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Thesis Abstract

This thesis explores lived experiences of women involved in sex work and is
comprised of three parts: a literature review, research paper, and critical appraisal. The
literature review is a meta-synthesis of the ways women involved in sex work cope with the
associated stigma. It synthesised findings from 14 existing qualitative studies, identified
through systematic searches of six online databases. Using a meta-ethnographic approach,
three themes were identified: 1) denial: ‘I do not do sex work’; 2) distancing: ‘I do sex work
but it’s not me’, and 3) defending: ‘I do sex work but it’s not that bad’. Findings identify
particular strategies used within the sex work context, emphasising the importance of power
and resilience in stigma coping.

The research paper explores women’s experiences of bonding with their children in
the context of sex work. Six women were interviewed and interpretative phenomenological
analysis (IPA) was used to identify four themes accounting for their bonding experiences: 1)
the complex process of bonding; 2) ‘I never felt like my baby was my baby’: the impact of
powerlessness on bonding; 3) “‘give them the help that they need’: the powerful impact of
receiving help, and 4) new perspectives of the body and sex work in the light of motherhood.
Findings emphasise the complex nature of bonding within this context, particularly
highlighting the importance of empowerment and care. Implications for clinical psychology
are discussed in relation to both the literature review and the research paper.

Finally, the critical appraisal elaborates on some of the ethical and practical issues
arising throughout the research, leading to a wider consideration of conducting research

within the sex industry, particularly of a sensitive nature.
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ABSTRACT

Objective: This literature review aimed to integrate existing qualitative findings of women’s
attempts to cope with sex work related stigma.

Method: A meta-synthesis was conducted based on a meta-ethnographic approach (Noblit
and Hare 1988). A systematic search identified 14 articles for review using Pyschinfo (1887-
present), Academic Search Complete (1984-present), Cinahl (1981-present), Medline (1946-
present), Psycarticles (1984-present), and Social Care Online (1980-present). No date
restrictions were applied. Quality was assessed and original findings extracted and
synthesised.

Results: Three themes incorporating different strategies were identified and presented with
supporting quotations, namely, coping through (1) denial, (2) distancing, and (3) defending.
Findings highlighted the impact of power and resilience on stigma coping in this setting.
Conclusion: Findings contribute to existing literature by identifying strategies used within
the sex work context. The review makes suggestions for therapeutic interventions with sex-
working women, emphasising the importance of making services accessible and non-

judgmental.

KEYWORDS: Qualitative; literature review; meta-synthesis; sex work; stigma; coping

Introduction

Sex work research has historically focussed on the risks of participation to women’s
physical health, particularly sexual health difficulties, drug use, and violence (Church et al.
2001; Sanders 2008). In recent years, however, researchers have begun to explore emotional
and psychological risks of sex work previously receiving little attention (Stevenson and

Petrak 2007), finding associations with mental health problems including depression and post
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traumatic stress disorder (Rossler et al. 2010). Alongside factors such as trauma experiences
(Dodsworth 2011) and the toll of sexual performance (Silcock 2014), stigma has been
repeatedly identified as contributing to emotional distress due to workers’ experiences of
judgment from society that dehumanises and humiliates them (Gorry, Roen, and Reilly 2010;
Sanders 2004; Vanwesenbeeck 2001).
Stigma

Stigma has been defined as an attribute so discrediting that the person possessing it is
reduced “from a whole and usual person to a tainted and discounted one” (Goffman 1963, 3),
prompting discriminatory behaviour towards them. Experiencing stigma and the associated
discrimination can lead to multiple difficulties, such as poverty, academic underachievement,
and reduced access to housing, education and jobs (Allison 1998; Crocker, Major and Steele
1998; Jackson 1996; Link and Phelan 2001); it has been associated with psychological
distress including low self-esteem and rejection anxiety (Kadianaki 2014) and physical health
problems such as chronic pain and hypertension (Clark et al 1999; Contrada et al. 2001,
Lewis et al. 2003). Difficulties result from enacted stigma (active discrimination) and felt
stigma (the knowledge that one occupies a stigmatised identity) (Scambler and Hopkins
1986), the latter incorporating both the fear of enacted stigma and the shame associated with
being something considered inferior.
Sex work stigma

Pheterson (1993) argues sex workers are among those society considers most inferior
due to “whore stigma”, meaning the dishonour and unworthiness attributed to prostitution.
This is often reflected in sex work’s legal status as well as the moral scorn shown towards it,
strengthened by the implication that sex-working women defy societal norms of femininity

(Dodsworth 2012). Accordingly, involvement in sex work tarnishes a woman’s overall



COPING WITH SEX WORK STIGMA 1-4

identity so they have to contend with being damaged and lesser as people, contrasting with
male clients who may face criticism for their behaviour but whose identity remains intact.

Based on an exploration of historical approaches to prostitution, Rubin (1992)
proposes that such ideology, particularly when accompanied by criminalisation, leads to sex
workers being classed as “inferior individuals not worthy of being left in peace” (156),
resulting in discrimination, social isolation and a discredited place in society (Goffman,
1968). This leaves women vulnerable to oppression and violence (Basu and Dutta 2009;
Davis 2000); reduced job opportunities (Begum et al. 2013); denial of healthcare (Basynat
2017); and particularly where criminalised, lack of legal protection (Baldwin 1992; Chapkis
2003), resulting in numerous negative health outcomes (Lazarus et al. 2012). Accordingly,
stigma and the accompanying social isolation may present the most damaging aspects of sex
work (Holroyd et al. 2008; Petro 2010; Vanwesenbeeck 2001), causing considerable concern
to women involved (Sanders 2004).
Concealable stigma

The nature of sex work stigma is influenced by participation being largely
concealable, as opposed to observable stigmas such as ethnicity (Miller and Kaiser 2001,
Pachankis 2007). Despite previous assumptions that possessing a visible stigma would cause
greater distress due to increased incidents of discrimination (Miller and Kaiser 2001), recent
evidence has highlighted particular psychological stressors faced by those with concealable
stigmatised identities (Pachankis 2007; Quinn and Ernshaw 2013). These include decisions
about disclosure of the identity (Greene et al. 2003); anxious anticipation regarding being
‘found out’ and the potential implications (Quinn and Chaudoir 2009); isolation from others
with the identity (Goffman 1963); feelings of dissonance and inauthenticity, and
preoccupation and anxiety resulting from efforts to hide the identity (Bockting et al. 2013;

Smart and Wegner 1999). Models presenting the impact of concealable stigmas (e.g. Quinn
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and Earnshaw 2013) incorporate the effect of the stigmatised person’s reactions and efforts to
manage their identity, for example by hiding it (Pachankis 2007). This highlights a growing
understanding of stigmatisation as a dynamic process influenced by the stigmatised
individual’s efforts to cope with, manage, or resist its effects (Kadianaki 2014; Major and
O’Brien 2005; Miller and Major 2000). Research regarding stigma coping strategies is
therefore vital in understanding how such approaches may increase or reduce the
psychological distress stigma causes.

Coping with stigma

Coping has been defined as "constantly changing cognitive and behavioural efforts to
manage specific external and/or internal demands that are appraised as taxing or exceeding
the resources of the person™ (Lazarus and Folkman 1984, 141); emotional efforts will be
incorporated within this definition in the present review. Furthermore, coping can be
categorised as problem- versus emotion-focussed and as engagement/approach- versus
disengagement/avoidance strategies.

In relation to stigma, research has identified disengagement coping strategies such as
denying or minimising prejudice (Ruggeriero and Taylor 1997); avoiding social comparisons
with non-stigmatised people (Crocker and Major 1989), or socially withdrawing and avoiding
situations where stigma may be enacted (Goffman 1963). Particular to those with a
concealable stigma, secrecy and ‘passing’ (pretending to ‘pass’ as a ‘normal’ person) are
common disengagement strategies (Koken 2011). Examples of engagement coping include
attempts to change stigmatising attitudes through collective action (Wright, Taylor and
Moghaddam 1990); acceptance (Miller and Kaiser 2001), and cognitive re-structuring, for
example, attributing negative outcomes to prejudice (Crocker and Major 1989).

Stigma coping models often seek to generalise findings across contexts, ignoring

divergence between particular stigmas. However, due to the variability in subjective
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experiences of and responses to stigma, it is important to consider different stigmatised
populations in order to better understand their socio-cultural nuances (Kadianaki 2014).
Accordingly, generic models may be limited in their application to sex work due to its
particular nature, demands and place within society. Research is therefore necessary that
explores experiences of stigma within sex work. Focussing on resilience by exploring
women’s role in coping with stigma is particularly important to avoid traditional polarisation
of people sex-working as either passive victims or empowered activists/villains (Weitzer
2009). This dichotomy is increasingly recognised as an over-simplification by research
exploring women’s lived experiences and how they manage the emotional elements of their
work (Sanders 2004). Accordingly, qualitative studies have begun to consider how women
navigate their stigma experiences and occupying such a heavily stigmatised identity, deeming
the present review both relevant and necessary.
The present review

In the context of understanding women’s coping strategies, qualitative methods are
particularly important in “taking the perspective of the stigmatised” (Major and O’Brien
2005, 411) so as not to inadvertently reinforce marginalisation through silencing them
further. However, qualitative explorations risk being lost if left as a series of disparate
research endeavours and not “put together” in any meaningful way (Noblit and Hare 1988,
7), leading to endless duplication of studies at the cost of advancing knowledge in the field
(Sandelowski, Docherty, and Emden 1997). Furthermore, this can result in research and
clinical practice becoming increasingly distant, with empirical findings seemingly irrelevant
to real life (Finfgeld 2003). For the present topic, findings often fall within broader
explorations of sex work experiences, accentuating the risk of being lost if not usefully
combined. It is therefore essential to find ways of collating such research to develop

understanding for clinical application.



COPING WITH SEX WORK STIGMA 1-7

In contrast to narrative reviews that summarise existing research in a largely
descriptive manner (Dixon-Woods et al. 2006), meta-syntheses seek to synthesise findings
from a body of research in order to provide an overall or ‘whole’ picture which goes beyond
the findings of original studies (Noblit and Hare 1988). In attending to similarities and
differences across studies, they aim to produce novel and in-depth interpretations that provide
a coherent account of the subject matter, thus adding to the explanatory power and
generalisability of the findings (Britten et al. 2002).

The present meta-synthesis therefore aimed to integrate existing findings concerning
women’s strategies to cope with sex work-related stigma. Although one unpublished thesis
reviewed identity management among female sex workers (Jones 2014), to the author’s
knowledge no existing systematic literature reviews have focussed on how women cope with
stigma specifically. The intention is that findings will inform professionals working with sex-
working women in both specific (e.g. sex work projects) or generic (e.g. mental health)
services about contributory and protective factors relating to their distress, supporting
interventions which identify areas for growth and change in women’s lives (Koken 2011).
Additionally, it is hoped greater understanding will increase empathy towards sex-working

women, leading to more inclusive and accessible services.

Method

Sex work is defined broadly here as the “provision of sexual services for money or
goods” (Overs 2002, 2), including all forms, in recognition of the discrimination faced by
women throughout the industry (Vanwesenbeeck 2001). Involvement is defined as people
using their bodies within sexual activities, as opposed to others working within the industry

(e.g. managers).
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Approach

The meta-synthesis was based on the meta-ethnographic approach developed by
Noblit and Hare (1988). Within this approach, original studies are read to identify “first-> and
‘second-order’ constructs, referring to participants’ spoken accounts and the original authors’
interpretations of these accounts respectively (Malpass et al. 2009; Shaw 2012). Constructs
are compared across studies, looking for differences and similarities, leading to the
production of ‘third-order constructs’, namely concepts or themes describing the
phenomenon under investigation (Paterson et al. 2001). Additionally, attention is given to
how findings relate to one another in ways that are reciprocal, whereby they are in
agreement; refutational, whereby they are contradictory, or by representing a line of
argument, telling an overall story of the phenomenon represented across studies (Shaw 2012).
Search strategy

A systematic literature search was conducted in July 2017. The following databases
were used: Pyschinfo (1887-present); Academic Search Complete (1984-present); Cinahl
(1981-present); Medline (1946-present); Psycarticles (1984-present), and Social Care Online
(1980-present). Databases were chosen to be inclusive of a range of literature, for example,
accessing literature relating to healthcare and sexual health through Medline and Cinahl and
research relating to social work and policy through Social Care Online. A comprehensive list
of search terms (Table 1) was generated using the APA thesaurus (Gallagher Tuleya 2007);
identifying key terms from relevant articles; using individual database term generators (e.g.
‘related terms’ in Social Care Online), and reviewing terms with the academic supervisor and
a library advisor. Search terms were combined using Boolean operators and thesaurus and
mesh headings where available. Filters were used for peer-reviewed articles in English. No
date restrictions were applied. The methodology filter was used in Psychinfo and Psycarticles

to identify qualitative research.
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[Insert Table 1]

The initial search retrieved 2934 articles, titles of which were screened for relevance
and duplicates removed. Reading abstracts facilitated further screening. Finally, 155 whole
papers were reviewed for eligibility according to inclusion and exclusion criteria. References
from the 13 remaining papers were read to identify additional studies, leading to 14 papers
being included in the meta-synthesis. Figure 1 details the search process.

[Insert Figure 1]
Inclusion and exclusion criteria

Studies were included that: 1) presented findings from qualitative research; 2) had a
substantial focus on the ways women attempted to cope with sex work stigma; 3) presented
analysis derived from and evidenced by the accounts of female sex workers; 4) were
accessible in English, and 5) were published in peer-reviewed journals. Studies with current
and former sex-workers were included if analysis concerned stigma related to involvement in
the profession. Papers were excluded that: 1) included non-female sex workers; 2) presented
combined analyses of the accounts of sex workers and other study participants; 3) focussed
on stigma relating to other factors, e.g. HIV; 4) did not separate stigma coping from coping
with other aspects of sex work, e.g. violence; 5) presented purely descriptive analyses, and 6)
focussed solely on participation with a specific project.

Examples of excluded papers were Abel (2011) which included male workers in the
analysis and Weine et al. (2013) which discussed stigma but not coping.

Selected studies

A summary of the final studies is presented in Table 2. Studies mirror the
international nature of sex work and the research concerning it (Vanwesenbeeck 2001).
Samples included a range of ages and types of sex work, reflecting the diversity within sex

work (Weitzer 2009): three included only exotic dancers and strippers; one had an escort as
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the sole participant; one focussed on dominatrices; three included only street-based workers;
two included only bar workers; and the remaining four had mixed samples. As well as
individual interviews, some also included: focus groups (3); participant observation (1), and
analysis of published memoirs and blogs (1). All studies presented a form of thematic
analysis, drawing upon different methods: IPA (2); grounded theory (5); content analysis (2),
and undefined (5). Methodologies reflected differing epistemological standpoints.
Methodologies thus reflected differing epistemological standpoints. Although some have
highlighted this can be problematic (e.g. Jenson & Allen, 1996) because of conflicting
theoretical backgrounds and research focus, others argue that findings from studies with
differing methodologies can be complimentary (Field & Marck, 1994). Here, divergent
studies were included due to the limited number of relevant studies published. They all met
inclusion criteria and thus contributed to the research question.
[Insert Table 2]

Quality

Quiality of the final articles was appraised using questions 3-10 from the Critical
Appraisal Skills Programme (2013) qualitative checklist. The first two questions concern the
appropriateness of qualitative methodology for the research aims, essential for all studies
included. Utilising Duggleby et al.’s (2010) scoring system, a weak score (1) was allocated to
studies providing little justification or explanation, for example, stating interviews were used
but not why or how; a medium score (2) was allocated to studies offering some explanation
but lacking detail, for example, stating ethical approval was gained with no reference to
ethical considerations; and a high score (3) was allocated to studies providing thorough
justification and explanation, for example, explaining why a method of analysis was chosen
and identifying the steps taken. Scores were totalled, with a maximum of 24 (Table 3). All

papers were also quality-assessed by a clinical psychologist unrelated to the research to
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strengthen the reliability of the process. Scores largely concurred but any differences were
discussed and the author allocated final scores. Sandelowski, Barroso, and Voils (2007)
highlight difficulties with excluding qualitative studies from reviews due to quality because
of variations in assessing it and the fact ‘good’ studies could be rejected because of
superficial errors such as incorrect terminology, or details missing due to word limitations.
Instead, they advise to consider quality in the comparison of studies. Accordingly, it was not
used as an exclusion criteria here. Although studies vary in quality (scores ranging from 11-
20) the meta-synthesis’ findings are predicated on the set of papers as a whole and not reliant
on the weaker studies.
[Insert Table 3]

Synthesising the data

The synthesis began by repeatedly reading the studies to gain familiarity, and key
concepts were noted (Noblit and Hare 1988). Next, all data relating to the review question
was extracted from the studies and inserted into a table of key themes, ideas and concepts
(second order constructs), alongside supportive quotes from participants (first order
constructs). As far as possible, authors’ phrases and words were used. A third column was
added to the table where initial interpretations of second order constructs were noted, using
phrases and summaries. A brief overall summary was also written in order to consolidate
understanding of each study. Individual studies were analysed in chronological order.
Thirdly, studies were translated by collating interpretations from stage two in a spreadsheet in
order to compare and contrast findings across studies, leading to the identification of 20
initial concepts. Attention was given to how studies related to each other in ways that were
either reciprocal or refutational (Noblit and Hare 1988). Particular points of difference
between studies were noted. Finally, initial concepts were synthesised in order to represent

findings from across studies, which formed a line of argument. This was an iterative process
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of grouping and re-grouping themes in ways that best represented interpretations from across
studies, involving repeated clarification with original studies, facilitated by writing themes
out on pieces of paper. Appendices 1-C to 1-F provide examples of data synthesis. Three
final themes (presented below) were constructed to present a narrative revealing different
ways in which women seek to cope with stigma in the context of sex work. Figure 2 presents
themes visually.

[Insert Figure 2]

Results

Theme one: Coping through denial: ‘I do not do sex work’

The most common strategy women used to cope with stigma was through denying
their involvement in sex work by hiding it from others, lying, avoiding situations or people,
and separating their personal and work lives.

Concealment

Women concealed their involvement in sex work through lying, and efforts such as
hiding paraphernalia (Levey and Pinsky 2015) or covering work related smells by drinking
coffee (Wong, Holroyd and Bingham 2011). Concealment was motivated by a desire to avoid
discrimination that would limit opportunities, for example securing employment or
accommodation:

I have to lie to my boss, because, | want a job, right? .... Did | ever tell that | am a

whore and get a job? No, | doubt it. (Tomura 2009, 66)

As women experienced being a sex worker as a permanent identity: “You’re nothing but a
‘ho’ and you always will be” (Jackson, Bennet and Sowinski 2007, 266), options for exiting
sex work and pursuing other careers felt limited and thus lying became a permanent feature

of women’s lives.
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Women also concealed their work out of fear of “what others will say” (Basnyat
2014, 1048). They were concerned about the impact on their relationships (Basnyat 2014;
Phrasisombath et al. 2012), fearing ridicule (Trautner and Collett 2010); assumptions about
sexual availability (Trautner and Collett 2010); people thinking badly of them (Basnyat 2014;
Phrasisombath et al. 2012; Wong et al. 2011), and complete rejection by their family or
community (Ngo et al. 2007; Van Blerk 2011). Although fear of prosecution was also cited as
motivating concealment (Ngo et al. 2007; Uddin and Ashrafun 2011), the fear of social
rejection was deemed worse. Accordingly, women often avoided situations where disclosure
might occur or where the risks would be particularly great, such as in certain jobs, or when
attending social gatherings or health clinics:

We are afraid of who will see us, maybe a family or a friend, and find out about what

we do. (Basnyat 2014, 1048)

This fear prevented some from developing relationships:

I do not dare get acquainted with anyone or show my love with a man. (Ngo et al.

