services for 
sex workers offer models for integrating violence services 
within primary care [66–68].

Consistent with other studies, we found that limited 
English fluency was also associated with reduced odds 
of primary care use. Though we found only marginal sig-
nificance for this association these findings are of impor-
tant public health significance. Prior literature identified 
English language fluency as a barrier to health services, 
particularly among im/migrants [43, 69]. Language dis-
cordance between im/migrants and healthcare providers 
is identified as both a barrier to primary care access and 
diminished quality of care delivery, for example receiv-
ing lower rates of appropriate preventative healthcare 

Fig. 1  Period prevalence of primary care use at each six-month study period amongst a community-based cohort of women sex workers in Metro 
Vancouver, Canada, 2014–2021 (N = 643)
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services [7, 69]. In addition to language barriers, im/
migrants are also more likely to lack health insurance, 
access to culturally responsive services, and experience 
disrespectful treatment by providers [36, 70]. Such barri-
ers and reduced health service quality can be exacerbated 
among sex workers due to the highly stigmatized and 
criminalized nature of sex work in Canada [71, 72]. In 
addition to integrating culturally responsive translation 
services, which have been shown to diminish language 
barriers, ongoing investments in low-barrier, sex-worker 
lead services are needed to address the complex inter-
secting factors of limited-English fluency, im/migration, 

and stigma mitigating health service engagement among 
sex workers [38, 73, 74].

Our findings must be interpreted within the study limi-
tations. This study is based on observational data, and 
further research is needed to assess the pathways through 
which intimate partner violence and other social-struc-
tural factors influence primary care engagement for 
sex workers. There was missing longitudinal HIV, STI, 
and HCV seropositivity data associated with interrup-
tions in STBBI testing during COVID-19 research site 
closures. Additionally, given the open dynamic nature 
of the AESHA cohort, there were varying degrees of 

Table 2  Unadjusted and adjusted generalized estimating equation (GEE) models of social-structural factors associated with primary 
care use in a cohort of women sex workers in Metro Vancouver, Canada, 2014–2021 (N = 629)

CI confidence interval

Minoritized sexual orientation includes those who identified as lesbian, gay, bisexual, queer, and/or asexual

Minoritized gender identity included transgender women, transexual women and other transfeminine identities

Indigenous racial identities included First Nations, Inuit, & Metis. Women of Color included Black, Chinese/Taiwanese, Vietnamese, Korean, Japanese, Thai, Filipina, 
Indian, Pakistani, Bangladeshi, Sri Lankan, Latin American, Middle Eastern, or African
a Time updated measure in the last six months
b Time updated lifetime measure

Unadjusted odds ratio
(95% CI)

Adjusted odds ratio
(95% CI)

Social Structural variables
  Intimate partner violencea 0.78 (0.65—0.95) 0.64 (0.49—0.82)
  Violence while workinga 0.94 (0.70—1.25)

  Experienced health care stigmaa 1.04 (0.81—1.35)

  Limited English fluencya 0.59 (0.42—0.83) 0.76 (0.51—1.14)
  Unstably houseda 1.10 (0.90—1.33)

  Incarcerateda 1.09 (0.75—1.57)

  Police harassment while workinga 0.85 (0.61—1.18)

Confounder variables
  Demographic
  Agea 1.03 (1.02 – 1.04) 1.03 (1.02—1.04)

  Minoritized sexual orientationb 1.26 (1.00—1.59) 1.11 (0.87—1.42)

  Minoritized gender identityb 1.60 (1.12—2.30) 1.45 (0.98—2.15)

Racializationb

  White -ref- -ref-

  Indigenous 1.04 (0.80—1.35) 1.12 (0.87—1.46)

  Women of Color 0.70 (0.51—0.95) 0.83 (0.57—1.22)

Health
  Mental health disorderb 1.33 (1.04—1.70) 1.22 (0.93—1.60)

  Hospitalizeda 1.34 (1.13—1.59) 1.26 (1.04—1.54)

Alcohol usea

  None -ref-

  Less than daily 1.06 (0.90—1.24)

  Daily 1.09 (0.83—1.42)

Injection drug usea 0.90 (0.75—1.08)

Overdosea 0.84 (0.68 – 1.05) 0.79 (0.62—1.01)
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participation from participants based on when they 
joined the cohort, and there was also some loss to follow-
up, leading to missing data. Further analyses examining 
how intersectional identities related to gender, sexual ori-
entation, racialization, and im/migration status—as well 
as other social factors, such as trauma (including adverse 
childhood and other traumatic experiences across the 
lifecourse)—impact health seeking behaviors and access 
to care, are also recommended. Our study relies on self-
report data thus may be subject to social desirability bias 
and underreporting of stigmatized issues and overre-
porting of positive health behaviors, such as our primary 
outcome of primary care use. However, the latter would 
attenuate our effect size towards the null. Additionally, 
our study looked at use alone and did not explore the 
quality of primary care experiences. Lastly, our study was 
focused on the experiences of sex workers who identified 
as women at baseline (cis or trans) in Vancouver, Canada, 
and thus did not sample non-binary or male sex workers 
or those in other jurisdictions, limiting generalizability.

While primary care is well positioned to address sex 
workers’ unmet healthcare needs our study highlights 
persistent social-structural barriers mitigating pri-
mary care engagement, thereby suggesting the critical 
importance of multi-level interventions targeting both 
policy and health service delivery environments. Our 
findings underscore the need for ongoing scale-up of 
trauma-informed, culturally, and linguistically tailored 
low-barrier primary care models. Community-based, 
sex-worker-led services that include comprehensive sex-
ual reproductive health care, substance use treatment, 
trauma and mental health care, and violence services are 
approaches that could enhance primary care use among 
sex workers. Scale-up of such sex-worker responsive ser-
vices requires investment in alternate-care models along-
side broader structural interventions to decriminalize 
and destigmatize sex work and substance use.
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