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ABSTRACT OF DISSERTATION

LEAVING “THE LIFE:” EXPLORING SERVICES FOR WOMEN EXITING
PROSTITUTION
Women in prostitution (WIP) are significantly more likely to experience mental
health issues and trauma than the general population (Farley, 2003; Ling, Wong,
Holroyd, & Gray, 2007; Rössler et al. 2010; Roxburgh, Degenhardt, & Copeland, 2008).
Previous research addressing the mental health of WIP emphasizes treating trauma to
help women exit, both trauma that predated entry into prostitution and trauma
experienced during prostitution (Carter & Dalla, 2006; Farley, 2003). Very little research
is available on services for WIP, leaving psychotherapists with limited guidance on
providing effective mental health treatment. Although programs exist exclusively to
assist women leaving prostitution, little is known about what services they offer or if their
services are trauma-informed.
Because of this dearth, this study consists of exploratory program evaluations of
eight agencies that focus primary on serving WIP to understand what services are
provided to this population and how services address trauma. Constructive process
evaluations are guided by Program Theory (Chen, 2015) and analysis uses Constructivist
Grounded Theory to begin to fill research gaps about what services are available to WIP,

what services are most helpful, how trauma is addressed in services, and how services
could be improved for this vulnerable population of women.

KEYWORDS: Prostitution, Women, Trauma, Trauma-Informed Care, Program
Evaluation, Program Theory
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Chapter One: Introduction
Prior research consistently indicates that women in prostitution (WIP) are at
greater risk for mental health issues compared to women without histories of prostitution
and the general population (Carter & Dalla, 2006; Chudakov, Ilan, Belmaker, & Cwikel,
2002; Farley, 2003; Gorry, Roen, & Reilly, 2010; Kurtz, Surratt, Kiley, & Inciardi, 2005;
Ling et al., 2007; Romans, Potter, Martin, & Herbison, 2001; Rössler et al., 2010;
Roxburgh et al., 2008; Surratt, Kurtz, Weaver, & Inciardi, 2005). Specifically,
researchers estimate at least 63% of all WIP will meet diagnostic criteria for one or more
mental health disorders in their lifetimes, compared with about 20% of the general
American population (Rössler et al., 2010). Researchers explain these elevated rates of
mental health issues are mostly attributable to common trauma that predate prostitution,
the ubiquitous violence WIP face in prostitution, as well as the stigma associated with
belonging to such a marginalized social group (Chudakov et al., 2002; Dalla, Xia, &
Kennedy, 2003; Gorry et al., 2010; Farley, 2003; Kurtz, Surratt, Inciardi, & Kiley, 2004;
Kurtz et al., 2005; Nixon, Tutty, Downe, Gorkoff, & Ursel, 2002; Ling et al., 2007;
Romans et al., 2001; Rössler et al., 2010; Roxburgh et al., 2008; Surrat et al., 2005).
Essentially, “entry into prostitution as a child, and/or long-term employment/exploitation
in prostitution cause severe trauma and severe mental health problems” (Farley, 2003, p.
205).
A history of childhood trauma is one of the most often-cited reasons for entry into
prostitution (Carter & Dalla, 2006; Cascio, 2014, 2015, 2016; Roe-Sepowitz, 2012).
Prevalence rates of childhood sexual abuse (CSA) among WIP vary considerably by
study, from as low as 31% (El-Bassel, Witte, Wada, Gilbert, & Wallace, 2001) to as high
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as 91% (Silbert & Pines, 1981). In a meta-analysis of empirical and clinical studies, WIP
are found to be two-to-three times more likely to report a history of CSA than the general
population and 50-to-70% of WIP indicate CSA is highly influential in their entry into
prostitution (Abromovich, 2005). Being victims of physical and emotional abuse are also
shown to be highly prevalent among WIP and influential for entry into prostitution
(Cascio, 2015; Farley, 2003; Farley & Kelley, 2000; Farley, Lynne, & Cotton, 2005;
Roe-Sepowitz, 2012; Stoltz, Shannon, Kerr, Zhang, Montaner, & Wood, 2007; Suiter,
2012). In fact, in a community sample of 361 youths with histories of prostitution, only
two percent did not report any form of physical, sexual, or emotional abuse or neglect
prior to their involvement in prostitution (Stoltz et al., 2007).
Trauma is even more ubiquitous in prostitution. Prostitution is almost always
marked by physical, emotional, sexual, and financial abuse (American Psychological
Association’s Society for the Psychology of Women, 2011; Carter & Dalla, 2006; Cascio,
2015; Dalla et al., 2003; Farley, 2003; Farley & Kelley, 2000; Farley et al., 2005; Kurtz
et al., 2004; Nixon et al., 2002). While in prostitution, rapes, beatings, arrests, torture,
sexual harassment, addiction, verbal abuse, kidnappings, and robberies are common
(American Psychological Association’s Society for the Psychology of Women, 2011;
Carter & Dalla, 2006; Cascio, 2015; Dalla, 2000; Dalla et al., 2003; Farley, 2003; Farley
& Kelley, 2000; Farley et al., 2005; Kurtz et al., 2004; Nixon et al., 2002; Suiter, 2012).
In reviewing the literature for this study, no examples could be found of WIP without a
history of maltreatment while in prostitution, even among those who indicate they enjoy
being involved. Despite the high prevalence rates of childhood abuse and violence in
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prostitution noted above, researchers also caution that these studies almost certainly
underestimate actual rates of maltreatment (Farley et al., 2005).
Problem Statement
Given the endemic nature of trauma before and during prostitution, providing
trauma therapy and other forms of trauma-informed care to individuals trying to exit
prostitution are crucial (Carter & Dalla, 2006; Cascio, 2014, 2016; Farley, 2003). Many
researchers highlight the importance of treating underlying trauma as a part of helping
women exit prostitution (Carter & Dalla, 2006; Cascio, 2014, 2016; Farley, 2003). They
note that while providing other services (e.g., vocational training, housing, substance
abuse treatment, etc.) to WIP is important, treating the pervasive trauma that permeates
their experiences before and during prostitution is essential to helping women
successfully exit prostitution (Carter & Dalla, 2006; Cascio, 2014, 2016; Farley, 2003).
Awareness of trauma and its impact are also indispensable when providing supportive
services to WIP as issues related to trauma (e.g., flashbacks, anger, dissociation, etc.) are
likely to present among women accessing services. Additionally, trauma responses are
likely to impact their ability to engage in therapy effectively. Despite all of this research
indicating the importance of addressing trauma in services for WIP, there are no
evidence-based practices and very few recommendations for providing psychotherapy to
WIP, nor has there been much research on what services WIP receive or if they are
trauma-informed.
Terminology
Although these terms are defined in detail in Chapter Two, it is important to
understand the terminology that is used throughout this dissertation. Prostitution is
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defined as “the provision of sexual services in exchange for some form of payment, such
as money, drink, drugs, other consumer goods, or even a bed and roof over one’s head for
a night” (Green, 1992, as cited in Barrett & Beckett, 1996, p. 1120). A person in
prostitution is anyone who engages in prostitution. Given the pervasive abuse and
violence that exist in it, prostitution is a clear example of severe trauma. More generally,
trauma is defined as any experience that results in intense distress, helplessness, and/or
horror (Briere & Scott, 2006). A traumatic reaction is any response to a trauma (Briere
& Scott, 2006). Trauma therapy is therapy that focuses primarily on treating any type of
trauma. The Substance Abuse and Mental Health Service Agency (SAMHSA) defines
trauma-informed care as those that are “based on the knowledge and understanding of
trauma and its far-reaching implications” (2014, p. 2). Trauma-informed care may not be
trauma treatment; rather, they are any services, including psychotherapy, individuals
receive that are informed by knowledge of how trauma impacts clients and their
communities (SAMHSA, 2014). For the purposes of this dissertation, a service agency
for WIP is defined as any community organization with the primary mission of helping
WIP. These agencies may offer a variety of services to WIP, including psychotherapy,
vocational training, housing, and/or medical care, among others.
Although I identified 29 service agencies across the United States that primarily
focused on serving WIP, the services these programs offered to their clients have not
been systematically examined in any previous research. Given how pervasive trauma is
among WIP, it is essential that these agencies provide trauma-informed care and treat the
underlying trauma that nearly all WIP in prostitution experience. When service agencies
do not treat their clients’ underlying trauma from before and during prostitution, they can
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be far less successful in meeting the agencies’ and clients’ treatment goals. In order to
provide more effective services to this marginalized, high-risk group, providers must
understand the central role that trauma plays in the many psychological, physical, and
social difficulties WIP experience.
Research Questions
The research questions are: “What services do agencies provide to women trying
to exit prostitution (including those services that clients are referred to)?” “How did the
agency decide which services to provide and how to provide them?” “How does the
agencies evaluate the effectiveness of their services?” “Are the services they provide (and
refer out to) trauma-informed?” “What type(s) of trauma training do staff receive?”
These questions will help fill a significant gap in the literature identified by prior
researchers that most professionals who work with WIP lack sufficient information on the
unique needs of this population (Benoit & Millar, 2001; Carter & Dalla, 2006; Cascio,
2014, 2016; Choi et al., 2009; Stoltz et al., 2007).
Summary of the Current Study
Despite many researchers’ recommendations that mental health and trauma must
be key foci of services offered to WIP, the scant research that exists on treatment for this
population suggests mental health and trauma were not often central to the services they
received. Even more troubling, a lot of psychotherapy with WIP was often inappropriate,
ineffective, insufficient, inaccessible, and/or unavailable (refer to Chapter Two for further
discussion). There was little research that evaluates, or even described, services available
to WIP, leaving psychotherapists with little-to-no guidance for how to provide effective
mental health treatment to this vulnerable, marginalized, and high-risk population.
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Because of this dearth in the literature, this study’s purpose was to conduct
exploratory program evaluations of agencies that primarily focused on serving WIP to
understand what services were provided and how they addressed trauma. Theory-driven
constructive process evaluations elucidated each agency’s Program Theory (i.e., how the
agency conceptualized and addressed the target issue; Chen, 2015) and identified how
and why each agency operated as it did to begin to understand what services women
received and needed to successfully exit prostitution. Qualitative content analysis was
guided by Constructivist Grounded Theory (Charmaz, 2009) was used to code in-depth
interviews with program administrators and generated codes across agencies (refer to
Chapter Three for further discussion). By conducting these evaluations and identifying
common codes across agencies, initial recommendations were generated regarding how
to effectively serve WIP and improve the services available to them.
Values Declaration
Given the complex and controversial topic of this dissertation, it is essential that I
declare my professional values and how I approach this work as there are many (and
sometimes conflicting) views on prostitution. I identify as an intersectional feminist
psychologist, a woman, and a trauma survivor; these identities inform my personal and
professional worldviews. As an intersectional feminist, issues related to power, privilege,
oppression, and sociocultural context are essential to how I conceptualize and approach
this research. I believe that differing social locations (e.g., race, gender, socioeconomic
status, immigration status, sexual orientation, ability, etc.) intersect and impact how
individuals view themselves (i.e., social identities), are perceived by others, and are
treated by individuals, systems, and cultures. Through my intersectional feminist lens I
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view prostitution as an almost always oppressive experience that disproportionally
impacts marginalized groups. This perspective is supported by research that
demonstrates that individuals with one or more oppressed identities are significantly
overrepresented in prostitution, such as women, people of color, low-income individuals,
trauma survivors, people with addictions, children, undocumented immigrants, and
members of the LGBTQ community (Dalla, 2000; Farley, 2003; Farley & Kelley, 2000;
Farley et al., 2005; Nelson, 1993).
Additionally, I believe that if living-wage jobs, affordable and safe housing, and
adequate education are not accessible, women are often coerced into prostitution as one
of the only means of survival. This understanding of the lack of choice involved in
prostitution is exemplified by a quote from the founder of one of the programs in this
study: “If prostitution is a choice, what are the options?” Despite some individuals’
perspectives that women choose to enter prostitution, research on this topic
overwhelmingly shows that women rarely enter prostitution voluntarily, particularly as
most are first introduced to prostitution before they turn 16 and therefore cannot legally
consent to such activities (if they are in locations where certain forms of prostitution are
legal; Farley, 2003; Lubin, 2012; Outshoorn, 2004; Silbert & Pines, 1981; Suiter, 2012).
My experience as a therapist who has served women with histories of prostitution
influenced both why I do this research and how I approach this work as I have seen the
exceptionally negative impacts of life in prostitution on women’s emotional, mental,
spiritual, and physical health. In summary, I work from the standpoint that prostitution is
almost always an involuntary and violent experience that overwhelmingly impacts
vulnerable people with insufficient resources.
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I recognize that not all WIP, professionals who directly serve WIP, feminists, or
researchers agree with my perspective on prostitution. Many advocates want to make
selling sex a legally protected right and see involvement in the sex industry as a job like
any other. While I do not agree with this perspective, as a feminist who promotes
empowerment, self-determination, and dignity for all individuals, I believe that every
person has the right to decide for themselves whether or not they would like to be in the
sex industry; I would never force anyone to believe that prostitution is oppressive,
particularly individuals involved in the sex industry. In an effort to provide more context
for some of the differing opinions on this matter, I highlight some of the key approaches,
terminology, and arguments in Chapter Two so readers can understand the most common
perspectives on prostitution and decide for themselves which approach aligns with their
values best.
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Chapter Two: Literature Review
One especially vulnerable group for violence, trauma, and mental health issues is
WIP (Dalla et al., 2003; Farley, 2003; Kurtz et al., 2004; Ling et al., 2007; Nixon et al.,
2002; Rössler, et al. 2010; Roxburgh et al., 2008). WIP have significantly higher rates of
trauma, depression, substance abuse, anxiety, and posttraumatic stress disorder (PTSD)
than the general population (Ling et al., 2007; Rössler et al., 2010; Roxburgh et al.,
2008). Despite the clear mental health needs of WIP, most research on this population
focuses on the physical and public health risks associated with their activities, and often
overlook the emotional impact of prostitution (Gorry et al., 2010; Rössler et al., 2010;
Roxburgh et al., 2008). Despite the ubiquitous nature of trauma in prostitution, studies
that examine its impact on women’s experiences in prostitution are limited.
Systematic examination of how to effectively assist women exit prostitution and
whether services address trauma or not are not found in the literature. While there are a
few articles on providing therapy to women in or with histories of prostitution, almost all
are case studies that address trauma as a secondary priority (e.g., Anklesaria & Gentile,
2012; Carter & Dalla, 2006; Hunt, 2006; etc.). Given this gap in the literature, evaluating
agencies that provide services to help WIP is an important step to establishing evidencebased guidelines for effective treatment for WIP, particularly those services that address
their many complex mental health needs. Moreover, identifying whether these services
are trauma-informed is essential given the pervasive trauma among WIP.
Overview
The literature review consists of PsychInfo and EBSCOhost search engines.
Various combinations of keywords include prostitution, prostitute, sex work, sex worker,
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mental health, trauma, treatment, therapy, trauma-informed practice, trauma-informed
services, and trauma-informed care; these searches result in fewer than 100 articles. This
count does not include articles that focus primarily on the experiences of men or victims
of human trafficking. Given the limited research in this area, older articles, as well as
thematic and conceptual articles are included in the articles reviewed.
Prostitution. Prostitution encompasses many activities, including escorting,
exotic dancing, streetwalking, pornography, and phone or internet sex chatting (Farley,
2003; Outshoorn, 2004; Suiter, 2012). Prostitution can occur in various settings, such as
brothels, strip clubs, massage parlors, film sets, bars, hotels, cars, and private homes
(Farley, 2003; Outshoorn, 2004). Many individuals in prostitution engage in multiple
types, either simultaneously or over the course of their time in the sex industry (Farley,
2003; Jesson, 1993; Suiter, 2012). Because of the focus of this dissertation, as well as the
fact that the majority of people in prostitution are women (Farley, 2003; Outshoorn,
2004), when referring to individuals in prostitution, this references WIP, unless otherwise
noted.
In its simplest form, prostitution is “the provision of sexual services in exchange
for some form of payment, such as money, drink, drugs, other consumer goods, or even a
bed and roof over one’s head for a night” (Green, 1992, as cited in Barrett & Beckett,
1996, p. 1120). Similar definitions are highlighted by Bullough and Bullough (1996),
Cascio (2015, 2016), Outshoorn (2004), and Widom and Kuhns (1996). Sexual services
are any activities that are performed to cause sexual excitement, up to and including
intercourse (Cascio, 2015, 2016). Although many people conceptualize prostitution as
solely referring to the sale of sexual intercourse, prostitution also encompasses acts where
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physical contact between the provider and customer does not take place (e.g.,
pornography, internet sex chatting, etc.) and those where contact exists, but no sexual
intercourse occurs (e.g., erotic massage, stripping, etc.; Cascio, 2015, 2016; Farley,
2003).
Types of prostitution. As stated above, the sex industry is diverse and includes
many subfields. Escorting involves hiring someone for companionship and usually sex
(Crooks & Bauer, 2005). Escorting typically includes spending more time with
customers, including going on dates, where sex may or may not take place (Crooks &
Bauer, 2005). Escorting is sometimes referred to as “high class,” individuals involved
are often called “call girls,” and it is typically considered to be more “elite” or
“glamorous” than many other forms of prostitution, particularly street-based activities
(Crooks & Bauer, 2005).
Stripping or exotic dancing involves performing erotic dances for tips from
customers (Barton, 2002; Crooks & Bauer, 2005). Stripping may or may not involve
removing all clothing, which depends on the setting and local laws concerning nude
dancing (Barton, 2002; Crooks & Bauer, 2005). Common levels of nudity included gogo dancing (stripping down to bra and underwear), topless dancing, and full nudity
(Barton, 2002; Crooks & Bauer, 2005). Typically, physical contact is limited or
nonexistent between the performer and customer; whether this occurs can depend on the
establishment’s rules, customers’ payment, dancer’s preferences, and/or local laws
(Barton, 2002; Crooks & Bauer, 2005). Individuals may provide private “lap dances” for
additional fees, which usually include contact between the woman and the customer’s
clothed genitals (Barton, 2002).
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Streetwalking typically involves walking or standing in areas known for selling
sex (called “the stroll”) to solicit customers (also known as “johns” or “tricks;” Crooks &
Bauer, 2005; Farley, 2003; Suiter, 2012). Women in streetwalking are often managed by
pimps, who may offer protection, drugs, and/or customers; pimps also often take the
majority or all of the money women earn (experiences with pimps is discussed later in
this chapter; Crooks & Bauer, 2005; Farley, 2003). Services may be performed in a car,
hotel room, or outdoors (Crooks & Bauer, 2005; Farley, 2003). Streetwalking is
frequently considered the lowest level of prostitution because of how women recruit
customers and where they perform services (Farley, 2003). Women involved are often
stereotyped as drug addicted, abused, desperate people who cannot find any other means
of survival, including other types of prostitution (Farley, 2003). Streetwalking is illegal
in the United States and most other countries (Crooks & Bauer, 2005; Outshoorn, 2004).
Closely related to streetwalking are brothels; the same services provided in
streetwalking occur in brothels, but they take place in a set indoor location instead of on
the street (Crooks & Bauer, 2005). Individuals in brothels have to pay the
manager/owner for every customer they service, which can be anywhere from 25% to
50% of the customer’s fee (Crooks & Bauer, 2005; Farley, 2003). Brothels offer
additional security, recruitment of customers, and a location to provide services (Crooks
& Bauer, 2005; Outshoorn, 2004). Brothels are illegal in 49 states in America; they are
only legal and regulated in some Nevada counties (Outshoorn, 2004). Countries such as
the Netherlands, Australia, and New Zealand have legalized and regulated brothels for
many years (Outshoorn, 2004).
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Pornography involves performing sexual acts on film (Crooks & Bauer, 2005).
Performers may work as independent contractors and choose which films to work on or
they may be under contract with a particular company and act in the films they produce
(Crooks & Bauer, 2005; Snow, 2013). Adult film work is typically thought of as one of
the more glamorous jobs in the sex industry primarily due to the potential for fame and
greater income (Snow, 2013). Many individuals involved also participate in stripping,
modeling, and/or escorting to supplement their incomes (Snow, 2013).
Phone or internet sex services (“adult phone lines,” “webcamming,” “sex chat
rooms,” etc.) are sexual discussions that typically take place as customers masturbate
(Crooks & Bauer, 2005; Farley, 2003). These conversations may be over the phone, in a
chat room, or through a web camera (Crooks & Bauer, 2005). Customers typically pay
for each minute they use services, for which the performer gets a portion (Crooks &
Bauer, 2005).
Prostitution versus sex work. While the definitions mentioned above are
relatively simple, the rationale for calling these activities prostitution is more complex.
The terms sex work and sex worker have been used more broadly for the past few
decades, particularly in North America, Europe, Australia, and New Zealand (Farley,
2003). The ideology behind using the labels of sex work and sex worker is primarily to
reduce stigma toward people who sell sex (Barrett & Beckett, 1996; Outshoorn, 2004).
These terms are considered less pejorative as they do not conjure up the same negative
connotations as prostitution and prostitute, which could imply stereotypes of poor, drugaddicted, abused, and/or desperate women (Farley, 2003; Outshoorn, 2004). The term
sex work also normalizes it as performing a job like any other (Outshoorn, 2004).
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Some researchers argue that utilizing the term sex work is an opportunity to
disconnect the sale of sex from moral and legal issues and instead focused on sex
workers’ rights (Jesson, 1993; Outshoorn, 2004). This emphasis on sex workers’ rights is
connected to the primary aim of sex work advocates: to establish the sale of sexual
services as work that should be afforded the same rights, dignities, and respect as any
other job (Barrett & Beckett, 1996; Barton, 2002; Outshoorn, 2004). Sex worker
advocates assert that the primary way to legitimize sex work, reduce stigma, increase
protections for sex workers, and reduce crime is to legalize and regulate it (Outshoorn,
2004).
While some authors argue that using the more modern terms of sex work and sex
worker are less pejorative, other researchers assert that using these terms hides the often
dangerous, dehumanizing, and exploitative existence that is prostitution (Dalla, 2000;
Farley, 2003; Farley et al., 2005). In particular, Farley (2003) explains that sterilizing
prostitution by calling it sex work provides comfort to the public and people who buy
sex, but erases the oppressive experiences of prostitution for those involved by framing it
as a chosen profession. She stated:
Prostitution is made invisible when it is called entertainment, work, hostessing, or
when it is antiseptically described as the sex sector of a country’s
economy…There is a virtual dictionary of lies that conceal the harm of
prostitution: voluntary prostitution, words that imply that she consented when in
fact, almost always, she had no other survival options than prostitution. ..The
increasingly common US/UK/Dutch expression sex work, suggests that
prostitution is a normal job, rather than violence against women...Women in
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prostitution are called escorts, strippers, and dancers…[these expressions]
remove any hint of the sexual violence intrinsic to prostitution (Farley, 2003, pp.
xvii-xviii, original emphases).
Some authors explain that prostitution should be thought of less as a job or
activity people engage in to survive, but rather as a form of sexual violence (Dalla, 2000;
Farley, 2003; Farley & Kelley, 2000; Farley et al., 2005). The most common
comparisons for prostitution are domestic violence and CSA (Dalla, 2000; Farley, 2003;
Farley & Kelley, 2000; Farley et al., 2005; Herman, 1992). There is a perspective that
prostitution occurs on a continuum with other types of sexual violence, including incest,
sexual harassment, and rape (Farley, 2003). Authors who argue that all types of
prostitution are forms of violence emphasize the experiences of individuals who are
coerced, stalked, overpowered, raped, beaten, drugged, and/or defrauded into entering
and staying in prostitution (Dalla, 2000; Farley, 2003; Farley & Kelley, 2000; Farley et
al., 2005; Herman, 1992).
Prostitution is a unique form of violence that disproportionally exploits oppressed
groups (Farley & Kelley, 2000, Nelson, 1993). Marginalized groups are overrepresented
in prostitution, particularly women. People who have multiple oppressed identities are
even more vulnerable to entering prostitution, such as women of color, people from lowincome backgrounds, trauma survivors, and people with addictions (Dalla, 2000; Farley,
2003; Farley & Kelley, 2000; Farley et al., 2005; Nelson, 1993).
Oppression versus empowerment. A core debate in this field is whether
prostitution is a choice. Those who believe that prostitution is always oppressive stress
that prostitution cannot be a choice if no other viable options to earn money are available
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(Dalla, 2000; Farley, 2003). Farley and Kelley (2000) exemplify this perspective when
they state that “if prostitution is a choice, why are those with the fewest options the ones
in it?” (p. 28). People who believe prostitution cannot be a choice assert that it is always
oppressive. Some authors state that prostitution is always exploitative as evidenced by
the high proportions of people involved who have addictions, multiple traumas that predate prostitution, limited finances, and experiences with significant violence in
prostitution (Dalla, 2000; Farley & Kelley, 2000; Farley et al., 2005).
Others believe that some individuals enter prostitution because they find the work
empowering, liberating, lucrative, and/or exciting (Jesson, 1993; Outshoorn, 2004; Snow,
2013; Suiter, 2012). Even if prostitution were considered oppressive in general, it is
possible that there are some aspects that are appealing (e.g., earn money more quickly,
work fewer hours, etc.), or at least more attractive than typically available low-paying
jobs (Suiter, 2012). Many individuals argue that selling sex is a choice adults can make,
rather than a coercive or oppressive experience (Jesson, 1993; Outshoorn, 2004; Snow,
2013). Some individuals state they enjoy the independence of sex work and the
possibility of earning a lot of money quickly (Jesson, 1993; Snow, 2013). Advocates for
this perspective assert that adults can freely choose their work and that those individuals
have the right to engage in their selected job legally and safely (Outshoorn, 2004).
Rationale for terminology. Language can be highly influenced by cultural values
and can reflect biases, stereotypes, and misperceptions held about certain groups and
experiences. Moreover, language can be immensely powerful and can contribute to how
a group is perceived and treated. Therefore, using the terms prostitution and person in
prostitution highlight the violence and horror the majority of people experience, honor
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the preferences of women who have survived prostitution (see Cascio, 2015; Cascio &
Brown, 2015), reduce stigma, and respect the humanity and dignity of all people
involved. These terms align with researchers’ suggestions for including varied activities
under one umbrella term because many individuals engage in more than one type of
prostitution and many of the experiences, needs, and consequences of engaging in
different types of prostitution are frequently very similar (Farley, 2003; Rössler et al.,
2010). Perhaps most importantly, using the terms prostitution and person in prostitution
are more inclusive and do not sterilize or ignore the realities of life in prostitution
(Cascio, 2015; Farley, 2003; Farley & Kelley, 2000; Rössler et al., 2010). Furthermore,
using prostitution as a situation people are in, rather than as a characteristic (e.g.,
prostitutes, strippers, prostituted person, etc.) reflect that people are not defined by their
involvement in prostitution, an important belief of individuals who have been in
prostitution (Cascio, 2015; Cascio & Brown, 2015; Farley, 2003).
People in prostitution. Tabulating the number of people who participate in
prostitution in a given year is very difficult, not only because some types of prostitution
are illegal, but also because there are inconsistent definitions of prostitution and data on
the multiple types of prostitution are not easily found. Because it is so difficult to assess,
most estimates are based on reports of arrests for prostitution and people who report a
history of prostitution upon admission to substance abuse programs, psychiatric hospitals,
or treatment programs for women interested in exiting prostitution (Farley, 2003; Suiter,
2012).
A recent survey of arrests for prostitution nationwide conservatively estimate that
approximately 100,000 women in America engage in streetwalking-type prostitution
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annually (Suiter, 2012). However, women in streetwalking-type prostitution are believed
to only represent 10 to 20% of all people in prostitution (Farley, 2003). The best estimate
of the total number of WIP in American is one million annually (Lubin, 2012); this
represents approximately one percent of the total number of adult women in the United
States and is five times greater than the number of women who actively serve in all
branches of the United States military in an average year. In fact, about one percent of all
women in America will engage in prostitution at some point in their lives (Lubin, 2012).
Women of color are overrepresented in prostitution; they account for
approximately 40% of all WIP in the United States (Lubin, 2012). As another example
of prostitution as the intersection of racism and sexism, in Canada, where many types of
prostitution are legal and regulated, Aboriginal women represented up to 90% of the WIP
in some areas (Farley & Kelly, 2000). In Europe, both in countries with many and few
types of legalized prostitution, women of color are overrepresented in prostitution in
general, and more dangerous forms of prostitution in particular (e.g., streetwalking,
brothels; Outshoorn, 2004).
While it is illegal for anyone under 18 years of age to be engaged in any type of
prostitution throughout the world, the average age of entry into prostitution is 16-yearsold (Farley, 2003; Lubin, 2012; Outshoorn, 2004; Silbert & Pines, 1981; Suiter, 2012).
Many girls enter prostitution at a young age as a survival skill, particularly after running
away from home to escape abuse (Cascio, 2015; Farley, 2003; Lubin, 2012; Outshoorn,
2004; Suiter, 2012). While many WIP tend to be from lower socioeconomic classes
(American Psychological Association’s Society for the Psychology of Women, 2011),
many girls and teenagers who engage in prostitution are from middle and upper class
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backgrounds (Lubin, 2012). This is often explained as a consequence of wealthier girls
running away from home, ending up homeless, and participating in prostitution for basic
necessities (Farley, 2003). While the average length of time in prostitution is four years
(Lubin, 2012), the people who stay in prostitution longer tend to be women of color from
poorer backgrounds who have limited education, substance abuse issues, traumas that
pre-date their entry into prostitution, undocumented legal status, and/or have children to
support (Farley, 2003; Lubin, 2012; Nelson, 1993; Outshoorn, 2004).
Entry into prostitution. The reasons individuals enter prostitution vary, but there
are many commonalities. The most commonly cited explanation for why some women
enter prostitution is a history of abuse, particularly CSA. Prevalence rates vary
considerably by study, from as low as 31% in a survey of 113 women in streetwalkingtype prostitution in a large city (El-Bassel, Witte, Wada, Gilbert, & Wallace 2001), to as
high as 91% among 200 current and former WIP in a large city (Silbert & Pines, 1981).
In a meta-analysis of empirical and clinical studies, WIP are two-to-three times more
likely to report a history of CSA than the general population and 50% to 70% of WIP
indicated CSA is highly influential in their entry into prostitution (Abromovich, 2005).
CSA is also been shown to predict prostitution in some models (Stoltz, Shannon, Kerr,
Zhang, Montaner, & Wood, 2007; Widom & Ames, 1994; Widom & Kuhns, 1996).
Physical and emotional abuse are also shown to be highly prevalent and
influential for women’s entry into prostitution (Farley, 2003; Farley & Kelley, 2000;
Farley et al., 2005; Roe-Sepowitz, 2012; Stoltz et al., 2007; Suiter, 2012). In fact, in a
community sample of 361 youth with histories of prostitution, only two percent do not
report any form of physical, sexual, or emotional abuse or neglect (Stoltz et al., 2007).
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Of note, even with such high prevalence rates of multiple types of childhood abuse, most
researchers caution that any study of sensitive issues, such as reporting abuse, are likely
underreported, particularly with participants currently involved in the criminal justice
system (Farley et al., 2005).
Substance abuse is ubiquitous among WIP with the majority reporting that their
use is highly influential in their entry into prostitution (Benoit & Millar, 2001; Cascio &
Brown, 2015; Dalla, 2000; Farley, 2003; Farley & Kelley, 2000; Farley et al., 2005;
Outshoorn, 2004). Previous studies show that substance abuse is both an issue that predates entry into prostitution and something that develops in response to prostitution
(Abromovich, 2005; American Psychological Association’s Society for the Psychology
of Women, 2011; Cascio, 2015, 2016; Cascio & Brown, 2015; Dalla, 2000; Farley, 2003;
Farley & Kelley, 2000; Farley et al., 2005; Suiter, 2012). It is important to note that
substance abuse is often a factor that keeps women in prostitution as they lack substance
abuse treatment, require the money they earn in prostitution to maintain their substance
use, and/or use substances to cope with traumas experience prior to and in prostitution
(Cascio, 2015, 2016; Cascio & Brown, 2015; Dalla, 2000; Farley, 2003; Farley & Kelley,
2000; Farley et al., 2005; Outshoorn, 2004; Stoltz et al., 2007; Suiter, 2012).
Often closely connected to substance abuse are limited finances. Ultimately,
poverty is one of the primary reasons that women engage in prostitution (American
Psychological Association’s Society for the Psychology of Women, 2011). Similar to
issues related to sexism and racism, prostitution often intersects with classism around the
world as women from low-income backgrounds are overrepresented in prostitution
(American Psychological Association’s Society for the Psychology of Women, 2011;
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Cascio & Brown, 2015; Farley, 2003; Farley & Kelley, 2000; Farley et al., 2005;
Outshoorn, 2004; Suiter, 2012). As discussed earlier, financial coercion is a major
concern in prostitution as many women report entering prostitution due to a lack of
living-wage jobs (American Psychological Association’s Society for the Psychology of
Women, 2011; Farley, 2003; Farley & Kelley, 2000; Farley et al., 2005; Outshoorn,
2004; Suiter, 2012).
Experiences in prostitution. Prostitution is almost always marked by physical,
emotional, sexual, and financial abuse (Dalla et al., 2003; Farley, 2003; Farley & Kelley,
2000; Farley et al., 2005; Kurtz et al., 2004; Nixon et al., 2002). In this review of the
literature, no examples were found of WIP who report no history of maltreatment while
in prostitution, even among those who indicate they enjoy prostitution. Farley (2003)
highlights that the harm of prostitution is difficult to see because WIP must act as if they
enjoy their involvement in order to recruit and please customers. Researchers also
emphasize examples in the mainstream media, such as Pretty Woman or The Girlfriend
Experience, depict prostitution as glamorous, fun, and easily escapable (Dalla, 2000;
Farley, 2003), which further mask the dangers of life in prostitution. Common
presentations of prostitution in popular culture gloss over, or altogether erase, the
frequent experiences of rapes, beatings, arrests, sexual harassment, addiction, verbal
abuse, kidnappings, and robberies that occur in prostitution (American Psychological
Association’s Society for the Psychology of Women, 2011; Cascio, 2015, 2016; Dalla,
2000; Dalla et al., 2003; Farley, 2003; Farley & Kelley, 2000; Farley et al., 2005; Kurtz
et al., 2004; Nixon et al., 2002; Suiter, 2012). Ultimately one of the most telling statistics
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of experiences in prostitution is that “92% of 475 people in prostitution stated that they
wanted to escape” (Farley & Kelley, 2000, p. 23).
Psychotherapy with individuals trying to exit prostitution. Providing mental
health services to WIP is well-documented as essential to help them cope with the trauma
of prostitution and assist them in exiting (e.g., Cascio, 2015, 2016; Farley, 2003; Romans
et al., 2001; Rössler et al., 2010; etc.). Despite many authors noting the importance of
psychotherapy, there are no evidence-based guidelines for effective treatment found in a
recent review of the literature. There is also very little research available that describes
therapy with women currently in or with histories of prostitution.
Case studies. The primary source of research on providing mental health
treatment to WIP is case studies. In reviewing the research, six case study articles
document different approaches to psychotherapy with women currently in or with
histories of prostitution. Clinical approaches to this therapy include brief psychodynamic
and crisis counseling (Anklesaria & Gentile, 2012), transactional analysis (Carter &
Dalla, 2006), psychoanalysis (Gürişik, 1997; Hutto & Faulk, 2000; Kenny & Lane,
1996), and developmental process (Hunt, 2006).
In their presentation of their work with women currently in prostitution,
psychiatrists Anklesaria and Gentile (2012) assert the importance of: (a) consistency in
therapy, (b) demonstrating empathy, confidence, and acceptance, (c) using silence
sparingly and intentionally to provide emotional safety and containment, (d) attending to
transference as it relates to previous abuse, (e) therapist’s awareness of personal biases
related to relevant social identities, and (f) maintaining clear professional boundaries.
The authors also recommend using supportive crisis counseling over psychodynamic-
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oriented techniques early in therapy (Anklesaria & Gentile, 2012). While they do not
directly state the importance of addressing trauma in therapy, they do note that all
psychotherapists working with WIP must attend to “the effects of violence [that] alter the
needs of women in the sex industry and affect their ability to exit…safely and
successfully” (Anklesaria & Gentile, 2012, p. 33).
Carter and Dalla (2006) use transactional analysis to work with a woman who had
been in prostitution and focus their work primarily on addressing the client’s childhood
trauma. Based on their experiences with the client, they make the following
recommendations for therapy with women in or with histories of prostitution: (a) provide
a calm, open, trusting, and unconditionally positive environment in therapy, (b) take a
very thorough trauma history, (c) use an empowerment approach, (d) utilize cultural
competence, (e) awareness of self-blame, shame, guilt, sadness, fear, anger, resentment,
and isolation, (f) engage client’s other treatment providers to coordinate care, (g)
encourage holistic coping strategies to manage stress, negative emotions, and
maladaptive behaviors, and (h) engage with client’s collateral contacts (Carter & Dalla,
2006).
The most frequently cited clinical orientation used in psychotherapy with WIP is
psychoanalysis. Most of the content of the three case studies using this approach focuses
on describing the clients’ histories, behavior in analysis, and changes after analysis, but
the authors do not provide much data on their specific interventions or recommendations
for work with similar clients. However, Hutto and Faulk (2000) note the analyst’s
agreement with the client’s beliefs (e.g., about her involvement in prostitution, financial
decisions, etc.) is essential to developing a therapeutic alliance, and they assert, some of
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the client’s eventual change in behavior. In their case study, Kenny and Lane (1996)
explain that helping the client to become aware of her compulsion to repeat childhood
trauma through prostitution is an essential part of therapy and contribute to her change
following analysis.
In applying developmental process to working with a woman with a history of
prostitution, Hunt (2006) outlines the importance of awareness of cultural biases when
conceptualizing clients as well as addressing how culture impacts the client’s experiences
in and out of therapy. While this author does not provide specific guidance on how he
conducts therapy, he highlights that he and the client discuss the client’s attitude toward
her involvement in prostitution and how that is influenced by cultural attitudes towards
prostitution (Hunt, 2006). He also describes the client experiencing some internalized
oppression regarding her identity as person in prostitution, which contributes to her
negative self-image (Hunt, 2006).
Needs assessments. Seven studies focus on identifying the mental health needs of
individuals in or with histories of prostitution. These studies utilize multiple methods to
identify the mental health issues WIP face as well as what they require to address those
needs, including how to exit prostitution. Choi et al. (2009) conducted in-depth
interviews with 46 WIP in Korea and identify that participants experience PTSD and
disorders of extreme stress not otherwise specified more often and more severely when
compared to a control group. The authors suggest that services for WIP should address
their mental health needs as a part of more holistic services, instead of the more common
physical health and vocational services (Choi et al., 2009). Moreover, Choi and
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colleagues (2009) assert that psychological services for WIP should focus on assessing
and treating trauma centrally in all services.
In a study with 201 current and former people in prostitution (female, n=160,
male n=36, transgender n=5) in western Canada, participants indicate they experience
significant mental health issues as a result of their involvement in the sex industry
(Benoit & Millar, 2001). Despite their many psychological challenges, most participants
indicate they do not receive adequate mental health care because services are judgmental,
inaccessible, unavailable, and/or ineffective (Benoit & Millar, 2001). Responses from
both individuals in prostitution and those who already exited suggest that the following
resources are or would be helpful to people trying to exit prostitution: (a) strong social
supports, including people who successfully exited prostitution; (b) outreach services that
utilize people who have been in prostitution to help build trust and relationships with
individuals currently in prostitution; (c) education of the public and criminal justice
system to reduce stigma and marginalization toward prostituted individuals; (d) access to
stable, affordable housing; (e) nonjudgmental, competent, and appropriate mental and
physical health care that is informed by the myriad and complex needs of people in
prostitution; (f) a continuum of services (e.g., contraception, substance abuse treatment,
education, etc.) that are flexible and available when needed; and (g) funding and
institutional support for programs specifically for individuals in prostitution (Benoit &
Millar, 2001).
A study that includes interviews and focus groups with 611 WIP in the Miami
area identifies that they have a significant need for mental health treatment, including
crisis assistance, detoxification, substance abuse treatment, and long-term psychotherapy

25

(Kurtz et al., 2005). Unfortunately, many barriers prevent most WIP from accessing
necessary services, such as limited office hours, stigma, emotional instability, fear, lack
of awareness of services, inaccessible program offices, and travel costs (Kurtz et al.,
2005). The recommendations Kurtz and colleagues (2005) make to reduce barriers to
healthcare and other social services are: (a) train healthcare providers and office staff on
the “needs, fears, social disconnectedness, and secretiveness” (p. 358) of many WIP in
order to provide culturally competent care; (b) utilize outreach to attend to women’s
immediate needs (e.g., food, water, toiletries, etc.), build trust, educate about harm
reduction techniques (e.g., proper use of condoms, needle cleaning, etc.), provide
information on available services; and (c) train women who have left prostitution to
provide case management services.
After surveying 1143 incarcerated women with histories of prostitution,
McClanahan, McClelland, Abram, and Teplin (1999) identify that mental health care is
essential to helping women exit prostitution. The authors note that addressing childhood
trauma should be a key feature of mental health services given the ubiquitous nature of
abuse among WIP (McClanahan et al., 1999). The authors also emphasize the
importance of providing substance abuse treatment, outreach services, housing,
education, vocational training, and child care to WIP as they try to exit (McClanahan et
al., 1999).
Rössler et al. (2010) conducted 193 diagnostic interviews with women in
streetwalking-type prostitution in Switzerland and identify that they experience more
frequent and severe mental health issues than the general population. The authors
attribute the increased prevalence of depression, PTSD, and substance abuse to the stress
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and violence common in prostitution (Rössler et al., 2010). As a result of their findings,
the authors emphasize the importance of mental health services for WIP, though they do
not provide specific recommendations for how to do this (Rössler et al., 2010).
After conducting diagnostic interviews with 72 women in streetwalking in
Australia, Roxburgh and colleagues (2008) note that WIP are at significantly greater risk
for PTSD, depression, and substance abuse compared with the general population. In
addition to diagnostic interviews, the researchers inquire about participants’ experiences
with psychological services and report that “despite ongoing opportunities for clinical
intervention, [most participants] continued to experience [mental health] problems,
suggesting that current models of treatment may not be appropriate” (Roxburgh et al.,
2008, p. 34). With these findings, the authors note that given the ubiquitous nature of
trauma in prostitution, as well as the high rates of childhood trauma among WIP, mental
health services must address trauma in order to be effective (Roxburgh et al., 2008).
Based on their findings, the authors make the following recommendations regarding
mental health services for WIP: (a) providers must be aware of the pervasive trauma in
prostitution and the significant rates of CSA and sexual assault among WIP in order to
provide effective services, particularly as it relates to establishing trusting relationships;
(b) providers should address issues related to the stigma associated with prostitution as it
likely serves as a barrier to treatment; (c) cultural awareness will be key, particularly
when serving racial minorities who have limited interactions with mental health services,
as they may be leery of providers or uncomfortable with some traditional psychotherapy
techniques; (d) treatment must address substance dependence and trauma concurrently;
(e) harm-reduction approaches should be used to encourage safer sex and substance use
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practices, especially for women still in prostitution; (f) encourage clients to obtain
education or training to find employment that pose less risk to their physical and
emotional well-being; (g) urge clients to develop and utilize social supports; (h) employ
therapies that include exposure or recapitulation cautiously with women still in
prostitution given their almost-certain exposure to ongoing trauma; (i) consider using
more behaviorally based and/or mindfulness interventions, especially with women still in
prostitution and/or using drugs, as they have been shown effective among other trauma
survivors and require less cognitive energy than some forms of therapy; (j) provide
outreach and crisis services to address immediate needs and increase familiarity with
mental health services; and (k) keep services flexible and tailored to the unique needs of
WIP (Roxburgh et al., 2008).
In a participatory research study with six WIP in the Seattle-area, Wahab (2004)
uncovers two primary findings related to participants’ perspectives on social workers:
social workers thought they knew what was best for WIP and they assume WIP had other
job opportunities. Given this feedback, the author and participants collaboratively
develop recommendations for clinicians who work with WIP. These recommendations
include providers learning more about the actual experiences of WIP, providing WIP
unconditional support, being non-judgmental, and empowering WIP through all mental
health and supportive services (Wahab, 2004).
In my own previous clinical experience with seven women with prostitution
histories, I found that evidence-based treatments for trauma and substance abuse (e.g.,
Seeking Safety) did not meet many of my clients’ complex and chronic needs (Cascio,
2014). Although it was a challenging experience to provide psychotherapy to WIP
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without established evidence-based practice to guide treatment, my clients still made
some progress over the course of their treatment. From these experiences, I glean that the
following strategies are effective with WIP: (a) screening for trauma using behaviorally
based questions; (b) believing and not blaming clients when they disclosed prior traumas;
(c) attending to each client’s unique needs and culture; (d) focusing on continuous
rapport building through basic counseling skills (e.g., empathy, active listening,
unconditional support, nonjudgment, authenticity, etc.) and establishing strong
therapeutic alliances; (e) helping clients to reduce self-blame, and (f) empowering clients
to talk about prior traumas only when they are ready to do so, encouraging them to stop
me when they felt uncomfortable talking about any topic, and honoring clients’ requests
to not discuss certain topics (Cascio, 2014). I also learned of the power of asking for and
using clients’ own language when discussing trauma; for example, a client referred to her
time in prostitution as “hustling;” many clients develop their own language to refer to
traumas as a means of self-protection, and by using their language, I was able to
demonstrate respect for their perspectives as well as build rapport.
Outcomes study. One article provides data on a program specifically for WIP in
London called “Open Doors” (Stevenson & Petrak, 2007). The program is part of a
larger health clinic and provided psychotherapy to WIP, referrals to other relevant
services (e.g., housing, education, etc.), crisis intervention, and outreach (Stevenson &
Petrak, 2007). The study documents the usage and utility of services for the first year of
the program’s operation. Authors identify that in psychotherapy they focus on addressing
issues related to low self-esteem, PTSD, coping skills, resilience, emotional management,
safer sex, substance abuse, and anxiety using motivational interviewing, solution-focused
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therapy, cognitive behavioral therapy, and “therapeutic witnessing” techniques
(Stevenson & Petrak, 2007, p. 233). Based on their findings, the authors identify that
outreach services provided by a psychologist help destigmatize therapy and facilitate selfreferrals to therapy (Stevenson & Petrak, 2007). They note that they are not yet able to
evaluate the effectiveness of the services given the program has been open only one year,
but they note several lessons they learned from their experiences providing services to
WIP, including (a) providing confidential crisis intervention during outreach and in the
office were valuable services, particularly for women with more complex and immediate
needs; (b) having multilingual clinicians is key as many WIP do not speak English as
their first language; and (c) establishing trust and being nonjudgmental are essential to
interacting with WIP, especially if a psychologist is expressing concern for the woman’s
safety as she remains in prostitution (Stevenson & Petrak, 2007).
Summary. In reviewing the literature, it is clear that prostitution takes many
forms, people in prostitution are heterogeneous, and experiences in prostitution vary
considerably. There are differing perspectives on prostitution, particularly whether it is a
job people can choose or a form of violence that exploits vulnerable people, that are
highly relevant to this study; after reviewing the literature and considering both sides, it is
my perspective that prostitution is almost always oppressive and violent and no person
should have had to engage in it to survive. Who is in prostitution, how they enter, and
their experiences are also summarized.
Given the focus of this dissertation, particular attention is paid to previous
research on the mental health needs of and services for WIP. Despite the limited research
in this area, it is evident that WIP have many complex mental health needs that
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overwhelmingly go untreated due to lacking, ineffective, and/or inaccessible services.
Furthermore, a large majority of mental health providers are uninformed about the
experiences and needs of WIP and are ill-equipped to treat their complex mental health
issues due to the dearth of research in this area. As such, the few WIP who are able to
access psychological treatment typically do not have their needs met (Roxburgh et al.,
2008). Previous research has also emphasized the importance of addressing trauma in
psychotherapy with WIP.
The primary strength of the existing literature on WIP is the increasing awareness
of the role of cultural factors and oppression that influence entry into and experiences
with prostitution. Specifically, more authors (e.g., Carter & Dalla, 2006; Farley, 2003;
Rössler et al., 2010, etc.) are considering the impact of limited availability of living-wage
jobs, the roles of sexism, classism, and racism, and the influence of preexisting trauma on
why and how women end up in prostitution. There has also been more of an effort to
counteract cultural myths that promote the image of the “happy hooker” or glamorize
prostitution, and instead highlight the real experiences with violence, exploitation, and
poverty most WIP actually live (e.g., Benoit & Millar, 2001; Dalla, 2006, etc.).
Another strength is the long history of identifying the mental health issues
common among WIP. Most researchers highlight that WIP have many complex mental
health issues, particularly PTSD, depressive disorders, anxiety disorders, substance use
disorders, and personality disorders. Additionally, most previous studies also note the
many other needs of WIP, especially for those trying to exit, such as housing, legal
assistance, education, employment, and healthcare.
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Despite the strengths of the existing literature, there are many limitations as well.
Primarily, there has been an overemphasis in the literature on the physical and public
health consequences of prostitution and much less attention on the mental health issues
and needs of WIP. Moreover, a lot of the limited research on the mental health of WIP
focuses on the role of individual “psychopathology” to explain why women engage in
prostitution (e.g., Gürişik, 1997; Kenny & Lane, 1996; MacVicar & Dillon, 1980, etc.),
with little-to-no attention paid to how societal-level factors contributed to women’s entry
or experiences in prostitution (Cascio & Brown, 2015). Additionally, most literature on
the treatment of WIP centers on physical health care and vocational training (Farley,
2003) and often neglects their mental health needs.
Most confusing and troubling is the very limited discussion of providing trauma
therapy or trauma-informed care to WIP given the omnipresence of trauma before and
during prostitution. Although some authors note the importance of addressing trauma in
therapy with WIP (e.g., Choi et al., 2009; McClanahan et al., 1999; Roxburgh et al.,
2008), treating trauma is not often listed as a therapeutic priority despite near-unanimous
agreement that physical, sexual, and emotional violence are common experiences among
all WIP, even those who report enjoying it. Closely connected to this limited emphasis
on trauma is the lack of evidence-based interventions for working with WIP. As
highlighted by this review of the literature, there are only 14 references on psychotherapy
with WIP, and most of these are case reports or studies with fewer than 10 participants.
Additionally, several of these references do not address trauma specifically in treatment.
Overall, there is a significant dearth in the literature regarding how to effectively provide
psychotherapy to WIP in general and how to treat trauma in this population in particular.
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Trauma. Initially conceptualized as “a catastrophic stressor that was outside the
range of usual human experience” (U.S. Department of Veterans Affairs, 2014, para.3),
events such as combat, torture, and genocide were the only events considered traumatic
when the phenomena of “shell shock” or “combat neurosis” were first documented in the
early 1900s (Herman, 1992). Over the past several decades, the understanding of what is
considered traumatic and what typical responses to trauma are have expanded
significantly. More recently, mental health professionals have understood that many
more types of events can be traumatic and that the “typical” responses to trauma are far
more diverse than initially thought (Briere & Scott, 2006; Brown, 2008; Herman, 1992).
Definitions. Numerous authors and organizations define trauma in different
ways. The most commonly used definitions of trauma are in the Diagnostic and
Statistical Manual of Mental Disorders (DSM), which sets the standard for how to
diagnose and classify mental health issues in the United States. Trauma was first
recognized as a cause of mental illness (i.e., posttraumatic stress disorder) in the third
edition of the DSM and was defined as extraordinary, rare, and devastating experiences
(American Psychiatric Association, 1980). Examples in the DSM-III include events that
involve “serious threat to one’s life or physical integrity,” risks to the physical safety of a
loved one, abrupt devastation to one’s home or community, or seeing another person
seriously injured or killed (American Psychiatric Association, 1980, p. 236).
In the text revision of the fourth edition of the DSM, the definition of trauma
expanded to include
[D]irect personal experience of an event that involves actual and threatened death
or serious injury, or threat to one’s physical integrity; or witnessing an event that
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involves death, injury, or threat to the physical integrity of another person; or
learning about the unexpected or violent death, serious harm, or threat of death or
injury experienced by a family member or other close associate (American
Psychiatric Association, 2000, p. 463).
In the DSM-IV-TR (American Psychiatric Association, 2000), examples of traumatic
events included combat, violent assault (including sexual assault), terrorism, torture,
natural disasters, being taken hostage, CSA, or diagnosis of a life-threatening illness.
This edition of the DSM also included events such as witnessing another person’s death,
having one’s child kidnapped, or knowledge of a family member getting into a serious
accident (American Psychiatric Association, 2000).
In the fifth edition of the DSM, trauma is defined as “exposure to actual or
threatened death, serious injury, or sexual violence” (American Psychiatric Association,
2013, p. 143); trauma can occur by directly experiencing the event, witnessing the event
in person, or learning the event happened to a friend or family member. The DSM-5 also
noted that repeated exposure to aversive stimuli can also qualify as trauma, such as first
responders who see dead people or social workers who hear cases of child abuse
(American Psychiatric Association, 2013). Specific examples of trauma in the fifth
edition of the DSM are exposure to war, threatened or completed physical or sexual
assault, kidnapping, terrorism, natural disasters, serious accidents, CSA, witnessing a
loved one’s severe accident, or a sudden catastrophic medical condition (American
Psychiatric Association, 2013).
Although the “standard” definition for trauma is set by the DSM over the last
several decades, many authors create alternative definitions that are more inclusive of
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diverse forms of trauma and reflective of research on trauma and its effects. In her
landmark book, Trauma and Recovery, Judith Herman (1992) defines trauma succinctly
as any “unspeakable” event (p. 1), such as an assault, war, act of terrorism, natural
disaster, or serious accident. Another significant contribution Herman (1992) made, that
is also particularly relevant to research on WIP, is her definition of complex trauma,
which is outlined as “a history of subjection to totalitarian control over a prolonged
period (months to years)” (p. 121). She cites examples of complex trauma as child abuse,
domestic violence, and cultural oppression based on one’s gender, race, sexual
orientation, religion, etc. (Herman, 1992).
Briere and Scott (2006) define trauma as any experience that results in intense
distress, helplessness, and/or horror (Briere & Scott, 2006). Essentially, “an event is
traumatic if it is extremely upsetting and at least temporarily overwhelms the individual’s
internal resources” (Briere & Scott, 2006, p. 4). Examples of trauma they note are
natural disasters, mass interpersonal violence, car accidents, house fires, sexual or
physical assault, intimate partner violence, torture, and war (Briere & Scott, 2006).
Rather than creating a new definition or list of possible traumas, Brown (2008)
asserts that mental health professionals should not rely on a specific list of possible
traumas and instead should consider from each client’s perspective what may be
traumatic. She argues that instead of relying on the DSM’s definition of trauma, any
event that causes emotional wounding can be traumatic if it is perceived as such by the
survivor (Brown, 2008). With this understanding, Brown (2008) explains that trauma
often occurs “when those assumptions about the goodness, meaningfulness, and safety of
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the world are shattered by life events” (p. 99); using this conceptualization, trauma is
understood to be unique to the individual and contextualized within that person’s culture.
Brown (2008) also describes insidious trauma, which affects oppressed groups
(e.g., people of color, women, individuals in prostitution, etc.) via cultural biases, threats
to safety, stereotyping, and lack of representation. She describes insidious trauma as
stemming from frequent microaggressions that contribute to emotional pain and
exhaustion, which causes psychic wounding (Brown, 2008). Brown (2008) illustrates
insidious trauma as a “drop of emotional acid [that] creates just enough damage to render
the next drop more damaging [and]…Over time a fissure develops” (p. 104).
Responses. Trauma reactions1 vary by person, culture, and type of trauma.
Despite how many people think of trauma, there is no universal trauma response; while
many people believe PTSD is the primary (if not only) response to trauma, many
survivors may never meet criteria for PTSD, though this does not diminish their trauma
reactions or undermine trauma as the root cause of their mental health difficulties. It is
beyond the scope of this dissertation to document all possible trauma responses, however,
the most common reactions, particularly those responses seen in traumas similar to
prostitution (e.g., CSA, intimate partner violence, human trafficking, etc.), are
summarized below.
DSM diagnostic criteria for PTSD. Similar to the discussion of trauma
definitions above, the most common way to conceptualize trauma responses is to use the
DSM criteria for PTSD. While not a perfect summary of trauma reactions, because of the
near-universal use of the DSM among mental health providers in the United States, the

1

Changes after a trauma are referred to as trauma reactions, responses, outcomes, effects, and symptoms by
various authors. Therefore, I use these terms interchangeably in this dissertation.
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criteria are a useful place to start. When it originally appeared in the third edition of the
DSM, PTSD was categorized as an anxiety disorder characterized by three primary
symptom categories: (a) re-experiencing the trauma (e.g., recurrent dreams, flashbacks,
intrusive memories, etc.), (b) avoidance (e.g., evading thoughts or situations that remind
person of trauma, forgetting aspects of the trauma, etc.) or numbing (e.g., restricted
affect, loss of interest in many activities, emotional detachment, etc.), and (c)
hyperarousal (e.g., irritability, hypervigilance, difficulty concentrating, etc.; American
Psychiatric Association, 1980). In the fourth edition of the DSM, the PTSD diagnosis
was essentially the same.
In the most recent edition, the DSM developed a new category of diagnoses called
“Trauma- and Stressor-Related Disorders,” in which PTSD is included (American
Psychiatric Association, 2013). This re-categorization demonstrates an important shift in
labeling trauma as the cause of several mental health issues and slightly reduces the
typical pathologizing of many normative trauma responses. In the DSM-5, PTSD
symptoms are still broken down into similar categories: (a) intrusions, (b) avoidance, (c)
affective and cognitive changes (e.g., using substances to forget about trauma, negative
changes to one’s self-concept, sad mood, etc.), and (d) reactivity (e.g., irritability,
hypervigilance, recklessness, etc.; American Psychiatric Association, 2013). For the first
time, the DSM-5 includes the specifier of dissociative features (i.e., depersonalization
and/or derealization) as possible trauma reactions, in addition to the affective and
cognitive changes included in the primary diagnostic criteria (American Psychiatric
Association, 2013).
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Complex PTSD. One of the primary critiques of the DSM’s PTSD diagnosis is
how it misunderstands the differences between reactions following single-event (e.g., an
assault) and chronic or enduring trauma (e.g., long-term abuse; Herman, 1992). Herman
(1992) in particular criticizes the DSM’s diagnostic criteria because they are based
primarily on responses to single-event and/or combat traumas, yet they are applied to all
types of trauma. While not diminishing the impact of war or single-event trauma, it is
important to consider that people’s reactions are often very different when they are
exposed to trauma repeatedly and over a long period of time.
Herman (1992) outlines the primary causes of complex trauma and how they
differ from typical PTSD. She identifies that terror, disconnection, and captivity are the
hallmarks of complex trauma (Herman, 1992). Terror occurs “when neither resistance
nor escape is possible [and] the human system of self-defense becomes overwhelmed and
disorganized” (Herman, 1992, p. 34); terror is a common feature in childhood abuse,
domestic violence, and individuals in prostitution who are controlled by pimps. As a
result of terror, survivors often experience hyperarousal, intrusions, and affective
constriction (Herman, 1992).
Disconnection is a central component of complex trauma that clearly
differentiates it from single-event trauma. The separation from loved ones and the
community common among complex traumas destroy the individual’s sense of self and
connections with individuals and the greater community (Herman, 1992). These
severances “undermine the belief systems that give meaning to human experience. They
violate the victim’s faith in a natural and divine order and cast the victim into a state of
existential crisis” (Herman, 1992, p. 51). Stemming from disconnection are common
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changes in self-concept, vulnerability to future trauma, loss of social supports, and
disintegration from the community (Herman, 1992).
Whether metaphorical or literal, captivity is a major component of complex
trauma (Herman, 1992). By using power, threats, incentives, coercion, violence, and/or
control, victims are actually and/or figuratively trapped by the perpetrator, with the end
goal of creating a “willing victim” (Herman, 1992, p. 75). Herman (1992) specifically
noted the use of captivity in prostitution through a process calling “seasoning” (p. 76) in
which women are systematically and repeatedly abused physically, emotionally, and
sexually to break their will and make them appear compliant with the pimp’s or brothel
owner’s demands. The main outcome of captivity is total emotional and/or physical
surrender, thus making the victim appear to “consent” to abuse; by “complying,” victims
are blamed by themselves and others for their abuse (Herman, 1992).
Overall, a frequent reaction to complex trauma is for the person to operate in
survival mode at all times, even when the person is no longer in immediate danger
(Herman, 1992). As a result of operating in survival mode, individuals often exhibit
chronic and intense depression, anxiety, anger, helplessness, passivity, and preoccupation
with one’s trauma (Herman, 1992). Adding insult to injury, survivors also often face
blame for their traumas (Herman, 1992) because they do not fight harder or leave sooner
or are perceived to have put themselves in dangerous positions. This blame often enters
the therapy session as well; as Herman (1992) stated:
Instead of conceptualizing the psychopathology of the victim as a response to an
abusive situation, mental health professionals have frequently attributed the
abusive situation to the victim’s presumed underlying psychopathology…
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Concepts of personality organization developed under ordinary circumstances are
applied to victims, without any understanding of the corrosion of personality that
occurs under conditions of prolonged terror. Thus, patients who suffer from the
complex aftereffects of chronic trauma still commonly risk being misdiagnosed as
having personality disorders (pp. 116-117).
Given this understanding of prolonged trauma exposure, Herman developed
diagnostic criteria for Complex Posttraumatic Stress Disorder (CPTSD). The primary
criteria of CPTSD include (a) changes in affect regulation (e.g., chronic sadness, selfinjury, explosive anger, etc.), (b) altered consciousness (e.g., dissociation, reliving
trauma, amnesia of aspects of trauma, etc.), (c) shifts in self-concept (e.g., shame, selfblame, sense of being different than others, etc.), (d) changes in perception of the
perpetrator (e.g., accepting perpetrator’s belief system, idealization of perpetrator,
obsession with revenge, etc.), (e) altered relationships (e.g., isolation, ongoing distrust,
difficulty protecting self from others, etc.), and (f) modified systems of meaning (e.g.,
loss of faith, hopelessness, etc.; Herman, 1992, p. 121). It is important to note that many
of the diagnostic criteria for CPTSD overlap with diagnostic criteria for Borderline,
Histrionic, and Dependent Personality Disorders; the key difference between these
conditions is that personality disorders are conceptualized as enduring patterns of
behavior and affect caused by inherent pathology (American Psychiatric Association,
2013), whereas CPTSD is understood to be an expected response to extreme and
prolonged trauma (Herman, 1992).
Although personality disorders should only be diagnosed if the dysfunctional
patterns emerges before the onset of trauma (American Psychiatric Association, 2013),
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clients’ trauma histories are often overlooked when diagnosing personality disorders
(Briere & Scott, 2006; Herman, 1992). Additionally, personality disorders carry
significant stigma both inside and outside the mental health profession. Borderline
Personality Disorder in particular carries a lot of negative bias and many clinicians view
clients with this diagnosis as manipulative, emotionally unstable, reactive, difficult, and
even untreatable (Briere & Scott, 2006); it is unsurprising that up 97% of clients with a
borderline diagnosis have histories of severe child abuse in one study (Putnam et al., n.d.,
as cited in Herman, 1992). Given the over- and mis-diagnosis of personality disorders
among trauma survivors, particularly when such a high percentage of people experience
trauma well before their “pathological personalities” emerge, personality disorders are
not considered trauma reactions by most therapists (Briere & Scott, 2006; Herman,
1992).
Other outcomes. While PTSD and CPTSD are considered the prototypical
reactions to trauma, they are by no means the only reactions. Some other very common
reactions to trauma include major depression (with or without psychotic features),
generalized anxiety, acute stress, adjustment disorders, panic disorder, specific phobias,
dissociative disorders, somatoform disorders, psychosis, and substance use disorders
(Briere & Scott, 2006; Brown, 2008; Herman, 1992). Disordered eating, conduct issues,
lowered school and work performance, sexual problems, and poorer attention are also
commonly observed in trauma survivors (Briere & Scott, 2006; Brown, 2008; Herman,
1992).
While not typically thought of as a response to trauma, myriad physical health
problems can also follow trauma. The landmark Adverse Childhood Experiences (ACE)
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Study (Felitti et al., 1998) highlights for the first time the role of childhood abuse and
family dysfunction in the leading causes of death. Based on survey responses and
medical chart reviews of over 19,000 participants, ACEs are shown to be correlated with
increased risk for heart disease, obesity, diabetes, cancer, emphysema, and stroke, among
many other health problems (Felitti et al., 1998). This study considers a number of
childhood factors, such as physical abuse, exposure to domestic violence, poverty, and
substance abuse in the home, all of which correlate with each of the abovementioned
medical conditions (Felitti et al., 1998). Researchers demonstrate that the more ACEs
individuals experience, the greater their social, emotional, and cognitive impairment,
which contribute to the adoption of health risk behaviors (e.g., tobacco use, poor eating
habits) and led to disease and early death (Felitti et al., 1998). The complex connections
between trauma, mental health issues, risky health behaviors, and increased physical
health problems are consistent with years of clinicians’ reports of common outcomes of
trauma among their clients (Herman, 1992).
Treatment. There are numerous treatments designed specifically for processing
trauma. While it goes beyond the scope of this dissertation to outline all of the trauma
therapies, I have a brief summary of the major treatments for trauma. As mentioned in
Chapter One, all evidence-based trauma therapies share some common features, these
include helping the client to: (a) establish physical and emotional safety, both inside and
outside of therapy, (b) create emotional and life stability, (c) develop a supportive,
consistent, and trusting therapeutic relationship, (d) emotionally process and integrate the
trauma, (e) tailor therapy to the client’s individual needs, (f) attend to client’s
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sociocultural context, and (g) reduce self-blame, shame, and guilt (Briere & Scott, 2006;
Brown, 2008; Herman, 1992).
Safety. The first task in all trauma therapies is to help the client create and
maintain emotional and physical safety (Briere & Scott, 2006; Brown, 2008; Herman,
1992). At the most basic level, safety is defined as having one’s basic needs met (e.g.,
shelter, food, water, etc.) and the minimization or absence of immediate physical and
psychological danger (e.g., exposure to ongoing abuse and potential sources of additional
trauma; Herman, 1992). The purposes of establishing safety are to restore a sense of
control that has been taken away in trauma and rebuild a secure environment (Herman,
1992).
Establishing safety can take days, weeks, months, and even years. Many clients
require crisis counseling, medication, and/or basic coping skills training in order to create
a sense of control and safety (Herman, 1992). Empowering clients to attend to essential
self-care activities (e.g., hygiene, healthy diet, sleep, etc.) is an important step in helping
clients regain some control and self-efficacy. Assisting clients with managing traumatic
reactions (e.g., flashbacks, nightmares, etc.) are also an important part of this process. As
Herman (1992) states, “establishing safety begins by focusing on control of the body and
generally moves outward toward control of the environment” (p. 160).
Some clinicians disagree on what does and does not constitute safety. A prime
source of contention is whether to begin trauma therapy if the client is actively abusing
mind-altering substances as these could interfere with the client’s basic needs. Many
therapists argue that trauma therapy cannot safely occur if the client is abusing drugs or
alcohol, particularly to numb feelings related to the trauma (Herman, 1992). However,
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others argue that because many people use substances to self-medicate and manage
trauma reactions, they may not be able to establish and maintain sobriety as their trauma
responses will likely reemerge once they become abstinent (Briere & Scott, 2006).
Another related issue to this topic concerns whether individuals who lack basic
necessities can safely engage in trauma therapy; these issues are particularly relevant to
WIP who are likely to be homeless or live in poverty, abusing substances, and/or
involved in exploitative or violent relationships. There is no consensus among clinicians
or researchers regarding when it is “appropriate” to engage in trauma therapy if clients
have ongoing safety issues, therefore, determining what is best for the client is usually a
collaborative decision between the therapist and client.
Stability. Creating emotional and life stability are important tasks as trauma
therapy progresses. Establishing stability can entail helping clients to better manage
trauma responses and other mental health issues, increasing social supports, promoting
physical wellness activities, engaging in self-help groups, making changes to increase
safety in one’s life (e.g., cutting down on substance use, reducing self-harming behaviors,
leaving unhealthy relationships, etc.), finding employment, and/or refining coping skills
(Herman, 1992). It is important to note that in this stage of therapy, it is common for
survivors to “make a rapid and dramatic return to the appearance of normal functioning,
[however] this symptomatic stabilization should not be mistaken for full recovery, for the
integration of the trauma has not been accomplished” (Herman, 1992, p. 165).
Therapeutic relationship. As in any therapeutic relationship, trauma therapy
should be built on a foundation of nonjudgment, confidentiality, unconditional positive
regard, active listening, and trust (Briere & Scott, 2006; Brown, 2008; Herman, 1992).
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Additional essential components of trauma therapy include believing and never blaming
the client, regardless of the circumstances that led to the client’s trauma (Briere & Scott,
2006; Brown, 2008; Herman, 1992). Informed consent is even more important during
trauma therapy because the client has the right to understand what therapy entails (i.e.,
how recapitulation works) as well as refuse to discuss the trauma at any time, regardless
if the therapist believes the client “should” talk about it (Briere & Scott, 2006; Brown,
2008; Herman, 1992). Lastly, the clinician must attend even more to power differentials
in the therapeutic relationship when processing trauma as clients are even more
vulnerable to recreating dynamics from abusive relationships in therapy, deferring to the
therapist as expert, trying to please the therapist, and/or being exploited (Briere & Scott,
2006; Brown, 2008; Herman, 1992).
Processing and integration. All empirically supported trauma therapies include
processing and integration of the traumatic event(s) (Briere & Scott, 2006; Figley, 1986;
Foa, Keane, & Friedman, 2000). While the procedures of processing and integration
varied by clinical approach, all evidence-based treatments include purposefully
remembering and retelling trauma as a part of integrating the event into the clients’ other
life experiences so that the trauma is part of the client’s life, instead of the defining or an
overwhelming part of their lives (Figley, 1986; Foa et al., 2000; Herman, 1992).
Processing and integration are conceptualized as recreating and transforming the trauma
narrative, which enables the survivor to understand the trauma more fully, and more
importantly, to reclaim the survivor’s “earlier history in order to “re-create the flow” of
the patient’s life and restore a sense of continuity with the past” (Herman, 1992, p. 176).
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Tailoring therapy. It is inappropriate, and likely unethical and ineffective, to
apply any given trauma treatment to all clients in the same manner (Briere & Scott, 2006;
Brown, 2008; Herman, 1992). As in all evidence-based therapies, trauma treatment must
be tailored to the unique issues, characteristics, and circumstances of each individual
client (Briere & Scott, 2006; Brown, 2008; Herman, 1992). Effective trauma therapy is
collaborative and invites clients to voice what they are and are not comfortable with in
therapy as a part of creating a treatment plan that integrates their needs, preferences,
abilities, and strengths (Briere & Scott, 2006; Brown, 2008; Herman, 1992).
By encouraging clients to take ownership of their own therapy, clinicians
empower clients and help them reestablish control and safety, as well as clarify for
themselves what they want from therapy and in their lives (Briere & Scott, 2006; Brown,
2008; Herman, 1992). Empowerment is an intervention in itself and demonstrates to
clients that they are valued and respected by the therapist, thus enhancing the therapeutic
relationship (Briere & Scott, 2006; Brown, 2008; Herman, 1992; Worell & Remer, 2003).
By honoring the unique qualities and worth of each client, therapists can be some of the
first people to treat WIP with dignity and respect, which is essential to helping them to
heal (Benoit & Millar, 2001; Kurtz et al., 2005).
Sociocultural context. Similar to tailoring therapy to each client, attending to
each client’s sociocultural context is essential to all evidence-based treatments,
particularly trauma therapy. Rather than being an afterthought, evaluating and addressing
the role of culture in the client’s trauma and in the therapeutic relationship must be
prioritized (Brown, 2008). Trauma itself is disempowering, therefore, attending to
culture, particularly among people with marginalized identities, is imperative because of

46

the disempowerment inherent to oppression (Brown, 2008; Herman, 1992). Individuals
with oppressed identities are also more likely to suffer trauma and have more severe
trauma reactions, making cultural competence in trauma therapy even more important
(Brown, 2008). As Brown (2008) stated: “A psychotherapist’s ability to understand how
a trauma survivor’s multiple identities and social contexts lend meaning to the experience
of a trauma and the process of recovery comprises the central factor of culturally
competent trauma practice” (p. 3).
For WIP, culture plays a significant role. Not only are oppressed groups
overrepresented in prostitution, but people in prostitution are further marginalized as they
are often viewed as dirty, criminal, diseased, addicted, desperate, and immoral (Farley,
2003). For WIP, trauma and oppression serve both as facilitators into prostitution and
barriers to exiting (Cascio & Brown, 2015). Therefore, providing competent therapy to
WIP must include trauma and culture as central components of treatment.
Reducing self-blame. Self-blame, regardless of how misplaced it may be, is a
common reaction to trauma (Briere & Scott, 2006; Brown, 2008; Herman, 1992).
Exacerbating clients’ taking responsibility for their trauma is frequent blame from others
(Briere & Scott, 2006; Brown, 2008; Herman, 1992). Given the pervasiveness of selfblame among trauma survivors, therapists must provide psychoeducation on causes of
trauma, particularly in cases of interpersonal violence when victims are often told by
perpetrators that they “want” or “deserve” abuse (Herman, 1992). Additionally,
clinicians should gently challenge clients’ self-blame, but with the understanding that
therapists may be challenging client’s long-held worldview, which could be difficult,
upsetting, and confusing to change (Herman, 1992). Therapists must also validate the
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utility of self-blame (i.e., creating a sense of control and ability to prevent future abuse)
for the client and acknowledge the purpose (and fallacy) of others blaming the client as a
part of reducing self-blame (Herman, 1992).
In many forms of trauma, particularly those common among WIP, others often
blame the victim for what happened to them (Farley, 2003; Herman, 1992). Although
taking responsibility may be survivors’ attempts to regain control or make sense of the
trauma, when coupled with blame from others, victims may punish themselves for their
perceived faults or alter their self-concepts to view themselves as “damaged” or
“deserving” of maltreatment (Herman, 1992). Survivors who take responsibility for their
traumas can also lead to therapists’ mislabeling and/or ignoring the real reasons the
trauma occurred (Herman, 1992). Herman (1992) specifically referred to individuals in
prostitution as an example of blaming the victim that results in “extraordinary censure”
(p. 115) both by mental health professionals (i.e., misdiagnosis of severe trauma reactions
as personality disorders) and the greater culture (e.g., lacking services for WIP, arresting
WIP much more than customers, etc.).
Evidence-based therapies. There are numerous empirically supported treatments
for various forms of trauma. Some of the most common include Cognitive Processing
Therapy, (Prolonged) Exposure Therapy, Eye Movement Desensitization and
Reprocessing, Systematic Desensitization, Cognitive Restructuring, Stress Inoculation
Therapy, Imagery Rehearsal Therapy, and Trauma-informed Cognitive Behavioral
Therapy (Briere & Scott, 2006; Foa et al., 2000). Although not solely for trauma,
Acceptance and Commitment Therapy, Biofeedback, Dialectical Behavior Therapy,
Psychodynamic Therapy, group therapy (no research suggests any one group approach is
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more effective than others; Foa et al., 2000), and couple’s therapy, are also shown to be
effective when used with survivors to reduce trauma reactions (U.S. Department of
Veterans Affairs, 2008).
There are also empirically supported treatments that address trauma for people
with addictions and/or co-occurring mental health issues, including Seeking Safety,
Collaborative Care, Trauma Recovery and Empowerment Model, and Transcend (Foa et
al., 2000). Psychosocial rehabilitation, which includes psychoeducation, supportive
education, self-care training, supportive housing, family therapy, social skills training,
vocational training, and case management, is also effective, particularly for trauma
survivors with “significant impairments in multiple life functioning domains” (Foa et al.,
2000, p. 589). Additional techniques shown effective as a part of some of the
abovementioned therapies include grounding techniques, mindfulness practices,
relaxation training, and psychotropic medications (particularly for depressive, anxious,
and/or psychotic symptoms; Briere & Scott, 2006; Foa et al., 2000; U.S. Department of
Veterans Affairs, 2008).
Although not considered empirically supportive treatments because they are not
studied using randomized clinical trials, creative therapies (e.g., art therapy, music
therapy, dance therapy, etc.), feminist approaches (see Worell & Remer, 2003),
Psychodrama (see McVea, 2012), yoga (see Emerson, 2015), and Interpersonal Process
Therapy are used to effectively treat trauma, whether as the primary therapeutic approach
or as a complement to other methods (Foa et al., 2000; Fridley, 2011). Given that the
empirically supported treatments are considered the “gold standard” of effective
psychotherapy (and often dictate what services are paid for by insurance companies),
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approaches that do not fit the traditional medical model (particularly feminist and other
social justice approaches) are often not considered evidence-based treatment despite their
clinical utility and effectiveness in helping clients heal from trauma.
Moreover, research demonstrates that the overwhelming majority of therapeutic
change can be attributed to “common factors,” like building a strong therapeutic alliance,
nonjudgment, and tailoring the therapy to the client’s unique needs (see Duncan, Miller,
& Sparks, 2004). With this understanding, it is unsurprising that in her book, Cultural
Competence in Trauma Therapy, Laura Brown (2008) highlights common factors
research and identifies that the therapeutic “relationship and its quality become
paramount. Cultural competence improves relationship quality, which in turn is what the
empirically supported psychotherapy relationships research tells psychotherapists lies at
the core of good psychotherapy outcome” (p. 93). Overall, although there are numerous
empirically supported treatments for trauma, developing a strong therapeutic alliance,
helping the client to establish safety and stability, recapitulating the trauma, tailoring
therapy to the client’s needs, attending to the client’s sociocultural context, and reducing
self-blame remain the most important interventions therapists can offer, regardless of the
specific theoretical orientation or approach they use (Briere & Scott, 2006; Figley, 1986;
Brown, 2008; Herman, 1992).
Summary. It is clear that trauma is a complex phenomenon. The field’s
understanding of what events are traumatic, what trauma responses are, and how to
recover from trauma have evolved significantly over the past several decades. Despite
the significant research that exists, there are still many gaps in the literature, particularly
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when serving non-dominant groups and complex or chronic types of trauma, of which
prostitution is a prime example.
There are numerous strengths within the trauma literature particularly that over
the past four decades of research on this heterogeneous topic have increased
considerably. Additionally, in the past two decades, research has diversified significantly
to better understand more forms of trauma (especially resulting from interpersonal
violence), expand the concept of trauma reactions, and increases knowledge of how to
effectively treat trauma. There is also a greater emphasis in the past several years on
exploring how members of non-dominant groups respond to and recover from trauma as
a part of growing awareness of the importance of cultural competence within the mental
health field.
Despite the many strengths, there are numerous limitations regarding trauma
literature. Most of these limitations are related to the limited research on chronic and
insidious trauma (Brown, 2008; Herman, 1992). Unfortunately, for many years clinicians
and researchers have utilized knowledge of and interventions for single-event and
primarily adulthood and combat traumas and applied them to survivors of ongoing abuse,
systematic cultural oppression, and childhood exploitation. This inappropriate
application of research often results in the misunderstanding, mislabeling, and mistreating
of survivors of complex trauma in therapy and inappropriately pathologizing normal
responses to severe and chronic trauma (Brown, 2008; Herman, 1992). Although there is
greater contemporary awareness of complex trauma, CPTSD is still not included in the
newest edition of the DSM, demonstrating that mental health professionals still have a
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long way to go to understanding and effectively treating non-single-event and noncombat trauma, particularly among individuals with oppressed identities.
Trauma-informed care. SAMHSA (2014) explains that trauma-informed care2
integrates knowledge of trauma into the culture of the organization providing the services
and is based on research on causes of, responses to, and treatment for trauma. Traumainformed care includes any services individuals receive that are informed by trauma
research, including psychotherapy (SAMHSA, 2014). In explaining their rationale for
the importance of trauma-informed care, SAMHSA (2014) states that trauma
[I]s an almost universal experience of people with mental and substance use
disorders. The need to address trauma is increasingly viewed as an important
component of effective behavioral health service delivery. Additionally, it has
become evident that addressing trauma requires a multi-pronged, multi-agency
public health approach inclusive of public education and awareness, prevention
and early identification, and effective trauma-specific assessment and treatment.
In order to maximize the impact of these efforts, they need to be provided in an
organizational or community context that is trauma-informed, that is, based on the
knowledge and understanding of trauma and its far-reaching implications (p. 2).
To illustrate the importance of providing trauma-informed care, I use an example
from a participant in a previous research study who is enrolled in a treatment program
solely for women trying to leave prostitution. The participant informed me that several
years prior, she was having a traumatic flashback and a staff member tried to comfort her;

2

The terms trauma-informed care, trauma-informed practice, and trauma-informed services are all used
interchangeably throughout the literature; for continuity, trauma-informed care is used throughout this
dissertation to refer to any of the abovementioned terms.

52

in trying to calm the participant down, the staff person put her arm around the participant,
which frightened her and caused her to swat the staff person’s arm away. As a result of
this incident, the client was discharged from the program because she used physical
“violence” toward staff. Had the well-meaning staff person been educated about trauma,
she could have tried to help the participant without touching her because she would have
known about the importance of asking permission to touch a trauma survivor and/or what
happens during a flashback. Additionally, if the program were trauma-informed, they
could have responded to the client’s reaction with understanding and helped her to
develop self-soothing skills, rather than punishing her for the staff person’s mistake.
SAMHSA’s concept of trauma. In developing their guidelines, SAMHSA (2014)
reviews the trauma literature, sought recommendations from providers who specialize in
treating trauma, and requested feedback from trauma survivors who had interactions with
numerous types of service providers. They utilize a holistic biopsychosocial approach to
trauma that includes how trauma impacts individuals and communities on the
neurological, emotional, cultural, spiritual, and interpersonal levels (SAMHSA, 2014).
They define trauma as the result of
An event, series of events, or set of circumstances that is experienced by an
individual as physically or emotionally harmful or life threatening and that has
lasting adverse effects on the individual’s functioning and mental, physical,
social, emotional, or spiritual well-being (SAMHSA, 2014, p. 7).
Key Assumptions. SAMHSA (2014) outlines four Key Assumptions that inform
the development of their guidelines for trauma-informed care. Based on knowledge from
researchers, providers, and survivors, SAMHSA’s (2014) first Assumption is the