2007, 565)

Some adopted systematic levels of concealment to carefully manage information
(Levey and Pinsky 2015; Tomura 2009; Trautner and Collett 2010; Uddin and Ashrafun
2011; Wong et al. 2011), for example, telling nobody, just close friends, or particular “safe’
friends, requiring appropriate judgment regarding predicted responses. Alternatively, they
chose how much to disclose:

I couldn’t lie to my mother . . . | broke it to her gently. 1 didn’t tell her ... “...I’'m

fisting some guy, | went all the way up to, you know’ ... over the years | revealed

more ... to her. (Levey and Pinsky 2015, 356)

Wong et al. (2010) attributed differences in concealment to the degree women

internalised stigma. Accordingly, some chose not to hide work at all, for example: “I don’t go
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through pains to hide it from my friends” (Levey and Pinsky 2015, 356), which authors
connected with higher self-esteem (Maticka-Tyndale et al. 2000; Ngo et al. 2007); personal
views of sex work (Basnyat 2014; Levey and Pinsky 2015); satisfaction with work (Levey
and Pinsky 2005; Tomura 2009; Trautner and Collett 2010), or personality (Wong et al.
2011). As a result, some explained they only concealed their involvement when necessary to
protect others:
I think that [it] would really upset my mom and . . . I don’t want to have to deal with
that. (Trautner and Collett 2010, 270)
Lying protected others’ feelings and women’s relationships with them. Accordingly,
concealment was not necessarily equated with views of sex work but was often a pragmatic
strategy to ‘get by’ and maintain their place in society. However, for others, hiding did infer
personal values:
I don’t approve of it [sex work]... It makes me feel bad, | see my own body and | feel
bad. Sometimes | start crying, or sometimes | cover myself. (Cox, Casablanca and
McAdams 2012, 1472)
Accordingly, Cox et al. (2012) portrayed concealment as a direct consequence of the shame
women felt, indicating their desire to hide their work even from themselves.
Keeping worlds apart
To support concealment, women created two separate worlds and identities. However,
this was problematic when women lived in their place of work (Campbell 2000;
Phrasisombath et al. 2012; VVan Blerk 2011). To counter this, women emphasised distance
between the present setting and their home villages, preserving their reputations in the latter
through performing acceptable roles such as participation in traditional village activities
(Phrasisombath et al. 2012; VVan Blerk 2011). Additionally, although most were unable to,

some created distance within their setting, for example by moving in with boyfriends and
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working in a different location. Accordingly, the advantages of concealment were made
available dependent upon access to resources to successfully separate lives and provide
convincing cover stories, for example, creating false careers (Tomura 2009) or relying on
alternative roles in their employment history (Trautner and Collett 2010). One participant
aptly explained her ability to utilise multiple identities:

In the publishing world, I’'m a writer ass-deep in scholarly S&M research. To my

parents, I’m a dutiful daughter and semi-starving artist... to the schoolchildren of

three counties...l am Barkley, the Smart Dog. (Levey and Pinsky 2015, 357)
Similarly, some studies highlighted how women could more effectively hide their work when
working in private rather than in visible settings (Maticka-Tyndale et al. 2000; Phrasisombath
et al. 2012). However, in one study, although the entire community was aware of or involved
in sex work, they participated in a corporate denial of the work, for example never
mentioning the work and “pretend[ing] we are not selling” when in bars with clients
(Campbell 2000, 489). Accordingly, they preserved a sense of dignity and order,
demonstrating effective negotiation of stigmatised positions.
Consequences of hiding

Concealing work protected women from the discrimination, maltreatment and
judgment threatened by disclosure, enabling them to participate in mainstream society and
maintain relationships. However, there were disadvantages. Several studies emphasised the
fear and anxiety resulting from women’s continual vigilance in guarding themselves against
exposure, and their awareness of the fragility of separating worlds (Maticka-Tyndale et al.
2000; Tomura 2009). Additionally, separating worlds prevented full participation in either,
and occasionally had costs in work, for example by missing shifts to avoid meeting
acquaintances (Trautner and Collett 2010). However, one participant identified advantages of

occupying two worlds, in providing perspectives of life from society’s centre and margins:
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I ... like margins but I like the centre too... | am glad to be in the margins...we are
original, unique and special. There is a good part to oppression. You get stronger, you can see
things more clearly, and you develop strategies. (Tomura 2009, 75)

Another difficulty concerned lying:

[My kids] are starting to ask where | go every night... I’'m starting to have problems in

lying to them because they are starting to understand things better, and one day when

they are older [they] might come and say “Mom, why didn’t you tell the truth?” (Cox

etal. 2012, 1471)

Managing information, environments and relationships to maintain the lie was difficult, as
was going against personal values such as trust (Cox et al. 2012; Tomura 2009; Uddin and
Ashrafun 2011). Furthermore, avoidance compromised people’s physical health (Basnyat
2014; Uddin and Ashrafun 2011); furthered social isolation (Jackson et al. 2007; Ngo et al.
2007; Sallman 2010; Tomura 2009; Uddin and Ashrafun 2011); and led to unwanted life
changes, such as leaving college and relocating (Jackson et al. 2007; Trautner and Collett
2010).

Women worked hard to prevent people knowing about their involvement in sex work,
with some detrimental consequences. However, despite threats to both physical and mental
health, protecting themselves from the perceived risk of exposing their occupation and
therefore maintaining a respectable place in wider society, was considered worth it.

Theme two: Coping through distancing: ‘I do sex work but it’s not me’

Women also coped with stigma by distancing their identities from sex work,
emphasising it is something they do, not who they are.
Working out of necessity

Eight studies presented women distancing themselves from sex work through

narratives justifying their involvement, thus minimising stigma’s impact on them (Basnyat
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2014; Campbell 2000; Jackson et al. 2007; Maticka-Tyndale et al. 2000; Ngo et al. 2007;
Sallman 2010; Uddin and Ashrafun 2011; Wong et al. 2011). Some explained how they were
forced into sex work through sharing accounts of coercion, trickery, and desperation, or
highlighting a failure of the police and state to support them. Similarly, many emphasised
they worked due to financial need, lack of alternatives, and entrapment:
Everywhere there is struggle and hardships... You get called vulgar names like
“whore”, fingers are pointed at you, people disapprove, you get treated differently,
but this is all because you have no option. But to survive, you do what you can to
survive. (Basnyat 2014, 1047)
Sex work was thus firmly situated within a context of poverty; involvement was indicative of
their situation, not them personally.
Furthermore, some women presented sex work as temporary, highlighting plans to
return to something more representative of their character in the future, for example:
I would like to stop this business and have my own work. One day | would like to
have my own shop where I sell nice things but I first have to pay my debt. (Van Blerk
2011, 227)
Although hopes of another easier life often seemed idealistic and ambiguous, e.g., “I want to
go home but I do not want to go home” (Campbell 2000, 490), framing work as a necessary
but temporary occupation enabled women to distance themselves from it, aligning themselves
with dominant views of sex work instead. Accordingly, Campbell argued how by deliberately
constructing themselves as “victims of fate” (25), women removed accountability for their
work. However, it presented difficulties for some regarding the incongruence of doing
something of which they disapproved:
I do this work only to feed my ... children ... if | get a safe and sound economic

opportunity | shall stop this irreligious work ... Blood of pain is oozing from my heart
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... I can't compensate it by any means ... Oh! Allah, forgive me for the sake of my
children. (Uddin and Ashrafun 2011, 28)
Here, even economic necessity was not sufficient to excuse sex work, causing great shame.
Shame was possibly accentuated in this study by the strong sense of religiosity held by
participants and society, meaning sex work represented a greater violation of their values.
Maticka-Tyndale et al. (2000) and Wong et al. (2011) also reported that the adoption of
cultural and religious views increased stigma’s impact. In contrast, although facing similar
hardships, in Basnyat’s (2014) study, emphasising the necessity of sex work enabled
participants to accept it as a legitimate occupation for which they felt no shame. Accordingly,
they rejected society and its stigma to focus on the more important task of surviving,
reflecting resistance and taking control of one’s life, one reasoning, “Why worry about a
society that doesn’t worry about you?” (Basnyat 2014, 1047).
Rejecting society enabled others to fully embrace their sex work identity and lifestyle:
I have no time to think about life, whether | am good or bad...My life is entangled
with enjoying ganja, doing sex work and earning money. (Uddin and Ashrafun 2011,
34)
Morality was presented as irrelevant as this participant immersed herself in work and leisure.
Her use of drugs however, was perhaps a means to cope with the pain of the work, mirroring
findings from Maticka-Tyndale et al.’s (2000) study, whereby women used alcohol to dull the
reality of stigma.
Separating ‘work me’ and the ‘real me’
Another means of distancing was by separating ‘sex worker’ and ‘real’ selves (Levey
and Pinsky 2015; Maticka-Tyndale et al. 2000; Trautner and Collett 2010). Women did so by
using various devices such as performing at work; drinking alcohol ‘to bring out the other

character’ (Maticka-Tyndale et al. 2000, 102), and dressing differently:
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I look like a bum when I go to school. I spend a lot of time getting ready for work. |
fix my hair, wear lots of makeup, and wear sexy, revealing clothing. (Trautner and
Collett 2010, 268)
Women thus developed a separate work persona, often assisted through make-up, wigs, and
stage names. This strategy also facilitated switching off from work and concealing their
profession, but for some, threatened the integrity of the self:
I turn into a totally different personality ... it’s getting to the point that it’s really hard
to find Jane again. I’m becoming this other person completely. (Maticka-Tyndale et
al. 2000, 101)
Differing from narratives of necessity which associated sex work with limited choices, role
distancing was employed in studies involving exotic dancers and dominatrices, perhaps
reflecting their agency and the performance inherent in their work.
Appealing to alternative identities
Women also emphasised alternative identities offering a truer, more socially
acceptable representation of themselves, for example, emphasising the dissonance between
sex work and their origins:
...1t is not the education that my mother gave to me. These are not the values she
taught me during my childhood, and this is not the life she expected for me. (Cox et
al. 2012, 1471)
Additionally, they highlighted their role in providing for their families:
I have to support my father, I have to support my mother, | have to support my
children, I have to support my family. (Basnyat 2014, 1044)
Emphasising motherhood enabled women to meet prescribed female norms and expectations,
protecting themselves from the full force of stigma attached to deviant women. Furthermore,

demonstrating they chose the “heavy sacrifice” of sex work in order to “remain active
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mothers to their children” (Cox et al. 2012, 1472) meant their maternal identity subsumed
their sex worker identity. Similarly, in one study women drew strongly upon their student
role to decrease the salience of their sex worker identity: “school is and always has been my
top priority” (Trautner and Collett 2010, 267), made easier by them being less dependent on
work and choosing it as an optimum source of additional funds. Accordingly, this strategy
was more available to those with access to other roles on which to base their self-worth,
demonstrating the impact of privilege on guarding against discrimination.

For many women, asserting that sex work did not represent their true selves preserved
their self-esteem by aligning themselves with acceptable views of sex work. However, the
dissonance this created was problematic for some women in internalising stigma and creating
a disrupted identity.

Theme three: Coping through defending: ‘I do sex work but it’s not that bad’

Women also attempted to cope through collapsing the dichotomy between sex
workers and others, thus including themselves within ‘normal’ society. They did this by
defending sex work to show how it was not as bad as people thought, indicating others were
worse that they realised, and highlighting the similarities between them.

Asserting the benefits of sex work

Women often defended sex work by presenting its personal benefits. Specifically,
they emphasised financial gains to convince others of its worth (Tomura 2009); to dismiss
stigma: “you should laugh at the poor not the prostitute” (Wong et al., 2011, 57), and to
demonstrate superiority:

I will have money or things to show for my efforts... | can wear expensive clothes

and use a good mobile phone. Then people will never look down on me.

(Phrasisombath et al. 2012, 6)
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Personal benefits also included providing motivation to work hard (Trautner and Collett
2010), increasing confidence, and offering enjoyment and freedom:

I’m happy to trade off on the ignorant public perception that I’m a deviant if it means

I can earn a living, provide for my family and have fun while I’'m at it. (Levey and

Pinsky 2015, 361)

However, such attitudes were rare where sex work was presented as a necessity (e.g. Basnyat
2014).

Furthermore, participants extolled wider virtues of sex work (Levey and Pinsky 2015;
Tomura 2009; Wong et al. 2011), asserting emotional and sexual benefits to clients (Tomura
2009); arguing it relieved stress and reduced the likelihood of rape (Wong et al. 2011);
presenting it as artistic and beautiful (Levey and Pinsky 2015), and as enabling marginalised
people to “explore their fetishes and sexual fantasies” (Levey and Pinsky 2015, 361).
Accordingly, aligning sex work with widely accepted values aimed to increase its social
credibility.

Comparative judgments

Women also raised their profile by arguing they were not as bad as others. They drew
attention to more dishonest means of money-making to gain a sense of comparative morality
and respectability:

Our profession is better than other nasty professions such as pocket picking,

kidnapping, killing or murdering. (Uddin and Ashrafun 2011, 33)

Participants in three studies also highlighted their superiority to other sex workers
(Levey and Pinsky 2015; Tomura 2009; Trautner and Collett 2010), for example, asserting

the difference between a dominatrix and sex worker:
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...quite a lot of them are basically... sex workers with a kink... they’re havin’

intercourse, everything. . . If you’re a dominatrix, it’s some sort of ... honorable thing

that you’re not having intercourse. (Levey and Pinsky 2015, 359)
Asserting firm boundaries thus increased confidence through maintaining control and dignity,
also found in Van Blerk’s (2011) study, and enabled women to align themselves with wider
society by distancing themselves from less respectable forms of sex work. As one participant
summarised: “Whores have this thing, “You are more of a whore’” (Tomura 2009, 74).
However, in protecting themselves from stigma, women simply enlarged the remit of
respectable society to include them, still leaving ‘lesser’ sex workers in the outer circle, thus
reinforcing wider stigma. Additionally, this strategy was only used by women working as
escorts or dominatrices, and not others such as street workers, from which this distancing
strategy drew their comparison.

A similar comparison related to competition between workers (Campbell 2000, Van
Blerk 2011). Some participants, for example, identified being among the elite at work,
gaining additional privileges:

I am a young, beautiful and attractive girl. Clients are very lucky to have sex with me.

My owner indulges me because I can attract a lot of well-paying clients. (Ngo et al.

2007, 566)
This elevated position contrasted with their lowly position in society - they were “big fish in a
little pond’, thus increasing their confidence and self-esteem.

However, others found comfort and friendship with similar women, creating “micro-
communities of respect and support” (Van Blerk 2011, 227). This provided reassurance and a

sense of comradery in the context of societal neglect:
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...one person was hospitalised for three months after getting a beating when she was
arrested... | went around asking people to chip in ... so that we could help her. She is,
after all, like me. (Basnyat 2014, 1048)
Such communities provided alternative places of belonging from which to draw acceptance
and self-worth, particularly for those with limited options for finding this outside of work due
to living at work (Campbell 2000; Van Blerk 2011), or being rejected by friends and family
(Basnyat 2014; Uddin and Ashrafun 2011).
Highlighting similarities
Another approach involved demonstrating likeness to non-sex workers, for example:
I’m a normal person. | go to the movies. If you saw me walking down the street,
you’d never imagine... (Levey and Pinsky 2015, 360)
Similarly, women corrected misconceptions about sex work:
They think I have a huge sex drive ... | don’t want to fuck just anybody. I am fucking
them for money! (Tomura 2009, 73)
Asserting they were not deviant or over-sexualised sought to reduce judgment towards them.
Women also drew parallels between their behaviour and that of socially acceptable
others, for example discussing sex within normal relationships:
... a lot of housewives are prostitutes...they spread their legs when they’d rather not.
To keep the peace, to...keep their credit card going...who knows why but they do it
too. (Sallman 2010, 155)
Through such arguments, women revealed the fragility of the barriers stigma placed between
normal society and sex work, undermining the basis for social rejection and increasing their
sense of respectability.

Criticising stigmatising attitudes
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Finally, some sought equality through emphasising the flaws of stigmatising others,
particularly highlighting the inequality of how female workers, but not male clients, are
stigmatised by sex work:

...it’s a double standard...men can go out, get high, and do what they want with

women, and it’s accepted. But if a woman goes out, gets high, and screws five men to

get what she needs ... then she a ho. (Sallman 2010, 155)

This strategy enabled women to identify themselves with women generally, sharing
experiences of gender discrimination (Sallman, 2010). Similarly, some emphasised the
immorality of a society that simultaneously neglects and criticises sex workers:

I don't understand why some people look at us so harshly...society will not feed me.

So people should not hate our work or bother us. (Uddin and Ashrafun 2011, 34)

In critiquing stigmatising attitudes and those propagating them, women resisted their
devalued status, discrediting stigma and reducing its internalisation. Defending sex work also
demonstrated confidence and intellect, dismissing portrayals of women as passive and
ignorant (Tomura 2009). However, one participant admitted how adopting a defensive stance
prohibited her from addressing negative aspects of work:

I know my resistance to talking about pitfalls comes from society saying, “You are

bad”, so | have to say, “No, I’m not”. (Tomura 2009, 71)

Thus, asserting equality potentially prevented help-seeking regarding sex work’s challenges.

Discussion
The present review synthesised qualitative findings regarding ways sex-working
women cope with its stigma, identifying three types of strategies, whereby they denied,

distanced themselves from, or defended their involvement.
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As found previously among those with a concealable identity, disengagement
strategies involving hiding and avoiding (theme one) often had detrimental consequences,
including isolation; anxiety; stress in managing a double life, and healthcare avoidance
(Bockting et al 2013; Chambers et al. 2015; Kelly 2005; Koken 2011; Pachankis 2007).
Interestingly, though some felt considerable shame, concealment was often purely pragmatic
and did not reflect personal views, differing from an understanding that secrecy necessarily
infers shame (Lewis 1998).

Despite disadvantages, denying sex work involvement also benefited women by
minimising enacted stigma; limiting discrimination, and protecting and maintaining
relationships, contrasting with previous findings that emphasise the harm concealment causes
(Beals, Peplau and Gable 2009; Link, Mirotznik and Cullen 1991; Pachankis, 2007).
Accordingly, consequences were mixed, as found in a review of HIV stigma (Chambers et al.
2015), resulting in women weighing up costs and benefits, and utilising selective
concealment (Quinn and Chaudoir 2009) to achieve the best perceived outcome.

Distancing strategies (theme two) correspond largely with wider stigma literature
(Crocker 1999; Kadianaki 2014). The protective benefit of emphasising alternative identities
affirms claims that the more central a stigmatised identity is to one’s core identity, the greater
distress and internalisation of stigma (Quinn and Chaudoir 2009). Additionally, justificatory
narratives regarding sex work involvement parallel those used by other groups such as obese
individuals (Puhl and Brown 2003). The use of such strategies may provide some explanation
for the proliferation of the victim discourse of sex workers generally (Vanwesenbeeck, 2001).
However, there is a risk that interpreting personal narratives as “rationalised defences” rather
than “real reasons” (Puhl and Brown 2003, 61) may ignore women’s difficulties, leading to

them being treated with suspicion.
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Attempts to defend sex work (theme three) involved strategies identified elsewhere,
including making social comparisons (Kalemi et al. 2017); attributing stigma to negative
attitudes (Crocker and Major 1989), and asserting normality (Miller and Kaiser 2001).
Another common strategy involves devaluing domains upon which stigma is based, for
example academic achievement (Miller and Kaiser 2001), but was not apparent here, possibly
due to the centrality of the domains sex work is judged upon, such as morality and sexuality.
Women did however emphasise sex work’s benefits within more acceptable domains such as
financial gain and social contributions, found with other stigmas, such as chronic illness
(Park 2010). Additionally, in-group comparisons inadvertently reinforced stigma, as
elsewhere (Puhl and Brownell 2003; Thoits 2011), strengthening hierarchical sex work
structures (Weitzer 2009).

Despite parallels, findings departed from existing stigma research in the absence of
engagement coping strategies such as utilising education and confrontation to challenge
stigma beyond immediate friends and family. This may relate to the scientific knowledge
available for educating about HIV, for example, in contrast to greater subjectivity regarding
sex work. Similarly, women did not mobilise for collective action, contrasting with broader
stigma literature whereby people unite to strengthen identity pride and promote social change
(Hejnders and VVan Der Meij 2006). However, evidence exists of sex workers uniting
elsewhere, for example, community mobilisation initiatives to prevent HIV/AIDS (Murray et
al. 2010) and organisations such as “The English Collective for Prostitutes’
(prostitutescollective.net). Lack of involvement here may reflect studies’ focus on individual
coping, or result from limited access to skills and resources necessary for participation, such
as the internet; the prioritisation of immediate survival, or the criminalised nature of sex work

limiting collective organisation (Sanders 2004).
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Also notable was the lack of emotional regulation and expression that features in
wider stigma literature (Miller and Kaiser 2001; Mizock and Mueser 2014). Although women
reported sadness, shame, anger and anxiety, they did not describe attempts to manage these
feelings. Furthermore, alcohol and drug use, widely identified as coping strategies among sex
workers (Sanders 2004), were only mentioned twice. This may reflect a lack of emotional
coping resources, or indicate they were missed due to a focus on stigma rather than general
coping or a recent emphasis on identity management in stigma coping literature (Pachankis
2007).

Power and resilience

An important finding was how specific coping strategies were differentially available
to women dependent on power and access to resources. This often related to work setting, for
example, those in well managed clubs generally possessed greater power than those on the
streets. Women possessing greater power, demonstrated by choice and control within work
and receipt of more tangible benefits, were more likely to cope by successfully maintaining
separate lives; drawing from alternative identities, or defending their work. Those possessing
less power were more likely to justify their involvement or accept stigma. This corresponds
with Link and Phelan’s (2001) assertion that stigma is dependent upon access to social,
economic or political power. Accordingly, the impact of power identified here highlights a
need to move beyond reviewing costs and benefits of individual stigma responses to
addressing structural inequalities and the location of power in stigmatisation (Holley,
Stromwall and Bashor 2012; Kadianaki 2014).

Importantly, the relationship between power and stigma-coping was not
straightforward as some women resisted stigma, acquiring a sense of control despite

desperate circumstances, thus highlighting their resilience in terms of ‘internal resources that
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enhance coping’ (Mizock and Mueser 2014). Accordingly, more nuanced explanations of the
resources people use despite their disadvantage are needed (Moser 1998).
Further research and limitations

Further research could extend findings by considering the impact of power on sex
workers’ stigma experiences and how they exert agency within this. Similarly, gaining a
better understanding regarding factors influencing collective mobilisation and action could
identify women’s access to such strategies and their usefulness within this context.

Additionally, investigating emotional management of sex work stigma could further
identify related needs and strengths. Finally, women reported a permanence to the sex worker
identity, in that they experienced others viewing them as sex-workers even when no longer
working. Accordingly, it would be important to explore how women manage stigma’s effects
post-sex work, including efforts to rebuild relationships; regain acceptance, and strengthen
new identities. This could identify means of supporting women who feel unable to exit sex
work due to stigma.

A limitation of the review was that by focussing solely on stigma coping, strategies
may have been missed that original authors did not identify as such. Similarly, it did not
account for women not experiencing sex work stigma nor finding it problematic, potentially
providing a skewed account of women’s experiences. Additionally, focussing on women
excluded the experiences from male or transgender sex workers, potentially facing double
stigma due to gender identity or sexuality (Infante, Sosa-Rubi and Cuadra 2009).
Accordingly, further reviews might identify and compare coping strategies between these
groups. Additionally, studies included reflected considerable cultural heterogeneity. Whilst
this demonstrates the international nature of sex work and highlighted the diverse strategies
used dependent on factors such as type of work and religious or cultural norms, it limits the

generalisability of the findings to the UK setting. Clinical application must therefore take this
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into consideration and practitioners must be mindful of how cultural factors may impact
women’s attempts to cope. Finally, studies varied in quality, particularly highlighting a need
for greater reflexivity and transparency regarding data analysis in qualitative studies of sex
work.

Clinical Implications

An understanding of how women cope with sex work stigma, presented in this
review, can benefit clinical psychologists and others working directly with sex workers.
Fearing discrimination, women may hide their occupation within generic services or
emphasise powerlessness in order to avoid judgment for their work. Furthermore, defending
sex work may hide difficulties women for which women need support. Recognising such
possibilities and responding sensitively may limit professionals inadvertently reinforcing
stigma and enable them to offer appropriate support.

Given the impact of individual resilience, direct interventions must recognise and
build upon women’s existing resources. Specifically, collaboratively developing coping
strategies, such as identifying supportive people to disclose to, may reduce psychological
distress (Pachankis 2007). Cognitive Behavioural Therapy has been identified as an effective
strategy for dealing with the consequences of self-stigma (Corrigan and Calabrese 2005) and
may be beneficial, for example, in understanding how avoidance maintains distress.
Additionally, findings indicate a need regarding emotional management. Whilst multiple
relevant approaches exist, for example self-help materials or teaching groups, Compassion
Focussed Therapy (Gilbert 2009) is particularly relevant, given its emphasis on shame and
self-criticism. This may be especially useful for those internalising stigma, perhaps due to
cultural factors, or when doubly stigmatised by others within the sex industry.

Experience of discrimination and fears of it occurring present barriers to sex-working

women accessing mainstream services, reported here and elsewhere (Sanders 2004;
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Stevenson and Petrak 2007). One response to overcome this is to integrate psychological
provision within specialist services or sex worker organisations. Additionally, generic
services must increase accessibility to sex workers. This can be facilitated through training
about sex work, its diversity, and related psychological experiences, led by or involving sex
workers. Furthermore, professionals may have “blind spots” regarding discriminatory
practices (Crawford and Brown 2002, 358). Enabling recognition of professionals’
prejudicial attitudes and emotional responses towards sex work is therefore essential, for
example through clinical supervision. Improving accessibility also involves addressing
power, given its impact on coping. One practical means of doing so is power mapping
(Hagan and Smail 1997) with sex workers to facilitate transparent conversations about where
power lies; consider its impact on services, and support sex workers to increase their power
to challenge stigma, individually and collectively.
Conclusion

The present review is the first to synthesise qualitative findings regarding sex work
stigma coping, contributing to existing understandings of managing concealable stigmas, and
of sex workers’ needs and resources. Its particular strengths were in representing the diversity
and international nature of sex work, furthering individual studies’ findings by emphasising
the impact of power and resilience in stigma coping. Findings have implications for the
content and delivery of psychological support for sex workers, in order to empower women

to cope with stigma whilst promoting change that decreases their marginalisation.
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Table 1. Search terms applied to each database

Combined with AND Search Terms

Sex work “prostitution” or “sexual risk taking™ or "sex industry" or “sex trade”
or “street walk*” or "sell* sex" or brothel* or parlour* or strip* or
escort* or "sex work*" or "exchang* sex™ or prostitut*

Stigma stigma or shame or discrimination or "social discrimination™ or
prejudice or "stereotyped attitudes™ or stigma or prejudice or
disapprov* or discriminat* or stereotype or label* or disgrace or
disgust or judg™* or reputation or shame or attitude

Qualitative* qualitative or interview or “focus group” or *“case stud*” or observ*
or “grounded theory” or narrative or thematic or phenomenolog* or
experience* or “content analysis” or ethnolog™ or IPA or discourse

* Not used with Psychinfo and Psycharticles where a filter for qualitative research was
utilised
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Figure 1. Diagrammatic representation of search procedure

Records identified through database searches (after filters applied):

Psychinfo: 568 Academic Search Complete: 1198
Psycharticles: 2 Medline: 582

Cinahl: 446
Social Care Online: 138

A 4

Titles reviewed and
duplicates removed
721 retained

y

Abstracts reviewed
155 retained

2213 excluded

A 4

Full papers reviewed
13 selected

\ 4

566 excluded

\ 4

References of selected
papers reviewed
1 added

142 excluded

14 studies included in meta-synthesis
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Table 2. Methodological summary of included papers

1-44

Author(s) Year  Country Stated Aims Participants Type/ Location  Data Collection Data Analysis
of Sex Work
Maticka- 2000 Canada Examines health and 30 women Exotic dancing ~ Observations in 10 Described triangulation
Tyndale et al. safety from the (aged 18-42) clubs; of interview data with
perspective of the social in depth interviews dancers and
organization of places of with dancers and club ~ observations across
employment and the employees work categories.
broader social context of
exotic dancing.
Campbell 2000  South To highlight factors 21 women Shacks attached  Interviews Thematic analysis - not
Africa which are likely to help or ~ (aged 19-38)  to mining specified
hinder the programme’s community
goal of promoting
condom use among
commercial sex workers
Ngo et al. 2007  Vietnam An examination of sex 99 women Venue based 30 Interviews; Grounded theory

workers’ social and
economic lives, working
environment, social
relationships and
presentation of self in
everyday social contact
and interaction to inform
the development of more
effective policies and
interventions to reduce
vulnerability to
HIV/AIDS.

(aged 16-45)

(e.g. dancing);
streets; brothels

14 focus groups
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1-45

Jackson et al.

Tomura

Sallman

Trautner and
Collett

Wong et al.

2007

2009

2010

2010

2011

Canada

USA

USA

USA

Hong Kong

To examine the emotional
stressors in sex workers’
lives

To capture the
fundamental nature of
prostitutes subjective and
often subtle psychological
experience of stigma

To describe women’s
common practices and
shared meanings
surrounding their
involvement in
prostitution

To examine whether
students who strip use
their alternative positive
identity to buffer
themselves from the
negative effects of
stripping and to protect
and enhance their sense of
self

To identify specific ways
in which stigma may
affect Hong Kong FSWs
and how this may relate to
their health

68 women
(aged 19-48)

1 woman
(aged late
40s)

14 women

10 women

48 women

Street, escort Interviews
services, other
settings e.g. bars

escort Interview

Street, strip Interviews
clubs, escort

services, direct

exchange for

drugs
strippers Interviews
Karaoke, Interviews

dancers, bars,
streets, one-
woman brothels

Thematic analysis

IPA

IPA

Grounded theory

Grounded theory
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1-46

Uddin and
Ashrafun

Van Blerk

Cox et al.

Phrasisombath
et al.

2011

2011

2012

2012

Bangladesh

Ethiopia

Nicaragua

Laos

How street-based sex
workers combat the
pervasive negativity that
surrounds their work

To explore how the
spatial and temporal
performances of multiple
fractured identities are
used in the negotiation of
relationships that take
place within and beyond
the spaces of sex work

To explore these women’s
construction of their
identity, to see if their
sense of identity helped
explain their global sense
of misery. How did they
understand and articulate
their own life?

To explore the working
environment and
perceived risks and
benefits among FSWs in
Savannakhet province in
Laos

15 women
(aged 15-35)

30 girls
(aged 14-19)

30 women

39 women

Street-based Interviews

Bars Focus groups and
semi-structured
interviews

Street Life story interviews

Entertainment 7 interviews, 5 focus
establishments groups with 7-9
women in each

Grounded theory

Quialitative — not
specified

Inductive analysis
based on grounded
theory

Latent content analysis
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1-47

Basnyat

Levey and
Pinsky

2014

2015

Nepal

America
and Europe

Stressing the lived
experiences of female sex
workers, focussing on
their self-understandings,
collective identities and
associated cultural
practices

To explore stigma
management among
dominatrices

35 women
(aged 32-45)

33 women
(13
interviewed)

street

Dominatrices

Interviews

Interviews and
analysis of 10 weblogs
and 10 published
memoirs

Thematic analysis

Content analysis of
books and blogs.
Analysis of interview
data not stated
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Table 3. Quality appraisal of included review papers

1-48

Research ~ Sampling Data Reflexivity Ethical Data Findings Value Total

Design Collection Issues Analysis
Maticka-Tyndale et al. 1 3 2 1 2 2 2 2 15
(2000)
Campbell (2000) 3 1 1 1 1 1 2 1 11
Ngo et al. (2007) 1 2 3 1 2 3 3 3 18
Jackson et al. (2007) 3 3 3 1 3 3 2 2 20
Tomura (2009) 3 2 3 1 3 3 3 2 20
Sallman (2010) 2 3 2 1 2 3 2 3 18
Trautner and Collett (2010) 2 3 2 1 1 2 3 3 17
Wong et al. (2011) 3 3 3 1 2 3 3 3 21
Uddin and Ashrafun (2011) 2 3 2 2 2 2 3 1 17
Van Blerk (2011) 3 2 3 1 2 2 3 3 19
Cox et al. (2012) 2 3 3 2 2 3 3 2 20
Phrasisombath et al. (2012) 3 3 3 1 2 3 2 3 20
Basnyat (2014) 3 2 1 2 1 1 2 2 14
Levey and Pinsky (2015) 2 2 3 1 2 2 2 2 16
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Figure 2. Diagrammatic representation of themes
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Theme one: Coping through denying
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Keeping worlds apart
Consequences of hiding

~

)
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~

Theme two: Coping through distancing

Working out of necessity

Separating ‘work me’ and the ‘real me’

o

Appealing to alternative identities

)

-

Theme three: Coping through defending

Asserting the benefits of sex work
Comparative judgements
Highlighting similarities
K Criticising stigmatising attitudes /
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Appendix 1-A Manuscript preparation guidelines

Women and Health

Instructions for authors

Thank you for choosing to submit your paper to us. These instructions
will ensure we have everything required so your paper can move
through peer review, production and publication smoothly. Please take
the time to read and follow them as closely as possible, as doing so will
ensure your paper matches the journal's requirements. For general
guidance on the publication process at Taylor & Francis please visit our
Author Services website.

AUTHORSERVICES

Supporting Taylor & Francis authors

Author Services Link End ScholarOne Guide Start
ONE M

This journal uses ScholarOne Manuscripts (previously Manuscript
Central) to peer review manuscript submissions. Please read the guide
for ScholarOne authors before making a submission. Complete
guidelines for preparing and submitting your manuscript to this journal
are provided below.

ScholarOne Guide End

Aims and Scope: Widely accepted as the standard reference source for
specialists in the field, Women & Health contains information that is
eminently useful to researchers, policy planners, and all providers of
health care for women. The journal covers findings from studies
concerning health and illness and physical and psychological well-being
of women, as well as the environmental, lifestyle and sociocultural
factors that are associated with health and disease, which have
implications for prevention, early detection and treatment, limitation of
disability and rehabilitation.

Features include:

. original research articles

. contributed critical, systematic research reviews

. women's health policy research

. critical, systematic historical research on women's health

. book reviews

Contributors provide the technical and scientific backdrop that women's
health issues require. From time to time, special symposium issues on a


http://authorservices.taylorandfrancis.com/
http://journalauthors.tandf.co.uk/submission/ScholarOne.asp
http://journalauthors.tandf.co.uk/submission/ScholarOne.asp
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single theme are published.

Please note that Women & Health uses CrossCheck™ software to
screen papers for unoriginal material. By submitting your paper to
Women & Health you are agreeing to any necessary originality checks
your paper may have to undergo during the peer review and production
processes.

Submission of Manuscripts

Women & Health receives all manuscript submissions electronically via
their ScholarOne Manuscripts website located at:
http://mc.manuscriptcentral.com/wwah. ScholarOne Manuscripts allows
for rapid submission of original and revised manuscripts, as well as
facilitating the review process and internal communication between
authors, editors and reviewers via a web-based platform. ScholarOne
Manuscripts technical support can be accessed via
http://scholarone.com/services/support/. If you have any other requests
please contact the journal’s editor at womenandhealth@ucdavis.edu.
All manuscripts reporting on studies in which human participants have
been included must indicate that institutional review board approval was
obtained for the study protocol and that informed consent was obtained
from all study participants.

Each manuscript must be accompanied by a statement that it has not
been published elsewhere and that it has not been submitted
simultaneously for publication elsewhere. Authors are responsible for
obtaining permission to reproduce copyrighted material from other
sources and are required to sign an agreement for the transfer of
copyright to the publisher. All accepted manuscripts, artwork, and
photographs become the property of the publisher. As an author you are
required to secure permission if you want to reproduce any figure, table
or extract text from any other source. This applies to direct reproduction
as well as "derivative reproduction” (where you have created a new
figure or table which derives substantially from a copyrighted source).
All parts of the manuscript should be typewritten, double-spaced, with
margins of at least one inch on all sides. Number manuscript pages
consecutively throughout the paper. Manuscripts should be limited to 23
double-spaced pages, including abstract, text, and references. Authors
should also supply a shortened version of the title suitable for the
running head, not exceeding 50 character spaces. Each article should
be summarized in an abstract of no more than 200 words. Avoid
abbreviations, diagrams, and reference to the text in the abstract. Please
consult our guidance on keywords here.

References

References, citations, and general style of manuscripts should be
prepared in accordance with the Chicago Manual of Style, 16 th
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Edition. Cite in the text by author and date (Pacini 1997) and include an
alphabetical list at the end of the article.
Examples:

Journal: Taylor, J., and B. C. Ogilvie. 1994. A conceptual model of
adaptation to retirement among athletes. Journal of Applied Sport
Psychology 6 (1):1-20.

Book: Bowlby, J. 1982. Loss: Sadness and depression.Vol. 3 of
Attachment and loss. 3rd ed. New York, NY: Basic Books.

Chapter in a book: Remael, A. 2012. Audiovisual translation. In
Handbook of translation studies, ed. by Y. Gambier and L. van Dooslaer,
vol. 1, 2nd ed., 12-17. Amsterdam, the Netherlands: John Benjamins.
Website: United States Census Bureau. 2014. American housing
survey: 2013 detailed tables. http://www.census.gov/newsroom/press-
releases/2014/cb14-tps78.html (accessed October 21, 2014).
Dissertation: Allison, N. 1981. Bacterial degradation of halogenated
aliphatic acids. PhD. diss., Trent Polytechnic.

Conference presentation: Alfermann, D., and A. Gross. 1997. Coping
with career termination: It all depends on freedom of choice. Paper
presented at the 9th annual World Congress on Sport Psychology,
Netanya, Israel, January 23.

Paper/report: Grigg, W., R. Moran, and M. Kuang. 2010. National Indian
education study. NCES 2010-462, National Center for Education
Statistics, Washington, DC.

lllustrations

[llustrations submitted (line drawings, halftones, photos,
photomicrographs, etc.) should be clean originals or digital files. Digital
files are recommended for highest quality reproduction and should follow
these guidelines:

300 dpi or higher

 Sized to fit on journal page

* EPS, TIFF, or PSD format only

» Submitted as separate files, not embedded in text files

Color art will be reproduced in the online production at no additional cost
to the author. Color illustrations will also be considered for the print
publication; however, the author will bear the full cost involved in color
art reproduction. Please note that color reprints can only be ordered if
the print reproduction costs are paid. Art not supplied at a minimum of
300 dpi will not be considered for print. Print Rates: $900 for the first
page of color; $450 for the next 3 pages of color. A custom quote will be
provided for authors with more than 4 pages of color. Please ensure that
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color figures and images submitted for publication will render clearly in
black and white conversion for print.

Tables and Figures:

Tables and figures (illustrations) should not be embedded in the text, but
should be included as separate sheets or files. A short descriptive title
should appear above each table with a clear legend and any footnotes
suitably identified below. All units must be included. Figures should be
completely labeled, taking into account necessary size reduction.
Captions should be typed, double-spaced, on a separate sheet.

Proofs

Page proofs are sent to the designated author using Taylor & Francis’
Central Article Tracking System (CATS). They must be carefully
checked and returned within 48 hours of receipt.

Reprints and Issues

Reprints of individual articles are available for order at the time authors
review page proofs. Authors from whom we receive a valid emalil
address will be given an opportunity to purchase reprints of individual
articles, or copies of the complete print issue. These authors will also be
given complimentary access to their final article on Taylor & Francis
Online.

Open Access

Taylor & Francis Open Select provides authors or their research
sponsors and funders with the option of paying a publishing fee and
thereby making an article fully and permanently available for free online
access — open access — immediately on publication to anyone,
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Ellen B. Gold, PhD
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Appendix 1-C An example of data extraction from Campbell (2000)

1-56

Author Theme Titles

Author Interpretations, Metaphors
and Key Phrases

Representative Participant Quotes

Initial Comments and Interpretations

Study: Campbell (2000)

Confidence, dignity
and self-efficacy

Redefined criteria for
respectability within their
context

o Elaborate forms of denial about
work: the profession that has no
name

e Work hidden from family

e Partners colluded with secrecy

e Elaborate charades modelling
interaction as non-commercial
sexual encounter

e Transgressors of ideal behaviour
generated anger and bitterness

o Use of justificatory discourses
and creation of false stories to
distance self from spoiled
identity

“What language do you use with your colleagues o
when you discuss the sale of sex? Inf. 1: We call it
working. If I brought a man over for the night |
would say to my friends that | am going to work.

We don’t ever even talk about selling” (23).

“Inf. 18: When we sit at the bar waiting for clients 4
we pretend we are not selling. If a man
approaches me too openly | act as if | am amazed,
and insist that | am not selling. I ask him what
makes him thinks this is the case, | might even
pretend not to understand the words he is using”
(23).

“Inf. 16: | give my clients respect by telling them
I don’t like doing this job. I tell them I only do it
due to poverty” (24).

“Inf. 9: This is a job that lowers our dignity. We
discuss this often — that we should look for other
jobs. But the truth it there are no alternatives”

(24). o

“Inf. 9: On the whole | am a happy person, but |
do sometimes worry about going home... |

Norms and standards of acceptability
established within sex work setting
paralleling norms in mainstream
society. Finding a new means of
being accepted (within this setting)
akin to big fish in a little pond?

Establishment of in/out group within
stigmatised group to protect notions
of respectability

Hiding sex work

Denial enacted at a community level
(including partners, workers, clients,
colleagues as actors) — enhancing
social cohesion and protecting
dignity

Creating and rehearsing
(contradictory) stories separates self
from stigmatised identity, i.e. this
says something about my situation
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¢ Discourse of having no wonder if my child is still alive or not. (poor) not me (that | would choose to
option/victims of fate — forced Interviewer: Do people at home know where you behave this way)
and tricked into sex work by are? Inf. (¢ 1 don’t think they know I am alive...
people and poverty I’m ashamed and sad that I’m not a responsible
mother. Interviewer: What do you mean by this? e Portraying work as forced and
e Rhetorical device of ‘going Inf. 9: That | don’t buy food and clothing for the temporary
home’ — contradictory accounts  child and I don’t visit the child — on these ways |
of plans to leave sex work. am not responsible” (26).
e Portrayal of work as temporary “Inf. 4: When 1I’m at home | don’t have problems.
another distancing strategy My friends and sisters are always there so I’'m e Weighing up benefits of work
always happy. But I’m also scared that | might get against stigma
e Some expressed enjoyment of drunk and do funny things that might make me
freedom and argue with people. At home men have

radical break from drudgery of ~ esponsibilities to their wives — if a man were to
buy alcohol for me his wife would come and
argue with me. Here there is no such problem — |
don’t have to answer questions to anybody” (27).

more respectable roles
Evidence of rejection of norms of

e Profession offered advantages womanhood by valuing work

despite stigma

Women had established a shared approach to managing stigma by pretending the work was not happening. The fact this was a shared endeavour also
enhanced social cohesion, creating a new social order strengthened by differentiating between those adhering to the norms and rules and those who did not.
This was accompanied by well-rehearsed accounts of reasons for working and attitudes towards it and the future. It was presented both as not a choice (to
be working) and as something they would choose to leave when they were ready — an apparent contradiction. The contradictions in women’s accounts were
interpreted by the author as evidence of the strategic nature of such narratives in distancing themselves from a stigmatised and downgraded occupation.
Findings relate to the very specific setting whereby women lived in the sex work environment — they did not leave it so on the whole did not have to
manage life outside of work (other than a few who had relationships outside of work). This seemed to be protective and perhaps also influenced women
staying and not returning home to a place they would have to account for their work differently which would require different strategies to navigate the
stigma they would experience.
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Appendix 1-D Initial emerging themes

1-58

Emerging Theme

Descriptive Theme Title

1

2

10

11

12

13

14

15

16

17

18

19

20

Hiding

The stress and costs of hiding
Selective disclosure

Hiding for others

Separating lives

Fitting into other worlds
Separating self from role
Avoiding people

Using alcohol to cope
Individual variation in impact
Resistance

Sex workers as victimised
Criticising those who stigmatise
Challenging stereotypes

In/out group: differential status
Work as forced or temporary
Benefits of work

Wanting a new start
Connection with similar others

Accepting stigma
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Appendix 1-E Photographed examples of development of final themes
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Appendix 1-F Contribution of each study to final themes

1-60

Theme

Sub-theme

Contributing Studies

Theme one: Coping
through denial

Theme two: Coping
through distancing

Concealment

Keeping worlds apart

Consequences of hiding

Working out of necessity

Separating ‘work me’ and
the ‘real me’

Maticka-Tyndale et al.

Campbell
Ngo et al.
Jackson et al.
Tomura

Maticka-Tyndale et al.

Campbell
Tomura

Maticka-Tyndale et al.

Ngo et al.
Jackson et al.

Maticka-Tyndale et al.

Campbell
Ngo et al.
Jackson et al.

Maticka-Tyndale et al.

Sallman

Trautner and Collett
Wong et al.

Uddin and Ashrafun
Van Blerk

Cox et al.

Trautner and Collett
Van Blerk
Phrasisombath et al.

Tomura

Trautner and Collett
Uddin and Ashrafun
Van Blerk

Sallman

Wong et al.

Uddin and Ashrafun
Van Blerk

Trautner and Collett

Phrasisombath et al.
Basnyat
Levey and Pinsky

Basnyat
Levey and Pinsky

Cox et al.
Basnyat
Levey and Pinsky

Cox et al.
Phrasisombath et al.
Basnyat

Levey and Pinsky




COPING WITH SEX WORK STIGMA

1-61

Theme three: Coping
through defending

Appealing to alternative
identities

Asserting the benefits of
sex work

Comparative judgments

Highlighting similarities

Criticising stigmatising
attitudes

Maticka-Tyndale et al.

Tomura
Trautner and Collett

Campbell
Ngo et al.
Tomura

Campbell
Ngo et al.
Tomura

Maticka-Tyndale et al.

Campbell

Maticka-Tyndale et al.

Tomura

Uddin and Ashrafun
Cox et al.
Phrasisombath et al.

Trautner and Collett
Wong et al.
Uddin and Ashrafun

Trautner and Collett
Uddin and Ashrafun

Ngo et al.
Tomura

Sallman

Basnyat
Levey and Pinsky

Phrasisombath et al.
Basnyat
Levey and Pinsky

Van Blerk
Basnyat

Sallman
Levey and Pinsky

Uddin and Ashrafun
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Abstract

Objective: To explore women’s experiences of bonding with their children in the context of
sex work.

Background: Approximately 70% of females engaged in sex work in the UK are mothers,
many experiencing poverty, violence, marginalisation, and psychological distress, factors
also found to affect parental bonds. However, little is known about forming relationships
with children in this context.

Methods: Six women who were sex working during the first two years of their child’s life
were interviewed about their bonding experiences. Data was analysed using Interpretative
Phenomenological Analysis.

Results: Four themes were identified: (1) the complex process of bonding; (2) ‘I never felt
like my baby was my baby’: the impact of powerlessness on bonding; (3) “‘give them the help
that they need’: the powerful impact of receiving help, and (4) new perspectives of the body
and sex work in the light of motherhood.

Conclusions: Findings contribute to bonding literature by emphasising the value of
supportive care and the importance of social context to bonding, indicating specific factors to

inform psychological support among sex working women.

Keywords: Sex work; prostitution; bonding; parenting; attachment; qualitative

Introduction

The significance of the parent-child relationship is well established in attachment
theory and research, highlighting its impact on children’s biological, emotional and cognitive
development (Benoit, 2004, Slade, 2002), with difficulties predicting long term problems

with behaviour (Rackett & Holmes, 2010) and mental health (Travis & Combs-Orme, 2007).
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Accordingly, public policy increasingly recommends provision supporting the development
of secure attachments (e.g. Moullin, Waldfogel, & Washbrook, 2014), emphasising a need
for engaging vulnerable families (Department of Health [DH], 2015). Sex-working mothers
are often particularly vulnerable due to factors such as drug use (Balfour & Allen, 2014);
poverty (Home Affairs Committee [HAC] 2017), and separation from their children (Bletzler,
2005). However, little is known about parenting in this context (Beard et al. 2010; Sloss,
Harper, & Budd, 2004), indicating a need for research to inform appropriate and accessible
support.
Sex-working mothers

Estimates suggest approximately 72,800 people in the UK sell sex for money (HAC,
2017). These are mostly women, of whom approximately 70% are mothers (The English
Collective of Prostitutes, 2004). The UK sex trade is diverse (Pitcher, 2105) with particular
changes evidenced recently in terms of demographics and motivations of workers, for
example, increasing numbers of students selling sex to fund their studies (Sanders, 2013).
However, research and literature has tended to focus on women facing multiple social
difficulties related to their involvement in sex work. Accordingly, the present study focusses
on those working in a context for whom factors such as drug use, violence, and poverty may
present particular challenges to parenting. Previous studies have identified how such factors
can pose risks to sex-working women and their children (Duff et al., 2014; McClelland &
Newell, 2008). Studies have also described guilt, stigma, and shame (Dalla, 2003; Sloss et
al., 2004), often focussing on difficulty occupying a dual identity (Dodsworth, 2014;
Castafieda, Ortiz, & Allen, 1996) and avoidance of prenatal or child care services (Sloss &
Harper, 2004). However, women also emphasise they are “mothers first” (Basu & Dultta,
2011, p.118), expressing a strong desire to care and provide for their children (Bletzer, 2005),

which motivates them to work (Castaneda et al., 1996).
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Many sex-working women have children removed from their care (Balfour & Allen,
2014). A UK study involving 333 women found only 21% of children under 16 lived with
their mothers (Hester & Westmarland, 2004). Longitudinal outcomes for children in care
include emotional and behavioural difficulties (Wilkinson & Bowyer, 2017); poorer
educational attainment (Department for Education, 2016), and increased mental health
problems (Richardson & Lelliot, 2003). Outcomes for birth parents are less studied (Hunt,
2010), but include psychological distress (Neil, Cossar, Lorgelly, & Young, 2010) and
increased maternal suicide (Oates & Cantwell, 2011). Specific to sex work, studies have
found separation from children increased chaotic drug use and sexual risk taking (Sloss &
Harper, 2004; McClelland & Newell, 2008) and can prompt exiting sex work (Hester &
McFarland, 2004).

However, much remains unknown about the relationship between sex work and
parenting (McClelland & Newell, 2008), specifically workers’ relationships with children
(Dodsworth, 2014). Although one study explored intergenerational patterns within sex-
working women and their families (Dalla, 2003), it focussed on being parented rather than
parenting. The present study aimed to address this gap in understanding mothers’
relationships with their children in the sex work context by exploring their bonding
experiences.

Bonding

Bonding concerns affection, love and warmth felt towards a child (Bouchard, 2011),
and behaviours representing such feelings (Shieh & Kravitz, 2006), a process continuing
from pregnancy to beyond birth (Slade, 2002). In contrast to attachment, measureable
through observations of children’s behaviours towards their caregivers (Benoit, 2004),
bonding concerns caregivers’ internal emotional experiences (Maestripieri, 2001). Various

self-reporting scales have thus been developed to measure bonding and identify related
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factors (Perrelli, Zambaldi, Cantalini, & Sougey, 2014), for example, finding maternal bonds
during and after pregnancy influence confidence in interacting with an infant (Fegran,
Helseth, & Fagermoen, 2008) and are associated with childhood attachment security (Miller,
Sable, & Csizmadia, 2008). Bonding difficulties may also contribute to parental distress and
isolation (Larkin, 2006).

Bonding and sex work

Although no studies have explored bonding and sex work, overlaps in literature on
both subjects indicate potentially relevant factors. Sex work involvement has been associated
with numerous mental health difficulties (Ling, Wong, Holroyd, & Gray, 2007), some of
which have been shown to affect maternal bonding (Perry, Ettinger, Mendelson, & Le, 2011).
Sex work is also commonly associated with violence (e.g. Rossler et al., 2010), which can
lead to more negative attitudes towards pregnancy and the foetus (Almeida, Sia, Cunha, &
Pires, 2013). Furthermore, studies have found as many as 90% of women involved in sex
work have experienced childhood physical or sexual abuse (Farley & Kelly, 2000), with
childhood trauma also affecting parents’ ability to care for their children (Fraiberg, Adelson,
& Shapiro, 1975; Leckman et al., 2004) including bonding pre-birth (Schwerdtfeger & Goff,
2007).

Additionally, poverty, discrimination and homelessness have all been associated with
sex work (Balfour & Allen, 2014; Brents & Sanders, 2010), factors likely to reduce parents’
confidence (Hooper, Gorin, Cabral, & Dyson, 2007), and sensitivity to child distress (Miller
et al., 2008). Furthermore, many sex-working women use substances such as crack cocaine
and heroin (Tri-X Childcare, 2011). Previous research has highlighted difficulties for
substance-abusing mothers considering their own and their child’s emotions (Pajulo et al.,
2012); marking increases in emotionally avoidant language (Borelli, West, Decoste &

Suchman, 2012) and ambivalence regarding pregnancy (Soderstrom, 2012).
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Hypothesising potential bonding difficulties must be done with caution, partly due to
difficulty generalising findings which often hide the sex trade’s diversity (Pitcher, 2014;
Seib, Fischer, & Najman, 2009). Additionally, evidence suggests parents show reflective
capacity (Baker & Carson, 1999) and resilience in addressing obstacles (Travis & Combs-
Orme, 2007; Hooper et al., 2007), factors that may be missed by quantitative studies
measuring bonding correlates. Furthermore, much is yet to be learned about bonding
generally (Mason, Briggs, & Silver, 2011; Maestripieri, 2001) with existing evidence
describing heterogeneous experiences, regarding immediacy and stability over time
(Goldberg, Moyer, & Kinkler, 2013; Van Reenen & Van Rensburg, 2015).

It is also important to recognise cultural narratives concerning bonding. An emphasis
on the repercussions of early parenting failures can unwittingly construct parenting as a
fragile and daunting undertaking (Gillies, 2007), within which bonding presents another task
on which parents are assessed and the child’s future depends (Crouch & Mandelson, 1995).
Such pressure and scrutiny can cause considerable guilt and anxiety for mothers (Lowe, Lee,
& Macvarish, 2015) and neglect consideration of systemic factors affecting parenting
capacity, particularly relevant for sex-working women whose marginalisation excludes them
from narratives of an asexual, home-bound mother (Forna, 1999; Dodsworth, 2014). In
acknowledging such influences, research enabling mothers to share their lived experiences is
essential to further understanding of bonding within this context.

Significance for Clinical Psychology

Multiple psychological interventions exist to support parent-child relationships
(Asmussen, Feinstein, Martin, & Chowdry, 2016), aiming to improve outcomes for children
and mothers, and safely reduce numbers of children entering the care system (Little & Sodha,
2012; The Care Inquiry, 2013). A greater understanding of specific maternal bonding

experiences can contribute to developing and delivering interventions relevant to the sex-
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working population. Similarly, findings may inform clinical work with sex-working women
within mental health services, including those specifically supporting mothers, particularly
relevant given the current NHS transformation programme to extend perinatal mental health
support (NHS England, 2016).

Despite increasing evidence linking sex work with psychological distress (e.g. Gorry,
Roen, & Reilly, 2010) there remains a disconnect in provision, reflected by sex work’s
absence within mental health policies (e.g. DH 2003), including British Psychological
Society (BPS) sexual health psychology strategy papers (2002; 2006), and conversely the
neglect of psychological needs within sex work strategies (Home Office, 2006). It is hoped
this study will contribute to bridging this gap by recognising sex workers within clinical
psychology, and psychological factors within sex work. Stevenson and Petrak (2007) report
a unique clinical psychology model within a physical health clinic for people involved in sex
work, offering brief consultations for service users and staff; crisis intervention; signposting,
and brief interventions. Replicated models could incorporate specific provision for mothers
within this context. Similar provision could be offered to others supporting sex-working
women, for example midwives, recognising clinical psychology’s role in supporting
professionals to work psychologically (BPS, 2007).

Learning from lived experiences can also inform professional attitudes towards sex-
working mothers and families. NHS strategies emphasise the importance of removing
barriers and improving access to care (DH, 2015), particularly relevant here given women’s
difficulty accessing support (Duff et al., 2014). Understanding their context can help to
develop accessible clinical psychology services (Stevenson & Petrak, 2007), increasing
empathy essential to therapeutic work (Feller & Cottone, 2003).

Finally, clinical psychology’s role in addressing societal problems contributing to

psychological difficulties is being increasingly recognised (Kinderman, 2014). This is
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particularly relevant here, as marginalisation may affect sex-working women’s motherhood
experiences as well as silencing them in society (Dalla, 2003; Peled & Leven-Rotberg, 2013).
Using qualitative methods to recognise mothers’ voice limits the risks of increasing their
marginalisation, moving beyond ‘mother-blaming’ (Wegar, 2007) towards more holistic and
nuanced accounts of their experiences. This can enable advocacy for sex-working mothers in
health and social care services, and inform policies and strategies concerning sex work and
parenting.

The present study therefore aims to explore how women experience the bonding
process with their children in the context of sex work, seeking to understand personal
meanings attributed to bonding; perceptions of how work and related factors impact upon this

process, and the personal impact of these relationships.

Method
Design

Interpretative Phenomenological Analysis (IPA, Smith, Flowers, & Larkin, 2009) was
the methodological approach chosen. IPA is concerned with understanding the “participant’s
personal world” (Smith & Osborn, 2008, p.53), including their understanding of particular
events or phenomena. It acknowledges the complexity in people’s experiential accounts,
requiring the researcher to adopt an interpretative role, itself influenced by their
understandings and assumptions, which need to be identified and bracketed so as to privilege
participants’ sense-making.

Semi-structured interviews were used, recommended with IPA, enabling flexibility
and space for discovering novel issues (Smith & Osborn, 2008), whilst focussing on the

study’s aims. Participants could attend with a companion if preferred and were invited to
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bring an item relating to their child to facilitate sharing their experiences; one participant
shared scan photos from her current pregnancy.
Participants and recruitment

Smith et al. (2009) recommend obtaining small homogenous samples to facilitate
detailed case-by-case analysis; published IPA studies commonly have sample sizes of 4-10
participants. Accordingly, purposive sampling was used to recruit a small number of
participants whose experience was relevant to the research aims. Recruitment was conducted
through five services who agreed to participate and had sufficient staff resources to support
the research: two substance misuse services, two voluntary sex work projects, and one
specialist midwifery service. Inclusion criteria are shown in Figure 1. Participants
themselves interpreted what sex work involved, recognising the scope of the occupation
(Balfour & Allen, 2014). Criteria included mothers who had little direct contact with
children but nonetheless wished to share their bonding experiences, acknowledging

potentially complex care arrangements experienced (Hester & Westmarland, 2004).

[INSERT FIGURE 1]

Gatekeepers within each service through which recruitment took place were provided
with research information which they shared with other staff members. This was supported
by the researcher visiting services and speaking to staff where possible. Staff identified
service-users who they worked with who may be eligible to participate and informed them
about the research, issuing information sheets, and answering any questions. Interviews were
arranged through staff members. Services had the option of indirect recruitment using
posters, fliers, and providing service users with a research phone number; none opted for this

due to service policies and decisions to recruit through staff. Although this approach



BONDING IN THE CONTEXT OF SEX WORK 2-10

excluded women not in contact with services and meant staff knew who participated, it was
chosen to ensure participants had access to additional support if necessary and contributed to
the sample’s homogeneity. Participants were reassured involvement would not impact care.

Participation was voluntary but travel expenses related to participation were
reimbursed and a £10 voucher provided to express appreciation, common in similar research
(e.g. McClelland and Newell, 2008), and recommended by services involved. Services
suggested suitable shops for the vouchers, for example, a local supermarket.

The final sample comprised of six participants (See Table 1 for details). All
participants were white British. Participants occasionally provided conflicting details
regarding dates, perhaps due to difficulties remembering events or the complexity and
fluctuation of drug use and sex work involvement. Details thus reflect the researcher’s best

efforts in interpreting responses.

[INSERT TABLE 1]
Data collection

Face-to-face interviews were conducted between October 2015 and March 2017; five
took place in private rooms within services familiar to participants and one in a refuge where
the participant lived. Two participants brought their midwife to the interview.

Interviews began by revisiting the information sheet, answering questions, and taking
written consent regarding participation and audio recording. Limits of confidentiality were
clarified. Efforts were made to create a relaxed environment including providing
refreshments and building rapport. Interviews lasted between 45 and 102 minutes. The
interview guide (Appendix 4-H) included example questions exploring key areas, such as,
“what can you remember about your experience of giving birth and the events surrounding

it?” Follow up questions, for example, “could you tell me more?” encouraged elaboration.
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Topics were identified through relevant literature and in discussion with the field supervisor,
a clinical psychologist specialising in child and infant mental health. Participants reflected
on the process during the debrief, raising any concerns. Contacts were provided for support
if needed. Ideas for dissemination were discussed with participants who could opt to be
involved. The academic supervisor listened to the first recording, commenting on style and
content.

The research proposal was reviewed by research staff at Lancaster University, and the
field supervisor. Research design and materials were developed through discussion with
services working with women involved in sex work, and a former service-user. The service-
user helped particularly in considering relevant topics and questions for the interview.
Analysis

Interviews were transcribed verbatim by the researcher and pseudonyms applied. The
first stage of analysis took place with individual interviews, allowing for IPA’s aims to
identify commonalities and divergences in experience within a well-defined group (Smith &
Osborn, 2008). Transcripts were initially read repeatedly to aid familiarity. Anything
relevant to the research question was highlighted and notations made in a side column
summarising relevant statements or sections. Notations varied between descriptive
paraphrasing of participants’ accounts (e.g. ‘excited preparations for child’), using
participants’ actual language (e.g. ‘his dad was a waste of space’), and interpretative
observations of participants’ experience (e.g. ‘adopting defensive position as parent’). Next,
notations were printed on separate pieces of paper and spread over a table where they were
grouped and re-grouped as new relationships were recognised, forming clusters reflecting
different dimensions of participants’ experiences. The analytic process aimed to understand
participants’ meaning whilst critically analysing the text (Smith & Osborn, 2008). A

narrative account was written summarising each cluster, and expressing its central meaning in
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relation to the research topic. The number of clusters ranged from five to seven for each
interview, and were all titled. This process was repeated for all transcripts, deliberately not
using existing clusters as a framework for further analysis to enable identification of novel
themes. The academic supervisor reviewed one transcript’s clusters to ensure
methodological rigour.

The second stage involved integrating the analysis across all transcripts. Cluster titles
were printed on pieces of paper and grouped and re-grouped on a table, according to thematic
relationships. Emerging themes were continually checked and refined against transcripts,
ensuring they were grounded in the data (Willig, 2008). (Appendices 2-B-D provide
examples of the analysis). In total, four themes were created. The final analytic stage
involved writing a narrative encompassing experiences in each theme, evidenced by
participant quotations (see Results). Figure 2 provides a diagrammatic representation of
themes.

Reflexivity

A core feature of IPA is recognising the “active role” the researcher plays (Smith &
Osborn, 2008, p. 53), involving reflecting on their own experiences and understandings to
recognise how these inform data collection and interpretation, and to move towards new
conceptualisations (Finlay, 2011). Accordingly, | accessed supervision from a clinical
psychologist unrelated to the study and kept a journal to reflect on assumptions and
experiences relevant to the research. Specifically, | considered my own preconceptions of
sex work and of bonding, for example by writing them down prior to data collection. | also
considered the influence of being a pregnant mother of a similar age to some participants,
realising this might lead to myself or participants drawing comparisons. Although

participants asked about this, it had no obvious impact on their engagement.
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Ethics

Formal ethical approval was granted by an NHS Research Ethics Committee and by
the Research and Development department of the NHS Trust involved. Additional ethical
approval was given by individual services.

Particular consideration was given to participants’ safety and wellbeing through using
a sensitive and empathic interviewing style, key to phenomenological research (Finlay,
2011), for example, checking participants’ comfort with questions and debriefing. Several
participants became upset during interviews and interviewing was paused to ensure their
wellbeing and confirm whether they wished to continue. Additionally, recruitment took place
via services where staff members were available after the interview to respond to any distress
or safeguarding issues, although this was not necessary. (Section Three offers further

discussion of reflexivity and ethics).

[INSERT FIGURE 2]

Results
Theme one: The complex process of bonding

Theme one represents how participants understood the nature of bonds formed with
their babies, which although initially experienced as overwhelmingly positive, did not always
occur or continue as hoped due to the complexities surrounding women’s lives. Accordingly,
women sought ways to make sense of and negotiate bonds over time.

Striking similarities existed across women’s accounts of initial bonding, largely
focussing on their wonder concerning the baby, for example: “The time | had with me son
was beautiful... it was the nicest thing ever” (Kirsty). Such accounts highlighted the flow of

immediate and intense feelings of love towards the new baby, creating an exclusive bond:
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“You don’t have it with no-one else ... the bonding is just between you and that child”

(Jenny). This unique bond created a sacred space separate from the outside world.
Additionally, bonding was portrayed as inevitable, occurring automatically at birth:

“...with me two younger ones ... obviously I got that rush of love with both of them” (Sue).
Despite this assumption, women’s experiences of bonding reflected a more

complicated picture:

I like the novelty of having children and to be fair I didn’t really bond with them too
well because | had post-natal depression and mastitis...but ... when | actually got into
the role it just wasn’t suited to me ... it’s taken a long time to realise ... and admit

that. (Sue)

As bonding was the perceived norm, women sought explanations for deviations from
it, here referring to mastitis and post-natal depression. Furthermore, highlighting her
unsuitability as mother emphasised how bonding was understood as central to motherhood
and a resignation that she could not change it. Failure to bond highlighted maternal
deficiencies, making it hard to admit due to the shame felt.

Sue’s contrasting bonding experiences with the same children also highlighted
different facets of bonding, suggesting initial feelings did not represent or guarantee what
was to come. It was an ongoing process of reforming bonds amidst the complexities of real
life. Most participants’ reality included domestic violence, sometimes complicating bonding:
“...he only seemed to ... hit me when | had me son in my arms... One time ... | had to
crouch down hold onto him while he’s hitting me on top of my head” (Kirsty). Bonding was

costly to Kirsty, threatening both her and her ability to protect her son.
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Bonding was most notably challenged during formal separation where bonds acquired
new meanings and needed negotiating accordingly. Women responded differently to learning
their child would be removed after birth, for example: “That’s what made me go more away
from him...I couldn’t ... hold him ... when he were first born, they were trying to pass him
me and | were like, no, not a chance ...get that thing away from me” (Linda). Linda actively
resisted bonding through physically rejecting her son. Feeling she “couldn’t” attach to him
emphasised the powerful underlying feelings influencing women’s responses to their
children. In contrast to beautiful bonding experiences, bonding was not always neutral but
here was threatening and painful, making it safer for Linda to perceive him as an object than
risk bonding.

Jenny exemplified a more deliberate approach to managing bonds: “I made a
conscious choice... however long I’m gonna get to be in hospital with him | will bond with
him but I’ll also know when the time is to let go.” Whilst also protective, Jenny intentionally
compartmentalised bonding. After her son entered care, she emotionally withdrew from him
until she finally had “no bond...I literally just let go of it”, implying bonds could be switched
on and off in response to circumstances and women’s emotional needs. In contrast to an
understanding of bonds as inevitable and automatic, such experiences demonstrated they
could be resisted or even severed as a result of women’s conscious and subconscious choices.
However, Kate found ways to keep her children in mind post-adoption: “I did life story books
for them... I got ‘em lockets ... with photos in saying mummy loves you, my love always
and forever ... they’ll have them for when they grow up.” Despite no further physical
contact, bonds were preserved through maintaining the reciprocal knowledge of her identity
as their mum and her love for them, marked by symbolic gifts.

Whilst bonding was commonly experienced positively, as intense feelings of love and

exclusivity, women revealed a dissonance between immediate feelings and maintaining
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bonds over time. A simplistic view of bonding was challenged by circumstances which
complicated its meaning, leading women to negotiate bonds in new ways. Accordingly,

bonding was understood as both automatic and something intentionally managed.

Theme two: ‘I never felt like my baby was my baby’: the impact of powerlessness on
bonding

Theme two examines women’s experiences of powerlessness in their children’s lives,
largely due to the effects of care arrangements, mirroring the powerlessness they reported in
relation to drugs, violence and sex work. Such experiences highlighted the significance to
bonding of a sense of autonomy as mothers and of mutual belonging with the child.

Every participant had a child involuntarily removed, consistently feeling out of

control of the decision and process. Helen described discovering how her son was adopted:

I remember sitting in the house and going ‘I can’t understand how they adopted him
... ' wouldn’t sign no papers. And [his father] went ‘I signed them’. | went ‘you

what? You sit there and say it like “oh I picked up a paper today’ ... what gives you
the fucking right to sign them? | pushed for how many hours... and you signed him

away?

Her relationship with her son was ended by decisions beyond her knowledge, desire
and control, accentuated by the trivial manner of the revelation and highlighting a common
experience of miscommunication, rendering women ignorant regarding care proceedings.

When women maintained contact, arrangements often remained beyond their control:
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I was supposed to have parental rights ... [My mum] didn’t even invite me to me own
daughter’s christening ... Even though it was court that said that... | just didn’t feel |

had a leg to stand on. Because ... | had just given her up. (Kirsty)

Kirsty distinguished between legal rights and her perceived power in asserting them,
the latter compromised by her sense of culpability; she gave her power away alongside her

child.

Powerlessness in care arrangements also had a significant psychological impact on
bonding through eroding women’s sense of their children belonging to them. Women
highlighted a sense of belonging as a key component of bonding, frequently referring to their
babies as ‘theirs’, for example stating “that’s my baby” (Sue) and “my little bundle” (Kirsty),
indicating their joy and pride in creating a new life. However, this experience was threatened
when involvement in children’s lives was prevented: “I never felt like my baby was my baby.
| felt like my mum had ... pushed herself in... like it was her baby not mine.” (Kate)

Not feeling her daughter belonged to her meant Kate felt replaced and redundant as
her mother, without an active role in her life. Similarly, Helen’s (above) maternal role was
threatened by denying her rights to make decisions for her child, something she had earned
through physically birthing her son. The undermining of this role was most pronounced
regarding professional surveillance. Women feared making mistakes and having children
removed: “Because | was in a mother and baby unit ... they’re watching you all the time.

Am | feeding him right? Am | cooking it right? Am | doing nappies right?” (Kirsty)
Observation led to hypervigilance, reducing Kirsty’s confidence in decision making, relying

instead on external approval.
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This directly impacted bonding by preventing women enjoying their children, so
some described only bonding when alone, for example Jenny when in hospital: “I wanted to
be his mum for them three weeks... It were me that were feeding him ... me that were seeing
to his nappy, me that were bathing him...with no-one interfering.” Jenny reiterated the
importance to bonding of autonomy in managing the responsibilities and decisions of
childcare.

Accordingly, women found ways of asserting their maternal autonomy through
making decisions for their children, most notably when Kate, Kirsty, and Jenny chose to put
children into care: “It did take a lot of guts for me to do that and it was really harsh for me
but I thought of their needs before mine” (Kate). This choice evidenced sacrificial love as
mothers, strengthening their maternal identity. The significance of feeling empowered in this
process is striking when comparing Kate’s experience here with the time her first child was
removed suddenly: *“...me head had gone because ... | knew that baby weren’t coming home
with me ... so | started using heroin and ... going back on the streets ... and funding me
habit.” Despite sadness both times, the autonomy reflected in actively giving up her child
protected Kate from spiralling into sex work and drugs. Similarly, Jenny described how
when her baby’s foster carer involved her in his care, for example, letting her bathe him, it
made her feel “so special”. In contrast to the doubt caused by continual surveillance, being
trusted as a mother, even amidst separation, restored Jenny’s self-worth.

The powerlessness women experienced in relation to their children undermined their
mutual sense of belonging with their children and their autonomy as mothers, both impacting
bonding. Feeling empowered to participate more fully in decisions and care regarding their

child enhanced women’s maternal identity and self-worth.
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Theme three: ‘Give them the help that they need’: the powerful impact of receiving
help

The third theme presents the significance to mothers of receiving help to care for their
children in a context where they often felt isolated and overwhelmed by the burden of
parenting. Varying experiences of help highlighted the importance of both practical and
emotional support to bonding.

Most participants discussed the overwhelming challenge of meeting a baby’s needs:
“It’s just that feeling when they put that baby in your arms and they’re crying and you think,
god, I’ve got to protect you for the rest of your lives” (Sue). The baby’s vulnerability
confronted Sue with demands which provoked fear, perhaps due to feeling inadequate to
meet them. Women identified the challenge of meeting children’s emotional as well as
physical needs: “I was only young meself and ... my mum ... didn’t care ... so no-one taught
me how to look after them emotionally” (Helen).

Difficulty in providing care thus related to absence of guidance. Indeed, the

caregiving burden was heavier when carried alone:

I’d had a social worker when | was younger so | thought they might be able to help
me because | wasn’t ... talking to me parents. And I thought ‘cause I’m on me own,
because the dad wasn’t interested obviously because he was married ... | thought I’'m

not gonna be able to cope. (Kirsty)

Kirsty highlighted the social isolation most participants experienced, due to complex
family relationships leaving them without a wider network of support, and because of
unsupportive, absent (here, a punter) or abusive partners: “Every partner, apart from this one

I’m with now, has been violent in some way. Whether it’s been physical, mental, never
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sexual abuse apart from, well you’re sexually abused by going out there” (Kirsty). Thus,
violence was the norm for most participants, inside and outside of work, exacerbating their
isolation.

Being alone was repeatedly associated with difficulty coping, partly relating to
practical factors such as no childcare support, which for Kate meant she had to put her
daughter into respite care when she was in labour. Conversely, Sue described the impact of
her mother’s practical support: “I think being with my mum, that I get that break where 1
know | can hand them back ... just physically knowing I don’t have to put up with it.” Sue
experienced valuable relief in sharing and alleviating responsibility. Helen further

emphasised the emotional impact of sharing parenting:

Helen: ...with Kyle’s dad it was hard, it was lonely... My friend got caught pregnant
...and her fella came with roses. | got leathered every time | opened the door... He
had the scan picture and | remember him going on about it...

Interviewer: Did you have anyone to share any of that with?

Helen: No

Interviewer: So, no family or friends that were really (pause) interested?

Helen: Interested (at same time). No (laughs). That’s the word we want —
interested.... Nobody was interested. But nobody had been interested about me since

| was a kid.

The stark contrast between the partners’ responses highlighted the deep loneliness and
lack of care she felt, echoing past experiences. She wanted to be cared for personally through
the process of becoming a mother, a desire emphasised when participants sought help from

professionals, by whom they often felt betrayed: “Instead of running to each other why didn’t



BONDING IN THE CONTEXT OF SEX WORK 2-21

they come to me, ask me how | was feeling? In the early stages of motherhood why didn’t
they come to me and ask me?” (Sue). The lack of interest in Sue individually emphasised the
isolation and rejection accentuated by motherhood. In contrast, Linda believed a positive
experience of services with her second child was due to her relationship with the worker: “I
seem to get on with her so I think that’s the difference”. Having their needs met had a notable

impact on women’s bonding experiences:

...me ex partner’s mum could see | were absolutely drained and she says ...go and get
yourself in a nice hot bath... don’t worry about him crying ... just go and get yourself
up into that bed and ... sleep ... For about two days solid I slept...I just woke up a

different person...I just wanted more to do with him. (Sue)

Somebody recognising and taking care of her needs and worries had a transformative
effect on Sue, making her feel fundamentally different and increasing her availability to her
baby; having her own needs met enabled her to meet her child’s. Similarly, Jenny described
how a charity’s practical help and befriending changed her outlook, demonstrating the
powerful impact of support on caring for her child: “Maybe if | had had [SUPPORT
PROJECT] in my life when it happened ... | would’ve kept Edward”.

In the absence of supportive relationships, some women’s children met their needs for
companionship and care, exemplified by Kate’s toddler helping her during a traumatic

labour:

I’ll always remember she did that for me, for her own mum ... it was just special to
me ... even though she didn’t know what were going on, she were trying to help me

and trying to stop the bleeding ... that was really ... bonding.
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Although recognising her daughter’s limited understanding, for Kate, her actions
communicated love and care. In her isolation, this had a powerful effect on how she
perceived herself, as worthy of care. This highlights the importance of reciprocity within
women’s bonding experiences; the relationship became more meaningful by what it offered
to the mother. Accordingly, bonding provided a sense of security in terms of what it might
return in the future, for example, Helen hoped bonds with her children would guarantee their
practical and financial support later in life. However, depending solely on children seemed
insufficient to meet women’s needs, further emphasising loneliness: “The work’s lonely and
if you go home and you’ve got children and that’s your only outlet, it’s lonely” (Helen).

Becoming a mother was daunting, exacerbated by social isolation, highlighting
practical and emotional support needs. Receiving care facilitated giving care by relieving the
parenting burden and making women feel valued. In this context, bonding offered a
relationship that was reciprocal and rewarding but was difficult to maintain without external

support.

Theme four: New perspectives of the body and sex work in the light of motherhood

The final theme reveals how pregnancy and motherhood marked a shift in women’s
identity, reflected in the way they saw and used their bodies. This often conflicted with sex
work, which took on new meanings accordingly, leaving women attempting to reconcile
both.

Upon becoming pregnant, four of five women working stopped immediately,
presented as a natural reaction. This partly reflected beliefs about the baby’s safety: “I
thought...it could harm the baby” (Linda). Linda’s mental representation of the baby and her

responsibility towards it prevented her from working. Conversely, Sue described how not
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developing a sense of her baby during pregnancy due to fear of motherhood and being in a
“drugs state of mind” meant she continued working: “I was in ... denial all the way through
me pregnancy because | was ... just carrying on doing whatever, whenever... | wanted”.

Accordingly, not working evidenced maternal love and commitment, as they didn’t
want to “let [THE CHILD] down” (Jenny). However, most women continued using drugs
throughout pregnancy, indicating something distinct about their understanding of sex work in
relation to themselves and their children. Specifically, women began to see their bodies as no
longer their own: “I don’t think it’s really right ... to sleep with another man when you’ve got
another man’s baby in your belly... just a place you don’t go” (Jenny). Her baby and its
father had rights to her body; sex with anyone else, regardless of the context, was unfaithful.
The pregnancy created new boundaries which could not be crossed, emphasising how women
perceived their babies as an extension of their own body: “I had buggies, cots, everything but
... he slept with me, usually sat on me hip. Everywhere | went he was with me” (Helen).
Bonding was expressed through women sharing their physical space and bodies.
Accordingly, when women did work, it felt like a violation with punters trespassing the
baby’s territory: “I hated anyone sucking on me nipples... I’d feel myself go tense and 1’d
want to smash their face in ‘cause that’s what fed me child” (Helen). Helen’s anger indicated
a sense of intrusion and a need to defend her body. As she was no longer pregnant or
breastfeeding, this indicated a permanent change in bodily identity and purpose. It carried
memories of the bond formed, which sex work somehow sullied.

The separation of sex work and motherhood was emphasised by several women only
returning to work after their children left. Sue and Helen however, needed to return to work
whilst caring for their children, resulting in them developing strategies to separate their

conflicting identities:
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I can be on the phone ... - “hiya everything alright?” I’'m mum. As soon as | come
off the phone and look in the mirror I’m not mum anymore, I’m whatever name I’m
using. And that’s how I cut off ... | associate make-up with work. When | go to
work and put my face on, | am whoever | want to be. But when I’m at home I’m

mum... | have to leave it at the door. (Helen)

Helen managed to switch identities on and off. The ritualistic application of make-up created
a mask signifying her identity as a sex worker, the mirror a symbolic reminder of her current
role. Interestingly, this is reminiscent of her strategy to cope with the grief following losing
her son: “People would see me and think look at that hard bitch but I cried myself to sleep at
night and | had to act ... if | didn’t have this armour up | would’ve ... withered away.”
Helen’s armour prevented painful feelings from destroying her, portraying sex work as a
context where the separation from motherhood exemplified a continual need for disguise.
Furthermore, women attempted to hide sex work from their friends, services, and their
children, indicating the shame they associated with it.

Women also managed conflicting identities by reinterpreting the meaning of sex work
as congruent with motherhood: “when | go out to work it doesn’t even bother me no more
because ...l think to myself oh 1’ve got 60 pounds I could spend a little bit on each of my
children” (Sue). Sex work became the means for providing for children, thus enhancing their
relationship. Accordingly, Helen defended sex work: “I love my kids just as much as anyone
else ... if not more, because ... I’'ll do what other people would shun, turn their nose up at, or,
flat out refuse to do.” Sex work thus became a demonstration of sacrificial love for her
children. The need to defend sex work indicated disapproval women encountered regarding
it: “[SOCIAL SERVICES] was ... bringing up me past ... ‘oh you was a sex worker’... my

past has brought up a lot against me” (Kate).
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However, despite defending sex work and attributing positive meanings to it, women
hoped their children would not follow their life choices: ‘I just don’t want him going down
that road” (Kirsty). They thus used their experiences to motivate change: “[MY
DAUGHTER’S] always said ... I will never go down that route now...knowing what you’ve
been through in your life” (Sue).

Motherhood changed women’s perceptions of their bodies, as connected to their
children and partners, which sex work violated. Consequently, women worked hard to
separate the two, primarily by stopping working, but when not possible, by maintaining
separate identities, and attributed meanings to sex work more congruent with their desire to

love and provide for their children.

Discussion

The present study identified four themes representing aspects of bonding for women
involved in sex work. Themes indicated the complexity of bonding, varying between
individuals and across time and situation. Specifically, bonding was aided by feelings of
autonomy and belonging, which were threatened by the powerless position many women
occupied; likewise, receiving help and care significantly impacted bonding and mothers
themselves. Finally, relationships with children changed women’s perspectives of their
bodies and their approach to sex work.

A major contribution of the study is highlighting the impact of contextual factors on
bonding, broadening the focus from the mother-child dyad (e.g. Van den Bergh & Simons,
2009). Women identified factors surrounding work, including drug use, financial hardship
and problematic relationships, factors commonly identified in sex work research (Perdue et
al., 2012). Specifically, powerlessness, often identified in sex work literature (e.g. Gorry et

al., 2010), significantly impacted bonding. Women felt they had no right to actively care for
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their children as mothers due to care arrangements. Needing to feel entitled to the baby has
been identified elsewhere, for example, for parents of babies in a neonatal unit (Fegran,
Helseth, & Fagermoen, 2008) and adoptive parents (Goldberg et al., 2013), suggesting its
general importance for bonding, particularly when threatened.

A related finding was the painful and enduring grief following losing custody of a
child, contributing to the limited evidence base regarding birth parents’ separation
experiences (Smeeton & Boxall, 2011). However, meaningful participation in child
protection decisions and procedures was protective, reducing problematic coping strategies.
Furthermore, corresponding with literature concerning bereavement after a death (Klass,
Silverman & Nickman, 1996), continuing bonds with separated children was healing for
some, confirming findings elsewhere (Bletzler, 2005). Nevertheless, as recognised
previously, (Neil et al., 2010; Hunt, 2010), care proceedings were largely experienced
negatively, potentially increasing concerning behaviours by causing anxiety, reducing
confidence, and leading to withdrawal from children, facilitated by drug use. Despite legal
requirements for support for birth parents (Department for Children, Schools and Families,
2010), in practice, women described poor communication, judgment, and betrayal,
highlighting the impact of the adversarial stance professionals often take (Smeeton & Boxall,
2011).

A final systemic factor impacting bonding was social isolation. Elsewhere bonding
difficulties have been found to increase isolation (Sluckin, 1998) indicating a vicious cycle
for women struggling to bond without support. Contrastingly, positive experiences of
practical and emotional care, both professional and personal, transformed women’s self-
worth and bonding capacity. Attachment helps to explain how social support can affirm a
mother’s sense of herself as deserving of care and capable of caring (Crockenberg, 1988).

Additionally, Suchman, McMahon, Slade and Luthar (2005) found substance-using mothers’
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perceptions of available support influenced their capacity to care for their children,
emphasising the importance of subjective interpretations of support.

Due to sex work involvement, women encountered negative assumptions regarding
their parenting, reflected in wider sex work literature (Duff et al., 2014), producing shame
and defensiveness. However, findings challenged such judgments by indicating how, in
many ways, women’s bonding experiences mirrored those of non-sex working mothers, for
example, incorporating feelings of love and affection towards the child (Bouchard, 2011) and
a desire for proximity and reciprocity (Goulet, Bell, Tribble, Paul, & Lang, 1998). Findings
also challenged simplistic representations of bonding by demonstrating that, despite being
frequently presented as secure and stable (e.g. Fegran et al., 2008), bonds may fluctuate over
time, reported by mothers generally (Mercer & Ferketich, 1994). Additionally, bonding can
hold negative associations, for example the threat of loss or violence, an important finding
when promoting bonding. Furthermore, women demonstrated shame and resignation
regarding bonding difficulties, highlighting the need for more realistic and non-blaming
bonding narratives.

Finally, in contrast to previous studies, where pregnancy had little impact on women’s
sex-working lifestyle (Deisher, Farrow, Hope & Litchfield, 1989; Dalla, 2002), most women
stopped working immediately in pregnancy. This specifically related to acknowledging the
reality of the baby, emphasising the impact of keeping the baby in mind (Slade, 2002).
Accordingly, ambivalence towards pregnancy and the baby facilitated ongoing drug use,
which has been found to restrict pregnant women’s mental representations of motherhood
and their child (Soderstrom, 2012), suggesting a cyclical relationship. Bonding also altered
women’s self-perceptions; maternal identity superseded their working or sexual selves
(Speier, 2001) deeming sex work a necessary means to provide for children, as reported

elsewhere (Duff et al., 2014; Basu and Dutta, 2011; Sloss & Harper, 2004).
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Clinical implications

Although many will not require it, given factors complicating bonding and women’s
common experiences of separation, psychological support may benefit sex-working mothers
and their children, increasing the likelihood of them remaining together (Golding, 2007).
Evidence-based interventions should be utilised that acknowledge the impact of complex
trauma on mother and child, for example, child-infant psychotherapy (Ghosh Ippen, Harris,
Van Horn & Lieberman, 2011). Incorporating mentalisation techniques is likely to help
women to mentalise themselves as mothers, their child, and their relationship (Markin, 2013).
Individual therapeutic work could consider factors identified here, including powerlessness,
childhood experiences, and shame. Additionally, providing support around loss of custody is
vital, through therapy, grief counselling, or organisations such as matchmothers.org,
connecting mothers separated from their children.

In response to the identified need for supportive and caring relationships, sex-working
women may benefit from accessing provisions such as peer support programmes (McLeish &
Redshaw, 2017), and specialist sex work projects. Additionally, findings emphasise the
importance of offering empathic non-judgmental support to sex-working mothers. As they
may be more likely to attend specialist sex work services (Cooper, Kilvington, Day, Ziersch,
& Ward, 2001), psychological provision could be offered, within these services.
Additionally, professionals supporting women involved in sex work in both specialist and
generic services, such as midwifery, could be offered psychologically-informed training
regarding the opportunities and risks facing mothers in this context. This could facilitate
early identification of women needing support, clarifying pathways to appropriate provision,
such as perinatal mental health services.

Finally, recognising the contextual factors affecting bonding, interventions

specialising in engaging disadvantaged and excluded communities and working to improve
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broader social, economic and health outcomes are vital, such as Empowering Parents,
Empowering Communities (Centre for Parent and Child Support, 2017) and the Family Nurse
Partnership (fnp.nhs.uk). Additionally, in relation to care proceedings, approaches must
recognise strengths and hope as well as risks (Featherstone, Morris & White, 2014), and treat
parents with care, compassion and dignity (Schofield et al., 2011; Crittendon, 2005), by
ensuring clear communication and participation. Incorporating psychological formulation
into risk management procedures within social services could facilitate this (McGee, 2016),
as well as offering psychological supervision for social workers, recognising the impact of
managing complex relationships with families on professionals’ emotions and empathy
(Farmer & Lutman, 2012). Furthermore, clinical psychologists should challenge the
simplistic blaming of “troubled families’ within political and societal discourses
(Featherstone et al., 2014) by highlighting social factors influencing the psychological
experiences of disadvantaged mothers, to policy makers, commissioners of health and social
provisions, and the media.
Limitations and future research

Recruiting through specialist and substance misuse services meant all participants
were drug users or had complex difficulties, and two thirds worked on the streets, thus not
reflecting the broad spectrum of sex work (Balfour & Allen, 2014). Future research could
incorporate bonding experiences of women in different types of sex work, particularly
including non-drug users and those with greater contact with their children, both major
factors here. As accessing a wider sex work population can be problematic (Shaver, 2005),
this may require innovative methods, for example utilising internet sex work sites.
Additionally, a knowledge gap exists regarding male experiences in both sex work and
bonding literature, which future studies could explore.

Another limitation was that, particularly due to social expectations, women may have
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felt compelled to present positive portrayals of bonding, or to interpret experiences within a
framework of bonding that they would not have done otherwise. Additionally, although
interviews focussed on early maternal experiences, many participants’ children were older.
This may have resulted in less detailed accounts or in narratives being ‘reconstructed’ in the
light of later relationships and circumstances and in order to produce self-enhancing
accounts, as Smith (1994) found in retrospective pregnancy research. Finally, little is known
about children’s experiences of having a parent involved in sex work (Beard, 2010), which
could be explored utilising qualitative methods.
Conclusion

The present study is the first to explore bonding experiences of women involved in
sex work. Although in many ways their experiences reflected the diversity of ‘normal’
bonding, they were also significantly influenced by contextual factors surrounding their
work. Findings specifically highlighted the importance of women’s empowerment and care
in facilitating bonding. As well as supporting previous findings, the study extends
understandings of bonding by emphasising it does not occur in a vacuum but is intricately
connected to psychological and social factors. Furthermore, it showed the potential bonding

has for motivating powerful change in mothers’ lives.
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Figure 1. Inclusion criteria

Female

Aged 18+

Have one or more child/ren who is/are currently at least one month old

Identify themselves as sex working now or at least during the first two years of child’s life

Had some contact with child during first two years of child’s life
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Table 1. Summary of participants’ descriptive information

Participant  Age Children (Age and level of contact) Sex work Drug use
Type Age when Current Approximate years  Current use
started involvement using
Kate 30 9 (In care with her mum from birth. Street; sex 16 Stopped five 10 No
Irregular current contact now with aunt)  videos years ago

8 (Lived with shortly as a baby then in
care with mum. Irregular current contact
now with aunt)

6 (Lived with from birth. Adopted about

age 4)
3 (Lived with from birth. Adopted about
agel)
Pregnant
Linda 25 4 (Lived with sister from birth. Contact ~ Exchanging 15 Stopped one 10 Stopped one year
till nearly age 1 then none since) sex for year ago ago
drugs
Pregnant
Helen 49 29 (Lived with from birth. Adopted age  Street; 16/17 Recently 30 Yes
2. Regular contact since age 14) parlors stopped

15, 10 (Lived with since birth)
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Kirsty - 20 (Lived with for three months. With
parents since. Current contact)

17 (Lived with for 15-18 months then in
foster care. Current contact)

Stopped one
years ago

19

Yes

Sue 33 4 (Lived with till age 1)
5 (Lived with till age 2)
16 (Lived with till age 5)
17 (Lived with till age 6)

All live with her mum.
See once/twice month

Yes

11

Yes

Jenny 42 23 (Current contact)
22 (Current contact)

13 (Lived with from birth. Adopted age
5)

6 (Fostered from birth.
Contact till 18 months then adopted)

Yes

25

Yes
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Figure 2. Diagrammatic representation of themes

Theme three: ‘Give them the Theme two: ‘I never felt like my
help that they need’: the powerful baby was my baby’: the impact of
impact of receiving help powerlessness on bonding

A A
v v
[ Theme one: The complex process of bonding J

Y

Theme four: New perspectives of the body and
sex work in the light of motherhood




BONDING IN THE CONTEXT OF SEX WORK 2-47

Section 2 Appendices

2-A  Manuscript preparation guidelines: Journal for Reproductive and Infant Psychology
2-B Initial coding of the data: An extract from the analysis of Kate’s transcript

2-C A narrative summary of a cluster: An example taken from Kate’s interview

2-D  lllustration of how initial clusters led to final themes
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Appendix 2-A Manuscript preparation guidelines: Journal of reproductive and

infant psychology

Instructions for authors

Thank you for choosing to submit your paper to us. These instructions
will ensure we have everything required so your paper can move
through peer review, production and publication smoothly. Please take
the time to read and follow them as closely as possible, as doing so will
ensure your paper matches the journal's requirements. For general
guidance on the publication process at Taylor & Francis please visit our
Author Services website.

AUTHORSERVICES

Supporting Taylor & Francis authors

Author Services Link End ScholarOne Guide Start

OMNE MAI
This journal uses ScholarOne Manuscripts (previously Manuscript
Central) to peer review manuscript submissions. Please read the guide
for ScholarOne authors before making a submission. Complete
guidelines for preparing and submitting your manuscript to this journal
are provided below.

About the journal

Journal of Reproductive and Infant Psychology is an international, peer
reviewed journal, publishing high-quality, original research. Please see
the journal’'s Aims & Scope for information about its focus and peer-
review policy.

Please note that this journal only publishes manuscripts in English.
Peer review

Taylor & Francis is committed to peer-review integrity and upholding the
highest standards of review. Once your paper has been assessed for
suitability by the editor, it will then be double blind peer-reviewed by
independent, anonymous, expert referees. Find out more about what to
expect during peer review and read our guidance on publishing ethics.
Preparing your paper

All authors submitting to medicine, biomedicine, health sciences, allied
and public health journals should conform to the Uniform Requirements
for Manuscripts Submitted to Biomedical Journals, prepared by the
International Committee of Medical Journal Editors (ICMJE).
Guidelines for authors and reviewers

Thank you for considering the Journal of Reproductive and Infant
Psychology for publishing your paper. Please read the general


http://authorservices.taylorandfrancis.com/
http://journalauthors.tandf.co.uk/submission/ScholarOne.asp
http://journalauthors.tandf.co.uk/submission/ScholarOne.asp
http://www.tandfonline.com/action/journalInformation?show=aimsScope&journalCode=CJRI
http://authorservices.taylorandfrancis.com/what-to-expect-during-peer-review/
http://authorservices.taylorandfrancis.com/what-to-expect-during-peer-review/
http://authorservices.taylorandfrancis.com/ethics-for-authors/
http://www.icmje.org/urm_main.html
http://www.icmje.org/urm_main.html
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guidelines and follow then very carefully when preparing your
submission
http://www.tandfonline.com/action/authorSubmission?journalCode=c;jri20
&page=instructions. In some cases you may need additional permission
to publish your paper, for example, if you are including copyrighted
material (http://authorservices.taylorandfrancis.com/using-third-party-
material-in-your-article/) or if you are submitting a Cochrane Review for
co-publication ( http://community.cochrane.org/editorial-and-publishing-
policy-resource/co-publication) . Please ensure you have followed the
appropriate procedures before submission as they can take some time
to complete. Below are some reporting guidelines to help authors
enhance the quality of reporting and to provide additional guidance for
reviewers on what areas to focus on when reviewing a paper. The
guidelines below are adapted from the EQUATOR Network
(http://www.equator-network.org/) and are designed to help improve the
reporting of studies. Approval of publication is not dependent on authors
meeting all criteria but a well written scientific report will have addressed
most of these points. For authors, we would like you to consider whether
you would respond Yes, No or Not applicable to these points prior to
submission. If you answer No to any of the below you may need to edit
your submission.

* Important considerations

Does the manuscript contain new and significant information to
justify publication?

Is adequate reference made to other work in the field?

Is the language acceptable?

 Title and abstract

Is the design specified in the title (e.g. cross-sectional,
randomised controlled trial)?

Does the Abstract clearly and accurately describe the content of
the article, under the structured headings of Objective,
Background, Methods, Results, and Conclusion?

* Introduction

Is the problem significant and concisely stated?

Is the scientific background given with a clear explanation of
rationale?

Is there a clear statement of the objectives, aims or hypotheses?

* Method

Is the design stated (such as randomised controlled trial,
systematic review)?

Is the research design appropriate to address the aims of the
research?

Is the eligibility criteria for participants adequately described?


https://owa.nexus.ox.ac.uk/owa/redir.aspx?SURL=Xap5N62bm-UoKKs2G0plSh7Hs7eBG6REnBd54UhmrXDYOoPgp8fUCGgAdAB0AHAAOgAvAC8AYwBvAG0AbQB1AG4AaQB0AHkALgBjAG8AYwBoAHIAYQBuAGUALgBvAHIAZwAvAGUAZABpAHQAbwByAGkAYQBsAC0AYQBuAGQALQBwAHUAYgBsAGkAcwBoAGkAbgBnAC0AcABvAGwAaQBjAHkALQByAGUAcwBvAHUAcgBjAGUALwBjAG8ALQBwAHUAYgBsAGkAYwBhAHQAaQBvAG4A&URL=http%3a%2f%2fcommunity.cochrane.org%2feditorial-and-publishing-policy-resource%2fco-publication
https://owa.nexus.ox.ac.uk/owa/redir.aspx?SURL=Xap5N62bm-UoKKs2G0plSh7Hs7eBG6REnBd54UhmrXDYOoPgp8fUCGgAdAB0AHAAOgAvAC8AYwBvAG0AbQB1AG4AaQB0AHkALgBjAG8AYwBoAHIAYQBuAGUALgBvAHIAZwAvAGUAZABpAHQAbwByAGkAYQBsAC0AYQBuAGQALQBwAHUAYgBsAGkAcwBoAGkAbgBnAC0AcABvAGwAaQBjAHkALQByAGUAcwBvAHUAcgBjAGUALwBjAG8ALQBwAHUAYgBsAGkAYwBhAHQAaQBvAG4A&URL=http%3a%2f%2fcommunity.cochrane.org%2feditorial-and-publishing-policy-resource%2fco-publication
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When recruiting participants, is the selection of participants
clearly described (e.g. type of sampling, method of
approach)?

For reviews, are the selection criteria for papers and the study
screening procedure clearly described,

Are (a) the settings and locations, and (b) time period of data
collection described?

Have any ethical aspects been suitably taken into consideration?

Are any interventions for each group described with sufficient
details to allow replication, including how and when they
were actually administered?

Are outcome measures adequately described (e.g. type of scale,
how and when completed, number of items, internal validity
measures etc.) and referenced?

Has the sample size been justified?

If randomised control trial, have randomisation, allocation and
blinding been conducted and reported appropriately?

If qualitative research, is the qualitative approach (e.g.
ethnography, grounded theory, case study, phenomenology)
and guiding theory clearly described?

* Analysis

Have appropriate statistical tests been used to compare groups
on outcome measures?

Has the normality of the data been assessed?

Are there methods for additional analyses, such as subgroup and
sensitivity analyses?

Have effect sizes been considered as well as statistical
significance?

Has missing data been acknowledged and dealt with
appropriately?

Has sufficient rigour been demonstrated in the analysis (e.g.
analysis process reported in-depth, generation of themes
clear, consideration of role of researcher, consideration of
contradictory data)?

If qualitative research, is the process by which inferences and
themes were identified clearly described?

* Results

Are the findings clearly stated?

Is participant flow adequately reported (a diagram is strongly
recommended)?

Are the numbers of participants who were approached and
consented described?

If applicable, are the number randomly assigned reported?
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Is there a description of exclusions and loss to follow-up, with
reasons?
Is there a table/description of baseline demographic/clinical
characteristics for sample?
» Qutcomes and estimation
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Appendix 2-B Initial coding of the data: An extract from the analysis of Kate’s

transcript

Initial codes

Transcript excerpt

Felt unable to cope alone

Difficult to cope with child’s behaviour
Recognising difficult for child to adjust to sibling
Deliberate attempts to bond

As any other mother

Trying common maternal activities to bond

Attempts to bond failed so went into care

Child’s behaviour difficult

Gave up children for adoption

Difficult behaviour led to choosing adoption

Adoption was a brave choice
Adoption was harsh for her
Putting child’s needs first

Some regret over adopting children

Uncertainty about whether she made right decision

Treasuring memory of last day with children

Kate: Yeah respite, yeah that’s what
it's called and then um, Lucy came
too, um came out and then she came
with me and um | couldn’t cope on
me own, so coz Lucy was being um
very rebellant because she came from
no baby there to a baby there, | tried
um giving her dollies um trying to like
do all kinds of stuff a mother would
do to you know like to try and and um
bond and do you know, like stuff like
that, but it weren’t um it weren’t
working so we went into a mother
and baby unit but it weren’t a mother
and baby unit it was like a um,
Midwife: Was it a foster placement
for both of you?

Kate: Yeah that’s right yeah. And um,
we went into one of those and um,
and Lucy was still um being like being
like really rebellant and stuff and that
and so um | give my children up for
adoption well I, | gave them up, and
um,

Interviewer: And that’s Lucy and
Amber?

Kate: Yeah it did take a lot of guts for
me to do that and it was really really
harsh for me but | thought of their
needs before mine and um,
sometimes | regret it and sometimes |
don’t, because at the time | thought it
was right for me, for them, and um
the last day | see them we had like a
bit of a party and stuff and umiill
always remember that day and that
but yeah-
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Appendix 2-C A narrative summary of a cluster: An example taken from Kate’s interview

Emergent themes

Narrative summary of a cluster: Children’s future taken out of
my hands. Others stopping me being mum

Family messed it up for her

Partner spoilt plans

Feels mad with partner for ruining chances of having child
Violent partner

Partner drinking and violent

Partner messed it all up

Men have made problems with children

Conflict between partner and family

Partner and dad spoilt chances of having child live with her
Family’s actions messed up everything up for me

People getting in the way of being a mum

Angry with partner for increasing social services involvement

Men not right for her

Her choice of men has caused problems

Own fault for picking bad lads

Weighing up her responsibility for letting people get in the way of
being mum

Conflict in deciding where blame lies

Interrogated by social services

Lack of trust of social services

Social services came on heavily

Burdened by social services investigations
Social services were nosy

This cluster presents the ways that other people stopping Kate
from being mum to her children. Kate’s experience is of being
on the receiving end of unfair events and practices that led to
her losing care of her children. She largely feels she was
unable to influence this but questions her level of
responsibility in it all too. It seems that Kate was prevented
from being mum in the way she wanted by her violent partner,
her family, and social services.

The moment that led to Kate’s first child being removed was a
very significant one for her and one she returns to repeatedly,
reliving it and questioning out loud ‘if only’ things had been
different. There is a sense that plans for the child were fragile
and that it took one event to change everything, so that if
things had happened even 20 minutes later everything would
have been different. Something very positive and hopeful was
ruined and messed up by a conflict between her violent partner
and her dad. Their actions triggered a course of events that led
to heavy social services involvement and the child being taken
from her care.

Social services involvement is an important part of Kate’s
experience and one she discusses several times. She felt
burdened by them and that they were something she couldn’t
get away from. They seem very separate from her, like a rigid
system that she cannot interact with, influence, or even
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Lengthy adoption process

Can’t get away from social services once they are involved
Being a sex worker held against her by social services

Past used against her

Past held against her by social services

Attempts to get baby affected by drug use

Social services involvement put a dampener on pregnancy
Social services affected pregnancy

Pregnancy experiences affected by social services involvement
Seeing children dependent on mood of their carer
Uncertainty about social care terminology

Seeking reassurance from midwife

Uncertainty about terminology

Confusing pregnancy and labour

Didn’t feel like baby was hers

Mum pushed herself into role as mother

Mum got too attached to child — confused care

Horrible feeling child being taken by grandmother
Mum had more influence over child than her
Grandmother wanting to be mum

Mum had more influence than she did on baby
Competitive element of childcare between her and mum
Daughters think her aunty is their mother

Grandchild as replacement child

Parents feeling they’d lost their daughter to drugs and prostitution

Sudden changed care arrangements
Her and children moved around by social services
Children being moved around

understand, but that has taken control of her most significant
relationships. Several times she struggles to make sense of
terminology they use and seeks clarification from the midwife
present. She believes that being a sex worker was held against
her unfairly and influenced their decision for removing her
children. There is a sense of passivity and not having any
control in the situation, describing her children as being
moved around, and not even knowing what the arrangements
were or where they all were going to be.

Once childcare arrangements have been made with her family,
there is still a sense of others preventing her from being mum,
as she describes her mum taking over her role. There appears
to be a competitive element to the dynamic of her mum and
her caring for the children, whereby grandma *pushed herself’
into the role as mum. Again, there is a confusion of relational
roles and a blurring of boundaries which Kate describes as her
mum getting too attached to the child. This left Kate feeling
like the baby wasn’t her own and she had no influence over its
life. She makes sense of this as her mum trying to replace her
as the daughter they had lost to drugs and prostitution. It is as
if she is being punished for these things and that they not only
prevent her from being a mum by social services, but even
from being a daughter.

In relationships with her violent partner, her dad, social
services, and her mum, it seems Kate feels that the role was
taken from her in a way that was unjust and out of her control
and she expresses anger towards particularly her ex-partner for
this. However, this is not completely clear cut as she also
questions her own role in choosing “‘bad lads’ and weighs up
her responsibility for letting them get in the way of her having
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Realisation children would be removed
Fragility of care arrangements

Wasn’t allowed child to live with her
Realisation child would be removed
Reliving the event that triggered removal
Unaware of childcare arrangements

Put on the protection

‘if only...’

her children. She seems undecided how much she could have
made different choices though and her main frustration
remains with the people and systems around her.
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Appendix 2-D Illustration of how initial clusters led to final themes
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Participant Theme 1: The complex Theme 2: ‘I never felt like Theme 3: “‘Give them the Theme 4: New perspectives
process of bonding my baby was my baby’: the  help that they need’: the of the body and sex work in
impact of powerlessnesson  powerful impact of receiving the light of motherhood
bonding help
Kate Children’s future taken out Becoming a mother amidst maintaining her identity as
Shattered dreams of being of my hands. Others complexity and chaos. mum
with child stopping me being mum Everything is connected?
Bonding as beautiful, Shattered dreams of being
inevitable and reciprocal with child
maintaining her identity as
mum
Linda Drugs and removal Battling for control of her I won’t let the same thing
preventing bonding role with her children happen again
Turning to drugs and sex Developing an identity as a
work to cope with losing her mum
child
Wanting something different
for her children
Helen A special bond that she Shutting down from The difference a partner Defending sex working as a

hopes is reciprocal and long
lasting

emotions and future children

after the pain of separation

makes to the double
loneliness of sex working
and becoming a mother

demonstration of her
commitment to her children
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Sue

Kirsty

Jenny

Shutting down from
emotions and future children
after the pain of separation

Mixed feelings towards
children

Feeling mentally and
emotionally distant

The power of beautifully
bonding with a baby

Losing a child lead to going
off the rails and keeping a
distance from children

Strategic approach to
bonding: determined to bond
while she has the chance
Letting go of the bond

Powerless in a web of drug
use, violence and sex work

Kept from having
relationships with her
children

Bonding paralysed by
surveillance

Being trusted as a mum
empowers her as a person
and leads to a closer bond

A special bond that she
hopes is reciprocal and long
lasting

Receiving care relieves the
burden of care giving

Feeling betrayed and
unsupported from every
angle

Level of support determines
keeping baby or not
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in the light of people’s
judgments

Internal and external
pressure to separate sex
work and motherhood

Using her past to change her
children’s future

Not being the mum she
thinks she should have been

Am | a good enough mum or
even a mum at all?

Trying to do what’s best for
the child

Responding to past
experiences by protecting
self from the pain of loss
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Introduction

Section Two of this thesis presents qualitative research into women’s experiences of
bonding with their children whilst involved in sex work, revealing how women navigate the
challenges presented by the complex situations they faced regarding their work and wider
lives. Using Interpretative Phenomenological Analysis (IPA, Smith, Flowers, & Larkin,
2009) four themes were identified: 1) the complex process of bonding; 2) ‘I never felt like
my baby was my baby’: the impact of powerlessness on bonding; 3) “give them the help that
they need’: the powerful impact of receiving help, and 4) new perspectives of the body and
sex work in the light of motherhood. The research enabled women often silenced and
marginalised in society, to share their stories of what, for most participants, were incredibly
significant parts of their lives.

The main research report relates findings to the research question and broader
theoretical fields. Additionally, much has been learned through the process of planning and
conducting the research. Accordingly, this critical appraisal reviews key elements relating to
carrying out the research, specifically focussing on challenges of conducting research within

the sex work industry and exploring a sensitive topic.

Recruitment

Recruiting participants for the study presented a significant challenge. This had been
anticipated in terms of gaining participation from a population commonly thought of as
difficult to engage (Shaver, 2005) and indeed, there was a significant amount of non-
attendance of planned appointments. However, what was not predicted were the difficulties
in gaining service support. The study design necessitated the use of gatekeepers for
accessing participants. The decision regarding this was informed by discussions with others

who have conducted research with women involved in sex work and by recommendations in
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existing sex work research (Sanders, 2006b). Recommendations identify the importance for
both the research and the safety of all involved of working closely with those who have
existing relationships with those who sex work and who understand the field generally and
the specific location of the study.

The process of establishing research collaboration involved directly contacting
services that work with women in sex work to request their involvement and help with
recruitment, including specific projects and services frequently working with women
involved in sex work, e.g. specialist midwifery and substance misuse services. This
identified five services agreeing to participate, making the research tenable.

The first major obstacle to recruitment related to practical factors concerning services.
In the period of time between securing service support and beginning recruitment (a period of
approximately five months), all encountered problems threatening their involvement.
Specifically, the manager of one service was on long-term sick; another had all funding cut
for their sex work provision; and the remaining three were re-commissioned and thus
uncertain if they could uphold their commitment. As well as presenting difficulties for the
research, these circumstances highlighted the volatile context in which many such services
function, particularly when they depend on continually securing funding. Whilst frustrating
for me, the impact on staff within these services, in terms of stress, loss of morale, and a
sense of being powerless to affect change, was evident in our conversations. | also expected
it may affect women who depended on the support these services offered.

As a result of service changes, it was necessary to revert to contingency plans. Due to
difficulties in predicting samples due to the fluidity and hidden nature of sex work (Shaver,
2005) and problems that can arise with relying on gatekeepers regarding their concerns about
the research (Sanders, 2006b), Sanders recommends having several ‘Plan B’s when recruiting

within the sex work industry. Accordingly, | had included in my research protocol plans for
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expanding recruitment if necessary by broadening inclusion criteria and recruiting through
additional services (See Section Four). | therefore contacted approximately 25 more services
across the country, many multiple times. Five agreed to participate, two of which comprised
of multiple teams, leading to successful recruitment of sufficient participants for the study.

Factors seemingly aiding collaboration included identifying a member of staff who
‘got’ the research topic and believed it was important to recognise the needs of sex working
mothers; if a member of staff or organisation were committed to research (at least two people
described an interest in research following the study of Psychology and were excited to be
involved); and if there were existing relationships. Building relationships with services is
important to reassure them of the researcher’s character and that they will not jeopardise
existing relationships with clients (Sanders, 2006b). In this regard, my previous experience
working and volunteering with sex work projects was valuable in demonstrating commitment
to and understanding of the area.

Of the many reasons given for service non-participation, what stuck out to me was a
belief the research was too sensitive and/or that services had insufficient resources to manage
any related emotional distress, indicating something important about the relationship between
services and those they support. Some organisations expressed concern that talking about
bonding, particularly for women separated from their children, would raise painful emotions.
Several mentioned their fear of ‘opening a can of worms’ which they would be unable to
manage, or may result in an increase in harmful behaviours such as drug use. Similarly, in
relation to suicide and self-harm based research, Biddle et al. (2013) discuss the prevalence
of concerns regarding involvement of vulnerable participants due to fears it may exacerbate
distress. Accordingly, one organisation requested a full list of specific interview questions
for them to review, despite me explaining its semi-structured and flexible nature. Elsewhere,

Sinha (2017) reports Non-Governmental Organisations requesting lists of questions in what
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she describes as an attempt for them to exert control and vigilance over the methodology. It
was evident here that concerns arose from a desire not to expose women to unnecessary
harm. However, | wondered if this tended towards being paternalistic, depriving women of
choice. The following journal excerpt summarises my reflections following a conversation

with a service:

| appreciate the protectiveness as it shows services are being thoughtful about the
people they support and that they care a lot about them but | have also been thinking
about the role women have in making these choices...l wonder what would be the
harm in women choosing for themselves whether they want to sit and talk with a
stranger about difficulties with their children or not... wouldn’t they be the best judge
of this and whether they think they could cope or want to go there? It feels like
services are assuming women don’t have the capacity to make these decisions for

themselves. (13" October 2015)

Biddle et al. (2013) report how ethics committees’ overprotectiveness can reflect a
misunderstanding of the risks involved and can prevent valuable research. Thisis a
particularly significant issue in the area of sex work in which offering opportunity for
women’s empowerment is made more poignant by the ever-present debates regarding choice
and power in their working lives.

Cautious responses also highlighted an unmet need within many services for
appropriate ways of dealing with difficult emotions. It is imperative to consider the impact of
research on participants and not to underestimate what we ask of them (Peter, 2015).
Likewise, relaying sensitive events that may have been buried for self-protection has the

potential to bring things to the surface that may destabilise participants’ current state.
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However, it was surprising to me how resistant some services were regarding talking about
emotional issues with their clients, as if it would reveal something women were not already

painfully aware of:

I wonder how women are being supported to deal with the trauma they have
experienced generally as it’s not as if they are completely unaware of it or it doesn’t
affect their day to day lives... if the organisation can’t manage it then who does and
who will? And what happens normally if these topics come up? Are they avoided?

What is that like for women? (13" October 2015)

I wondered if this repeated message to not go near painful emotions was indirectly
communicated to clients and what the impact might be in terms of women feeling emotional
distress was prohibited and unsafe, and separating physical and emotional needs. This
became apparent when | met a woman who wanted to discuss participation. During a ten-
minute discussion about the research and eligibility, she relayed several traumatic

experiences regarding her children and the impact on her:

She was teary talking about the trauma she has experienced and said she normally
locks it away and doesn’t talk about it but it’s probably why she uses drugs...it
reminded me again how little there is for people in her situation — all seems to be
practical support, help to get off drugs, housing, safety etc. — all so valuable but
ignores the underlying factors and there don’t seem to be many options for dealing
with this in a safe way. Services seem to be set up in a way that enables women to

keep things hidden and denied. (26" January 2016)
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It was thus clear that some women desired opportunities to deal with difficult experiences but
without a clear means of finding support. This corresponds with a general prioritisation of
physical over mental or emotional health needs within sex work research and practice (Gorry,
Roen, & Reilly, 2010; Sanders, 2004). It was clear that several professionals were acutely
aware of the unmet emotional needs of women within their services but felt ill-equipped and
under-resourced to respond. This highlights a role for clinical psychology in providing
flexible services to women involved in sex work regarding their multiple and diverse needs

and in supporting services to offer more holistic care.

Power and Ethics

Due to the sensitive nature of the research and the potential vulnerability of clients, as
discussed, considerable attention was given to ethics. | was especially aware of issues of
power in relation to the research, particularly poignant in this context, in terms of the degree
of power women have over their own bodies and in relation to the law and wider society. |
was therefore aware of potentially occupying a relatively powerful position, in terms of
occupational status as well as wealth, class, education, and family situation. Furthermore, the
research process possesses inherent power imbalances (Beaunae, 2011). Specifically, | was
in control of the aims, plans and outcomes of the research, and was asking participants to
share personal and intimate memories and experiences to be recorded, interpreted and
disseminated by someone else. | particularly considered this during data collection and
analysis where | reflected upon my own assumptions and how they impacted the process by
which | interpreted women’s experiences.

Previous research has found that people involved in sex work have felt they have been
treated as sexual objects by researchers (Sinha, 2017). Similarly, concerns have been raised

by researchers, including those who sex work, about academics securing their careers on their
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study of the difficult experiences of those who sex work (Wolffers, 2014), leading to
“suspicions of exploitation” (Sanders, 2006b, p. 463). An awareness of such issues made the

research uncomfortable at times, as reflected during planning:

...it feels like there is an element of exploitation to it — asking services if | can ‘use’
the women for the purposes of my research to complete my qualification. For women
in an industry where they are treated as commodities on a daily basis, this is the last
thing | want to be doing. How can this be something that women have some control
over? Where they genuinely have a voice and a say in how it will work? I’m aware
that I will come in as an outsider and potentially from a very different background
...ask questions, then analyse them from my perspective and present them in an
academic context that feels far removed from the grit and grime of work on the
streets. How can it be representative of women’s real experiences and feelings? (4™

November 2014)

As indicated, considering power led to attempts to make the research more participatory. |
read about participatory research (e.g. Hussein, 2010) and spoke with services and at length
with a service user about what they thought was important in terms of the research focus and
design. Ideas such as Participatory Action Research ((PAR) Baum, MacDougall, & Smith,
2006) seemed extremely valuable as well as simply involving people sex working more
meaningfully throughout the research process, but limitations regarding time, finances, my
personal commitments, and the remits of the doctoral programme prevented engaging fully
with these options, demonstrating the influence of practical factors upon research decisions.
Despite the above obstacles, | sought to incorporate these ideas within the research.

One example was through inviting participants to bring something of personal importance
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regarding their child, such as a photo or other meaningful item, in line with suggestions to
adapt research methods creatively with vulnerable groups (Aldridge, 2012). It was hoped this
might give women more ownership of the interview and might enable keeping the child in
mind (Slade, 2002). However, most did not do this. This may have been because women did
not want to; because they did not have anything to bring; because they were not informed or
reminded by staff; or it was another thing to do in the context of lives that for many were
overwhelming and chaotic. Although possibly unplanned as she had them with her anyway,
one woman showed me scan pictures of her current pregnancy. This led to a positive
conversation about her pregnancy and seemed to put her at ease in the interview, indicating
this idea may have use in future research with greater consideration regarding practical
feasibility.

I also tried to increase empowerment through participants choosing when to do the
interview (from a choice of dates and times), and whether to be interviewed by phone or in
person. Whilst two selected phone interviews it was not possible to find a time suitable for
them. A further option was to ask someone to accompany them. Two women brought their
midwife, serving to increase their confidence and alleviate fears about the process. This also
seemed to rebalance power dynamics as | became the “outsider’ in their world.

Finally, I involved participants through discussion of dissemination. | asked women
for ideas about communicating findings, in terms of where, how, and who with. This was
important in respecting personal experiences women were sharing and giving them some
control over how they were used. Women informed me of people and places that they would
like me to share the findings, for example social services and a local drug support team. | also
agreed to send a summary of the findings to both the women who participated and the
services involved with recruitment. Previous studies have shown that people benefit

personally from involvement in research if they think it is worthwhile (Biddle et al., 2013).
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Several women identified this, stating that they wanted to use their experiences to help others
and so were happy to take part. Similarly, most participants said they appreciated talking
about their experiences. However, they also commented on how hard it was to do so,

highlighting the importance of considering the emotional needs of participants.

Managing Emotional Distress

Several aspects of the research process already discussed also served to prevent or
manage any emotional distress arising for participants from the research, for example,
choosing services that could provide post-participation support. Furthermore, the debrief
involved reflecting on the interview as well as bringing attention back to the present and
providing contacts for further support. The process of gaining informed consent was also
important. One woman, for example, expressed interest in participating. However, whilst
reviewing the information sheet she seemed anxious and distracted. | reflected on this with
her and reiterated participation was voluntary and it might not be a good time for her. She
seemed relieved and said she had changed her mind, reassuring me of the safety of the
process.

A related consideration was preparing for potential safeguarding concerns arising
during interviews. | sought guidance from a colleague who had managed safeguarding issues
within similar research, and from an academic from the university with considerable
experience in research ethics issues. | developed a clear plan of how to respond to any
specific concerns, detailed in Section Four. My clinical role provided experience and
confidence in managing these issues, highlighting benefits of the dual role of clinician and
researcher.

A final ethical consideration concerned providing participants with a voucher

following participation. Although often standard practice among research with people
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involved in sex work (e.g. Sinha, 2017), this remains a contentious issue, with some arguing
it is exploitative (Sanders, 2006a). My reasons for doing so were to express gratitude and to
value the time sacrificed, which may have been time away from work. The need to recognise
women’s expertise and contribution has been highlighted in recommendations by a think tank
on sex work research which includes payment for participation as best ethical practice
(Jeffreys, 2009). My concerns were that it could persuade people to participate who
otherwise would not have. Similarly, Singer and Couper (2008) assert it is only problematic
if used to encourage participation in research that is unreasonably risky. It is likely that
knowledge about the voucher influenced people’s decision to participate as | think was the
case for the woman mentioned above, but the fact she withdrew reassured me the process was

not coercive. Others however seemed genuinely surprised and appreciative of the voucher.

Me in the Research

Another consideration of the research process was my personal role within it. As |
have no personal experience of sex work it has been important to reflect on my own attitudes
and assumptions regarding it throughout the entire thesis process. This was particularly
apparent when conducting the literature review (Section One). My feelings of sadness and
indignation when reading accounts of the impact of discriminatory attitudes women
experienced, led me to reflect on my own views. | found myself asking questions such as “do
| agree with that (particular view of sex work)?”, “What would | do, say or feel in response to
my friend or family member telling me about their involvement in sex work?” Recognising
my responses to these questions made me aware of my own personal biases and reminded me
of the importance of research that allows sex workers to present their own experiences and
views in promoting a more holistic understanding of their work and situations. The relevance

of this reflective process was affirmed to me in a professional context during a team
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discussion of a referral for a woman identified as sex working. People reacted by joking
about her profession and speaking about her in a derogatory manner, demonstrating the
reality of stigma and the need to challenge it.

I also became aware of my assumptions during data collection and analysis. 1 realised
I was expecting sex work to have greater significance in women’s lives than it seemed to. As
a non-sex worker, sex work was different and interesting to me, but to many participants, it
was just one (relatively unimportant) aspect of life, a means to get by. Accordingly, | came
to see sex work as one element of women’s lives, that in a context whereby they mostly faced
multiple disadvantages, was not necessarily the most salient part. Although not true for all
women within this study or generally, this demonstrated the influence of my own views as a
researcher and the need to acknowledge them, affirming the requirement to do so within IPA
research (Smith, Flowers & Larkin, 2009). Similarly, the research influenced my
understanding of bonding. I initially chose to focus the interviews particularly on the first two
years of children’s lives as this has been identified broadly within bonding and attachment
literature as a significant stage for infant development and for forming attachments with
children (Gerhardt, 2009). However, it was clear from women’s experiences that bonding
was an ongoing process that continued beyond this period; it fluctuated and was approached
differently over time and dependent on circumstance. This not only widened my own
thinking but highlighted the importance of developing a more inclusive and diverse discourse

culturally about bonding.

My own experiences of pregnancy and motherhood
Although I did not share participants’ experiences of sex work, | have personal
experience of pregnancy and motherhood. | was pregnant during most of the data collection

with my second child. This may have enabled me to approach the research with greater
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empathy and increased knowledge of the experiences participants described, asking more
sensitive and relevant questions accordingly. It may however have influenced my
interpretation of the interviews, as discussed above in terms of my views and assumptions.
Accordingly, I deliberately sought to bracket my views of bonding by writing a list of
assumptions prior to the research. I also noticed how, although earlier in the research | was
mostly concerned with the wellbeing of women’s children and the potential impact of
women’s lives on them, as the research progressed, particularly when pregnant myself, 1
found it easier to empathise with the women as mothers and to consider their needs within
this context.

Despite shared experiences, | was acutely aware of the contrasts. This was
particularly apparent during an interview where the participant was at a similar stage of
pregnancy to me. As she relayed her experiences of having previous children removed and
the likelihood of the same outcome for the current pregnancy | was struck by the inequalities
between our situations. The closeness in circumstances also meant | perhaps experienced
more emotional responses to hearing experiences than | may have otherwise, for example,
imagining my own child in some of the difficult situations described, or imagining my
responses to having my child removed from my care. | was also aware of the potential
impact of my pregnancy on the women during the two interviews where it was visible.
Research into pregnancy in the context of therapy has found that a pregnant therapist can
represent an intrusion into the therapeutic space (Fenster, Phllips, & Rapoport, 1986) which
can lead to feelings of envy, abandonment and rivalry (Grieser, 2006) as well as over-
protectiveness and feeling compelled to engage so as not to upset the therapist (McGourty,
2013). Similarly, particularly given the apparent inequalities, | was concerned my pregnancy
could provoke difficult emotions for participants or negatively affect the interviews.

Although not possible to determine whether this occurred, women’s observable responses
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were in fact positive and the shared experience seemed to build connection. Women were
interested to know about the pregnancy and keen to share advice.

Speaking to a mentor and my field supervisor during this process was greatly
beneficial, providing a space to reflect on my reactions to women’s stories in relation to my
own experiences. Although much consideration is often given to the emotional risks of
research for participants, less attention is paid to the impact on researchers (Bahn &
Weatherill, 2012). My experience here highlighted the value in identifying suitable support
for managing emotional aspects of the research.

A final and positive consequence of shared experience with participants was learning
from women’s insights and experiences. Below is a journal excerpt following an interview
where the participant described a particularly optimistic attitude to her child in difficult

circumstances:

How amazing to approach your child like that, so open-handedly and with so much
gratitude. 1’d like to think more of my time with my children like that, to make the
most of every moment and do everything | can for it to be precious and sacred.

(March 31% 2017)

This demonstrates the gratitude | felt towards participants for sharing their personal
stories and how the research process provided a meaningful learning experience to me as

both a researcher and mother.

Implications for research
Based on reflections here, to meaningfully implement participatory approaches in sex

work research, bottom up research where those involved in sex work are the researchers,
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either solely or through meaningful collaboration with others with research experience
(Sanders, 2006) is vital. They can identify areas of interest and importance to them and
ensure processes are respectful, empowering and relevant. One way to promote this would
be to offer resources to sex work organisations in terms of research expertise through training
or supporting research projects. Furthermore, the use of qualitative methods that provide the
opportunity for sex-working women to speak for themselves, as done here, is crucial
(Jeffreys, 2009). One example interestingly extended this by publishing unedited transcripts
of interviews with sex workers (Perkins & Lovejoy, 2007), removing the potential for

researcher bias in shaping interpretation.

Conclusion

In reviewing key elements of the research process, this critical appraisal has discussed
significant challenges of conducting research within the sex work industry, and on
researching a sensitive topic with potentially vulnerable participants. Specifically, it has
considered issues of access, ethics and power, offering suggestions relevant for broader

clinical and research practice.
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Introduction

Early attachment relationships have been widely demonstrated to have a lasting impact
on outcomes for a child’s biological, emotional and cognitive development (Slade, 2002).
Identified as crucial to the formation of secure attachments is the concept of maternal
sensitivity, that is, a mother’s ability to recognise and attend to the expressed needs of her child.
In recent years, an increasing interest has developed regarding a mother’s ability to *hold a
baby in mind’, referring to the capacity to reflect upon and understand her child’s state of mind,
as the foundations to such sensitivity (Slade, 2002). Such reflection begins in pregnancy and
continues throughout the child’s development and has correlations with secure attachment
relationships (Slade, 2002).

The majority of the literature about attachment has focused on the child’s attachment
to the parent and ways of measuring the quality of this. Less attention has been given to the
attachment relationship from the parents’ perspective in terms of the bond they feel towards
the child. However, given the significance of the mother’s ability to be mindful of their baby,
this is important to understand as it may be indicative of the quality of the attachment
relationship they will form with the child (Goldberg, Moyer, & Kinkler, 2013).

Multiple factors can contribute to a mother’s ability to bond with her child and to
nurture their children’s development of secure attachments. This relates to all women due to
the range of threats posed by entry into motherhood, such as shifts in identity and role and

changing relationships with others (Soderstrom, 2012). However, the mother-child relationship
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can be particularly problematic when additional stressors exists such as maternal mental health
difficulties, a history of problematic attachment relationships for the mother, drug and alcohol
abuse, or social difficulties.

Female street sex workers are a population for whom such challenges will frequently
be present. While many types of sex work exist, sex work on the streets (as opposed to in a
brothel or via an escort agency for example) has been shown to pose particular risks to women
(McClelland & Newell, 2008; Sloss & Harper, 2004). Many women involved in street sex work
are marginalised within society, and commonly face challenges such as drug and alcohol abuse,
housing difficulties, and social deprivation (Tri-X Childcare, 2011). Previous research has
suggested particular difficulties for substance abusing women in developing secure
attachments with their children (e.g. Suchman et al., 2010). In addition, selling sex on the
streets is often accompanied by experiences of violence, exploitation, and danger (Dodsworth,
2011). Existing research suggests links between sex work and psychological distress such as
depression and PTSD (Rossler, Koch, Hass, Altwegg, Ajsacic-Gross, & Landolt, 2010).

These factors pose potential barriers to sex working mothers’ capacity to form nurturing
relationships where their children can develop secure attachments. This may be due in part to
the multiple demands placed on mothers’ emotional, financial, and physical resources, and the
impact of physical threat experienced through work and other relationships. Dodsworth (2014)
described stigma and shame with regards to parenting as expressed by sex workers in her
research (e.g. Dodsworth, 2014), potentially influencing the way in which a mother relates to
her child. In addition, correlations have been found between childhood abuse and trauma and
involvement in the sex trade (Dodsworth, 2011). Significantly, for women where a history of
abuse has hindered their own development of a secure attachment, it is likely to be more

difficult for them to nurture such an attachment with their own children (Slade, 2002).
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The challenges women in this context may face with regards to caring for their children
results in a large number of children being removed from their mothers at an early age. From
data involving 333 sex-working women across the UK, Hester and Westmarland (2004) found
it was twice as likely for children to be living away from the mother as with them. Whilst
removal of the child is often necessary for their protection, this is likely to have long-term
effects on both mother and child. Some report that this separation leads to women spiralling
into more chaotic and dangerous lifestyles (e.g. Sloss & Harper, 2004). The most recent Centre
for Maternal and Child Enquiries report documents the negative impact of child protection on
mental health for mothers and increased maternal suicide (Oates & Cantwell, 2011).

Despite the high proportion of sex workers who are mothers (Sloss & Harper, 2004),
limited research exists concerning the impact of this or the nature of the relationship between
these two roles. Some researchers have considered the parenting role in relation to other aspects
of women’s lives connected to sex work, for example, HIV (Basu & Dutta, 2011), or
involvement in the criminal justice system (Perdue et al., 2012). Several studies have focussed
on dual roles or identities and how women negotiate their involvement in two occupations
seemingly at odds with one another (e.g. Dodsworth, 2014; Sloss & Harper, 2004), although
often the focus has how parenting affects attitudes towards work rather than the impact of the
work on parenting. McClelland and Newell (2008) completed a small qualitative study with
women involved in street-based prostitution and problematic substance to explore their overall
situation and the challenges they faced. They present themes relating to risky lifestyle choices,
high levels of stress and emotional difficulties of separation of children and suggest the need
for further in depth research to understand factors relating these two experiences.

To my knowledge no studies to date have explored specifically the experience of
mothers regarding bonding with their children within this multifaceted and chaotic context.

Considering the high numbers of women working in street sex-work thought to be mothers and
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the vulnerabilities connected to the work, it is important to understand how women relate to
their children in this context; what factors impact upon their capacity for nurturing secure
attachments with them, and how this process impacts on the women themselves. Further
explorations of these areas can potentially broaden understanding about the lives of women
involved in sex work and their specific needs and strengths.

Greater understanding of attachment processes can lead to more suitable early
intervention in supporting parents to develop their ability to be sensitive to the needs of their
child (Crittendon, 2005). In the context of sex working mothers, there may be an important role
for clinical psychology at several levels including direct work with women during pregnancy;
interventions with mother and child, and consultation and training for midwives or other
professionals working directly with sex workers to encourage appropriate responsiveness to
their psychological needs around mothering. Additionally, developing our understanding of the
impact of sex work on the mother-child relationship may inform work with children of sex
workers or with women to whom this applies but who have entered services for unrelated
reasons.

Within this theoretical and clinical context, the present study will explore how women
experience the bonding process with their children in the context of street-based sex work,
specifically seeking to understand their perceptions of how their work impacts upon this
bonding process and what impact these relationships have on them individually.

This study is primarily concerned with the early bonds mothers form with their children
in the first two years of life because of the significance of this period in attachment and
development for children. However, as this process might be disrupted for many women in this
context due to reduced contact with their children as well as contributing factors such as social
difficulties, drug use, or relational difficulties, bonding may occur in a less predictable manner

and over a different time period. To accommodate for this and to learn more about how bonding
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is experienced by sex working mothers, the study will include mothers regardless of their
children’s age and mothers with varying amounts of contact with their children.

The study will use a qualitative methodology, suitable for exploring experience in depth
and offering the opportunity to listen to the experiences of women who are often silenced by
society (Dalla, 2003) and are not often included in clinical psychology research and practice.
The research is phenomenologically informed, prioritising the lived experience of the women
involved. This is particularly important in the context of parenting whereby mothers’ own
experiences, including their experiences of resilience and coping, may be missed due to legal
processes that necessarily prioritise children’s safety. This study aims to allow women to relate
their own experiences of developing relationships with their children rather than making

assumptions based upon research with other populations or in different contexts.

Method
Participants
The study aims to recruit up to 12 participants although qualitative analysis will be possible

with fewer. Participants will meet the following inclusion criteria:

e Female

o 18+

e Have a child aged between 1 month-5 years who was born whilst involved in street-
based sex work (self-defined)

e Currently involved in street-based sex work (self-defined)

e Have some regular contact with child

e Able to converse in English
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Design

The study will have a phenomenologically informed qualitative design, interested in
gathering participant’s understanding of their experiences. Services that work with women in
sex work, including those involved here have been consulted in planning this research, as has
a service user from one of the recruitment sites. