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ABSTRACT

ARTICLE HISTORY

Prior research reported some segments of the sex worker population are at higher risks of negative health outcomes. Historically,
these outcomes were viewed as a result of the work itself without
taking into consideration the role of the stigma and often criminalization of the work that may be the contributing factors impacting distress. Therefore, drawing upon minority stress theory and
affirmative therapy guidelines for the LGBT population, this article
conceptualizes sex workers’ mental health through a lens of
stigma and stigma management. From this conceptualization, the
article presents competency, assessment, and treatment principles
to serve as the basis for sex worker affirmative therapy. A case
study detailing a sex worker’s struggles with boundary setting
and establishing romantic relationships is presented to highlight
how sex worker affirmative therapy can be applied in clinical practice.
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Conceptualization
Misconceptions about sex workers and sex work1 lend itself to increased assumptions
about those who work in the sex industry, including assuming they are all exploited
or are engaged in the work against their will (for a review, see Weitzer, 2007), traumatized (Cooper, Yuille, & Kennedy, 2002), or substance dependent (Young, Boyd, &
Hubbell, 2000). Given the prevalence of these misconceptions, as well as the conflation of sex work and sex trafficking in mainstream discourse (Bernstein, 2007;
Jackson, 2016; Saunders, 2005), it is increasingly relevant for therapists to understand
the many nuances of the multi-faceted sex industry to better serve the mental health
needs of this marginalized community.
This article will conceptualize the lived experiences of sex workers through a lens
of minority stress theory (Meyer, 2003). The literature has documented that individuals working in the sex industry are at risk of experiencing a wide range of negative
consequences from the minority stress of sex work, which does not come inherently
from the work, but from social stigma surrounding working in the sex industry
(Koken, Bimbi, Parsons, & Halkitis, 2004; Lazarus et al., 2012; Scambler, 2007).
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Secondly, this article will overview affirmative therapeutic principles applied to the
lesbian, gay, and bisexual communities (Clark, 1987; Pachankis, 2015; Ritter &
Terndrup, 2002), and how the principles are applicable to sex workers’ presenting
problems in therapy. Thirdly, sex worker affirmative therapy will be introduced by
discussing therapeutic approaches and treatment principles to address chronic and
systemic stress facing sex workers. Finally, a case study will be presented to document
how sex worker affirmative therapy can be applied in practice.

Minority stress
Meyer’s (2003) Minority Stress Model conceptualizes health disparities between lesbian, gay, and bisexual (LGB) individuals and heterosexual individuals as not the
result of their sexual orientation per se, but the result of stigmatizing social structures
against sexual minorities. These structures include discriminatory laws, policies, and
institutions that deny sexual minorities the rights and opportunities afforded to nonsexual minorities. It is from this stigma that marginalized populations experience psychosocial stressors resulting in adverse health symptoms and health disparities
(Hatzenbuehler, Phelan, & Link, 2013). Historically, the Minority Stress Model has
conceptualized the stress facing the LGB population, but the model has also been
applied to other populations including transgender individuals (Bockting, Miner,
Swinburne-Romine, Hamilton, & Coleman, 2013), immigrants (Negi, 2013), and people of color (Cyrus, 2017).
Stressors facing sexual minorities are unique, chronic, and socially based, and
can be experienced as distal or proximal (Meyer, 2003). Distal stressors are external
sources of stress that do not depend on an individual’s perception of, or identity
with, their minority status. Therefore, regardless of a person’s identification with
(or even acknowledgment of) being a sexual minority, they may still face prejudice,
discrimination, and/or violence due to others’ perception of and reaction to their
sexual orientation. Conversely, proximal stressors rely on self-identification with the
minority status, are the result of internal processes, and are independent of the perception of others (Meyer, 2003). Proximal stressors can include anticipating rejection, internalizing prejudice, and stigma management techniques such as concealing
one’s identity.
Minority stress has been conceptualized as related to physical and mental health
disparities for gay, lesbian, and bisexual individuals compared to their heterosexual
counterparts (for a review, see Lick, Tornello, Riskind, Schmidt, & Patterson, 2012).
It is demonstrated that anticipated and cultural stigma of sexual minority groups are
correlated with higher levels of anxiety and depressive disorders (Cochran, Sullivan,
& Mays, 2003), suicide risk (Cochran & Mays, 2000), and substance use (Cochran,
Keenan, Schober, & Mays, 2000) than in the general population. Furthermore, physical health also is adversely impacted by distal and proximal stressors, resulting in
increased reporting of headache (Cochran & Mays, 2007), early disability (FredriksenGoldsen et al., 2013), and, among HIV-positive gay men, worsened immune functioning (Cole, Kemeny, & Taylor, 1997).
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Applying the minority stress model to sex workers
As sex workers defy traditional social expectations of sexual behavior, and as a result,
experience a myriad of distal and proximal stressors, applying the Minority Stress
Model to those engaged in sex work may be useful for conceptualizing causal factors
of reported negative health outcomes. Just as LGB individuals’ general psychological
processes likely reflect the way in which stigma, internalized homophobia, and identity concealment and disclosure are managed (Hatzenbuehler, 2009), sex workers also
struggle with stigma management, internalized whorephobia2, and concealment and
disclosure issues related to their work (Koken, 2012). Additionally, sex workers have
reported the social consequences of stigma as one of the most serious harms of sex
work (Ham & Gerard, 2014).
Sex workers experiencing proximal stressors such as identity concealment, internalized whorephobia, and anticipatory rejection manage their stigma using a variety of
techniques. Some sex workers may state they are “only in it for the money” or are
serving a necessary or “honorable” function in society as a way to manage negative
impressions of their work (Kamise, 2013). Identity concealment and expectations of
rejection among sex workers have been examined with escort samples (Ham &
Gerard, 2014; Koken, 2012) and erotic dancer samples (Forsyth & Deshotels 1998;
Thompson, Harred, & Burks, 2003). In these studies, it was reported that escorts and
erotic dancers engage in identity concealment of their work due to concerns over
how others may react or perceive them. As Koken (2012) articulated, anticipated
stigma and rejection shape decisions regarding disclosure of sex work to friends and
family in order to avoid negative judgment or evaluation. Many of the women in
Koken’s sample lost access to potential sources of social support due to this stigma,
which lent itself to increased social isolation. Additionally, Ham and Gerard (2014)
reported several escort interviewees talked about isolating themselves socially to avoid
experiencing sex work stigma and the stress they experienced when concealing their
work from their family and friends. This increased isolation can be particularly harmful to sex workers as the more socially isolated a sex worker is, the more susceptible
they are to physical health risks, such as violence and access to medical care
(Orchard, Vale, Macphail, Wender, & Oiamo, 2016).
Due to the proximal stressors of internalized whorephobia, sex workers may
attempt to manage stigma by distancing themselves from the labels associated with
their work. In a qualitative study examining escorts working in Canada, MatickaTyndale, Lewis, and Street (2005) reported sex workers acknowledged that the
exchange of sex for money was part of their job. However, they distanced themselves
from the stigmatized terms, prostitution and prostitute. But one’s self-identification as
a sex worker does not protect one from experiencing distal stressors if the person is
still engaging in sex work.
Because of the criminalization of some types of sex work in many parts of the
world, sex workers face constant threats of arrest, imprisonment, and may receive
criminal records for violating prostitution laws. This may occur even if a sex worker
is reporting a crime perpetrated against them, which can compound their minority
stress (Fawkes, 2005). Miller and Schwartz (1995) reported sex workers feeling
“unrapeable” due to the stigmatization and criminalization of their job, and that they
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are viewed as untrustworthy and not credible by the criminal justice system when
reporting sexual violence perpetrated against them. Similarly, Sallman (2011) found
that sex workers receive poor treatment from the police and felt dispensable by them.
After reporting a rape, one sex worker in the study reported a police officer said she
“deserved it” and that “it was good it happened.” Furthermore, these qualitative studies have been supported experimentally. In a vignette describing a sexual assault in
which only the victim’s identity (sex worker, prostitute, social worker, woman) was
manipulated, sex workers elicited less victim empathy and more victim blame for
their own sexual assault than non-sex workers (Sprankle, Bloomquist, Butcher,
Gleason, & Schaefer, 2018).
Like others with sexual minority status, sex workers experiencing proximal and
distal stressors from their work is related to various, adverse outcomes. Therefore, it
is important to examine the ways that this sexual minority group may be able to
mitigate and cope with stress in order to therapeutically address and treat adverse
mental health symptoms.

Affirmative therapy with sexual minorities
Therapists competent in sex worker affirmative therapy acknowledge the impact of
distal and proximal stress from sex work stigma, as opposed to automatically assuming distress is caused solely by the work itself. This conceptualization has its roots in
LGB affirmative therapy, most notably Clark (1987), Davies (1996), Lebolt (1999),
Ritter and Terndrup (2002), Langdrige (2007), and Pachankis (2015), wherein it is
acknowledged that health disparities between sexual orientations is the result of
minority stress experienced by sexual minorities, and not the result of the sexual
orientation itself.
In addition to overviewing the history and defense of gay affirmative therapy,
Langdrige (2007) dichotomized the approach into either “weak” or “strong.”
Langdrige argued weak affirmative therapy is merely ethical therapy, in that the therapist respects the client’s sexual identity and treats them no differently than heterosexual clients. This differs from strong affirmative therapy where the therapist
actively affirms the client’s sexual identity with the goal of reducing the harmful
effects of heterosexism.
It is this latter approach that served as the basis for therapeutic principles developed by Clark (1987), Ritter and Terndrup (2002), and Pachankis (2015). According
to Clark (1987), affirmative therapy with sexual minorities includes, but is not limited
to, reflecting on one’s own attitudes about the LGB population, recognizing the
oppression LGB clients have experienced, challenging internalized homophobia, fostering social support within the LGB community, decreasing guilt and shame, and
using one’s authority as a therapist to affirm the client’s sexual identity, thoughts, and
feelings. Ritter and Terndrup (2002) offered additional goals and guidelines for therapists working with sexual minority clients. This includes challenging stigma and heterosexism, exploring and validating identity formation, and providing resources
regarding sexual behavior, relationships, and community building.
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Utilizing the Minority Stress Model (Meyer, 2003), Pachankis (2015) offered a
comprehensive understanding of minority stress, unhealthy coping mechanisms, and
the resultant negative emotional and behavioral health outcomes. Recognizing the distal and proximal stressors faced by sexual minorities, Pachankis outlined interventions
aimed at the unhealthy coping mechanisms many LGB individuals engage in to
reduce distress. Among these interventions, and a key aspect of therapeutic rapport
building, therapists must validate the minority stress experienced by LGB clients and
the negative impact it can have. Additionally, the targeted interventions are grounded
in various therapeutic approaches, including cognitive (e.g. restructuring cognitive
distortions), strengths-based (e.g. highlighting unique strengths), skills-based (e.g.
assertiveness), sexual health (e.g. teaching and affirming health sexuality), and emotion-focused (e.g. increasing emotional regulation and decreasing avoidance).
The affirmative therapy approaches from the aforementioned theorists and practitioners serve as the foundation of understanding sex work stigma in a therapeutic
context, and serve as guiding principles in the development of sex worker affirmative therapy.

Sex worker affirmative therapy
Sex worker affirmative therapy is an approach for therapists to use in order to engage
therapeutically with sex workers in a supportive and strengths-based way to mitigate
the many impacts of distal and proximal stressors. We present 14 guidelines divided
into 3 sections for applying sex worker affirmative therapy. These guidelines are
based on the guidelines from Clark (1987), Ritter and Terndrup (2002), and
Pachankis (2015) for working affirmatively with LGB clients, and adapted, as applicable, to working with the sex worker population based on clinical experience. As with
any client-centered therapeutic approach, these guidelines should be tailored to the
individual and their presenting problem(s) in therapy, and therefore, not all guidelines will be applicable to every sex worker client.
Preparation
Increase sex work and worker competency
Working ethically with any marginalized population requires the therapist to be competent in understanding the unique cultural experiences of that population (for a
review, see Chu, Leino, Pflum, & Sue, 2016). Although it is common for the therapist
to ask their client about unfamiliar terms or customs that are mentioned throughout
the course of treatment, the client is not responsible for educating the therapist to the
point of cultural competency. The burden is on the therapist to seek out educational
opportunities, training, and/or supervision to increase this competency.
Aside from the occasional sex work related presentation at an academic conference, formal educational opportunities to increase competency are rare. When seeking
out such opportunities, however, be sure to be aware of the presenter’s background
and their own level of competency. Important questions to have answered include:
Does the presenter have a personal history of sex work? If not, have they collaborated
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with current or former sex workers in the creation of this presentation? If it’s a
research presentation, was the study developed with the needs of current sex workers
centered in its methodology? The answers to these questions will help decipher
whether the presentation will enhance your understanding of sex workers and their
work or perpetuate tired tropes about sex work that have historically excluded the
voices of sex workers.
Beyond formal educational opportunities, many current and former sex workers,
as well as academics who have worked closely with sex workers and sex workers’
rights organizations, have written books that can serve as a starting point for therapists seeking greater knowledge of the personal and professional lives of sex workers.
Books such as Sex workers unite: A history of the movement from stonewall to slutwalk
(Chateauvert, 2014), Thriving in sex work: Heartfelt advice for staying sane in the sex
industry (Davina, 2017), Coming out like a porn star: Essays on pornography, protection, and privacy (Lee, 2015), and Sex at the margins: migration, labour markets, and
the rescue industry (Agustın, 2007) all present various perspectives on the history of
sex workers’ rights, the nuances of the work, and public misconceptions about sex
work and sex trafficking. Additionally, informal education can be obtained by following the narratives and activism of various sex workers through their social media,
articles, blogs, and podcasts.
Make connections with the sex work community
Therapists seeking to increase competency in sex worker affirmative therapy can also
familiarize and align themselves with sex workers’ rights organizations. There are
dozens of sex worker-led organizations throughout all six continents, including, but
not limited to, the Sex Workers Outreach Project (SWOP) and its numerous local
chapters across the United States, PACE Society (Canada), Sex Work Hive (UK),
African Sex Workers Alliance, PROUD Nederland, and Putas Feministas (Argentina).
In addition to learning from these organizations’ publications and activism, therapists
can become involved in various community initiatives and projects. However, if the
therapist does not have a personal history of sex work, caution must be aired in order
to not overstep one’s position as an outsider within a marginalized population’s
space. In such cases, and to ensure the motto “nothing about us without us” is being
strictly adhered to, SWOP-Chicago has published guidelines for allies (Sex Workers
Outreach Project-Chicago, 2009). Aligning oneself and volunteering with sex workers’
rights organizations will not only increase cultural competency, but also increase
community trust in the therapist’s ability to be affirming.
Visibly identify as a sex worker affirming therapist
Once a therapist is culturally competent to serve the needs of sex workers, it is
important for the therapist to make this information known publicly. Just as therapists who are LGBT affirming use symbols (e.g. rainbow flags, safe zone signs) and
inclusivity statements in online marketing, sex worker affirming therapists need to
openly communicate their competency to the sex work community through inclusivity statements on their websites and other online advertising. Although it is common
for sex workers to subtly “interview” therapists on their competency prior to
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scheduling a first appointment, inclusivity statements make it easier for sex workers
to wade through large therapist directories looking for an affirming provider.
Assessment
Understand sex work experience from a client-centered approach
During the intake session(s) with a new sex worker client, it is important to not
make assumptions about their sex work experiences, but to ask clinically-relevant
questions to better understand the many nuances of working within the sex industry.
Questions such as “What sectors of the sex industry do/have you work/worked in?”
“What do you like about your job?” What do you dislike about your job?” “Is there
anything about your job you think is important for me to know?” and “Is there anything about your job you would like to focus on in therapy?” allows the client to
shape the narrative of their own experience as a current or former sex worker without the therapist assuming aspects of their job are the cause or consequence of their
reasons for entering therapy. This also allows for collaborative treatment planning,
where the therapist and client identify measurable goals that may or may not include
their employment in the sex industry.
Therapist disclosure of sex work history
Occasionally, clients may ask therapists about their own history within the sex industry. Similar to being asked for personal information of another nature, therapists
should be aware of the ethical issues and therapeutic effectiveness pertaining to selfdisclosure of sex work. Overall, self-disclosure has positive therapeutic effects if the
disclosure is of a similar characteristic or experience of a client’s. This has resulted in
the client perceiving the therapist as more knowledgeable, trustworthy, and has
increased therapeutic rapport (Watkins, 1990). Specifically within the LGB population, a therapist disclosing a gay or lesbian sexual orientation had a more positive
impact on clients’ perceptions of the therapist than a disclosure of a heterosexual
orientation (Borden, Lopresto, Sherman, & Lyons, 2010). Although there was a significant difference in the resultant perception, the disclosure of the dissimilar sexual
orientation did not result in a negative impact, and therefore the authors suggested
heterosexual therapists are still able to work affirmatively with sexual minority clients.
However, therapist self-disclosure has not been directly studied with the sex work
population, and therefore it is unknown how disclosure will impact the therapeutic
relationship and treatment progress. It is recommended to explore the motivations
behind a client asking if the therapist has a history within the sex industry to gauge
the potential impact of a particular answer. As with the ethical guidelines for any
type of self-disclosure, disclosures regarding sex work should be brief, and focused on
enhancing the therapeutic relationship and/or treatment progress.
Validate experiences of proximal and distal stressors
Given the demonstrated relevance of minority stress to sex workers’ mental health, it
is imperative that therapists normalize the anxiety, depression, and other adverse
mental health outcomes as an understandable minority stress response. In doing so,
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therapeutic alliance and trust are built between the therapist and client as the client
begins to feel understood and accepted. Helping sex workers reframe their distress
and mental health symptoms as rational and legitimate responses to societal treatment of those who sell sex may help reduce such symptoms.
Treatment
Highlight sex workers’ strengths
Similar to the strengths of LGB individuals highlighted in Pachankis (2015), sex
workers are a powerfully resilient group of people who cope with the challenges of
stigma and discrimination in a myriad of ways, including demonstrating pride in
their identity, sexual creativity, sexual openness and acceptance, social activism, community building, and community outreach. Additionally, sex workers have a plethora
of entrepreneurial skills that can assist them inside and outside the sex industry
(Sanders, 2004). Furthermore, sex workers understand sexual health and safer sex
methods placing them in a unique position to be community sex educators (Sanders,
2006). These strengths should be validated and encouraged to address and mitigate
minority stress in a safe, therapeutic environment.
Challenge internalized whorephobia
Ongoing discriminatory and prejudicial experiences explicitly and implicitly communicate to sex workers that they are deviant, deficient, inferior, or impaired. Ongoing
threats of arrest, police violence, and incarceration of sex workers may exacerbate this
experience for sex workers, particularly among street-based sex workers (Blankenship
& Koester, 2002). These messages may be internalized and become ingrained ways
that sex workers view themselves. Reworking these negative cognitions may be helpful
in decreasing negative mental health symptoms. Addressing these cognitive biases as
a natural defense mechanism that was once useful for the client but may no longer
be serving them (and may even be doing harm) can help sex workers work through
these cognitions and reduce ongoing hypervigilance. It should be noted, however,
that it may not be appropriate to reduce hypervigilance for all sex workers in all contexts, especially those living in a criminalized setting in which this hypervigilance
serves to keep them safe.
Explore boundary setting
Another guideline to possibly explore with sex workers in therapy is their ongoing
experiences with boundary setting with clients. One paradox of the sex industry is
that it can be simultaneously a positive, emotionally-gratifying experience, as well as
emotionally draining. Identifying this paradox (and others that might come up in
therapy) and offering tools to navigate it can be useful for sex workers in gaining
clarity and making decisions—particularly decisions about which sex work clients to
see and when. Sex work clients who may be more emotionally draining (e.g. those
who push boundaries, ask for services not offered, etc.) could impact sex workers in
different ways. Therefore, identifying ways to increase emotional capacity before and
after work, as well as teaching healthy coping skills may help mitigate this stress.
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Furthermore, minority stress can operate in a way that diminishes sex workers’
ability to communicate openly and assertively about their needs and boundaries,
largely due to fear of rejection. The predominant societal narrative assumes sex workers are victims and are pathological for engaging in sex work, and these false assumptions may become internalized, which undermine an individual’s ability to articulate
their needs relationally. Assertiveness skills training may help sex workers foster their
strengths and learn to ask for their relational needs to be met.
Develop a sex worker support network
Assisting clients in the development of a support network can be helpful as these
relationships may foster positive physical and mental health outcomes by decreasing
social isolation. Sex workers who engage in selective disclosure regarding their work
report greater access to social support and sex workers who conceal their work from
their support system report feeling lonely and socially isolated (Koken, 2012).
Therefore, stigma coping strategies have a significant impact on social relationships
and access to social support. As minority stress can give sex workers an ongoing feeling of exclusion from society, they may also struggle to develop close relationships
and form strong communities, which can result in increased risk of physical violence
and less safe sexual practices (Choudhury, Erausquin, Park, & Anglade, 2015; HailJares et al., 2015). It is important for therapists to assist sex work clients in approaching these challenging situations and help them form supportive relationships within
(and outside of) the sex work community.
Manage institutional oppression through harm reduction
Due to stigmatization and criminalization, sex workers are at an increased risk of a
host of negative health outcomes (primarily due to barriers to care and support services), including sexually transmitted infections (STIs), violence, homelessness, and
substance abuse (Ahmad, 2001; Blankenship & Koester, 2002; Morton et al., 2002;
Rio, 1991). For therapists not utilizing sex worker affirmative therapy, it may be
tempting for the therapist to suggest to their client to quit sex work in order to
reduce the risk of harmful outcomes. However, this ignores the myriad of reasons
why someone sells sex, and suggesting to stop may not be practical or even the
healthiest option for the client. Therefore, it is recommended therapists adopt a harm
reduction philosophy when implementing interventions.
Harm reduction strategies have been successful with mitigating the harmful effects
of substance use (for a review see Hunt, 2003), and can be applied to selling sexual
services. Following general principles of harm reduction (pragmatism, humane values,
focus on harms, balancing costs and benefits, and priority of immediate goals;
Beirness, Jesseman, Notarandrea, & Perron, 2008), therapists can assist sex working
clients reduce the likelihood of violence and negative health outcomes. According to
Rekart (2005), there are numerous harm reduction interventions for sex workers,
including fostering peer education, accessing sexual health prevention and treatment
services, physical safety precautions, and assertiveness communication with clients.
And much like substance use harm reduction interventions, therapists may question the ethics of facilitating, assisting, or suggesting behaviors that may be illegal.
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However, as noted in Pauly, Goldstone, McCall, Gold, and Payne (2007), harm reduction can align with ethical principles for the helping professions. For psychologists,
social workers, marriage and family therapists, and mental health counselors, this
may include non-maleficence, justice, and respect for the client’s personal dignity,
rights, and autonomy.
Foster bodily awareness
Emotional numbing and avoidance are often considered to be maladaptive coping
strategies. However, setting emotional boundaries and emotionally distancing oneself
from one’s work can be engaged in a healthy way. As Pachankis (2015) discusses,
emotional numbing, excessive worrying, and lack of behavioral assertiveness may be
related to minority stress. Working through these issues within the safety of the
therapeutic relationship can help reduce adverse symptoms and increase self-awareness for sex workers.
Teach and affirm healthy dating and sexuality
Sex workers may internalize negative stereotypes about themselves that they are
“undateable,” shameful, undesirable, and/or incapable of forming loving relationships
due to their work. These ideas may prevent individuals from engaging in sexual
behavior or forming intimate relationships outside of their work, which can be distressing for some. Examining the communication styles and role sexual expression
plays in the lives of sex workers can help them to explore other types of healthy
expressions of sexuality and relationships. Supporting sex workers who are dating
and forming new intimate relationships may benefit from conversations about when
to “come out” as a sex worker and to whom to come out. Exploring sex work boundaries and how they may be different than dating boundaries is a useful starting
point, as every sex worker has different boundaries and different experiences in
“coming out” to others about their work.

Case study
Utilizing many of the aforementioned guidelines, the following case study focuses on
Naomi, a 30-year-old, woman-identified, White client, who sought therapy after
searching for a sex worker affirmative therapist online. Naomi had been seeing
another therapist for a year, but expressed feeling like the previous therapist did not
have comfort or competence in exploring Naomi’s work as a stripper and escort,
which was something Naomi wanted to process in therapy. At the time of publication, treatment is still ongoing for Naomi.
Therapist background
The therapist worked clinically with sex workers for over 2 years before meeting with
Naomi. Her competency was increased by reading and researching sex work, examining her own biases and assumptions about sex work, by engaging with current and
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former sex workers and hearing their stories and perspectives, and by teaching other
therapists about sex work in an affirmative way.
The therapist was the Vice President of the Sex Workers Outreach Project, USA,
and served on their board of directors for two years. The therapist was able to make
connections with their local chapter of the Sex Workers Outreach Project, and volunteered at tabling events, gave a presentation on the sex workers’ rights movement
with other members of the group, attended meetings, organized a sex worker-led
research project, and donated to their causes.
On the therapist’s advertising materials, it states that she “works affirmatively with
those in the sex industry from a client-centered, non-judgmental, harm reduction,
and minority stress-informed perspective.” The therapist has written articles for the
Sex Workers Outreach Project about advocating for the autonomy of sex workers and
viewing sex work from a labor perspective.

Assessment and treatment
During the intake session, the therapist and Naomi explored therapeutic goals
together while the therapist regarded Naomi as the expert on her own life, including
her experience as a sex worker (and what, if anything, she wanted to change about it
or process). Naomi expressed she wanted to decrease feelings of shame and increase
her ability to be vulnerable in romantic relationships. She expressed concern about
the interactions between her work, substance use, and motivation and ability to date
romantic partners. Lastly, she wanted to explore her relationship with her body, and
learn to set healthy boundaries with other people. Immediately within the therapeutic
relationship, the therapist accepted the client for who she was and offered empathy
and compassion (i.e. unconditional positive regard).
Naomi experienced expectations of rejection when she was dating new people,
which was a common proximal stressor of sex work for her. Her anxiety about this
rejection resulted in fewer close bonds with people outside of her work, difficulty
making new friends, isolation, and a feeling of being guarded and hypervigilant.
Initially when the therapist saw her, Naomi expressed wanting to find a romantic
relationship as she was struggling with loneliness. Naomi also struggled to go on
dates with new people as she could not get out of “work mode.” When she was in
“work mode” she would meet her date’s emotional needs and entertain them while
not meeting her own needs or pay attention to her feelings.
For Naomi, escorting and dating felt incompatible. She would work as an escort
when she was not actively dating anyone in her personal life, but would want to quit
escorting if she wanted to resume dating. This was due to the stigma of sex work and
Naomi’s struggle to disclose her work to potential new partners. Naomi would subjugate herself in a relationship if her partner is accepting or neutral of her past or current sex work. For example, Naomi reported going on dates with a new person who
she “does not like,” but who had an acceptable (non-stigmatizing) response to her
disclosure of her work. The therapist reflected this back to Naomi and explored why
Naomi was continuing to date someone she did not like. Naomi realized it was too
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much emotional work to end the relationship, so she went on more dates than she
wanted to.
One stigma management strategy Naomi processed with the therapist is how she
could scaffold disclosing her sex work status with new people in her life. For Naomi,
this meant she had a “legit” cover story of working in a non-sex related industry
(which she did), then, depending on how the person responded, mentioning she dances at the strip club. If the person was accepting and non-judgmental of her work in
the club, Naomi would mention her work as an escort if she felt comfortable with the
person and wanted them to know this information. This strategy helped Naomi feel
safer and less vulnerable and assisted her in choosing with whom to share this information without feeling over-exposed.
Naomi felt a sense of competency in her work at the strip club that she did not
feel in other areas of her life. She expressed feeling desired, attractive, and powerful
when she made rules and boundaries for herself and had them respected by clients
(and occasionally enforced by management at the club). Naomi and the therapist
explored how she might apply this boundary setting ability at work to other areas of
her life, including dating. Typically, when Naomi would go on dates she felt like she
was in “work mode.” She felt as if she had to entertain her date and meet their needs,
while not advocating for herself and not setting authentic boundaries regarding what
she wanted or needed. Naomi explained one dating experience in which she drank
“bad” wine and kissed her date despite not wanting to do either activity. However,
she felt compelled in order to avoid being “impolite” to state her preferences. When
explored further, “impolite” meant that expressing her preferences might make the
situation awkward and her date might feel bad, which was too uncomfortable of a
situation for Naomi to tolerate. The therapist challenged Naomi to tune in to what
her needs were while she went on dates—and if she felt comfortable, to start stating
her preferences and boundaries in small ways (e.g. order her own wine, only kiss
someone if she wants to, only go on second dates if she feels interested).
When Naomi was emotionally dysregulated and overwhelmed, she would use substances to cope with the anxiety and “have more shield” at work. When she decided
to abstain from substance use altogether, it was difficult for her to engage in sex
work (both stripping and escorting). However, for Naomi, abstaining from substances
and finding new healthier coping mechanisms was more important than her work.
The therapist challenged Naomi’s black and white thinking relating to substance use
while working, and brainstormed with her about alternative outcomes. Questions the
therapist asked included: Are there certain clients who you could see while sober
(maybe people who are less emotionally draining or needy)? Are there certain instances in which you would be comfortable working at the club while sober? What conditions would you want? Could you only see your regular clients during those nights?
What would it be like to see them while sober? Naomi was reminded that it was a
healthy boundary for her to choose to not see certain clients (who were more emotionally draining) when it was not serving her well-being or fostering her newfound sobriety.
During the course of her treatment, Naomi worked sober for the first time in
7 years at the strip club, and overall, found it reinforcing. However, she reported that
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being touched by clients was “freaky” and made her skin crawl, stating their hands
felt like sandpaper. Listening to her body, Naomi would intentionally dance “shitty”
to get the clients to leave when she had enough of the discomfort, which the therapist
reinforced this strategy as healthy boundary setting.
Naomi and the therapist processed the ways in which she was now listening to her
body and responding in a more attuned way instead of emotionally numbing through
substance use. Naomi reported responding to what her body was needing specifically
when she felt irritable, which meant she needed a nap, bath, food, or to exercise to
feel better. The therapist highlighted this success and encouraged her to continue listening and responding to her body’s needs.
Naomi started attending Narcotics Anonymous meetings and found a woman in
her group to sponsor her process of sobriety. Finding a sponsor was challenging as
Naomi wanted someone she could be authentic and honest with about her work and
not feel the need to “sugar-coat” (because of the stigma, Naomi sometimes felt like
she had to “talk up” her work to justify her decisions). As Naomi and the sponsor
started to get to know each other and talk about her work at the strip club, the sponsor implied Naomi should feel guilty about her work because married men watch her
dance and take her on dates. In therapy, Naomi processed this judgment and the
therapist used an analogy to encourage critical thinking: if someone at a restaurant is
on a diet, is it the food server’s responsibility to make sure the customers adhere to
their diet? In the same way that it is not the food server’s job to ensure customers
are adhering to their diet restrictions, it is not the dancer’s job to ensure clients are
adhering to their relational boundaries.
After several sessions of therapy and an invitation to be a case study example in
this article, Naomi asked the therapist about her experience in the sex industry. The
therapist was able to model vulnerability and authenticity in her disclosure. The therapist also modeled healthy boundaries in what she shared by only disclosing as much
information as she was comfortable regarding her sex work experience before asking
the client why it was important for her to know this information. Since Naomi asked
the therapist about her sex work experience at the end of their session, after a brief
disclosure the therapist encouraged her to ask questions in the future if they feel
important for her. Naomi expressed that the therapist’s sex work status allowed her
to get more out of therapy as she did not need to explain how her job works, the
therapist was not shocked by any aspect of her work, and the therapist and her were
able to use the same language regarding sex work.
At the time of this publication, Naomi continues to attend weekly therapy sessions
working on and processing the aforementioned concerns. She has been appreciative
of the sex worker affirmative approach, as it allows her to not feel judged about her
involvement in the sex industry and can safely process her work within the appropriate contexts.

Future research and conclusion
While the aforementioned treatment guidelines are grounded in theory that have
shown effectiveness with other marginalized populations, research is needed to
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explore and identify the effectiveness of these treatment principles as they apply, specifically, to the sex work population in reducing the adverse symptoms of minority
stress. Further research into the therapist variables that predict strong rapport with
sex workers and positive therapeutic outcomes is also warranted. Lastly, future
research should also focus on the effectiveness of training clinicians in minority stress
treatment approaches with sex workers in reducing therapist bias and the perpetuation of sex work stigma.
This article reviews minority stress as it applies to the sex work population, and
presents treatment principles of sex worker affirmative therapy for therapists to use
with sex workers. However, as Pachankis (2015) and Meyer (2003) articulated,
adverse symptoms stemming from minority stress are ultimately perpetuated by
structural factors (discriminatory institutions, laws, and policies). Therefore, the treatment approaches discussed can only be as effective for individuals as the social structures (the conditions in which people live) allow them to be. It is for this reason the
authors join health and human rights organizations like Amnesty International
(Amnesty International, 2016) and the World Health Organization (World Health
Organization, 2012) in supporting the mobilization of sex worker rights activists in
their pursuit of full decriminalization of sex work to ensure greater access to health
and justice.
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Notes
1. For the purpose of this article, sex work will be defined as the sale of sexual labor or any
sexual service for money or other material goods, and can include stripping, escorting,
cam-working, porn acting, professional domination/submission, street-based work, erotic
massage, and other work performed by those who self-identify as selling a sexual service
in some capacity.
2. For the purposes of this article, whorephobia is defined as discrimination and violence
toward sex workers (McNamara, 2017).
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