53

importance of realizing how trauma impacts individuals, families, communities, and
cultures. They acknowledge that survivors often engage in healthy and unhealthy coping
strategies to help themselves withstand trauma and overcome adversities (SAMHSA,
2014). They also note that trauma is a frequent cause or underlying factor in mental
health and substance abuse issues, even if the client does not initially recognize this
connection or the presenting issue is not related to previous trauma (SAMHSA, 2014).
The second Assumption, recognition, concerns increasing awareness of trauma
reactions (SAMHSA, 2014). Trauma-informed care acknowledges that trauma responses
vary by culture, age/developmental stage, gender, and ability (SAMHSA, 2014). In order
to identify survivors, trauma screening is a standard practice in all trauma-informed care
(SAMHSA, 2014).
Thirdly, organizations respond by implementing trauma-informed care and
integrating their knowledge of trauma in all aspects of their program (SAMHSA, 2014).
Providers appreciate that victims and their support networks are both impacted by trauma
and offer services that assist all parties (SAMHSA, 2014). They acknowledge that
providers can experience secondary trauma as a result of their work and provide
appropriate supervision, consultation, and support services (SAMHSA, 2014). In order
to respond effectively, SAMHSA (2014) eloquently outlines that at every level of the
program, employees
[H]ave changed their language, behaviors and policies to take into consideration
the experiences of trauma among children and adult users of the services and
among staff providing the services. This is accomplished through staff training, a
budget that supports this ongoing training, and leadership that realizes the role of
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trauma in the lives of their staff and the people they serve. The organization has
practitioners trained in evidence-based trauma practices. Policies of the
organization, such as mission statements, staff handbooks and manuals promote a
culture based on beliefs about resilience, recovery, and healing from trauma…the
agency’s mission may include an intentional statement on the organization’s
commitment to promote trauma recovery; agency policies demonstrate a
commitment to incorporating perspectives of people served through the
establishment of client advisory boards or inclusion of people who have received
services on the agency’s board of directors…The organization is committed to
providing a physically and psychologically safe environment...The program’s,
organization’s, or system’s response involves a universal precautions approach in
which one expects the presence of trauma in lives of individuals being served,
ensuring not to replicate it (p. 10).
The fourth Assumption is to resist retraumatizing clients and staff (SAMHSA,
2014). By developing policies and practices that assume all clients and staff members are
trauma survivors, organizations can avoid or minimize the chances of retraumatizing all
individuals involved in the program (SAMHSA, 2014). In particular, SAMHSA (2014)
highlights how certain common protocols in behavioral health settings could be
retraumatizing; as an example, secluding someone who is agitated may appear to be
benign and potentially help the person calm down, however, if that person has
experienced neglect or abandonment, isolation can cause further agitation and/or
retraumatize the individual. Trauma-informed care considers the impact of any practice
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and responds by creating procedures that minimize or avoid retraumatization (SAMHSA,
2014).
Key Principles. In addition to the four Key Assumptions, there are six principles
SAMHSA outlines. These are used instead of a set of specific practices or guidelines so
the principles can be applied in many settings and adapted to the unique needs of each
program’s clients and staff (SAMHSA, 2014). These principles are founded on research,
empowerment, and cooperation between the program and its clientele (SAMHSA, 2014).
The six principles of trauma-informed care are: (a) safety; (b) trustworthiness and
transparency; (c) peer support; (d) collaboration and mutuality; (e) empowerment, voice,
and choice; and (f) cultural, historical, and gender issues (SAMHSA, 2014).
Physical and emotional safety, as defined primarily by clients, are prioritized in
trauma-informed care (SAMHSA, 2014). Programs operate in a transparent manner to
promote trust of the organization among clients and other key stakeholders (SAMHSA,
2014). Utilizing peer support and self-help strategies are valued in trauma-informed care
as they use survivors’ lived experiences to foster hope, safety, trust, cooperation, and
healing (SAMHSA, 2014). By reducing power differentials, trauma-informed care
promotes the healing nature of relationships and mutuality (SAMHSA, 2014). Clients’
experiences and abilities are recognized as strengths and the foundation on which to build
their recovery; clients are empowered to collaborate with providers to make decisions
regarding their own treatment and trauma healing (SAMHSA, 2014). Lastly, in addition
to challenging biases based on race, gender, sexual orientation, and other identities, a
program that is trauma-informed “offers access to gender responsive services; leverages
the healing value of traditional cultural connections; incorporates policies, protocols, and
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processes that are responsive to the racial, ethnic and cultural needs of individuals served;
and recognizes and addresses historical trauma” (SAMHSA, 2014, p. 11).
Summary. Overall, SAMHSA (2014) provides an accessible and evidence-based
approach to creating and/or evaluating trauma-informed care in a variety of settings. The
four Key Assumptions and six Principles offer clear steps to follow, yet provide
significant flexibility to cater services to the unique needs of each agency, client, and
staff member. SAMHSA’s model is comprehensive and could be applied to agencies that
provide trauma therapy, as well as other supportive services.
The major advantages to SAMHSA’s model are that it is based on decades of
research, includes knowledge from experts in treating trauma, and integrates feedback
from trauma survivors in developing its Assumptions and Principles. Additionally, this
model of trauma-informed care is both broad and flexible enough to be applied in a
variety of settings and tailored to meet the needs of individual programs, clients, and
staff. The other major advantage of SAMHSA’s approach is that it integrates social
justice and feminist perspectives on trauma treatment, such as attending to clients’
cultural backgrounds, awareness of the impact of historical trauma, empowering and
collaborating with clients, and the importance of therapeutic and interpersonal
relationships in trauma healing.
The Assumptions and Principles are based on a thorough review of decades of
research, integrate the clinical expertise of trauma therapists, and utilize the lived
experiences of trauma survivors; based on these factors, SAMHSA’s trauma-informed
care model truly represents evidence-based practice for treating trauma. Additionally,
this model includes cultural context as central to understanding and treating trauma,
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something that many empirically supported treatments overlook or relegate to
afterthoughts in their models. Overall, it is very difficult to identify any weaknesses in
SAMHSA’s model.
Research Questions
The research questions are: (a) What services are agencies providing to women in
prostitution?; (b) How do agencies decide which services to provide and how to provide
them?; (c) How do agencies evaluate the effectiveness of their services?; and (d) Are the
services they provide (and refer out to) trauma-informed? SAMHSA’s model is used to
determine whether services for WIP are trauma-informed. The interview questions are
listed in full in Appendix A; these questions are informed both by the four Key
Assumptions and six Key Principles.
Description of Study
Eight programs with a primary focus of serving WIP are evaluated to identify
what services they offer, how those services are selected and designed, how services
address trauma, and if services are trauma-informed (as defined by the SAMHSA model).
Data from the programs are compared and coded to understand what services WIP are
offered in treatment, what services are considered by the programs to be effective or
ineffective, and whether services are trauma-informed. In exploring these programs,
theory-based program evaluations are utilized. This approach, as well as the details
regarding the specific methodology, are discussed in Chapter Three.
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Chapter Three: Research Design and Methodology
WIP are at significant risk for trauma and mental health issues, including PTSD,
substance use disorders, depression, and anxiety (Farley, 2003; Ling et al., 2007; Rössler,
et al. 2010; Roxburgh et al., 2008). Despite the prevalence of psychological difficulties,
research on the mental health needs of and effective treatment with WIP is limited.
Given this dearth in the literature, identifying and evaluating services provided to WIP is
an important step to establishing evidence-based guidelines for effective treatment.
Moreover, because of the omnipresence of trauma among WIP, understanding if and how
trauma was treated in these services was an essential step in improving services for
women trying to leave prostitution.
In order to research the services WIP receive while trying to exit prostitution,
theory-driven program evaluation was utilized (to be explained in detail later in this
chapter). This study focused on assessing agencies that primarily served WIP in order to
identify services offered, understand how they were implemented, learn which were
effective, and assess if they were trauma-informed. In answering this study’s research
questions, it was key to determine each agency’s Program Theory (Chen, 2015), which
explained how agencies conceptualized the social issue they addressed, what caused the
issue, and the necessary interventions to tackle the issue. Specific to this study, by
identifying and assessing each agency’s Program Theory, I uncovered how each agency
conceptualized why and how women enter prostitution and what they believed women
needed to successfully exit. Identifying each agency’s Program Theory through
constructivist program evaluations was most appropriate for this dissertation because they
could be used to generalize evaluation findings to other settings, create hypotheses on
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what makes services successful, assess agency effectiveness, and improve outcomes
(Chen, 2015).
Relevant Features of Program Evaluation
There are several types of program evaluation. Chen (2015) identified two
primary forms: process evaluations (i.e., how the program operates) and outcome
evaluations (i.e., if the program is effective). Evaluations could also be constructive (i.e.,
identify strengths and weaknesses of program) and conclusive (i.e., judge merits of
program; Chen, 2015; Owen, 2006). In the following sections, I describe some of the
purposes of program evaluation, identified the type of evaluations I conducted for this
dissertation, and summarized the theoretical approach that will guide these evaluations.
Improving effectiveness. The ultimate goal of program evaluation is to increase
the effectiveness of a given intervention (Chen, 2015; Owen, 2006). Although this seems
straightforward, increasing effectiveness does not solely refer to improving outcomes;
rather, a successful program evaluation must identify both what the agency does well and
where they can improve in order to enhance their intervention (Chen, 2015; Owen, 2006).
The primary purpose of program evaluation is thus “to produce useful information that
can enhance the knowledge and technology we employ to solve social problems and
improve the quality of our lives” (Chen, 2015, p. 24).
Attending to context. An essential feature of program evaluation that separates
it from other disciplines is the holistic nature of assessments (Owen, 2006). Chen (2015)
described this facet of program evaluation as judging “a program not only by its results,
but also by its context” (p. 21). By attending to context, program evaluations identified
not only if goals were achieved, but how those outcomes were attained (Chen, 2015;
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Owen, 2006). Program evaluation also considered the circumstances of whom the
agency serves, the community in which it was located, the type of social problem being
addressed, and how the agency facilitated change (Chen, 2015). This aspect of program
evaluation was essential for this dissertation as the context of addressing a complex social
issue like prostitution greatly influenced the effectiveness of each participating agency
and how it operated.
Credibility. Unlike other forms of research, program evaluation must have both
scientific and stakeholder credibility (Chen, 2015; Owen, 2006). This means that in
addition to being scientifically rigorous, program evaluations must also ensure that
agency stakeholders’ perspectives, concerns, and needs are also considered (Chen, 2015).
A successful program evaluation balanced scientific accuracy with the needs of the
program in order to achieve the most effective outcome (Chen, 2015; Owen, 2006).
Theory-Driven Program Evaluation
Unlike method-driven approaches, theory-driven program evaluation did not lock
me into one particular approach to gathering data (e.g., surveys, focus groups, interviews,
etc.; Chen, 2015). Rather, theory-driven program evaluation allowed me to meet the
unique needs of the agency, ensure scientific rigor throughout the evaluation, and address
stakeholders’ needs (Chen, 2015). This dissertation employed theory-driven program
evaluation because it helped gather data on if, how, and why an intervention was
effective (Chen, 2015). A visual summary of Theory-Driven Program Evaluation can be
found in Appendix C.
According to Chen (2015), Program Theory was defined as how an agency
conceptualized a particular problem, what they believed was the underlying cause of this
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problem, and what the best interventions to address this problem were. In this study,
Program Theory was the conceptual framework used to guide data collection as it
enabled me to identify “explicit or implicit assumptions [held] by stakeholders about
what action is required to solve a social problem and why the problem will respond to
this action” (Chen, 2015, p. 66). Essentially, Program Theory allowed for the
understanding of why an agency was designed the way it was and did what it did; this
knowledge was used to generate theory about addressing the social issue, create
generalizable findings to apply to other agencies, evaluate agency effectiveness, and
improve service outcomes (Chen, 2015). Program Theory could be very helpful in
guiding evaluations on programs that were in the planning, implementation, or mature
stages (Chen, 2015).
Change Model. The Change Model defined what the agency considered to be the
underlying reason for the problem it attempted to address (Chen, 2015). How accurately
any agency conceptualized the issue they were trying to address directly determined how
effective it was (Chen, 2015). For example, if an agency believed women end up in
prostitution because they cannot financially support themselves in other ways, that
agency would address women’s vocational and educational skills. While it is true that
many WIP lack employment skills, if the agency did not recognize the role of limited
availability of living-wage jobs or that WIP require myriad other services to successfully
leave prostitution, the educational and vocational training they offer would likely have
limited impact. Given the central role of the Change Model to an agency’s effectiveness,
identifying how an agency understood why women entered and struggled to exit
prostitution was essential to theory-based program evaluation (Chen, 2015).
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Determinants. Once program goals were identified, the agency must have
understood the determinants, which guided the design of the “leverage mechanism”
(Chen, 2015, p. 72). This mechanism was informed by the agency’s Change Model,
directs what services were offered, established goals, and anticipated desired outcomes
(Chen, 2015). Chen (2015) noted determinants were frequently connected to how
program designers conceptualized the problem the agency was addressing and how they
wanted to address it. There were many causes of a specific problem and many possible
determinants, therefore it was essential to any program evaluation guided by Program
Theory to uncover why an agency selected its particular Change Model and determinants
in order to effectively understand and improve it (Chen, 2015).
Interventions. An intervention3 was the change agent that altered the determinant
and guided the agency’s goals (Chen, 2015). Agencies offered one or several
interventions that focused on altering skills, beliefs, knowledge, and/or behaviors (Chen,
2015). Each intervention could include many components (Chen, 2015).
Goals. Based on the Change Model, goals were what the agency hoped would
result from their interventions (Chen, 2015). These goals were typically outlined in the
agency’s mission statement and/or promotional materials (Chen, 2015). Goals informed
staff and stakeholders, garnered interest in the agency, and guided outcomes (Chen,
2015). Goals substantiated the agency’s existence (Chen, 2015).
Outcomes. The measureable, tangible results of agency goals were the outcomes
(Chen, 2015). There could be short-term, long-term, desirable, and undesirable

3

Intervention was used interchangeably with treatment in the program evaluation literature; to reduce
confusion with psychotherapy or other forms of mental health treatment, the terms intervention or service
were used to refer to program offerings and nontherapeutic assistance offered in the agencies.
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outcomes, all of which were important aspects of an agency’s Program Theory (Chen,
2015). In addition to an agency’s intended outcomes, unintended outcomes were also
examined in the program evaluation (Chen, 2015).
Action Model. Closely related to the Change Model was the Action Model,
which determined “which implemented components and activities will be required to
activate the Change Model” (Chen, 2015, p. 68). Effectively, the Action Model dictated
how an agency enacted its Change Model on a day-to-day basis (Chen, 2015). Similar to
the Change Model, if the agency’s Action Model was based on flawed or inadequate
understanding of the social issue, the services it offers would be ineffective (Chen, 2015).
If an agency believed insufficient job skills were the reason women enter
prostitution, the agency likely employed vocational counselors or teachers, provided job
search assistance, and recruited potential clients from unemployment or public assistance
offices. However, if an agency that did not understand and address common issues
among WIP that served as additional barriers to leaving prostitution (e.g., homelessness,
mental health issues, etc.) into its Action Model, their well-intentioned services would
not likely be as effective as planned. Because so little was known about what and how
services were offered to WIP, exploring how each agency served their clients through
their Action Models were vital in these theory-based program evaluations (Chen, 2015).
Intervention protocol. Once the Change Model was conceptualized, the agency
created a specific plan for changing determinants, serving clients, and attaining desired
outcomes (Chen, 2015). The intervention protocol was the plan that explicitly stated how
the intervention would be executed (Chen, 2015). This protocol was informed by the
agency’s understanding of the problem, their policies and procedures, and their approach
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to services (e.g., therapeutic, religious, etc.; Chen, 2015). As a part of this protocol, the
agency determined how clients would be recruited, screened, and served, which staff
provided interventions, and where services were provided (Chen, 2015).
Implementation. In evaluating the effectiveness of an agency’s Program Theory,
the actual implementation was evaluated. Chen (2015) indicated that key areas to assess
included the identification, recruitment, screening, and service of clients. Additionally,
how staff were recruited, trained, and maintained, as well as identifying collaborating
partners were also very important (Chen, 2015). The contextual variables required to
operate the agency were highly relevant and were considered when evaluating an
agency’s Program Theory as local and larger cultural values, attitudes, and practices
affected the agency’s operation and effectiveness (Chen, 2015) as agencies that serve
marginalized groups were less likely to receive financial, community, political, and/or
logistical support. For any agency that served WIP, these contextual variables were
particularly relevant given the stigmatization of this group.
Selecting a program evaluation methodology. To select an approach to
program evaluation for this dissertation, I consulted the literature on program evaluation
that focused on evaluations of agencies that provided mental health services with highly
vulnerable individuals as these would be the most similar to WIP. Using various
combinations of relevant search terms in EbscoHost and PsychInfo (e.g., program
evaluation, outcome evaluations, mental health services, etc.), limited studies emerged
that used different formal types of program evaluations of agencies that provided mental
health services to highly vulnerable individuals. As such, I was only able to identify one
recently published study that used a formal program evaluation methodology that
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conducted exploratory (rather than evaluative) program evaluations on services similar to
those studied in this dissertation for WIP. Hill and Thies (2010) explored and evaluated
services provided to families who experienced domestic violence and child abuse using
Program Theory in one of the first attempts to systematically compare such services
provided across numerous agencies. That study used Theory Driven Program Evaluation,
and more specifically Program Theory, which demonstrated the utility of this approach in
exploring the types and effectiveness of mental health services for a vulnerable
population. Furthermore, as discussed in Chapter Two, there were many similarities
between domestic violence, child abuse, and prostitution; therefore, Hill and Thies’
(2010) study served as a strong example of the power and appropriateness of utilizing
Chen’s (2015) Theory Driven Program Evaluation methodology in this study.
Current Study
The purpose of this study was to broadly explore services for women trying to
exit prostitution and evaluated whether they are trauma-informed by utilizing the
components of Program Theory described above. The data were used to better
understand services available to WIP to generate initial guidelines for effective treatment
for this underserved and high-need population. The type of program evaluations that
were conducted in this study were constructive process evaluations (Chen, 2015). This
approach did not assess the overall effectiveness of the programs (Chen, 2015). Instead,
constructive process evaluations gathered key data about the program, identified program
strengths and weaknesses, and helped to create recommendations on how to improve
agency performance (Chen, 2015). In the following sections participant recruitment,
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measures and materials, data collection procedures, data management, and data analysis
and how they will answer the study’s research questions are described.
Program recruitment. Potential programs included all agencies in the United
States that primary focused on serving WIP. In total, 29 programs were identified in the
United States (how these were identified will be discussed in detail later in this chapter).
Five of these agencies that participated in this study were identified via an internet search
and review of books and peer-reviewed articles that discussed service agencies for WIP
(A, B, F, G, H). I contacted potential programs via email to explain the purpose of the
study and requested their participation (see Appendix B for recruitment email). I also
used my professional network to identify potential programs, as well as snowballing
techniques (i.e., requesting that study information and researcher contact information be
passed on to other potential agencies by those who have already participated). Three of
the programs that participated in this study were identified via snowballing (C, D, E).
Sample size. An adequate sample size was essential to ensuring this study
captured the diversity of programs that serve WIP. Because there were no program
evaluations of agencies that primarily serve WIP in the United States, as well as the
limited number of programs of this kind that exist in the United States, it was not possible
to know in advance exactly how many programs to sample to reach data saturation and
make reasonable comparisons across agencies. Given the limited amount of research that
existed on this topic, I estimated a target sample size of four-to-six agencies during the
proposal phase. I contacted every potential program in the United States to recruit them
for this study and accepted all agencies that agreed to participate. Ten programs initially
expressed interest in participating in this study, however, two these programs did not
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respond to multiple attempts to schedule interviews. In total, eight programs agreed to
participate and completed interviews, these programs represented over 25% of all
identified programs in the United States that have a primary focus of serving WIP; how
the programs in this study compared to all the programs that exist in the United States
will be discussed in Chapter Five.
Materials. The materials for this study included the interview protocol (including
questions that guided the review of official agency documents and materials provided to
clients; see Appendix A), informed consent form (see Appendix D), and a digital audio
recorder. The interview protocol was semi-structured, in-depth, and sought information
regarding the types of services provided to WIP, evaluation of services provided, and
treatment of trauma in services. Extended interviews as the main data collection method
were guided by Chen’s (2015) recommendation regarding the utility of in-depth
interviews to gather rich data, especially with established programs. The audio recorder
allowed me to transcribe the interviews verbatim.
Interview protocol. The interview protocol both uncovered key aspects of each
agency’s Program Theory and identified how each agency addressed trauma using
SAMHSA’s trauma-informed care model (2014). Many of the questions in the protocol
were closely modified versions of questions from SAMHSA that were adapted to address
issues most relevant to WIP. The questions were piloted with one program director
whose agency provides comprehensive trauma-informed care, including psychotherapy;
this agency also often served WIP, though that was not their primary focus. This agency
was selected because of their decades of experience serving clients with many complex
needs (e.g., homelessness, severe mental health, substance abuse, and trauma histories,
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chronic health issues, etc.) and history of working with many clients who have been in
prostitution. The purposes of piloting the interview with this agency was to use their
expertise to ensure that questions were clear, the interview protocol would glean
necessary information, and solicit and integrate feedback from the pilot interviewee in
order to improve the protocol; this feedback, and that from my committee, was used to
revise the protocol before collecting data.
In-person or Skype4 interviews focused on exploring how agencies developed
their programs, conceptualized how women enter and exit prostitution, selected the
services they offer WIP, trained staff, addressed trauma in their services, and evaluated
the effectiveness of their services. Questions also addressed to which services agencies
referred clients, if these external agencies were aware of the unique needs of WIP, and if
these external agencies’ services were trauma-informed. The interview protocol was
comprised of open-ended questions intended to elicit responses that would generate rich
data. Although there was a formal interview protocol, a semi-structured format provided
flexibility to ask participants follow-up and clarifying questions. There was also a
vignette in the interview that gathered additional data to assess how participants
conceptualized and responded to clients with trauma histories. The vignette was based on
the experience of a research participant in a previous study I completed who was a client
in an agency focused only on serving women trying to exit prostitution.
The primary reason for using a vignette in the interview was to stimulate
participants to discuss their views, beliefs, approaches, and responses related to trauma

4

Interviewees were provided with all questions (including the vignette) in writing during the interview, in
addition to asking all the questions verbally. For interviews conducted via Skype, I either sent the protocol
via email or copied questions and/or vignette into the text box of Skype to ensure clarity.
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among WIP more authentically than through direct questioning (Finch, 1987). By using
a vignette, participants had the opportunity to respond more closely to how they would in
real situations they encounter in their work with WIP (Hughes, 1998). Vignettes also
could reduce the potentially evaluative nature of the interview questions and allowed the
participants to respond with more context, clarified their perspectives, and provided data
that would be unlikely to arise through only direct questioning (Barter & Rendold, 1999).
There was also the potential to inform programs that were less aware of the role of
trauma in the lives of WIP through the discussion of an actual situation a former client
experienced who was harmed because the agency was not trauma-informed.
Informed consent form. The informed consent document described participants’
rights and protections in this study. This form also provided an overview of the study
and reviewed the benefits of participation. For in-person interviews, I reviewed this
document with the participant immediately before beginning interviews. For interviews
that were completed by Skype, I mailed the informed consent forms to the participants at
least one week in advance and provided a pre-stamped envelope for participants to return
a signed copy of the document to me; interviews were not conducted until I received the
signed consent form. For Skype interviews, I reviewed the informed consent form and
answered any questions prior to beginning interviews. This study and the consent form
were approved by the University of Kentucky’s Institutional Review Board prior to
beginning data collection.
Audio recorder. Interviews were recorded on a digital recorder. The digital
audio recorder, and any other confidential materials containing identifying information
that could link participants to the study, were kept in a secure lockbox that was stored in
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my locked personal office. After each interview, I transcribed the data verbatim; the
electronic documents that contain data were password protected.
Data collection procedures. Data collection took place in semi-structured
interviews that were conducted with program administrators in-person or via Skype,
depending on the location of the participating program and the participants’ preferences.
In situations when interviews were done by Skype, I conducted them in a private location
to maintain participants’ confidentiality; interviews that occurred in person took place in
participants’ private offices. Three interviews took place in-person (A, B, C) and five
occurred via Skype (D, E, F, G, H). All interviews took 90-120 minutes to complete. I
also reviewed agency policies and procedures, client guidebooks, and/or other
informational materials that agencies were willing to provide.
After completing the interviews, I transcribed each one verbatim. Transcripts
were reviewed and compared to the original audio recording to verify accuracy. After
transcription, the audio recordings were deleted to ensure participants’ confidentiality.
Each participating program was assigned a letter (e.g., Program A) and their identifying
information (e.g., location, affiliation with other organizations, staff names, etc.) was
altered to ensure confidentiality; only letters and altered identifying information are used
in the manuscripts. Only I had access to the informed consent documents that contained
participants’ names.
Data analysis. Because this research was exploratory in nature (i.e., did not
judge whether services were effective), the analysis phase focused on describing the
services available to WIP, how they were developed and implemented, and how they
addressed trauma. Analysis centered on synthesizing data obtained from each program
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and comparing services across the participating agencies. Similar to conducting a
qualitative study that compared data from interviewees, this study developed codes
regarding services for WIP by comparing results from across the participating agencies.
Chen (2015) noted that using qualitative methodology, particularly analysis of in-depth
interview data, was an appropriate strategy for understanding whether programs were
useful and practical in “real world” settings (p. 407). Constructivist Grounded Theory
(CGT) guided the qualitative analyses.
Constructivist Grounded Theory. CGT was an inductive and iterative qualitative
research method that sought to understand and explain relationships between abstract
concepts (Charmaz, 2009; Higginbottom & Lauridsen, 2014; Thornberg & Charmaz,
2012). This approach purported that the entire research process was socially constructed,
therefore, results must be considered in the context of the environment that produced
them (Thornberg & Charmaz, 2012). As an interactive research methodology, CGT
enabled the continuous creation of comparisons across data to develop hypotheses about
the study phenomena (Charmaz, 2009; Higginbottom & Lauridsen, 2014; Thornberg &
Charmaz, 2012). The goals of CGT were to purposefully analyze qualitative data,
establish the importance of qualitative research for theory development, give voice to
participants (especially those from marginalized and/or understudied groups), and
elucidate complex social and psychological processes (Charmaz, 2009; Higginbottom &
Lauridsen, 2014; Thornberg & Charmaz, 2012). CGT focused both on directly
observable and hidden behaviors, words, attitudes, processes, and customs in order to
develop a more comprehensive understanding of the studied group or phenomenon
(Charmaz, 2009; Higginbottom & Lauridsen, 2014). Particular emphasis was placed on
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invisible aspects as they may be the most telling or significant (Charmaz, 2009;
Higginbottom & Lauridsen, 2014).
CGT’s core beliefs were that multiple realities exist, research findings did not
need to be generalizable to large populations in order to be significant or valid, and
research was a subjective process (Charmaz, 2009; Higginbottom & Lauridsen, 2014).
Known as a relativist epistemology, CGT acknowledged that researchers directly
impacted the research process by subjectively interpreting data (Charmaz, 2009;
Higginbottom & Lauridsen, 2014). Furthermore, CGT acknowledged that researchers’
interpretations were based in their beliefs, privileges, social locations, experiences, and
identities (Charmaz, 2009; Higginbottom & Lauridsen, 2014). CGT’s perspective on
relativistic epistemology was best summarized by Higginbottom and Lauridson (2014):
“In the end, researchers’ findings are not representative of a true, discoverable reality but
are interpretations of multiple realities mutually constructed by the researcher and the
researched” (p. 11). Moreover, CGT explained that participants’ understanding of their
world and how they portray their understanding were also constructed and subjective,
which further impacted what and how data were gathered (Charmaz, 2009; Higginbottom
& Lauridsen, 2014; Thornberg & Charmaz, 2012).
Core methodology. Stated most simply, CGT was a cyclical, iterative, and
flexible methodology. These qualities were evident in the development, data collection,
and analysis stages (Charmaz, 2009; Thornberg & Charmaz, 2012). Given the complex
nature of the entire CGT process, I created a diagram in Appendix E that summarized the
many steps involved.
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In the application of CGT in this study, research questions were developed prior
to data collection, but it was understood these could change based on data generated and
the needs of the study (Charmaz, 2009; Thornberg & Charmaz, 2012). After the first
interview, additional questions about programs’ culture and tangible and intangible
benefits of the programs were added as these topics were brought up by Program A and
provided unique insight into the agency’s Program Theory and operations. As a flexible
methodology, CGT allowed for the use of different methods to collect data, including
interviews, vignettes, and artifact review (i.e., agencies’ promotional and program
operation materials; Charmaz, 2009; Thornberg & Charmaz, 2012).
Using CGT, data were amassed and evaluated concurrently to introduce and
evaluate arising questions and hypotheses (Charmaz, 2009; Thornberg & Charmaz,
2012). In the analysis process, data were reviewed by this researcher and codes were
influenced by my perspectives, identities, and experiences (Charmaz, 2009; Thornberg &
Charmaz, 2012). While collecting and analyzing data, I worked to remain aware of the
impact my social identities (i.e., intersectional feminist, women, trauma survivor) had on
the analysis process. I also paid careful attention to how I interacted with the data to
minimize how my identities and experiences affected the results. This coding process
was supported by Thornberg and Charmaz’s (2012) statement regarding the subjective
nature of research, as results generated “are constructions of reality, not reality itself” (p.
44).
Coding. The process of analyzing data began with coding as the initial data was
gathered (Charmaz, 2009; Thornberg & Charmaz, 2012). Coding involved classifying,
condensing, and labeling each portion of data by grouping them together under a
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common name (“code”) that defined its meaning (Charmaz, 2009; Thornberg &
Charmaz, 2012). During the process of coding, I analyzed and connected with the data to
identify conceptual groups and/or created additional research questions (Charmaz, 2009;
Thornberg & Charmaz, 2012).
Using CGT methodology, I broke coding into two primary phases: initial and
focused. It should be noted that coding is not a strictly linear process, as can be seen in
Appendix E. Initial coding explored what data was saying (Charmaz, 2009; Thornberg &
Charmaz, 2012). As the coding progressed, I assessed and explained participants’
processes and actions (Charmaz, 2009; Thornberg & Charmaz, 2012). Based on
Thornberg and Charmaz’s (2012) recommendations, I critically assessed the data, looked
for new perspectives, challenged my preconceived notions, and avoided making
assumptions. In order to achieve these goals, initial codes remained simple and
manageable and worked to fit the codes to the data, rather than making the data suit the
codes (Charmaz, 2009; Thornberg & Charmaz, 2012).
After determining the initial codes, I identified categories, which represented the
most important and frequent codes (Charmaz, 2009; Thornberg & Charmaz, 2012). The
core, conceptual categories helped direct ongoing data collection and analysis (Charmaz,
2009; Thornberg & Charmaz, 2012); however, it was important to remain open-minded
and allow the data to determine the codes instead of fitting the data to these categories.
The key features of focused coding that differentiate it from initial coding were that it
was “more directive, selective, and conceptual” to help analyze and understand larger and
more complex portions of data (Thornberg & Charmaz, 2012, p. 48). Throughout the
process of focused coding, categories were refined, combined, and/or created to compare
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raw data, initial codes, and other categories (Charmaz, 2009; Thornberg & Charmaz,
2012).
The SAMHSA (2014) model of trauma-informed care was used to evaluate if and
how different programs addressed trauma in their services. I examined each program’s
responses to the vignette, trauma-specific questions, and general questions to identify if
and when aspects of each individual program met the definitions of each of the
Assumptions and principles in SAMHSA’s (2014) model. In cases when programs
fulfilled some (but not all) aspects of the definitions of the Assumptions and principles, I
noted which and how programs partially met those criteria; this more nuanced approach
reflected that SAMHSA’s definitions were often complex and had numerous criteria
within each Assumption or principle.
Generating hypotheses. Following initial and focused coding, I created
hypotheses that explained how data related to one another, referred to as theoretical
coding (Thornberg & Charmaz, 2012). Theoretical codes were used to integrate and
further analyze categories, and provided new meanings of the data (Charmaz, 2009;
Thornberg & Charmaz, 2012). As with the initial and focused coding stages, theoretical
codes were not forced onto the data, and instead “they must work, have relevance, and fit
with data, codes, and categories” (Thornberg & Charmaz, 2012, p. 53). Commonly used
theoretical codes could be used by any researcher (e.g., causes, phases, levels, types,
identities, and social beliefs, etc.), however, despite these available options, it was
important that I identified codes that best suit the needs of this study’s data (Thornberg &
Charmaz, 2012).
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Used as a technique to further develop a theory based on the initial, focused, and
theoretical coding, theoretical sampling continued the iterative process of CGT
(Charmaz, 2009; Thornberg & Charmaz, 2012). Throughout the CGT research process, I
collected data in order to explore new perspectives, emerging questions, and impressions
(Charmaz, 2009; Thornberg & Charmaz, 2012). The primary purpose of theoretical
sampling was to help me remain focused during the data analysis stage as well as verify
and hone codes and categories (Charmaz, 2009; Thornberg & Charmaz, 2012).
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Chapter Four: Results
WIP experience significantly greater rates of trauma and mental health issues than
the general population (Farley, 2003; Ling et al., 2007; Rössler, et al. 2010; Roxburgh et
al., 2008). However, research on the needs of and treatment for WIP is almost entirely
absent in the psychology literature. Therefore, identifying and evaluating the existing
services for WIP was a critical first step in improving services for this vulnerable
population.
As discussed in Chapter Three, theory-driven program evaluations (Chen, 2015)
were used to explore and assess the services WIP received. This study included eight
programs in the United States that primarily focused on helping women leave
prostitution. Constructive process evaluations (Chen, 2015) were used as this approach
generated results that could create hypotheses about why services were successful,
improve outcomes, and apply findings to other similar programs (Chen, 2015). The
interview protocol contained open-ended questions to generate rich data and used a semistructured format to provide flexibility to ask participants follow-up and clarifying
questions. There was a vignette based on the real experience of a deidentified woman
with a history of prostitution in the interview that generated additional data to assess how
participants conceptualized and responded to clients with trauma histories. SAMHSA’s
trauma-informed care model (2014) served as the basis for questions about trauma and
trauma-informed care.
Data analysis focused on describing the services available to WIP, how they were
developed and implemented, and how they addressed trauma. Analysis focused on
synthesizing data obtained from each program as well as comparing services across the
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participating agencies. Through qualitative analysis, codes emerged regarding services
for WIP by comparing results across the participating agencies. Chen (2015) noted that
using qualitative methodology, particularly analysis of in-depth interview data, was an
appropriate strategy for understanding whether programs were useful and practical in
“real world” settings (p. 407). Constructivist Grounded Theory (Charmaz, 2009) guided
the qualitative analyses.
General Overview of Participating Programs
The eight participating programs in this study were diverse in many ways. To
provide overviews of these programs while maintaining their confidentially, I used
general terms to describe their locations, time open, and setting. A summary of most of
the basic information on the participating programs can be found in Table 4.1.
Programs in this study were located across the United States5, including in the
South (A, B, D, E), Midwest (C, H), and West (F, G). Program settings included large
urban locations (A, C, D, E, F), medium-sized cities (B, H), and a small suburban town
(G). Programs were open for varying lengths of time, the longest-running programs were
operating for 10 or more years (A, F, G, H). Two programs were open for five-to-ten
years (B, D) and two were active for less than five years (C, E).
Programs were divided into three main categories: Christian (B, E, G), secular (A,
C, D), and survivor-led (F, H). Each of the programs had their own unique approach to
the services they provide. Key codes that emerged from across the programs’ approaches
were focused on healing or restoration (A, B, C, E, G) and creating a sense of

To maintain programs’ confidentiality, only their regions were provided to identify their geographic
locations. The four primary regions in the United States defined by the US Census Bureau (Northeast,
South, Midwest, West) were used in this study.
5
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Table 4.1. Overview of All Programs and General Program Information.
Location
Setting
Time Open
Basic SelfDescription
Duration
Capacity
Eligibility
Criteria

Referral
Sources

Services
Offered

Program A
South
Large city
10+ years
Holistic, wraparound community
2-3 years
32 clients
Victim of
prostitution or
trafficking; 18+ years
old; biologically
female; drug/alcohol
free
Outreach, jails, nonprofits, mental
health providers,
police
Housing; groups; job
training;
employment;
stipend; case
management;
referrals to and
payments for
primary, mental
health, dental, and
vision care

Program B
South
Medium city
5-10 years
Christian residential
healing program
9-12 months
6 clients
Involvement in sex
industry or
trafficking; 18+
years old;
biologically female;
drug/alcohol free
Ministries, police,
outreach

Program C
Midwest
Large city
< 5 years
Community of
healing
2 years
11 clients
History of sexual
exploitation and
substance abuse;
18+ years old; selfidentified women

Program D
South
Large city
5-10 years
Secular recovery
home
2 years
8 clients
Survivor of
prostitution or
trafficking; 18+ years
old; biologically
female

Outreach, jails, nonprofits, police, drug
treatment programs

Drug treatment
programs, police,
courts

Housing; groups;
case management;
therapy;
transportation;
Christian
mentorship; referrals
to and payments for
job training,
education, primary,
dental, and vision
care

Housing; groups;
case management;
stipend;
transportation;
referrals to and
payments for
primary, mental
health, dental, and
vision care

Housing; groups;
case management;
referrals to and
payments for
primary, mental
health, dental, and
vision care

“community” or “home” (A, C, D, E). Of all eight programs, five were residential (A, B,
C, D, E), two were outpatient (F, H), and one offered both residential and outpatient
services (G). Program durations varied from three-to-six months (F) to two-to-three
years (A). Programs served from four clients (E) up to 32 clients (A) at once. As a dropin center, Program H did not have a specific duration or number of clients served at once.
Clients entered the programs in various ways. Common referral sources included
outreach initiatives (A, B, D, E, F, H), law enforcement, (A, B, C, D, F), courts (D, E, F,
H), ministries (B, E, F), non-profits on focused on prostitution or trafficking (A, C, G),
and other treatment programs (A, C, D).
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Table 4.1. Continued.
Location
Setting
Time Open
Basic SelfDescription
Duration
Capacity
Eligibility
Criteria

Program E
South
Large city
< 5 years
Christian
community of
restoration
2 years
4 clients
History of
commercial sexual
exploitation; 18+
years old; selfidentified women

Referral
Sources

Ministries, outreach,
courts

Services
Offered

Housing; groups;
therapy;
alcohol/drug
treatment; referrals
to and payments for
job training,
education, legal
assistance, primary,
dental, and vision
care

Program F
West
Large city
10+ years
Survivor-led
educational
diversion program
3-6 months
20 clients
Arrested on
prostitution charge;
agree to diversion
program; 18+ years
old; self-identified
women
Courts

Groups; referrals to
physical health,
mental health and
social service
providers

Program G
West
Small town
10+ years
Christian-based
healing center

Program H
Midwest
Medium city
10+ years
Survivor-led drop-in
resource center

6-12 months
25 clients
History of
involvement in sex
trade; 18+ years
old; self-identified
women

N/A
N/A
Involvement in sex
industry

Police, courts,
outreach, ministries,
non-profits, mental
health providers
Housing; groups;
case management;
therapy;
alcohol/drug
treatment;
mentorship;
spiritual
development;
referrals to and
payments for
education, job
training, legal
assistance, primary,
psychiatric, dental,
and vision care

Outreach, courts,
jails

Groups; case
management; 24/7
crisis line; shortterm off-site
housing; outreach;
toiletry kits;
referrals to physical
health, mental
health and social
service providers

Services offered. Programs offered a variety of services, which were separated
into four categories: basic life needs, healthcare, social services, and other. Basic life
needs included housing, food, and clothing. These services were offered by Programs A,
C, B, D, E, and G; Program H also offered a one month stay at a local shelter, though this
was a very limited resource only available to a few clients at a time. Healthcare included
mental health (psychotherapy and/or psychiatry), primary, dental, and vision care. The
six programs that offered healthcare referred clients to off-site providers in community
81

agencies, private practices, and non-profits for primary, dental, and vision care services.
Some mental healthcare services were provided directly by the programs by employees or
contract psychotherapists (B, E, G) and some offered off-site services that programs paid
for (A, C, D). All eight programs offered different social services, which included job
training, education, case management, and referrals (but not payment) for other services.
Other unique services offered by programs included a 24/7 crisis line (H), Christian
mentorship (B), legal assistance (E), spiritual exploration and development (F), and
toiletry kits (H).
Helpful aspects of programs. Each program had many tangible and intangible
aspects of their services that were helpful to clients. Helpful aspects were divided into
three categories: emotional support, specific services, and program culture. Emotional
support included showing love, providing encouragement, and developing caring
relationships with clients. All eight programs indicated emotional support was essential
to the services they provide. Specific services that programs identified as particularly
helpful were job training and placement (A, C, E), psychotherapy (D, E, G), case
management (D, G), providing clients with a key to their residential home (A, C), and
holistic6 or wellness services (A, G). Examples of program cultures that were helpful
included focus on community (A, B, E, G), strengths-based approach (E, G, H), strong
boundaries7 (A, C, H), individualized approach to services (D, F, H), non-judgment (D,
H), and emphasis on diversity8 (C, F).
Programs define holistic services as those that addressed each clients’ unique physical, emotional, and
spiritual needs. Examples they cite are primary care, dentistry, psychotherapy, psychiatry, substance abuse
treatment, optometry, chiropractic, acupuncture, and/or pastoral care.
7
Programs define boundaries as maintaining professional relationships with clients, minimizing dual
relationships, and staff not sharing personal information with clients.
8
Programs define diversity as welcoming clients and staff from different racial, ethnic, sexual orientation,
religious, and other backgrounds.
6
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Although there were many overlapping features that programs found helpful, each
program also had unique ways they served their clients. Program A emphasizes the
importance of program staff treating clients “not just as another statistic” and operating as
a home rather than a treatment program. Program B reports that “getting [clients]
plugged into a church and actively going to church” to create relationships in the
community are key to their success. In Program C, they note helping clients get photo
identification is an important step to women reintegrating into the community; they state
that holding “trust and accountability with intention…learning that blind trust doesn’t get
us very far and authoritarian accountability doesn’t get us very far” is very important as
well. Program D explain their compassion, “meeting people where they are,
and…designing the services around them as opposed to say you fit yourself into our
system” make their program effective.
In their agency, Program E notes “dealing with the addiction component early on
in the process is very successful;” this includes identifying partnerships with the
outpatient programs that work best for their clients and clients’ involvement in 12-Step
meetings. Program F emphasizes the importance of having survivors running the
program because this shows clients “what they want for their lives and you have to have
people that understand that,” as well as “respect where [clients are] at.” Program G
highlights “24/7 on-site staff support,” weekly open office hours with program
leadership, and weekly house meetings. Program H identifies giving feedback with
“concern and love,” “a non-stressful approach,” and “letting [clients] know all things are
possible” as a few helpful aspects of their program.
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Recommended practices. Each program also highlighted the most effective ways
to serve women trying to leave prostitution. Recommended practices were different than
helpful aspects of the program because recommended practices were often ideal or
aspirational services that each program would offer with unlimited funding, time, staff,
and community engagement or influence. Program A recommends safe affordable
housing in the community, living wage employment, at least two years of services, and
emergency assistance funding for graduates. Program B identifies ongoing counseling by
an outside provider helps create boundaries and keeps therapists from enforcing program
rules; they also note more educational and vocational services are needed. Program C
explains providing a stipend before clients can work (so the women are not triggered by
not having spending money), trauma-informed care in all aspects of the program, and
openly talking with clients about how systems of oppression, such as racism and sexism,
impact prostitution are invaluable aspects of their program.
Collaboration with law enforcement, effective outreach, developing antitrafficking courts (similar to drug diversion courts), and activism (for the agency and
interested clients) are very key practices Program D recommend. Program E emphasizes
getting volunteers and donors involved as a way to build community for clients. Program
F recommends flexible measures of success and a diverse treatment team. Program G
notes that while they diagnose clients’ mental health issues for ethical reasons, they do
not define their clients by their diagnoses and they avoid labeling clients based on their
mental health conditions. Program H notes the importance of safe housing, “down time”
for women just coming off the streets, financial education and saving opportunities,
relationships in the community, and reintegration of WIP into the community.
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Program structures. Most of the programs (A, B, C, D, E, G) were structured
and had different phases clients must have completed before they graduate. The general
format of the structured programs included more rules and services at the beginning of
the program coupled with gradually increased privileges and responsibilities over time.
During the interviews, most of the programs did not provide details of the different
phases clients must complete or describe these phases in their promotional materials.
Program F was also structured, but because it was much shorter than the six other
structured programs and was an outpatient, education-only program, it did not fit well in
the others programs’ structures. Program H was an unstructured program that offered
voluntary drop-in services and therefore did not fit in well with the other program
structures.
Program B is the only program comfortable providing specific details on their
structure. Program B is divided into three phases. The Healing Phase focuses on
“stabilization and safety” by helping clients develop healthy relationships, rebuilding
trust, and creating a healthy and recovery-oriented lifestyle. These goals are achieved
through “classes, devotionals, recovery meetings, recreational activities and exercise,
Bible studies, and group and individual counseling. Our classes are designed to aid in
healing from things such as trauma, substance abuse, codependency, domestic violence,
sexual addiction, and spirituality.” Phase two is called “Life Skills and Employment”
and centers on education, support, and job preparation. Specific tools clients develop are
“computer education, preparing a résumé, participating in mock interviews, exploring
careers through internships, and receiving job placement assistance.” Clients also set
goals related to continuing education, financial planning, and personal growth. To help
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them achieve these goals, women receive ongoing “individualized counseling, life
coaching, and attending weekly support meetings.” The final phase is Aftercare and
Employment Support, which is an optional part of the program. In this final phase,
Program B provides “support, assessment, and accountability from the Program Director,
individual counseling, and the opportunity for reduced living expenses, in the form of a
Program Fee (versus rent).”
Program staff. Staff employed by each program varied considerably. Staff who
provided direct services to clients included masters- and bachelor-level social workers
(A, C, D, G), ministers or other clergy members (A, B, C, G), licensed professional
counselors (D, E, G), social work students (C, D, G), case managers (C, G, H), overnight
support staff (B, C, G), a psychiatric nurse practitioner (A), and a psychologist (E).
Programs F and H were staffed entirely by prostitution survivors who served in multiple
roles in their respective agencies. All eight agencies also employed various
administrative and support staff, though these staff members did not provide direct
services to the clients and had minimal interactions with clients.
Program Theories
Program Theories (Chen, 2015) explained how agencies conceptualized the issue
they addressed, what caused the issue, and the interventions used to tackle the issue. In
this dissertation, Program Theories were the conceptual framework that guided data
collection as they allowed for understanding why each program operated as it does
(Chen, 2015). Central to identifying each agency’s Program Theory were the Change
and Action Models and mission that drove which and how services were provided. A
summary of each agency’s Program Theory, Change Model, and Action Model could be
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Table 4.2. Program Theories, Change Models, and Action Models.
Program
Theory

 Change
Model

 Action
Model

Program A
Program B
Program C
“No girl or woman decides Helping women to “walk
Structural inequalities cause
that she wants to be a
free, stepping out of the
women to enter prostitution and
prostitute...it takes failed
chains that have bound them” individual- and community-level
systems and communities [to and led them to prostitution. interventions help women heal
get her in], and so it makes
from such oppression.
sense it takes a community to
bring her home.”
Cultural acceptance of buying Women are trapped in cycle Unequally distributed resources
and selling human beings
of addiction, prostituting to and power lead women to
leads to prostitution.
afford addiction, seeing
prostitution.
 Determinants: poverty,
selves as only good for sex,  Determinants: sexism, racism,
abuse, rape, coercion, fraud, and using substances to cope classism, and other forms of
force, lack of options
with this self-concept.
oppression
 Interventions: healing
 Determinants: rape, force,  Interventions: evidence-based
through love and community abuse lead to self-concept
social work in a secular
 Goals: “24 Spiritual
that sex is all they are “good “spiritual community of
Principles”
for.”
sisterhood…that gives women a
 Outcome: women leading  Interventions: structure,
safe place to heal”
independent lives free from “holistic healing,” life and job  Goals: “to love and give
prostitution, addiction, and skills, acceptance, spiritual abundantly…compassionate
abuse
growth
community…trust and
 Goals: “safety, healing,
accountability; celebrate
growth, and faith”
achievement; empower women
 Outcome: women healing to build new lives; invite and
from wounds that caused
encourage diversity”
their entry into sex industry  Outcome: empowered women
free from abuse, addiction, and
prostitution
“Love heals.”
Provide redemption and
Address each individual’s needs
 Intervention Protocol:
restoration.
and work to change systems that
holistic, wrap-around services  Intervention Protocol:
create and maintain prostitution.
in community
Christian healing and
 Intervention Protocol:
 Implementation: 2-3 years recovery services
community of healing
of basic life needs, healthcare,  Implementation: 9-12
 Implementation: 2 years of
social services, and other
months of basic life needs,
basic life needs, healthcare,
services
healthcare, social services,
social services, and other
and other services
services

found in Table 4.2. Each agency’s Program Theory were gleaned both from interview
data and each programs’ promotional materials (including their websites and brochures).
Change and Action Models and missions uniquely reflected each program’s values,
understanding of what causes women to enter prostitution, and what women need to exit.
Program A. Program A’s mission is to be “a sanctuary for healing for women
survivors of abuse, addiction, trafficking, and prostitution.” Program A’s Change model
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Table 4.2. Continued.
Program
Theory

 Change
Model

 Action
Model

Program D
Prostitution, addiction, mental
health, and homelessness are
interrelated and must be
simultaneously addressed to
foster each woman’s recovery.

Program E
WIP are important parts of the
community and must be
reintegrated into the larger
society to heal themselves and
a culture that permits and
contributes to prostitution.
Maltreatment causes women to Society tolerates prostitution.
enter prostitution and lack of  Determinants: WIP are
resources and knowledge
viewed as “criminals” and are
keeps them from leaving.
marginalized by society, thus
 Determinants: abuse,
keeping them in prostitution
addiction, force, deception,
 Interventions: create
coercion (especially young
community, restore women,
women and girls), lack of
provide opportunities for
resources
women to change their lives
 Interventions: safe home,
 Goals: provide resources,
recovery services, advocacy, find “true freedom…through
outreach, education
Christ”
 Goals: holistic recovery and  Outcome: women have
wellness
“resources and support to
 Outcome: “all-encompassing rescue themselves”
recovery of each resident while
preserving her individuality
and dignity”

Empowerment, transformation, Reintegrate WIP into and
and community.
enable them to contribute to
 Intervention Protocol:
the community.
secular recovery home
 Intervention Protocol:
 Implementation: 2 years of Christian community of
basic life needs, healthcare,
restoration
social services, and other
 Implementation: 2 years of
services
basic life needs, healthcare,
social services, and other
services

Program F
Prostitution is often the result
of addiction and poverty,
which they aim to begin to
address to help women avoid
returning to prostitution.
WIP are often the “most
vulnerable” in society and
need “solutions that
permanently improve lives.”
 Determinants: poverty and
addiction
 Interventions: “divert
[women] from re-offending”
provide education, “plant
seeds…[of] change, and
introduce them to services”
 Goals: “affirm the worth and
dignity of all to [help them]
realize their God-given
potential”
 Outcome: women do not
return to prostitution based on
knowledge from this program
or referrals to treatment
providers
Offering women “arrested for
prostitution the opportunity to
avoid jail time.”
 Intervention Protocol:
Survivor-led educational
diversion program
 Implementation: 3-6 months
of education and referrals for
basic life needs, healthcare,
social services, and other
services

is “a culture that still allows human beings to be bought and sold.” Determinants of
prostitution include poverty, abuse, rape, coercion, fraud, force, and lack of other options.
Program A’s primary intervention is that “love is the strongest force for change in the
world.” Their goals are captured by their ascription to “24 Spiritual Principles,” which
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are based on the Benedictine Rule9.” These principles were developed by current and
former clients and include
1. Come together; 2. Proclaim Original Grace; 3. Cry with your Creator; 4. Find
your place in the circle; 5. Think of the stranger as God; 6. Take the longer path;
7. Make a small change and see the big difference; 8. Let God sort it out; 9. Stand
on new ground and believe you are not lost; 10. Forgive and feel freedom; 11.
Unite your sexuality and spirituality; 12. Show hospitality to all; 13. Laugh at
yourself; 14. Consider the [program symbol]10; 15. Listen to a new idea; 16. Lose
Table 4.2. Continued.
Program
Theory

 Change
Model

 Action
Model

9

Program G
The community creates and maintains
prostitution, thus, “a healthy community void
of sex trafficking and the commercial sex
industry where every woman is empowered
and restored to her humanity” is necessary to
help women leave and stay out of prostitution.
Prostitution is created and maintained by
unhealthy communities.
 Determinants: lack of education, childhood
trauma, dysfunctional families that facilitate
or force entry, societal pressures
 Interventions: “holistic restorative services”
 Goals: “care for every person’s body, mind
and spirit and believes God’s power
transforms lives”
 Outcome: “nurture [clients’] resilience
needed to heal, transform, and thrive”

Program H
Women and girls do not enter prostitution by
choice, but rather through coercive, powerful,
harmful, deceptive forces that lure and keep
them in; the only stronger force to help them
leave is love.

Women and girls enter prostitution by being
“lost, trapped, tricked, or caught-up in ‘the
life’.”
 Determinants: child abuse, other traumas,
fraud, poverty, lack of resources, societal
biases/stigmas
 Interventions: crisis intervention, peer
support, personal care items, referrals to social
services, healthcare, and other services
 Goals: reduce physical and emotional harm
for those still in prostitution, facilitate the exit
of those interested in leaving
 Outcome: women will have the tangible and
intangible resources they need to survive in
prostitution and will receive support and
resources to leave if and when they are ready
“Respect and dignity; ethical stewardship and “Address victims’ needs for urgent care [and]
transparency; collaboration and
support” by providing a “safe haven.”
professionalism leadership and integrity.”
 Intervention Protocol: survivor-led drop-in
 Intervention Protocol: Christian-based
resource center
healing center
 Implementation: on-demand, as needed
 Implementation: 6-12 months of basic life services to address some basic life needs,
needs, healthcare, social services, and other some social services, and referrals for
services
healthcare and other services

Benedictine Rule was defined by Program A as “living gracefully in community.”
The specific symbol was redacted to maintain Program A’s confidentiality.
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gracefully; 17. Remember you have been in the ditch; 18. Walk behind; 19. Live
in gratitude; 20. Love without judgment; 21. Stay on point; 22. Pray for courage;
23. Find your way home; 24. Leave thankfully.
The primary outcome of their program is women leading independent lives free of
prostitution, addiction, and abuse. The Action Model for Program A is comprised of
their Intervention Protocol to provide “holistic wrap-around [service] model” in
community and their Implementation of their two-to-three year program that addresses
each women’s physical, emotional, spiritual, and vocational needs. Program A’s
Program Theory is best summarized as “no girl or woman decides that she wants to be a
prostitute...it takes failed systems and communities [to get her in], and so it makes sense
it takes a community to bring her home.”
Program B. Program B’s mission is to “provide a residential setting for women
who are looking for healing and recovery coming out of the sex industry.” Their Change
Model identifies that women are trapped in a cycle of addition, engage in prostitution to
afford to pay for drugs and alcohol, seeing themselves as only “good for sex,” and then
using more drugs and alcohol to cope with the self-concept that they are only good for
sex. Some of the Determinants of prostitution include rape, force, and abuse, which lead
to a self-concept that sex is all these women are “good for.” Some of the Interventions
are structure, “holistic healing,” acceptance, life and job skills, spiritual growth, “honest
hope, and honest love.” Program B’s Goals include “safety, healing, growth, and faith.”
Their Outcome is women healing the emotional wounds that lead them to prostitution,
particularly the wounds from childhood maltreatment and negative self-concepts.
Program B’s Action Model consists of helping women “be restored and redeemed.”
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Their Intervention Protocol is Christian healing and recovery services and their
Implementation is nine-to-12 months of basic life needs, healthcare, and social and other
services. Program B’s Program Theory is based on helping women to “walk free,
stepping out of the chains that have bound them” and lead them to prostitution.
Program C. The mission of Program C is to build “a community empowering
women to live free from abuse, addiction, and prostitution.” Their Change Model centers
on the unequal distribution of resources and power (e.g., living-wage jobs, quality
education, healthcare, transportation, etc.), which lead women to prostitution. Some of
the Determinants of prostitution are sexism, racism, classism, heterosexism, and other
forms of structural oppression. They combat these issues with Interventions of evidencebased social work in a secular “spiritual community of sisterhood for life that gives
women a safe place to heal.” Their Goals are
To love and give abundantly with a focus on others; to build a compassionate
community with women at the center; to hold ourselves and each other in trust
and accountability; to celebrate achievement; to empower women to build new
lives; and to invite and encourage diversity.”
Program C’s Outcome is empowered women who lead lives free from abuse, addiction,
and prostitution. Program C’s Action Model is to address each women’s needs while
simultaneously changing systems that create and maintain prostitution. Their
Intervention Protocol is a “community of healing” and their Implementation is two years
of basic life needs, healthcare, and social and other services. Their Program Theory
highlights that structural inequalities (particularly sexism, racism, and classism) cause
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women to enter prostitution and individual- and community-level interventions are
necessary to help women heal from such oppressions.
Program D. With a mission to “end human and sex trafficking [and
prostitution11] one woman at a time,” Program D works to “empower women to
transform their lives through the healing power of life in community.” Program D’s
Change Model highlights that a history of mistreatment cause women to enter
prostitution, while lack of financial resources and knowledge about lives outside of
prostitution keep them from leaving. Their Determinants are abuse, addiction, force,
deception, coercion (especially of younger women and girls), and lack of socioeconomic
resources. Interventions they offer are a “safe home…recovery services…advocacy,
outreach, education, and love;” they also utilize the Alcoholics Anonymous 12 Steps in
their interventions. Their Goals are holistic recovery and wellness and their Outcome is
the “all-encompassing recovery of each resident while preserving her individuality and
dignity.” Program D’s Action Model centers on empowerment, transformation, and
community. Their Intervention Protocol is a secular “recovery home” and their
Implementation is holistic “wrap-around services” that meet clients’ basic, healthcare,
and social needs. Program D’s Program Theory is founded on the belief that prostitution,
addiction, mental health, and homelessness are interrelated and must be simultaneously
addressed to foster each woman’s recovery.
Program E. Program E’s mission is to “create a community of restoration for
women who have been commercially sexually exploited.” Their Change Model is that

11

Although their mission statement did not directly use the term prostitution, throughout the interview and
in the promotional materials, Program D uses human trafficking, sex trafficking, prostitution, and
commercial sexual exploitation interchangeably. They also call themselves the only home in their state
“for women trying to leave prostitution.”
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society tolerates prostitution. Determinants include society viewing their clients at
“criminals” or “bringing down the area that they live in.” Interventions include creating
community, restoring women, and providing opportunities for clients to change their own
lives. Their Goals include providing resources and helping clients realize “true freedom
[that] is only found through Christ,” the Outcome of which is women having the
“resources and support to rescue themselves.” Program E’s Action Model centers on
reintegrating women into the community and enabling them to meaningfully contribute to
society. Their Intervention Protocol is a Christian community of restoration and
Implementation is two years of basic life needs, healthcare, social, and other services.
Program E’s Program Theory suggests WIP are important parts of the community and
must reintegrate into the larger society to heal themselves and heal the culture that
permits and contributes to prostitution.
Program F. Program F’s mission is to offer women “arrested for prostitution the
opportunity to avoid jail time.” Their Change Model highlights that women are often the
“most vulnerable” people in society and are in need of “solutions that permanently
improve [their] lives.” Their Determinants are poverty and addiction, which are
addressed through Interventions that include “divert[ing] women from re-offending,”
providing education, planting seeds for future change, and introducing women to social
and mental health services. Program F’s Goals include “affirm[ing] the worth and
dignity of all to realize their God-given potential.” The primary Outcome is for women
to not return to prostitution; Program F recognizes that leaving prostitution can be
accomplished through the educational interventions they offer, but that many of their
clients also need referrals for formal mental and physical health treatment. Program F’s
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Action Model offers women who are “arrested for prostitution the opportunity to avoid
jail time.” Their Intervention Protocol is a survivor-led educational diversion program
and Implementation include three-to-six months of education and referrals for basic life
needs, healthcare, and social and other services. Their Program Theory identifies that
prostitution is often the result of addiction and poverty, which Program F begins to
address through education to help women avoid returning to prostitution.
Program G. The mission of Program G is to offer “holistic restorative services
to women escaping sex trafficking and the commercial sex industry and nurtures the
resilience needed to heal, transform, and thrive.” Program G’s Change Model is that
prostitution is created and maintained by unhealthy communities. These unhealthy
communities include Determinants of insufficient education, childhood trauma,
dysfunctional families that facilitate or force entry into prostitution, and societal pressures
for material wealth and personal perfection (especially for women). Program G’s
Interventions are “holistic restorative services” that help reach Goals of “care for every
person’s body, mind, and spirit, and believes God’s power transforms lives.” The
Outcome of these Goals is to “nurture [clients’] resilience needed to heal, transform, and
thrive.” Their Action Model centers on Program G’s values of “respect and dignity;
ethical stewardship and transparency; collaboration and professionalism; leadership and
integrity.” Their Intervention Protocol is a Christian-based healing center. Program G’s
Implementation is six-to-12 months of basic life needs, healthcare, and social and other
services. Their Program Theory is that the community creates and maintains
prostitution, thus, “a healthy community void of sex trafficking and the commercial sex
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industry where every woman is empowered and restored to her humanity” is necessary to
help women leave and stay out of prostitution.
Program H. Program H’s mission is to “address victims’ needs for urgent care
[and] support” by providing a safe center. Their Change Model is that women and girls
enter prostitution because they are “lost, trapped, tricked, or caught up in the life.”
Determinants include child abuse and other types of trauma, fraud, poverty, lack of
resources, societal biases, and stigma. Program H’s Interventions include crisis
intervention, peer support, toiletry kits, and referrals to social services, healthcare, and
other services; they also have some limited options for emergency shelter. Their Goals
are to reduce physical and emotional harm to women who are still involved in
prostitution and facilitate women’s exit from prostitution for those who are interested in
leaving. Program H’s Outcomes are women having the tangible and intangible resources
they need to survive in prostitution and receive the support and resources they need to
leave if and when they are ready to do so. Their Action Model is to provide “a safe
haven…for women seeking escape from commercial sexual exploitation.” Program H’s
Intervention Protocol is a survivor-led drop-in resource center and Implementation
includes on-demand, as needed services that address some of women’s basic life needs
and social services, as well as referrals for healthcare and additional services. Their
Program Theory highlights that women and girls do not enter prostitution by choice, but
rather through coercive, powerful, harmful, deceptive forces that lure and keep them in;
the only stronger force to help them leave is love.
Main codes. All eight programs emphasized that women do not enter prostitution
by choice. More specifically, programs highlighted that women enter prostitution
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because of broken communities that created and/or tolerated prostitution (A, C, E, G, H);
underlying personal issues such as trauma, addiction, or mental health problems (B, D,
F); social inequities or oppression (C, D, F); and/or being tricked into or lacking
resources to escape (H). All eight programs indicated each woman’s individual healing
was the basis for helping them leave prostitution. Additionally, several common
approaches to helping women leave prostitution emerged: addressing structural issues
that led women to prostitution (A, C, E, G, H), showing love (A, B, D, H), creating a
community (A, C, E, G), introducing and connecting to a variety of services (F, H), and
“planting seeds” that lives outside of prostitution were possible (F).
Vignette Responses
The vignette used in this study was based on the real experiences of a woman
with a history of prostitution; I used a pseudonym of Denise. In this vignette (refer to
Appendix A for full vignette), I summarized Denise’s experience in a program that had a
primary focus of helping women leave the sex industry as a way to better understand how
each program addressed the needs of WIP. Rather than rating their responses, I used
programs’ answers as another way to comprehend how each agency operated and
provided services to women with histories of prostitution. Programs’ responses are
summarized in Table 4.3.
In reviewing the responses from all eight programs, seven programs noted that
Denise was initially having a panic attack, flashback, or other mental health-related
concern; Program F did not directly answer this question. All eight programs noted
Denise’s response to Carol was related to her trauma history. Seven programs recognized
that Denise likely interpreted Carol’s attempt to comfort as intrusive, scary, and/or
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Table 4.3. Summary of Responses to Vignette
Interpretation of
Denise’s behavior
Program Denise is “just trying
to make sense of
A
what’s up and what’s
down.”
Program “Denise is definitely
dealing with a lot of
B
emotions that she
hasn’t been able to
process.”
Program
C

Program
D

Program
E

Program
F

Program
G

Program
H

Recognition that
Interpretation of
Denise was having a Denise’s response to
trauma reaction
Carol’s behavior
Yes; Denise swatted
Denise “has been
Carol’s hand away to inappropriately
“protect herself.”
touched so many
times that she is
probably triggered [by
Carol’s touch].”
Yes; “just the trauma “From Denise’s
and the pain and she’s standpoint, it’s
not been able to work probably a sense of
through it.”
domination and
authority.”

Recognition that Carol
mishandled the
situation
Yes; Carol should not
touch Denise “without
asking permission.”

Yes; Carol’s intent is
“loving and pure,” but
she should “talk
through before she
tied to reach out” with
physical touch.
“[Denise] is just
Yes; “in that very
“It felt intrusive.”
Yes; “I don’t think
triggered.”
moment, we just want
that [Carol] should
to help her feel safe.”
have touched
[Denise].”
Denise is in “crisis.” Yes; Denise “probably Denied “probably
Yes; Carol is
had a flashback.”
pushed Carol away
“probably wellbecause [Denise] felt meaning…but Carol
[Carol] was going to might need a bit more
harm her.”
training in traumainformed care.”
Denise “hasn’t grown Yes; “this situation is Not directly answered; Yes; “In our
comfortable with the telling up something’s “Obviously not blame community, we hug
community yet and
been triggered.”
[Denise] for what
our residents a
that is an issue that
happened” because
lot…But in the
needs to be
“touching is going to beginning we always
addressed.”
be very personal.”
ask before giving a
hug.”
Not directly answered. Yes; “somebody who Not directly answered. Yes; “Carol probably
was touched a lot life
made a mistake going
without wanting it is
over and touching
going to react that
her.”
way.”
Denise may be
Yes; “many of [their “Touch or trying to
Yes; “I would never
“having an anxiety or clients] are triggered say “it’s okay” is not touch a client without
panic attack and she is by physical
going to help, it’s
asking.”
probably triggered at touch…[they] have
putting a band aid on a
that point.”
hypervigilance, PTSD, gushing wound.”
Complex PTSD.”
Denise is having a
Yes; “it’s clear that
“Clearly [Denise]
Yes; “I don’t think
“panic or anxiety
she’s dealing with
doesn’t trust
Carol meant any
attack.”
some PTSD.”
[Carol]…I feel Denise harm, but…Carol may
is reacting to her
not understand that
inability to recognize women who have the
good touch, bad
kind of violations and
touch.”
traumas that Denise
has experienced, it’s
not maybe the best
thing to touch them.”
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triggering; Program F did not directly respond to this question. All eight programs noted
that Carol should not have touched Denise at all, particularly without asking permission.
Trauma-Related Services
Interview data, particularly participants’ responses to the vignette and questions
derived from SAMHSA’s (2014) trauma-informed care model, helped uncover how
programs conceptualized trauma, addressed trauma in their services, and interacted with
clients with trauma histories on a daily basis. All eight programs were aware that trauma
is pervasive among WIP and that all services for WIP must address trauma to some
degree, but how these beliefs were operationalized varied considerably by program. As
discussed in Chapter Two, SAMHSA’s trauma-informed care model (2014) was built on
four key Assumptions (realizing trauma was pervasive; recognizing trauma reactions;
responding to trauma by fully integrating knowledge of trauma into all aspects of the
program; resisting retraumatization) and six Key Principles (safety; trustworthiness and
transparency; peer support; collaboration and mutuality; empowerment, voice, and
choice; cultural, historical, and gender issues).
Program A. Program A demonstrated adherence to several aspects of
SAMHSA’s trauma-informed care model (2014), including all four key Assumptions.
Program A met five of the six Key Principles of trauma-informed care, including safety,
trustworthiness and transparency, peer support, collaboration and mutuality, and
empowerment, voice, and choice. Empowerment, voice, and choice were exemplified by
constantly asking clients: “What do you need? Because it’s important to know what that
woman needs and I think we do whatever we need to do to be encouraging [and] loving.”
Evidence of Program A’s use of trauma-informed care included their emphasis on
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Table 4.4. Summary of Trauma-Informed Care Criteria.
Key Assumptions
Program A o Realizes impact of trauma
o Recognizes signs of trauma
o Responds by fully integrating trauma
knowledge into all aspects of program
o Resists retraumatization
Program B o Realizes impact of trauma
o Recognizes signs of trauma
Program C o Realizes impact of trauma
o Recognizes signs of trauma
o Responds by fully integrating trauma
knowledge into all aspects of program
o Resists retraumatization
Program D o Realizes impact of trauma
o Recognizes signs of trauma
o Responds by fully integrating trauma
knowledge into all aspects of program
o Resists retraumatization
Program E o Realizes impact of trauma
o Recognizes signs of trauma

Program F o Realizes impact of trauma
o Recognizes signs of trauma
Program G o Realizes impact of trauma
o Recognizes signs of trauma
o (Responds by fully integrating trauma
knowledge into all aspects of program)
Program H o Realizes impact of trauma
o Recognizes signs of trauma
o Responds by fully integrating trauma
knowledge into all aspects of program
o Resists retraumatization

o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o

Key Principles
Safety
Trustworthiness and Transparency
Peer Support
Collaboration and Mutuality
Empowerment, Voice, and Choice
Safety
Trustworthiness and Transparency
Empowerment, Voice, and Choice
Safety
Trustworthiness and Transparency
Collaboration and Mutuality
Empowerment, Voice, and Choice
Cultural, Historical, and Gender Issues
Safety
Trustworthiness and Transparency
Collaboration and Mutuality
Empowerment, Voice, and Choice
Cultural, Historical, and Gender Issues
Safety
Trustworthiness and Transparency
Peer Support
Collaboration and Mutuality
(Empowerment, Voice, and Choice)12
Safety
Trustworthiness and Transparency
Peer Support
Empowerment, Voice, and Choice
Safety
Trustworthiness and Transparency
Peer Support
Empowerment, Voice, and Choice
(Cultural, Historical, and Gender Issues)
Safety
Trustworthiness and Transparency
Peer Support
Collaboration and Mutuality
Empowerment, Voice, and Choice

community, their goal for all staff to have completed trauma-informed care within a year,
individual and group trauma therapy, encouraging self-care, strong boundaries, and
current and former clients providing mentorship to newer clients. One of the most telling
examples of Program A’s approach to trauma-informed care was that

12

Parentheses indicated principle was partially met.
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Trauma therapy is at the very top of our list [of important services we provide],
because no matter how many new sets of teeth, and glasses, and jobs we give, if
you haven’t addressed the crux of the problem, the likelihood of a woman going
back out is going to be significantly higher.
Program B. Program B exhibited two of the four key Assumptions: realizing
trauma was pervasive and recognizing trauma reactions. At the time of the interview,
Program B just instituted general introductory trauma training for all of their staff as a
way to work toward implementing more responsive trauma treatment for their clients.
Program B met several of the Key Principles, such as safety, trustworthiness and
transparency, and empowerment, voice, and choice. More specifically, Program B
offered individual trauma-focused therapy, classes that covered common trauma
reactions, routine trauma screening at intake and throughout treatment, mind-body-spirit
healing, coping skills classes, and a safe house location. One of the most telling
statements that demonstrated Program B’s approach to trauma-informed care was that
staff let clients
Know that if [a trauma-related concern] comes up and you need to talk to
someone, pull someone aside…You can be yourself, really teaching them and
letting them know it’s okay to be themselves because for however many years of
their lives they had to act a certain way so, letting them know it’s okay to respond
in those ways, but in a healthy way, knowing how then to grow from it.
Program C. In their agency, Program C displayed all four key Assumptions and
five of the six Key Principles. Of the six Key Principles, Program C addressed safety;
trustworthiness and transparency; collaboration and mutuality; empowerment, voice, and
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choice; cultural, historical, and gender issues. Program C did not meet the peer support
principle as they were only open for one year and had four total clients at the time of the
interview; this made it nearly impossible for more experience clients to offer peer support
to newer clients. Program C emphasized physical and emotional safety, boundaries,
choice in clients sharing their stories (including with program staff), trauma-focused
therapy, nonjudgment, healthy coping skills, fostering an open dialogue for programmatic
decisions, and actively examining the roles race, gender, sexual orientation, class, and
other identities played in clients’ experiences in and out of the program. Program C most
clearly emphasized how important cultural, gender, and historical issues were to trauma;
they stated: “part of how we work on diversity in the house is having open
conversations…We believe our work is on a microscopic level to help individual women
in a small community heal, but it’s on a broader level of talking about systemic
oppression,” particularly racism, sexism, heterosexism, and classism. Most tellingly,
Program C identified “you have to keep the focus on being trauma-informed,” even when
it is difficult to do so, such as when clients broke program rules.
Program D. Program D met all four of the key Assumptions and five of the six
Key Principles: safety; trustworthiness and transparency; collaboration and mutuality;
empowerment, voice, and choice; cultural, historical, and gender issues. Some of the
ways Program D demonstrated trauma-informed care was allowing clients to choose to
share their stories (including with program staff), trauma-focused individual and group
therapy, nonjudgment, staff knowledge of the local community and ways racism and
sexism impacted clients’ experiences, individualized approach to services, strong
interpersonal boundaries, and open communication between staff and clients. Program D
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identified a major part of their program’s culture was to “encourage everyone to show
compassion, love, and understanding to everyone who is in the house, whether the staff
and/or residents,” which was an essential aspect of how they promoted emotional safety.
Program E. Program E demonstrated two of the four Key Assumptions,
including realizing trauma was pervasive and recognizing trauma reactions. They also
exhibited four of the six Key Principles: safety, peer support, trustworthiness and
transparency, and collaboration and mutuality. Trauma-informed care was shown
through their strong commitment to teaching new coping skills in a year-long Dialectical
Behavior Therapy group, nonjudgment, fostering open communication, thorough trauma
screening at intake, validating clients’ experiences, and more experienced clients
providing mentoring to newer clients. The Empowerment, Choice, and Voice principle
was partially met as Program E “protects the stories of our residents” from outside
providers or the media; however, staff also stated they were “relying on [the client] to be
honest with us” about her trauma history, which implied clients may have felt obligated
to talk about traumas they were not ready to share, which began with the pre-entry
interview. Program E’s trauma-informed approach was summarized by their emphasis on
getting “to know the whole person” and not just their traumas.
Program F. Through their work, Program F demonstrated two of the key
Assumptions: realizing the pervasive nature of trauma and recognizing trauma reactions.
Some of the ways they enacted these key Assumptions were through anonymous traumafocused surveys given at intake (that were later analyzed by a local university) and
having open discussions on the role of trauma in prostitution through groups they offer.
Program F also met four of the six principles: safety, trustworthiness and transparency,
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peer support, and empowerment, voice, and choice. These principles were met by the
program staff being survivors of prostitution, normalization of trauma histories and
reactions, staff and volunteers sharing their personal stories of life in prostitution, focus
on clients’ strengths, and use of empowerment to help women begin to conceive of lives
outside of prostitution. Program F’s approach to addressing trauma was summarized by
how they wrap-up services, they bring in a
Speaker who can really show them that she’s been where they’ve been, but is
doing something she never dreamed she could do…I really want Friday speakers
to be really thriving and ending on a note that nothing is off limits. We have a
little graduation, say nice things, and the city gives them a gift. It’s a starfish that
says “I matter the most.”
Program G. Program G fully exhibited two of the four key Assumptions in their
services: realizing how common trauma was among their clientele and recognizing
common trauma responses. There was some evidence that Program G responded by fully
integrating knowledge of traumas throughout their services, such as offering traumainformed yoga and trauma therapy, however, because of the risk of retraumatizing
potential clients by requiring them to share a detailed trauma history before they ever
receive services, this key assumption was not fully met. They also fully met four of the
six Key Principles: safety, trustworthiness and transparency, peer support, and
empowerment, voice, and choice. These assumptions and principles were demonstrated
through the use of peer mentors, offering residential and outpatient treatment options,
individualized approach to services, trauma-focused individual and group therapy,
teaching about and normalizing trauma reactions, thorough trauma screening prior to
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intake, emphasis on teaching healthy coping skills, and providing each client with the
choice about participating in the religious aspects of this Christian program. Program G
also partially met a fifth Key Principle: cultural, gender, and historical issues. Ways they
met this principle were accepting trans-women into their program and actively discussing
issues related to sexual orientation in their services; however, because issues related to
oppression based on sex and race were not noted in the interview or their materials, it was
difficult to discern if and how these issues were fully addressed in Program G. Overall,
Program G’s approach to services was summarized by their tagline: “Heal, empower,
advocate, redeem, transform.”
Program H. In their services, Program H addressed trauma in many ways.
Program H met all four Key Principles and five of the six Key Principles: safety;
trustworthiness and transparency; peer support; collaboration and mutuality; and
empowerment, voice, and choice. Specifically, Program H was a survivor-led agency,
did trauma-focused assessment when clients initiated services, taught trauma-informed
coping skills, utilized a resilience and empowerment model for the center, provided peer
mentoring, normalized common trauma reactions, and emphasized containment and
safety planning as most clients were still involved in prostitution and/or other dangerous
situations. One of the clearest ways Program H addressed trauma-related needs was their
activism in the greater community, which was described in part as:
We’ve been talking about complex trauma and trauma-informed care for 16 years.
I think, especially in the Midwest, we’re talking about it now and things like
resilience. Seems like it’s really taking hold in other agencies, which is a great
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thing. Especially with our partners, we’ve done a lot of education and do a lot
with the community. We’ve done staff in-services and stuff like that.
Main codes. All eight programs met two of the Key Assumptions: realizing
trauma was pervasive and recognizing trauma responses. Five of the programs responded
by integrated knowledge of trauma into all aspects of their agencies (A, C, D, G, H) and
four of the programs actively resisted retraumatizing their clients (A, C, D, H). All of the
eight programs demonstrated their commitments to three of the six Key Principles:
safety, trustworthiness and transparency, and empowerment, voice, and choice. Five of
the programs (A, E, F, G, H) utilized peer support in their treatment and five of the
program exhibited collaboration and mutuality (A, C, D, E, H). Three of the programs
(C, D, G) expressed actively addressing cultural, gender, and historical issues through
their services.
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Chapter 5: Discussion
Trauma and mental health difficulties are significantly higher among WIP than
the general population (Farley, 2003; Ling et al., 2007; Rössler, et al. 2010; Roxburgh et
al., 2008). Despite this well-documented connection, very little research has examined
the treatment WIP receive. Given this dearth, this study focused on identifying and
evaluating the services WIP received in an effort to begin to improve services for this
marginalized and highly vulnerable population.
A constructive process evaluation (Chen, 2015) was conducted with each of the
eight participating programs. Interviews consisted of open-ended questions in a semistructured format. A vignette based on the real experience of a deidentified woman who
was in prostitution was included in the interview to generate additional data on how
programs responded to trauma. SAMHSA’s trauma-informed care model (2014) served
as the basis for inquiring about and measuring trauma-informed care. Data analysis
focused on identifying services provided, how services were developed and implemented,
and how they addressed trauma. Analysis concentrated on describing data obtained from
each program and comparing services across programs by generating codes.
Constructivist Grounded Theory (Charmaz, 2009) guided the qualitative analyses.
As discussed in Chapter Four, identifying each participating agency’s Program
Theory (Chen, 2015) was key to learning about and assessing services available to WIP.
By reviewing the professional literature, conducting internet searches, consulting with
experts, and snowball recruitment techniques, 29 programs in the United States that have
a primary focus of helping women leave prostitution were identified and contacted to
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participate in this study. Eight of the 29 identified programs agreed to participate and
completed interviews.
General Overview of Programs
Participating programs were diverse in geography, size, philosophy, duration,
length of operation, and many other factors. Although all programs had the primary
focus of providing services to WIP, they each had different perspectives and approaches
to addressing this issue. Identifying programs that served WIP was challenging as this
tends to be a hidden population. Thus, in an effort to assist treatment providers and
researchers, I compiled a list of all existing programs I identified during this study that
have a primary focus of serving WIP (see Appendix F). In an effort to maintain the
confidentiality of programs that participated in this study, no additional identifying
information about the 29 total programs was provided in this list. While other programs
may exist in the United States that serve WIP, they could not be identified at this time,
making this list the most comprehensive available currently.
Programs in this study spanned three of the four major regions in the United
States (as defined by the US Census Bureau) and were similarly geographically
distributed when compared with all 29 programs in this United States. Four of the
programs in the study were in the South (A, B, D, E), two were in the Midwest (C, H),
and two were in the West (F, G). Of all 29 programs in the US, one was in the Northeast,
nine were in the South, seven were in the Midwest, and 12 were in the West. Of all 29
programs in the US, 13 were in large urban areas, 11 were in medium-sized cities, and
five were in small towns. In this study, five were in large urban areas (A, C, D, E, F),
two were in medium-sized cities (C, H), and one was in a small town (G); this
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distribution closely mirrored the national sample. Because researching every program
that existed in the United States went beyond the scope of this dissertation, I could not
compare the participating programs with the national population of programs in terms of
lengths of operation, primary orientation to services, number of clients served, duration
of the program, or types of services offered.
Services offered. The services programs offered were divided into four
categories: basic life needs (housing, food, clothing), healthcare (mental, physical, dental,
vision), social services (job training, education, case management, referrals, etc.), and
other (24/7 crisis line, Christian mentorship, legal assistance, etc.). A summary of all the
services each program offers can be found in Table 4.1. Each of these services reflected
each program’s unique Program Theory, Change Model, and Action Model (Chen, 2015),
which were detailed in Table 4.2. A summary of which aspects of SAMHSA’s traumainformed care model (2014) were met by each program was detailed in Table 4.4. The
significance and impact of the services offered by each program are discussed in the
Program Theories and trauma-informed care sections of this chapter.
Most helpful services offered. In reviewing participants’ responses to what
services were most helpful to clients, the data emerged into three main categories:
emotional support (e.g., showing love, providing encouragement, etc.), specific services
(e.g., job training, psychotherapy, etc.), and program culture (e.g., focus on community,
strengths-based approach, etc.). In many ways, these primary categories of helpful
services found in all eight programs aligned with the basic tenets of evidence-based
psychotherapy, such as creating supportive environments, focusing on developing strong
relationships, and providing unconditional positive regard (Duncan et al., 2004). These
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also echoed recommendations for culturally competent trauma therapy outlined by Brown
(2008) and culturally competent psychotherapy (Sue & Sue, 2003).
Each of the participating programs also identified unique services they offered
that they considered most helpful. Several of these programs’ services also aligned with
foundational evidence-based counseling skills/theory (as defined by Duncan et al., 2004),
such as tailoring services to each client, being non-judgmental, meeting clients “where
they are,” and providing feedback. Other interventions programs noted that fit with
culturally competent trauma therapy (as defined by Brown, 2008) included holding trust
and accountability intentionally and in balance, having strong boundaries, centering
survivors’ perspectives and wisdom in the design and implementation of services, and
focusing on diversity.
Locale of therapeutic services. Of the six programs that provided therapy, half of
them (A, C, D) noted they do not have therapists’ offices in the residential programs in
order to maintain strong boundaries, avoid having therapists need to enforce
programmatic rules, and provide emotional distance for clients and staff. To accomplish
these goals, the programs either referred to outside agencies for individual and group
therapy (A), housed therapists’ offices away from the residential home (C), and/or
contracted with therapists in private practice (D).
When considering the psychotherapists employed by programs, regardless of
where they provided services, it was not possible to evaluate trauma training each
therapist had. While programs indicated that therapists they hired or contracted with had
the necessary education and training to provide competent trauma therapy, this cannot be
verified. Programs that had their own therapists on staff (B, D, G), paid for off-site
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therapists (A, C, E) or provided referrals for optional and unpaid off-site therapists (F, H)
each program must ensure all of the providers have sufficient knowledge of evidencebased trauma therapies and the complex needs of WIP; insight into therapists’ knowledge
in these areas did not emerge from the interview data. To combat possible uncertainty
about the quality of psychotherapy services their clients received, programs are
encouraged to cultivate relationships with specific therapists by reaching out to providers
in their communities who report having expertise in working with survivors of complex
traumas and explore clinicians’ knowledge of evidence-based trauma therapies and
cultural competence, as well as provide information to these therapists on the unique
needs of WIP. This process will help programs to evaluate whether those therapists have
an interest in working with their clients (particularly after therapists learn about the
complex needs of WIP) and help agencies better evaluate whether therapists have the
requisite skills to serve their clients. After selecting appropriate therapists, programs
should then request and integrate feedback from clients about the services they receive
from these community providers and make changes as needed to ensure clients’ needs are
met in therapy.
Recommended practices. Each program indicated there were many ways to most
effectively meet the needs of WIP. Many of these recommended practices were
aspirational due to insufficient funding, staff, time, and/or community engagement.
Some of these included cash assistance, more educational and vocational services, safe
and affordable housing, financial education, living wage jobs, and more time in the
program. Other recommendations programs made were supported by research on best
practices in trauma therapy. Examples included long-term counseling, implementation of
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knowledge of trauma in all aspects of the program, and not pathologizing clients or
defining them by their diagnoses (Brown, 2008; Herman, 1992; SAMHSA, 2014).
Creating community and increasing social supports was recommended by all eight
programs and aligned with research on culturally competent trauma services (Brown,
2008).
Three programs (C, D, F) emphasized multiculturalism and social justice in their
services. Program C identifies the importance of directly addressing the impact of
systemic oppression, such as racism and sexism, in their Change and Action Models.
Program C also notes how essential it is to directly discuss the impact of systemic
oppressions (including racism, sexism, heterosexism, and classism) with clients,
particularly as a way to reduce self-blame. Program C indicates that staff acknowledging
and discussing their own privilege and power with clients and ongoing reflection at the
individual and programmatic levels are essential aspects of their agency; they recommend
other agencies engage in similar practices as well, which is supported by research on
culturally competent psychotherapy (Sue & Sue, 2003). Program F notes that having a
“diverse treatment team” is important for providing culturally competent care, though
they did not elaborate on what diversity looked like in their agency. Lastly, Program D
discusses the significance of systemic change in combatting prostitution, such as activism
(by staff and interested clients) and diversion courts. While experts note that cultural
competence can never be completely attained and instead is a lifelong process (Sue &
Sue, 2003), these recommendations align with SAMHSA’s trauma-informed care model
(2014) and Brown’s (2008) recommendations for providing culturally competent trauma
therapy.
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Role of religion in services. One important area to consider is the role of religion
in services provided by a number of the participating agencies. Three of the agencies (B,
E, G) identified as Christian programs, utilized a Christian philosophy in designing and
implementing their programs, and included religious activities as a regular part of their
services (e.g., Bible study, attending church, Christian-based classes, Celebrate Recovery
meetings, etc.). Three other programs (A, C, F) had Christian influences. Program A
used the Benedictine Rule and Christian-based 24 Spiritual Principles as their guiding
philosophies, providing “sanctuary” as a part of their general mission, and having a priest
serve as their executive director/founder. Program F was part of a larger Christian
organization and discussed in their promotional materials the importance of helping
clients reach their “God-given potential” as a part of their agency’s overarching goals.
Program C had a priest as their executive director.
Interestingly, two programs (A, F) did not identify as Christian organizations, but
nonetheless had several aspects of their agencies that were clearly based on Christian
values and practices (e.g., Benedictine Rule, reaching one’s “God-given potential,” etc.).
This Christian influence in programs that identified as secular may represent a blind spot
for these agencies. Given this potential blind spot, these programs would benefit from
further evaluation and consideration of the impact their approaches, religious staff, and
Christian philosophies have on their clients and services. Overall, while there is no
problem with having religious individuals or organizations offering services to WIP,
having such clear ties to one specific faith necessitates further evaluation of cultural
competence of services, particularly when working with non-Christians, as they may feel
especially pressured to participate in Christian activities, or may not even consider
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attending a Christian program out of fear they would not have their beliefs respected or
their needs met.
It is particularly important to examine situations when religious activities are
required of clients in order to receive any services, as one of the Christian programs does.
This program noted they asked potential clients questions in their application “where
they’re at with [their Christian faith], are they open to it, do they understand that that is
what this program is for, but we don’t expect that…but just knowing that this is gonna be
an undertone in most things.” This program stated they required their clients to attend
multiple religious services, but clients were not required to participate (i.e., women must
go to Bible study, but they did not have to read the Bible). This program also noted the
number of women baptized in one of their promotional materials, which suggested that
[re]commitment to the Christian faith was considered an important measure of success in
their program.
Another Christian-identified program notes they clearly inform potential clients
they use a Christian philosophy in their services and hope clients will “find the Lord
through this journey… [and] some of our decisions are made through our faith and
relationship with Jesus, but they are never forced to believe what we believe, or go to
church or do any sort of religious activities.” The third Christian program described
themselves as “a faith-based organization, not faith-forced” and noted they provided
clients with activities such as Bible study and church as well as meditation and traumainformed yoga. The three additional programs with Christian ties (A, C, F) stated they
did not require or offer religious services of any kind in their program, but were
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supportive of clients of any faith who may have chosen to participate in religious
activities on their own.
The concern about offering or requiring religious services as a part programs for
WIP was independently raised by three programs (A, C, D) in this study13, two of which
had priests as senior administrators in their organizations. They emphasized the
importance of maintaining a non-religious orientation as one of the most important and
beneficial aspects of their programs. These three programs noted that service providers
should not require clients to observe or participate in religious services in order to partake
in other aspects of the program. They explained that requiring clients to agree to the
program’s religious belief system (even if clients do not have to participate in religious
services) in order to receive any services was unethical, particularly when the women
trying to leave prostitution were already highly vulnerable and so few services were
available that addressed their unique needs.
Attending to culture is imperative when working with clients from marginalized
backgrounds due to the disempowering nature of oppression and trauma (Brown, 2008;
Herman, 1992). This emphasis on cultural competence is echoed by researchers in their
recommendations for providing effective services to WIP (Carter & Dalla, 2006; Hunt,
2006). Cultural competence becomes even more important when serving WIP because
marginalization, disempowerment, trauma, and oppression are central to lives in
prostitution. In reviewing literature on providing evidence-based, culturally competent
trauma therapy, the importance of respecting all clients’ religious identities (or lack of

13

The discussion of religion in services for WIP was not prompted by this researcher. Programs A, C, and
D each brought up the role of religion in providing services to WIP on their own when they discussed the
history of their agency, what they considered best practices, and/or what they found to be most helpful for
the women they serve.
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religious identity) is noted. To avoid further marginalizing clients who belonged to nondominant groups (e.g., religious minorities, people of color, LGBTQ individuals, women,
etc.), cultural competence must be prioritized in all services (Brown, 2008). Specifically,
when providing trauma-related services to members of non-dominant religious groups
(e.g., Muslims, Jews, agnostics, Hindus, etc.) it is essential that
Psychotherapists should invite clients to appreciate that some system of meaning
may be helpful in their recovery but never be prescriptive as to which system that
might be. Psychotherapists also need to be careful not to assume that simply
because persons identify as adherents of a particular meaning-making system that
they will find assistance for their trauma recovery process in that system (Brown,
2008, pp. 232-233).
Moreover, Brown (2008) cautions providers against telling clients about how to
understand their traumas through a specific religious philosophy because when providers
advocate religious beliefs, they create a “predictable risk of doing harm to a client
because the declaration would constitute an exploitation of the power role” (p. 235).
Despite urging providers to avoid promoting or offering their personal religious beliefs,
Brown (2008) notes that culturally competent practice can empower clients to explore
their own questions and create their own answers about their meaning making systems,
which may or may not have include adherence to a particular religion or align with a
specific religious philosophy.
Given the research on culturally competent trauma therapy, it appears quite risky
to take a religious approach to services for WIP given their exceptionally high
vulnerability. This was particularly true when reviewing the data from this study as
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religion permeated most aspects of the Christian programs (B, E, G), even when services
were optional. Although Program A is not Christian-identified, they appeared to use
many Christian philosophies and names for their services, which suggested a general
Christian culture in this self-identified secular program. Other programs (B, C, F)
disclosed they received considerable funding from churches and other Christian
organizations, which may also influence how they approach their services as it would be
highly possible that Christian donors expect the programs they support financially to have
a Christian philosophy. This is especially likely when funding comes from Evangelical
Christian organizations as spreading Jesus’ message is considered a central aspect of
these faiths.
To use a Christian (or any one religious) orientation risks marginalizing nonfollowers who participate in the program and possibly deterring non-followers from
seeking any services in that agency. Using a specific religious approach also risks
imposing a particular faith on non-followers and/or making non-followers feel obligated
to participate in religious activities to please program staff or maintain their place in the
program. Because of the experiences WIP have had complying with others’ rules or
demands as a survival strategy, they are highly likely to accept the viewpoints of those in
powerful positions (i.e., service providers), even if these viewpoints do not fit with their
beliefs or experiences.
In the program that requires clients to attend Bible study classes, it is important to
note that while clients may technically have a “choice” whether to read the Bible, clients
likely feel pressured or obligated to participate in this religious activity whether or not
they actually want to; this can be coercive to clients who already lack power, treatment
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options, and choices. Additionally, if clients choose not to participate in these required
Bible study classes, they are still forced to listen to a Christian philosophy that may not
align with their needs or values. Furthermore, many Christian denominations exist, thus
even if clients identify as Christians, there is no certainty that their particular beliefs and
practices align with the program’s. Overall, by using a singular, religious orientation in a
program (especially when religious services participation are required) risks further
pressuring, marginalizing, or even harming vulnerable women who already lacked access
to basic life necessities, healthcare, and social services.
In place of using a Christian philosophy, regularly using Christian principles in
their programs, and/or offering or requiring religious services, agencies can offer a
variety of services clients could choose from. Similar to how students in public schools
can pray if and how they choose (but teachers do not lead or encourage specific religious
activities), programs can provide time and services that allow each client to select any
religious, spiritual, and/or non-faith-based activities she chooses based on her personal
preferences, cultural background, and needs. Additionally, providing information and
resources to clients about many different religious faiths and non-religious practices (e.g.,
different forms of prayer, meditation, yoga, exercise, chanting, etc.) can be vital tools that
serve clients and promote healing while they are in and after they leave their program.
Program structures. Unfortunately, very little data were available about
differing programs’ structures; only one program (B) provided significant details about
how their program was structured and the focus of different stages of treatment. Based
on available data, six programs in this study offered longer-term, residential treatment (A,
B, C, D, E, G) and utilized structures similar to those used in many residential treatment
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programs. The general structure included more rules and services at the beginning of
treatment, and more privileges/responsibilities and fewer services as treatment
progressed, which aligned with how most long-term substance abuse and mental health
programs frequently operated. This developmental approach to the programs’ structure
fit with many long-term, structured evidence based practices, such as Dialectical
Behavior Therapy or Assertive Community Treatment. Program F’s shorter-term
educational orientation and Program H’s drop-in center model were too different from the
residential programs and each other to make meaningful comparisons with regard to
program structure.
It was surprising that only one of the long-term, residential programs (B) provided
concrete information on the structure of their services. All of the programs were asked
for this information in interviews, but most provided general information about how their
programs were structured, rather than details of how a client progresses through their
programs. Additionally, Program B was the only agency that described the different
stages of their program on their website. Given how important transparency is when
working with WIP because of their history of mistreatment by authority figures,
providing as much detailed information to current and prospective clients and referrals
sources would likely help (potential) clients and referrals sources to begin to establish
trust with the program.
Program staff. Across all eight agencies, the most commonly employed staff
were social workers. Several of the programs (A, C, D, F, G) had licensed and licenseeligible masters-level social workers as program directors, case managers, therapists,
and/or group leaders. Three of the agencies also had graduate- and undergraduate-level
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(C, D, G) social work students who provided individual and group therapy, classes, case
management, and administrative services.
Students. It is important to consider the role students play in programs’
operations. In particular, using undergraduate-level social work students to provide
groups, case management, or other direct services to WIP is potentially problematic due
to the limited clinical training students receive at the bachelor’s level. While these
undergraduate practicum students did not appear to provide individual therapy to clients,
because of the complexity of the concerns of WIP, any direct interaction with these
clients (without in vivo supervision) needs to be carefully planned and coordinated. As
such, individuals providing direct services, even those not typically considered
“therapeutic,” (e.g., case management, educational groups, etc.), need significant
counseling skills and trauma-informed care training given the high likelihood clients will
have flashbacks, panic attacks, and/or dissociative episodes at any time. With this
understanding, it is ill-advised for undergraduate-level practicum students to provide
direct services (including case management or educational groups) to WIP. Additionally,
masters-level graduate students need significant prior training in providing therapy, deescalation interventions, trauma-informed care, and containment strategies in order to
provide the minimum level of care needed to serve clients with such complex and severe
presenting concerns.
Psychologists. Given my psychologist identity, it was noteworthy that only one
agency (D) had a psychologist providing mental health services to WIP. Although WIP
are likely to encounter psychologists in various settings (e.g., prisons, hospitals, domestic
violence shelters, community mental health clinics, etc.), this population has been
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generally overlooked by psychologists. Given psychologists’ skills in providing
assessment, psychotherapy, research, and advocacy services, we are particularly suited to
serving this highly vulnerable population in many important ways. In order to better
meet the needs of WIP, psychologists (particularly counseling, feminist, addiction,
multicultural, trauma, and clinical psychologists) need more information about and
commitment to serving this at-risk population through practice, research, and advocacy.
Although not stated by the programs in this study, it is possible that the higher salaries
generally earned by psychologists (compared with social workers and professional
counselors) may be deterring programs that already have limited budgets. Despite the
additional costs, based on the complexity of clients’ presenting concerns, their needs for
therapy, assessment, and advocacy services, and the importance of ongoing research in
designing and implementing care, programs that serve WIP will certainly benefit from
involving psychologists in the planning, operation, and evaluation of their services.
Peer support. The role of peer support from people with lived experience in
prostitution, both from program staff and other clients, was very important to providing
effective and responsive services, which was highlighted by SAMHSA (2014) as one of
their Key Principles. Two of the programs (F, H) self-identified as survivor-led agencies
that were started and operated by women who were in prostitution. Another program (A)
employed women with histories of prostitution in their agency, while two others (E, G)
had more senior clients who had survived prostitution serve as mentors to newer clients.
Given how meaningful peer support can be for many people with marginalized identities
and experiences (Brown, 2008), integrating more formal opportunities for other survivors
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of prostitution to be involved in offering support, guidance, services, and knowledge to
women trying to exit and services providers would be highly important.
Volunteers. Similar to many non-profit agencies, the eight programs in this study
relied on volunteers to help operate their programs. Several of the programs (A, B, C, F,
H) noted community members offered services based on their interests or professional
experience, such as classes on financial literacy, healthy relationships, job search, and
crafting for stress relief. These programs reported volunteers’ services provided
opportunities for clients to learn additional life skills as well as build new relationships
with members of the larger community. Some volunteers also provided administrative
support or fundraising assistance and had limited or no direct contact with the clients.
Many of the programs highlighted how important their volunteers were to the programs’
operations. One of the most beneficial aspects of volunteers’ participation that programs
noted was that volunteers’ involvement demonstrated how much they believed in the
clients. Several of the programs noted they pointed out to their clients how much the
community was invested in their success and indicated how meaningful volunteers’
participation was to their clients.
One concern with having non-mental health professionals interacting with and
providing services to this highly vulnerable population is the potential for unintentional
harm. While some of the programs (A, C, E) indicated that volunteers must have
experience or expertise in the areas that they were providing services in (e.g., financial
literacy classes should be taught by someone who worked in the financial services
sector), this was not required in all programs. Some of the programs (A, B, C) noted that
all volunteers go through formal training on some of the common issues and needs of
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WIP before they interacted with clients, while other agencies did not have such training
opportunities or requirements. Having intentions to help WIP is certainly valuable and
commendable, however, without sufficient training, difficult situations can arise for
clients, the program, and volunteers.
If volunteers were to interact directly with clients and had only basic (or no)
training on trauma, they risk hurting clients by not understanding common trauma
reactions and possibly offering well-intentioned advice that reinforces problematic
concepts. For example, a client could have a panic attack in the volunteer’s presence and
the volunteer may try to comfort the client through physical touch, as in the vignette in
the interview protocol (which was based on the real experience of a former client of an
agency that helped women leave prostitution). A less obvious problematic situation can
occur with a client expressing frustration with herself for entering prostitution, to which
an ill-equipped volunteer may try to help by saying that “everyone makes mistakes.”
While the volunteer is undoubtedly trying to help the client in this situation, this is not an
informed response and reinforces a client’s belief that she chose such a life or that it was
her own fault she was in prostitution. Additionally, without proper training and support,
volunteers are at risk for vicarious traumatization themselves by being exposed to the
overwhelming trauma WIP experience and were trying to process in treatment. Overall,
given the challenges associated with serving such a marginalized and high-need
population, initial and ongoing training (particularly trauma training) is imperative for all
volunteer and paid staff.
Concerns about volunteer staff and undergraduate social work students providing
services connected to survivors of prostitution providing services. Two of the programs
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(F, H) had women who were in prostitution serve as their program founders/directors and
provided many direct services to WIP. The importance of having lived experience and
direct knowledge of life in prostitution that these staff members brought to their programs
cannot be overstated. Simultaneously, these service providers may not have had
graduate-level training in social work, counseling, or psychology, which can risk their
own well-being through vicarious (re)traumatization. These survivor service providers
may also have insufficient knowledge or clinical training to respond to the more complex
mental health needs many WIP present with. Given these concerns, programs should
consider consulting therapists with training in the treatment of complex trauma in the
design, provision, and evaluation of all of their services to ensure clients’ needs are met
effectively.
Program Theories
All of the programs in this study noted that women do not enter prostitution by
choice. Four of the programs (A, C, D, G) also highlighted structural factors contributed
to women’s entry into prostitution; this assertion aligned with previous research that
demonstrates that women enter prostitution due to structural oppression and
discrimination (American Psychological Association’s Society for the Psychology of
Women, 2011; Cascio & Brown, 2015; Farley, 2003; Outshoorn, 2004; Suiter, 2012).
These four programs indicated that in addition to individual interventions to help women
leave prostitution, change must occur on the community or cultural levels as these were
the structures that facilitated women’s entry into prostitution in the first place. Other
programs (B, E, F, H) cited individual factors as causes for women to enter prostitution
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and thus individual interventions were the primary or sole solution for helping women to
exit.
It is important to consider that while being tricked, boyfriended, abused, addicted,
or forced were common mechanisms for entry into prostitution (as Programs B, E, F, and
H did), using these factors alone to completely explain why women entered prostitution
implies individual factors were the primary reasons for prostitution. Based on data
gathered in this study and prior research, there is significant evidence that people entered
prostitution in large part because of structural oppression that devalued certain groups
and societal barriers that made living-wage jobs, education, safe affordable housing, and
healthcare nearly impossible for members of these devalued groups, thus leaving
prostitution as one of the only options for survival. With this understanding of why
women enter prostitution, programs should emphasize the role of structural inequality
and oppression in their Program Theories, Change Models, and Action Models;
otherwise, by focusing mostly or entirely on individual factors, programs risk ignoring
the underlying reasons women enter prostitution, which can even blame women for poor
choices, ignorance, vulnerability, and/or “disease” (i.e., addictions or mental health
issues).
While some women may be introduced to prostitution because of the individual
factors noted above, these final steps into prostitution are not the only or even most
important reason why women enter. To focus only on individual factors such as
addiction, abuse, or coercion risks blaming or holding women responsible for entering
prostitution. Data from this study and previous research demonstrated that people in
prostitution were almost entirely individuals who faced the most discrimination and had
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the least power in every society. Thus, the underlying influence of cultural factors must
be emphasized in programs’ Change Models when explaining why and how people enter
prostitution. Moreover, individual factors cannot be considered the only point of
intervention for programs, therefore their Action Models must highlight how and why
they combat prostitution at the structural level.
Change Models. All eight programs’ Change Models highlighted that women do
not choose to enter prostitution. This understanding aligned with previous research on
women’s entry into prostitution (e.g., American Psychological Association’s Society for
the Psychology of Women, 2011; Cascio, 2015, 2016; Cascio & Brown, 2015; Suiter,
2012). Four programs (A, C, D, G) noted that cultural factors contributed to women’s
entry into prostitution. Cultural factors included unequal distribution of and access to
resources and power, structural oppression, tolerance of interpersonal violence, and
acceptance of the purchase and sale of human beings for sex.
Several programs (A, B, D, H) noted that young women and girls in particular
were often tricked, coerced, defrauded, or boyfriended into prostitution. Lacking
resources, insufficient treatment options, limited knowledge, and seeing oneself as “only
good for sex” were additional reasons women struggled to leave prostitution. Other
factors that programs (B, D, F) identified that contributed to women’s entry to
prostitution were histories of abuse or rape, addiction, and mental health issues. These
understandings of why women entered and struggled to leave prostitution also aligned
with researchers’ findings (Cimino, 2012; Dalla, 2000; Farley, 2003; Outshoorn, 2004;
Roe-Sepowitz, 2012; Silbert & Pines, 1981).
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Action Models. Programs recognized that women needed a variety of services to
leave prostitution. Programs’ Action Models underscored the role of both tangible and
intangible services in helping women leave prostitution and transform their lives.
Tangible aspects included addressing clients’ immediate and basic life needs, providing
access to quality healthcare (especially mental healthcare), and delivering social services
(e.g., job training, education, case management, etc.). Even more common were
programs’ emphases on intangible services, like showing love, providing restoration,
building community, empowerment, offering respect and dignity, and creating a sense of
hope. These concrete and abstract services fit well with existing theoretical models for
leaving prostitution (e.g., Baker, Dalla, & Williamson, 2010; Oselin, 2014) as well as
evidence-based trauma therapies (e.g., Briere & Scott, 2006; Brown, 2008; Herman,
1992). Only three programs’ (C, D, E) Action Models specifically noted the importance
of systems-level interventions in combatting prostitution.
Summary of Program Theories. The programs in this study had solid, but
varying, understandings of what causes women’s entry into prostitution that was
supported by the existing literature. Many of the services programs provided aligned
with research-based recommendations for helping women exit prostitution, as well as
some aspects of evidence-based trauma therapy, trauma-informed care, and culturally
competent mental healthcare. However, half of the programs’ Change Models neither
underscored the impact of structural oppression and lacking resources on women’s entry
into prostitution, nor did their Action Models highlight the systems-level interventions
necessary to help women exit prostitution and/or abolish prostitution altogether. These
eight agencies’ Program Theories demonstrated some of the nuance necessary to
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understand an issue as complex as prostitution and what is needed to exit prostitution;
however, many would benefit from additional consideration of the structural factors that
facilitate women’s entry into prostitution and serve as barriers to their exit, and
integrating these factors into their mission statements, program values, training, and
services.
While this study’s purpose was not to determine which programs were most
effective, based on data from this study and prior research, it is likely that agencies with
Program Theories, Change Models, and Actions Models that addressed the structural
factors that caused women’s entry into and prevented their exit from prostitution, while
also meeting individual women’s needs, will be more effective than programs that only
attended to individual factors. Additionally, data from this study and previous research
suggest that programs that simultaneously addressed women’s individual needs most
holistically and thoroughly are also likely to provide the best chance for women to exit
prostitution and heal from the wounds they incurred before and while in prostitution.
Programs that focus on short-term, educational, and/or crisis services are less likely to be
effective in helping women leave prostitution given their myriad complex
biopsychosocial needs.
Vignette Responses
The vignette used in this study gleaned valuable information about how programs
respond to clients with trauma histories. Specifically, the vignette provided an
opportunity for programs to react to a case example-like situation that could help me
understand more fully how programs interact with clients who had histories of
prostitution, provided services, understood trauma reactions, and responded to clients
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experiencing active trauma reactions. Based on the responses, all programs correctly
identified that Denise had a trauma reaction to Carol touching her on the shoulder.
All eight programs recognized Carol should not have touched Denise without
asking for and receiving Denise’s permission. These responses suggested that all
programs can identify when trauma survivors feel unsafe (i.e., why Denise swatted
Carol’s hand and told her to go away) and were aware of basic guidelines for serving
trauma survivors and that these were violated in the vignette (i.e., Carol mishandled the
situation). Additionally, seven of the programs identified that Denise likely felt triggered
by Carol’s actions and that Carol’s attempt to provide comfort was likely perceived by
Denise as frightening or intrusive. These seven programs’ awareness of Denise’s
possible emotional state in this situation suggested that programs understood some
common trauma reactions and responded with basic trauma-informed interventions.
Trauma-Related Services
In reviewing the data on trauma-related services, all eight programs met half of
the Key Assumptions in SAMHSA’s model by realizing the impact of trauma and
recognizing the signs of trauma. All eight programs also fulfilled half of the Key
Principles by providing safety, trustworthiness and transparency, and empowerment,
voice, and choice. By meeting these criteria, all programs demonstrated some
competence in providing trauma-informed care. Five of eight programs met the third
assumption: responding by integrating knowledge of trauma into all aspects of the
program. Half of the programs met the fourth assumption by resisting retraumatization.
For the remaining principles, five provided peer support, five programs met collaboration
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and mutuality, and two fully addressed cultural, gender, and historical issues in their
services.
Key Assumptions. The most commonly missing Key Assumption was resisting
retraumatization. While obviously none of the programs aimed to harm their clients,
some of the interventions that programs offered had high possibilities of retraumatizing
the women they served. For example, one of the programs included an education group
led by police officers that covered a variety of topics. Although the portion of the group
when police shared about how much they cared about the women and wanted the women
to complete the program likely had a positive impact on clients, the program’s director
explained the officers also show graphic crime scene photos of WIP who were murdered
as a way to “hit home” with the clients, especially “younger women who may not be fully
aware” of the dangers of prostitution.
While using a “scared straight” approach can seem like an appealing way to
motivate people to change, research on programs that use these tactics (e.g., using
graphic images on cigarette packaging to discourage tobacco use, D.A.R.E., etc.) are
shown to be generally ineffective in producing meaningful or long-lasting changes in a
recent meta-analysis (Welsh & Rocque, 2014). Additionally, while some of the younger
clients in the program may not have seen murdered WIP, they were still almost certainly
aware that WIP had exceptionally high murder rates. Moreover, showing graphic images
to clients who had already been exposed to considerable violence will likely be triggering
and retraumatizing to clients and thus must be discouraged based SAMHSA’s (2014)
trauma-informed care model.
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Soliciting feedback about this portion of the police officers’ presentation from
current and former clients will be essential to evaluate the immediate and long-term
benefits and drawbacks of this particular intervention, especially given the high risk of
retraumatization. In addition to consulting with current and former clients, this program
will likely also benefit from conferring with trauma therapists for additional insight into
the potential impact on clients and for less risky ways for the police to present to clients.
Lastly, given many WIP report negative, and sometimes violent, interactions with the
police (Cascio, 2015; Cascio & Brown, 2015; Farley, 2003), there is a strong likelihood
that the clients this program serves had difficult or even traumatizing interactions with
the police themselves. Therefore, this agency should consider carefully if and how police
are involved at all in their program to avoid retraumatizing their clients.
Another program asks potential clients to write their life stories as part of
admission to help the staff get to know the women better and see if they are a good fit for
the program; a major focus of these life stories are potential clients’ trauma histories.
Although life stories can yield valuable information for the program, the women risk
being retraumatized by disclosing highly sensitive information they may feel compelled
to share (even if they are not ready) in order to be accepted into the program. Most risky
about this activity is that potential clients may not even receive services after disclosing
their stories if they do not match well with the program’s model or if there is a wait list
for services. Thus, women risk being retraumatized and may not receive follow-up care
to process this experience or know appropriate coping skills to manage likely traumarelated reactions that often follow such an exercise.
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Although there can be potential benefits to writing life stories while in the
program and/or as a part of therapy, there are also considerable risks to doing so before
admission when women have almost certainly not received enough therapy to be
emotionally prepared for such an activity. Gathering feedback from current and former
clients, but particularly from applicants who were not accepted into the program, is the
best way to evaluate any potential negative or positive consequences of this portion of the
admissions process. Additionally, this program should consult with therapists who
specialize in trauma to learn about the best timing for writing life stories as this
intervention risks retraumatizing clients if they are telling their stories before they are
prepared to do so.
Four of the programs also did not fully meet the Key Assumption of integrating
knowledge of trauma into all aspects of their agencies in part because of some of their
practices risked retraumatization and thus demonstrated less knowledge of trauma
reactions or integration of trauma knowledge throughout their programs. It is important
to note that one of the programs partially met the Key Assumption of integrating trauma
knowledge by offering specific trauma services (e.g., trauma-informed yoga and traumafocused therapy), however, because one of their admissions requirements significantly
risked retraumatizing potential clients, they cannot be fully considered to meet this Key
Assumption.
Based on the data from all eight programs meeting two of the Key Assumptions
and half fully meeting the remaining two Key Assumptions, there appeared to be a
pattern that programs either fully met all four Key Assumptions or met half of them.
This was in part because programs that risked retraumatizing their clients (or potential
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clients) were not fully integrating trauma knowledge into all aspects of their agency.
Additionally, this pattern suggested that while all of the programs had basic knowledge
about trauma and providing trauma-informed care, more advanced and nuanced training
in trauma is necessary to meet all four Key Assumptions, particularly when providing
services to clients with such severe and complex trauma histories.
One point that was considered when evaluating the programs was that program
administrators who completed interviews for this study may not have had as much
training on trauma as the clinicians who worked more directly with the women their
agencies served. Because therapists likely had more knowledge of trauma, trauma
reactions, and how to respond to trauma more effectively, it is essential for program
administrators to consult with clinicians with expertise in trauma about how the entire
agency provides services to improve the quality of trauma-informed care for all clients
throughout the program (i.e., not just in trauma-focused therapy). This will likely
increase responsiveness to clients’ needs by fully integrating knowledge of trauma
throughout the program as well as improving how programs resisted retraumatizing
clients, potential clients, and their staff.
Key Principles. In reviewing the data on SAMHSA’s Key Principles, the most
commonly missing Key Principle was addressing cultural, gender, and historical issues.
This missing principle was not surprising as addressing cultural, gender, and historical
issues can often be one of the most complex aspects of providing mental health services.
As discussed extensively in Chapter Two and earlier in this chapter when discussing the
role of religion in services for WIP, cultural competence was one of the most important
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aspects of effective, ethical services for such a vulnerable and marginalized population,
though it can also be one of the most challenging to understand and implement.
Because of the short time I spent with administrators from each agency, as well as
the complex nature of addressing cultural, gender, and historical factors in services, I will
not speculate as to why some agencies did not fully meet this Key Principle. However, I
will note that all of the administrators I interviewed for this study, all of the program
founders, and all of the program directors of all eight programs appear14 to be White.
Because all individuals’ perspectives are influenced by their experiences and identities, it
is likely that White program staff have limited personal understanding of the impacts of
cultural and historical factors. This limited personal understanding of how racial and
historical factors impacted how women entered prostitution and their experiences in
prostitution can influence if and how this Key Principle was met. Given that women of
color are overrepresented in prostitution, comprising on average 40% or more of all WIP
(Farley & Kelley, 2000; Lubin, 2012), it is particularly important that all programs that
serve WIP actively attend to how cultural, historical, and gender factors influence
experiences in prostitution, mental health issues, mental health treatment, rates of trauma,
trauma reactions, and trauma recovery as programs in this study reported that about 3050% of the clients in their programs were women of color.
While most of the programs did not meet the Key Principle of addressing cultural,
gender, and historical issues, two of the programs (C, D) did fully meet this principle,
with one additional program did so partially (G). In reviewing the programs that met this

I did not inquire about interviewees’ or program staff’s racial, gender, or other identities as it was not
immediately relevant to this study, therefore, I assumed that all of the interviewees, program founders, and
program directors are White based on their physical appearance in interviews and/or pictures on their
programs’ websites. If I was incorrect in these assumptions, I apologize.
14
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principle, some common codes emerged: (a) recognizing the significance of structural
oppression in women’s entry into prostitution and how discrimination served as a barrier
to exiting, (b) having knowledge of the impact of local cultural and historical issues on
experiences of WIP and how those dynamics could play out in the program, (c) openly
discussing oppression and discrimination amongst staff and with clients, (d) working to
change structural factors that contributed to prostitution, and (e) demonstrating awareness
of areas the programs needed to grow in with regard to cultural competence. These codes
aligned with recommendations for culturally competent therapy (Sue & Sue, 2003) and
culturally competent trauma therapy as well (Brown, 2008). These codes that address
cultural, gender, and historical issues can also be applied to other programs to improve
the cultural competence of services, increase general effectiveness and quality of
services, increase buy-in from members of marginalized groups (especially women of
color, LGBTQ individuals, and undocumented persons), and enhance overall care and
trauma-related services.
Another commonly missing principle was peer support. Three of the programs
did not fully meet this Key Principle. It was important to note that one of the programs
(C) had been open less than two years and only had a few graduates, another program (B)
had tried implementing peer support in the past but had struggled to keep graduates
involved in the program, and the third program (D) had informal, occasional peer
mentorship as a part of their program.
Study Strengths and Limitations
This study had many strengths. This was the first systematic psychological study
that examined services available to WIP, how programs operated and addressed trauma,
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and what services were most effective to help women leave prostitution. As the first
study of its kind, it provides valuable data to service providers who work with WIP. This
dissertation was designed to directly assist the programs that serve WIP by providing the
results of the study, summaries of their agency’s constructive process evaluation, and
recommendations to each participating program. Additionally, I offered to send each
program this entire dissertation and any research and clinical resources I had that may be
of service in their work. This mutual exchange of information was important to me as a
feminist psychologist and activist and promoted social justice-oriented goals to research,
understand, and ameliorate the structural forces that contributed to this significant social
issue.
More specifically, there are many methodological strengths in this study. One of
the main benefits of using constructive process evaluations was its holistic approach that
attended to the context each program operated in. This was especially important because
of the unique experiences of WIP and the many cultural factors that influence how WIP
are served. Constructive process evaluations also gathered diverse data to describe the
range of services for WIP, were applied to improve programs’ effectiveness, and helped
to understand how trauma was addressed among WIP. Another primary strength was that
more than one quarter of all existing programs in the United States that primarily serve
WIP participated in this dissertation; these eight programs similarly reflected the
locations and settings of all 29 programs in the United States.
The data gathered in this study utilized empirically-based interview questions that
integrated previous researchers’ recommendations to address trauma when serving WIP,
provided holistic and culturally competent interventions, and utilized a strengths-based
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approach (Carter & Dalla, 2006; Cascio, 2014; Farley, 2003). Lastly, my previous
clinical experience serving with women with prostitution histories made me familiar with
many of the mental health and psychotherapy needs of this population, which helped me
collect and interpret data more accurately.
This study also had some limitations. The primary limitation in this study was
that only eight agencies were included, which somewhat restricted the generalizability of
results; however, given that this was the first study that attempted to understand services
for WIP, a qualitative approach was still most appropriate. Another limitation of this
study was that many programs included are heavily influenced by Christian philosophy,
which likely affected the results. In order to address this limitation, religious and nonreligious programs were included in the study, however, there was still a strong Christian
orientation to three of the programs and many Christian influences in at least two others.
With regard to the vignette used in this study, it contained evidence of more than
one possible sign that Denise was having a traumatic reaction. The possible signs of
traumatic reactions were Denise’s panic attack-like reaction, swatting away Carol’s hand
and yelling at Carol, and Denise’s struggling to connect with other clients and staff for
the three weeks she had been in the program. Although most of the programs noted
Denise’s panic attack-like event and her direct reactions to Carol, none of the programs
responded to Denise’s difficulties connecting with others; while programs may have
noticed this factor, it was not spoken to by the programs or me during the interviews. I
missed the opportunity to highlight Denise’s other traumatic reaction during the
interviews, which represents a limitation in this study. In future studies that use a
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vignette, it will be important that other researchers or I discuss all possible critical
incidents in the vignette.
Future Research
As the first psychological study to systematically examine the services available
to WIP, there are many important areas for future research. The most significant need is
for more research in general on services for WIP, particularly with agencies that do not
focus on serving this population, but that still have frequent contact with WIP (e.g.,
community mental health centers, prisons, jails, substance abuse treatment programs,
hospitals, etc.). This is especially important as many WIP receive services in these
settings, though very little is known about how their unique needs are addressed by
providers in those kinds of programs.
Another important area for future research is to build on the current study by
conducting more research on programs that have a primary focus of serving WIP. Future
research can include outcome evaluations (i.e., Were programs effective?) and/or
conclusive evaluations (i.e., What were the merits of the program?; Chen, 2015; Owen,
2006). These types of program evaluations would be the next step in continuing the
present study. Future studies could either continue with the programs included in this
research and/or could be conducted with other programs in the United States.
Additionally, future studies need to focus on comparing different treatment models from
programs that focus on serving WIP to glean which may be more effective at meeting the
needs of WIP.
In this study, many programs served a large number of women of color in their
agencies and all of the programs’ directors, founders, and executive directors appeared to
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be White. As discussed earlier in this chapter, this difference is not itself problematic;
however, because of the central importance of cultural competence in providing all
mental health and social services, particularly to WIP, having all White administrators
could make it more difficult for programs to be attuned to the impact of historical racial,
gender, and other forms of oppression on why women enter and struggle to leave
prostitution. Future research on programs that serve WIP should gather information
about clients’ and staff members’ demographic makeup to begin to understand if and how
cultural differences between staff and clients impact the services provided or their
effectiveness. This will be especially important given how central cultural competence is
in providing effective services.
Additional research could focus on investigating programs that serve other groups
in the sex industry, including transgender people, men, and children. It would also be
important to gather data from programs that serve individuals who are not interested in
leaving prostitution to learn whether there is a difference in their needs and how to best
deliver services to best meet those needs. How psychologists and other mental health
providers view individuals in prostitution, their knowledge of the needs of this
population, and their interest in serving this group through research, practice, and
advocacy would be an important endeavor given how little research and few services
exist related to this population.
Recommendations
I synthesized data from this study along with research and recommendations from
experts on trauma-informed care, cultural competence, trauma therapy, and services for
WIP (Baker et al., 2010; Briere & Scott, 2006; Brown, 2008; Cimino, 2012; Herman,
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1992; Hunt, 2006; Oselin, 2014; SAMHSA, 2014). Overall, recommendations from this
study fit into four categories: specific services, cultural competence-related, program
culture, and aspirational services. A complete list of these recommendations is found in
Appendix G.
Specific services. Specific service recommendations include particular offerings
that programs and researchers report as especially helpful. One of the most important
recommendations I have is for WIP to receive at least two years of services, which should
Table 5.1. Summary of Recommendations.
Specific Services
o Long-term services
o Trauma-informed care
o Meeting all basic and
healthcare needs
o Job training and
assistance
o Education
o Case management
o Legal assistance
o Crisis intervention
o Transportation
assistance
o Develop social supports
o Peer mentorship

o
o
o
o
o
o
o

Cultural CompetenceRelated
Attendance to
multiculturalism and
social justice
Direct discussion of
impact of systemic
oppression
Ongoing self-reflection
Owning and discussing
privilege and power
Activism to combat
prostitution
Awareness of impact of
local culture
Awareness of program’s
areas for growth

Program Culture

Aspirational

o Emotional support
o Cash assistance
o Holistic, strengtho Safe and affordable
based, non-judgmental, housing
empowering approach o Financial education
o Sense of community o Opportunities to save
o Tailoring services to
money
each client
o Living wage jobs
o Providing feedback
o Ongoing services for
o Strong boundaries
graduates
o Centering survivors’
perspectives
o Collaboration and
inviting feedback
o Variety of services

include psychotherapy throughout their time in the program. This is based on multiple
programs (A, C, D, E, H) recommending that WIP receive at least two years of services
due to the complexity and number of needs their clients present with and four of
programs (A, C, D, E) emphasizing that clients should receive therapy as long as they are
in the program. For example, Program A highlighted the importance of ongoing therapy
even after completing the program due to the complexity of clients’ issues and the need
for ongoing support. This long-term model of treatment for WIP aligns with trauma
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researchers’ recommendations that individuals with complex and multiple traumas likely
need long-term therapy to heal (Briere & Scott, 2006; Brown, 2008; Herman, 1992).
Another important service that I suggest for all programs is to integrate traumainformed care throughout all services. Trauma-informed care should be fully integrated
by having all members of staff complete formal trauma-informed care training and all
clients should receive trauma-focused therapy throughout their time in the program.
These assertions that all aspects of the program be trauma-informed (i.e., not just clinical
services) aligned with SAMHSA’s (2014) model of trauma-informed care and
recommendations by Programs A, C, D, E, and H.
I encourage programs to meet all clients’ basic life needs while they are receiving
services, such as providing sufficient food, shelter, and clothing. This is supported by
Programs A, B, C, D, E, G, and H. Adequately meetings clients’ basic life needs is
especially important because of clients’ histories with poverty and having to sell their
bodies for survival; thus, programs report that ensuring their clients have clothing, food,
and shelter is essential to their recovery and general well-being so they are not triggered
by lacking resources. The importance of addressing clients’ basic needs matches experts’
recommendations (Briere & Scott, 2006; Herman, 1992) for helping clients establish
safety and stability as the foundation of trauma therapy.
Closely connected to addressing basic life needs, I recommend that programs
should meet their clients’ healthcare needs by providing physical, mental, dental, and
visual health services. This is such an important aspect of treatment because of the
interconnected nature of physical, mental, dental, and visual health. Six programs (A, B,
C, D, E, G) explain that clients need their complex health needs addressed simultaneously
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so they can both fully participate in the program and begin to rebuild their lives.
Addressing each client’s healthcare needs is also an important aspect of creating safety
and stability, an essential component of trauma-informed care (SAMHSA, 2014).
Due to the connection between prostitution and poverty, I recommend all
programs help WIP find stable (and hopefully living-wage) jobs; obtaining employment
would likely be best accomplished through job training, educational opportunities, and
job placement assistance. Educational and employment-related services are essential not
only in helping clients obtain employment while in the programs, but also increasing
long-term earning potential and self-efficacy. All eight programs cite the importance of
employment as a key part of their clients’ recovery and long-term ability to stay out of
prostitution. As discussed in Chapter Two, poverty is often one of the primary reasons
women enter prostitution and a significant barrier to exiting (Farley, 2003; Farley &
Kelley, 2000; Farley et al., 2005; Outshoorn, 2004; Suiter, 2012). This recommendation
is supported by Programs A, B, E, and G, which offer educational opportunities,
including helping clients obtain their GEDs, take classes at community colleges, and
participate in computer training courses.
Another key service I encourage programs to offer is helping WIP to increase
their social supports both within the programs and in the greater community. Isolation is
common in prostitution and helping clients to create healthy, stable, caring relationships
with peers, program staff, family, and other community members should be an important
aspect of services to facilitate clients’ success in the program and long-term recovery.
This assertion is supported by several programs (A, E, F, G, H) including peer
mentorship in their programs to help clients feel connected to and understood by the
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programs by having women who had been in prostitution provide services. Peer
mentorship also serves the important role of helping clients establish relationships with
people who have similar life experiences and have been able to successfully leave
prostitution. Peer mentorship is such an essential aspect of successful programs that
SAMHSA (2014) includes this as one of the Key Principles of their model of traumainformed care.
In order to help clients obtain employment, education, healthcare, and other
services, I encourage programs to offer case management as an essential component of
services for WIP. Case management includes meeting with clients individually to create
personalized plans related to their healthcare, education, and employment needs and
connecting clients with internal and external resources to address those needs. Case
managers are often the primary point of contact for clients in the programs and provide
continuity of care for clients as they progress through the different phases of the
programs. The importance of case management is supported by seven programs in this
study (A, B, C, D, E, G, H).
Cultural competence-related. Cultural competence-related services include
addressing the role of structural oppression in prostitution, promoting social justice, and
attending to issues of power and privilege. As discussed earlier in this chapter and in
Chapter Two, attending to each client’s sociocultural context is essential to all evidencebased mental health services. Additionally, all clients, their life experiences, their entries
into prostitution, their traumas, and their interactions with service providers exist within a
complex sociocultural context (Brown, 2008; Herman, 1992). Because of the inherently
disempowering nature of trauma and how ubiquitous trauma is in the lives of WIP,
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providing culturally competent trauma-informed care is even more important when
serving this population. Therefore, I recommend that all providers that serve WIP should
prioritize cultural competence throughout their programs. Important ways that programs
should fully integrate principles of cultural competence include ongoing training on
cultural competence, reflection by all staff members on their biases, ongoing evaluation
of how the program addresses the needs of clients from diverse backgrounds, and
soliciting and integrating feedback from clients (particularly those from racial, sexual,
gender, religious, and other minority groups) on how to improve services (SAMHSA,
2014; Sue & Sue, 2003). Programs would benefit from training all staff members on how
to self-evaluate their cultural competence, solicit feedback, and implement continuous
quality improvement practices in order to enhance their services. Additionally, having
staff who reflect the many diverse identities of their clients is recommended both by
Program F and experts in providing culturally competent mental health services (Brown,
2008; Sue & Sue, 2003).
One of SAMHSA’s (2014) Key Principles is attending to cultural, historical, and
gender issues in all services and program culture. Some of the specific ways that
programs in this study attended to multiculturalism and social justice were recognizing
the significance of structural oppression in women’s entry into prostitution and how
discrimination serves as a barrier to exiting (C), having knowledge of the impact of local
cultural and historical issues on experiences of WIP and how those dynamics play out in
the program (D), openly discussing oppression and discrimination amongst staff and with
clients (C, G), working to change structural factors that contribute to prostitution (C, D),
and demonstrating awareness of areas the programs need to grow in with regard to
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cultural competence (C, D). These actions are supported by recommendations for
culturally competent trauma therapy (Brown, 2008) and cultural competent therapy in
general (Sue & Sue, 2003).
The last recommendation related to cultural competence concerns the role of
systemic oppression that creates and maintains prostitution. To combat the structural
forces that exist in our culture that leave prostitution as the only “option” for survival, I
suggest that programs should engage in activism to challenge the societal-level issues that
leave women, people of color, transgender individuals, people from low-income
backgrounds, individuals with addictions, trauma survivors, and members of other
marginalized communities with few or no options for survival other than prostitution.
Additionally, I strongly recommend that all programs identify in their mission statements
(and integrate throughout their staff training and client services) the structural factors that
facilitate women’s entry into prostitution and serve as barriers to their exit; this would
serve as an important declaration of the real issues that create prostitution and changes
necessary to abolish it, as well as an opportunity to challenge inaccurate perceptions that
prostitution is caused and maintained by individual experiences or “choices.” This
recommendation is supported by Program D, which highlights the importance of staff
activism both as a part of their Action Model as well as a means of empowerment for
clients who choose to participate in opportunities for activism.
Program culture. Program culture recommendations are focused on intangible
aspects of programs that facilitated change in their clients. I recommend that providers
should give emotional support to their clients and help create a sense of community
within their programs. All eight programs note the importance of providing emotional
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support by showing love/encouragement and developing caring relationships with their
clients and four of the programs (A, B, E, G) highlighted the value of creating a sense of
community as an important quality. Other important aspects of program culture that I
emphasize include using a strengths-based approach, being non-judgmental, empowering
clients, taking a non-pathologizing approach, and tailoring services to each client; these
are supported both by programs in this study and align with trauma-informed care
(SAMHSA, 2014), culturally competent therapy (Sue & Sue, 2003), and research on
providing mental health to WIP (Roxburgh et al., 2008). Closely connected to a nonjudgmental approach and tailoring services is sowing seeds for future change, which
underscore the importance of meeting clients where they are and allowing clients to
choose to make changes when they are ready and able.
Additional program culture recommendations include taking a holistic approach
to wellness, providing feedback to clients from a caring and loving place, holding trust
and accountability intentionally and in balance, setting strong boundaries between staff
and clients, collaborating with clients, and inviting and integrating clients’ feedback on
services (SAMHSA, 2014). I emphasize the importance of centering prostitution
survivors’ perspectives and experiences in the design and implementation of services,
which is highly encouraged by SAMHSA (2014) and Programs F and H as well. I
suggest that providers facilitate open dialogues between staff and clients about program
rules and changes as an important way to maintain trustworthiness and transparency as
well as increase client buy-in, adherence to program policies, and collaboration between
staff and clients. This practice connects to the SAMHSA (2014) Key Principles of
“Trustworthiness and Transparency” and “Empowerment, Voice, and Choice,” and aligns
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with recommendations from programs in this study. Additionally, I encourage programs
to offer a variety of service options, particularly related to self-care, but not use a specific
religious orientation or prescribe activities clients are expected to participate in.
Providing a variety of services also matches two Key Principles in SAMHSA’s (2014)
model: Empowerment, Voice, Choice, and Trustworthiness and Transparency.
I suggest that programs focus on diversity in its many forms as both a cultural
competence-related recommendation and a program culture recommendation that is
supported by many experts (e.g., Brown, 2008; SAMHSA, 2014; Sue & Sue, 2003).
Lastly, ensuring that all staff (including contracted service providers and service
providers clients are referred to) have at least basic knowledge of factors that facilitate
entry into prostitution, common experiences of WIP, the role of trauma in prostitution,
typical trauma reactions, and how to respond to clients when they have trauma reactions
are imperative to minimizing the risk of harm to clients. When the experience Denise
had in the vignette is considered, it becomes clear how important trauma-informed care
and cultural competence are, and the potential harmful consequences when those skills
are lacking.
Aspirational services. Aspirational services were those that programs would
offer with unlimited resources and time; although costly, these services are nonetheless
important to effectively serving WIP. Some of the specific recommendations I have
include providing cash assistance to clients, safe and affordable housing while in and
after leaving the program, financial literacy education, opportunities to save money, and
living wage jobs while in and after leaving the program. Similar to how Programs A and
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C consider their clients “sisters for life,” continuing to provide services to clients after
they graduate would be important to helping clients stay out of prostitution.
Conclusion
In reviewing the results of this study, it was clear that the eight programs were
geographically, philosophically, and operationally diverse. The eight programs had many
similar and unique conceptualizations of why women enter prostitution, what kept them
from leaving, what they needed to exit, and what services best helped facilitate that exit.
Despite their many differences, these programs all shared the same mission to help this
highly vulnerable and marginalized group of women with complex biopsychosocial
needs. In serving WIP, these programs provided many important services that addressed
their clients’ basic life, healthcare, social, and trauma-related needs. Although none of
the programs offered “perfect” services that were completely trauma-informed or
culturally competent, these programs nonetheless provided essential services to an often
invisible population. While it would go beyond the scope of this dissertation to label
these eight programs as effective or not, the services they offered filled a significant gap
in addressing the needs of women who have been in prostitution and help them heal from
many years of physical, emotional, sexual, and financial abuse they experienced while in
“the life.”
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Appendix A
Interview Protocol
Introduction
Thank you for agreeing to speak with me today about your program. The purpose
of this study is to explore the services available to women with histories of prostitution.
Today I will ask you many questions about your agency; some of the key topics will be
about your program’s mission, services, and operations. I will also ask several questions
related to how you address trauma in the services you offer, services you refer your
clients to, and in the general program structure.
There is very little research on the services offered to women in prostitution,
particularly in the United States. The information you provide will be among the first
attempts to systematically understand services for women trying to exit prostitution by
carefully exploring and evaluating multiple programs solely for women with histories of
prostitution. It is my hope that the information you and other agencies provide will begin
to create guidelines for effective treatment for women who are trying to exit prostitution,
particularly effective mental health services. I plan publish and share the data you and
other agencies provide (without identifying information) with other providers who serve
women with prostitution histories in order to improve the quality and effectiveness of
these services. Given the very limited research currently available, I ask that you answer
the questions as honestly and completely as you can because everything you share will
likely be new and useful information.
Before we begin, we will review the informed consent document. If at any time
you have questions for me, please let me know.
Background Questions
 Can you tell me about your program? It would be particularly helpful to know how
your agency began, how it decided to focus on serving women with prostitution
histories, and what the program’s mission and goals are.
 How does the program conceptualize why women enter prostitution? What keeps
women from getting out of prostitution?
 How would you describe the primary approach or orientation of your agency (e.g.,
mental health, religious, substance abuse, etc.)?
 What is the structure of the program? How long does it take to complete the
program?
 What services does your program offer clients? How did you decide to offer these
services?
 How do clients enter your program (i.e., professional referrals, outreach, word-ofmouth, etc.)? How do you determine who is eligible for services?
 How many clients do you typically serve at once? In a year?
 What percentage of your clients complete the program? What percentage leave
prostitution?
 What kinds of staff do you employ? What kind of training do your staff receive while
working for your agency?
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What are some things about your agency you believe are most helpful to clients?
What are some things (now or in the past) that have been less beneficial?
If you were to create a list of the “most effective practices” for helping women exit
prostitution based on what you have observed in your program, what would be on it?
How do you evaluate how effective your services are?
What services does your program refer clients to other agencies for? How do you
select these other providers and evaluate how effective their services are?
How are former or current clients involved in providing services at your agency (like
outreach or paraprofessional work)?
How do you gather feedback from current or former clients on services they have
received from your program? How do you incorporate that feedback into the
agency’s operations or quality assurance processes?

Vignette
I am going to read you a brief vignette based on a real experience reported to me by a
woman with a history of prostitution. I will ask you some questions after the vignette to
better understand how your agency addresses the needs of women with histories of
prostitution. I will not rate your answers; rather, this is merely a different way to
understand how your agency operates and provides services to women with histories of
prostitution. Identifying information in this vignette has been changed to ensure
confidentiality.
 Denise is a 40-year-old woman who has been in and out of prostitution for over 20
years. She began using drugs at 14-years-old, dropped out of high school at 15, and
has been intermittently homeless since she was 17. Denise experienced childhood
sexual abuse, rape, and was under the control of a pimp for six years. She has been in
a residential program for women trying to leave prostitution for three weeks, but has
struggled to connect with or open up to other clients or staff. One day, Denise is in a
common area watching television with several other clients when she begins to shake,
cry, and hyperventilate; one of the other clients sees this and gets a staff person,
Carol, to check on Denise. Carol comes in and asks Denise if she is okay, but does
not get a response. Carol thinks Denise may be upset about something and attempts
to comfort Denise by putting her hand on Denise’s shoulder and telling her she will
be okay; immediately, Denise swats Carol’s hand away and tells her to “get the hell
away.”
 What do you make of this situation?
 What do you think is going on with Denise? How do you think Denise interpreted
Carol’s attempt to comfort her?
o If the role of trauma is not discussed by interviewee: How do you think Denise’s
history of trauma may have influenced her reaction?
 What do you think of Carol’s actions?
o If interviewee does not mention that Carol mishandled the situation in some way:
How could Carol have handled the situation differently?
 How would staff handle a similar situation in your program?
 How would your program follow-up with Denise and Carol after the situation had
calmed down?
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Trauma Services-Specific Questions (adapted from SAMHSA, 2014, pp. 14-16)
At this time I want to gather some additional information regarding how your agency
addresses trauma in the services you offer.
 How does your agency screen/assess for traumas that occurred before and during
prostitution among your clients?
 How does your agency provide treatment that directly addresses trauma?
 How do staff members talk with clients about common trauma reactions and help to
minimize shame, self-blame, and fear?
 How does the agency promote emotional safety and help clients improve their coping
skills?
 How do you inform other agencies you refer clients to about the unique needs of
women with histories of prostitution, particularly complex and chronic trauma? If
other agencies provide psychotherapy to your clients, how do they address trauma in
treatment? How do you evaluate whether the services other agencies provide are
trauma-informed or otherwise appropriate for your clients?
 How does the agency train staff on trauma, its impact, and how it influences women’s
entry into prostitution?
 How does staff training address the ways identity, culture, community, and
oppression can affect a person’s experience of trauma, access to supports and
resources, and opportunities for safety?
Questions for Reviewing Agency Documents
 How do the agency’s mission statement, policies and procedures, documents for
clients (e.g., client manuals, rule books, etc.), and leadership support providing
trauma-informed care and express a commitment to creating safety, reducing
retraumatization, and promoting healing?
 What services do the agency’s documents mention and how are they described?
 What labels or terms are used in these documents, particularly those referring to
prostitution?
 How does the agency talk about potential and current clients in their written
materials? How do they describe who is eligible for services?
 What norms and values are reflected in the agency’s materials?

150

Appendix B
Recruitment Letter
Dear Program Director:
My name is Katherine Cascio and I am a counseling psychology doctoral
candidate at the University of Kentucky. I am emailing you today because I am
researching programs that serve women with histories of prostitution as a part of my
dissertation, entitled Leaving “The Stroll:” Exploring Services for Women Exiting
Prostitution. I hope I can speak with you or another administrator from your agency to
learn more about what services your agency provides, how your agency decided to offer
the services it does, and how you evaluate the effectiveness of your services.
The interview will take 90 minutes to two hours to complete and can be
conducted in person or via Skype. I will also request copies of agency documents (e.g.,
staff and client manuals, promotional materials, etc.) to review in order to generate
further insight into the philosophy and operation of your agency. This research project
has been approved by the University of Kentucky Institutional Research Board and I am
being supervised in my research by my advisor, Dr. Pam Remer. I have included a brief
summary of the purpose of the study for your review at the end of this email. To thank
you for your agency’s participation, I will make a $25 donation to your program.
I greatly appreciate your time and consideration of partaking in this study. I will
call you in the next week to answer any follow-up questions you may have and to
schedule an interview, if you are interested in participating.

Sincerely,
Katherine Cascio, MS, EdS

Summary: Despite many years of research that has indicated the importance of offering
mental health and supportive services to women with histories of prostitution, there has
been little-to-no research on what services these women actually receive or what services
help women successfully leave prostitution. With this gap in the literature, my
dissertation will focus on interviewing administrators from several programs that solely
serve women trying to leave prostitution to explore the services they offer and how they
are delivered. Given the pervasiveness of trauma among women with prostitution,
particular attention will be paid to how trauma is addressed in services. It is my hope that
the information you and other agencies provide will help to eventually create guidelines
for effective mental health treatment for women who are trying to exit prostitution.
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Appendix C
Theory Driven Program Evaluation Process
(Adapted from Chen, 2015)
Program Theory
How agency conceptualizes the
problem, underlying cause of the
problem, and best interventions
to address the problem

Change Model

Action Model

What program considers to
be the underlying reason for
the problem

What is required to address
underlying reason for the
problem

Intervention Protocol

Determinants

Plan that explicitly states
how intervention will be
applied

How underlyind problem is
conceptualized

Implementation

Interventions

Enactment of intevention
protocol within context of
program-, local-, and
societal-level cultures

Change agents that will alter
the determinant(s) and guide
goals

Goals
Expected results of
intervention(s)

Outcomes
Measurable, tangible results
of goals
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Appendix D
Informed Consent Form
Consent to Participate in a Research Study: Exploring Services for Women Exiting
Prostitution
Why are you being invited to take part in this research?
You are being invited to take part in a research study about agencies that serve women
trying to leave prostitution to better understand their experiences and what services are
most helpful. You are being invited to take part in this research study because of your
role as a program director or administrator at an agency that serves women prostitution.
If you volunteer to take part in this study, your agency will be one of about six programs
nationally to do so.
Who is doing this study?
The person in charge of this study is Katherine Cascio, MS, EdS, a doctoral candidate at
University of Kentucky in the Educational, School, and Counseling Psychology
Department. She is being guided in this research by Dr. Pam Remer.
What is the purpose of this study?
By doing this study, we hope to learn more about the services available to women trying
to leave prostitution and how and why each agency operates as it does to begin
understanding what services women need to successfully exit prostitution. We hope that
by learning more from agencies with expertise in helping women in prostitution, we can
begin to create initial recommendations for how to effectively help women leave
prostitution, as well as improve the services available to them.
Where is the study going to take place and how long will it last?
If you agree to participate in the study, you will arrange to meet with the primary
investigator in a private place that is convenient for both of you, such as your office. If
your office is located far from the University of Kentucky, then interviews can also occur
via Skype. You will meet with the researcher one time, though a follow-up call to get
clarifying information may be necessary. The anticipated time to complete the entire
study is 90-120 minutes.
What will you be asked to do?
You will be asked to complete one interview with the primary investigator. Questions
will be about how your agency was founded, decided to serve women in prostitution,
what services are available, information about your staff (e.g., roles, numbers,
educational background, etc.), and general information about the clients you serve (no
identifying or confidential information about clients will be requested).
What are the possible risks and discomforts?
To the best of our knowledge, the things you will be doing have no more risk of harm
than you would experience in everyday life.
153

Will you benefit from taking part in this study?
There is no guarantee that participants will get any benefit from taking part in this study,
however, there is the possibility that information gathered from this research will help
service providers better understand the needs of women in prostitution and the services
that are most helpful to them.
Do you have to take part in this study?
If you decide to take part in the study, it should be because you really want to volunteer.
You can stop at any time during the study and still keep the benefits and rights you had
before volunteering.
What will it cost you to participate?
There are no costs associated with taking part in the study.
Will you receive any rewards for taking part in this study?
The researcher will make a $25 donation to your agency to thank you for your
involvement in the study once the interview is complete. If the interview needs to be
divided into multiple sessions, the researcher will still make the full donation as soon as
the first interview session concludes. This donation will be made either via the
program’s website or a personal check.
Who will see the information that you give?
We will make every effort to keep confidential all research records that identify you to
the extent allowed by law. All paper records will be kept in a locked file cabinet inside a
locked room. When consent forms or audio recordings are being transported from the
interview site to the storage site, they will be kept in a locked box in the trunk of the
researcher’s locked car. When any data from this study is published, your information
will be combined with information from other agencies taking part in the study. When we
write about the study to share it with other researchers, we will write about the combined
information we have gathered. If describing individual programs that participate in the
study, those agencies will be identified only with a number and described using vague
information (e.g., Program 1 is located in a medium sized city in the Midwestern US and
is affiliated with a larger non-profit agency). Neither you nor your agency will not be
personally identified in these written materials. We may be required to show information
which identifies you to people who need to be sure we have done the research correctly;
these would be people from such organizations as the University of Kentucky.
Can your taking part in the study end early?
If you decide to take part in the study you still have the right to decide at any time that
you no longer want to continue. You will not be treated differently if you decide to stop
taking part in the study. The individuals conducting the study may need to withdraw you
from the study. This may occur if you are not able to follow the directions they give you
or if they find that your being in the study is more risk than benefit to you.
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What else do you need to know?
There is a possibility that the data collected from you may be shared with other
investigators in the future. If that is the case the data will not contain information that
can identify you unless you give your consent or the UK Institutional Review Board
(IRB) approves the research. The IRB is a committee that reviews ethical issues,
according to federal, state and local regulations on research with human subjects, to make
sure the study complies with these before approval of a research study is issued.
What if you have questions, suggestions, concerns, or complaints?
Before you decide whether to accept this invitation to take part in the study, please ask
any questions that might come to mind now. Later, if you have questions, suggestions,
concerns, or complaints about the study, you can contact the investigator, Katherine
Cascio (k.cascio@uky.edu) or her supervisor Pam Remer, PhD (premer@uky.edu). If
you have any questions about your rights as a volunteer in this research, contact the staff
in the Office of Research Integrity at the University of Kentucky between the business
hours of 8am and 5pm EST, Mon-Fri. at 859-257-9428 or toll free at 1-866-400-9428.
By signing below, you are indicting that you understand the information above and
agree to have your interview(s) audio recorded by the researcher. You will be provided
with a copy of this form.

Signature of Participant

Printed Name

Date

Signature of Person Obtaining Consent

Printed Name

Date

155

Appendix E
Constructivist Grounded Theory Process
(Adapted from Charmaz, 2009; Higginbottom & Lauridsen, 2014)
Development
of research
question(s)
Publication
informs field
and future
research

Identification
of study
population

Selection of
data
collection
method(s)

Theoretical
saturation

Data
collection
Theoretical
sampling

Theoretical
coding

Initial coding
Focused
coding and
categorizing
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Appendix F
All Programs in United States with a Primary Focus of Serving Women in
Prostitution
Because She Matters
Beloved
Bilateral Safety Corridor Coalition
Breaking Free
Cherished High Desert
Courtney’s House
Desiree Alliance
Dignity Program
Eden House
Girls Educational and Mentoring Servings15
Healing Action
Helping Individual Prostitutes Survive
Journey Out
Magdalene St. Louis16
Motivating, Inspiring, Supporting, and Serving Sexually Exploited Youth
Off the Streets
Out of Darkness
Promoting Recovery, Independence, Dignity, and Equality
Refuge for Women (multiple locations)
Safe House
Sex Workers Outreach Project
Street’s Hope
Terry’s House
The Switch
Thistle Farms (also known as Magdalene House)
Treasures
Veronica’s Voice (also known as Magdalene Kansas City)
Vida Home
Wellspring Program

Although some programs’ names indicate they serve girls or youth in prostitution, these programs also
serve young women 18 and older, thus they are included in this list.
16
The three programs with “Magdalene” in their names are not directly affiliated with one another, nor do
they use the same treatment model or program philosophy.
15

157

Appendix G
Recommendations for Programs that Serve Women in Prostitution
Specific Services:
o Two or more years in the program
o Long-term counseling throughout time in program
o Trauma-informed care in all aspects of the program
o Providing for all of clients’ basic needs (e.g., food, shelter, clothing, etc.)
o Meeting all clients’ healthcare needs, including physical, mental health, dental,
and vision
o Job training and job placement assistance
o Education
o Case management
o Legal assistance
o On-site crisis intervention
o Transportation assistance
o Helping clients to increase their social supports
o Peer mentorship
Cultural Competence-Related:
o Attendance to multiculturalism and social justice in all services and program
culture
o Awareness of and direct discussion of the impact of systemic oppressions with
clients (particularly as a way of reducing self-blame)
o Program staff owning and discussing their own privilege and power with clients
o Ongoing reflection at the individual and programmatic levels
o Diverse treatment team
o Gathering and sharing knowledge of the impact of local cultural and historical
issues on the experiences of WIP and how those dynamics may play out in the
program
o Demonstrating awareness of areas the program needs to grow in related to cultural
competence
o Working for systemic change in combatting prostitution through activism (by
staff and interested clients)
Program Culture:
o Providing emotional support; showing love and encouragement
o Taking a holistic approach to wellness
o Strengths-based approach
o Not pathologizing clients or defining them by their diagnoses
o Creating community
o Tailoring services to each client
o Non-judgment
o Meeting clients “where they are”
o Providing feedback to clients from a caring and loving place
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o Holding trust and accountability intentionally and in balance
o Strong boundaries
o Centering survivors’ perspectives and wisdom in the design and implementation
of services
o Collaboration with clients
o Focus on diversity in its many forms
o Empowering clients
o Inviting clients’ feedback on services
o Open dialogues between staff and clients
o Providing a variety of service options, particularly related to self-care (i.e., not
prescribing a specific religious orientation or set of non-treatment activities clients
are expected to participate in)
o Sowing seeds for future change
o Ensuring all staff (including contracted service providers and referral sources)
have at least basic knowledge of common traumas WIP experience, typical
trauma reactions, and how to respond to clients when they have trauma reactions.
o Transparency in reasons for program decisions (especially if enforcing program
rules) to increase buy-in, compliance, and collaboration.
Aspirational Services:
o Cash assistance programs
o Safe and affordable housing during and after time in the program
o Financial education
o Opportunities to save money while in the program
o Living wage jobs
o Ongoing services for graduates
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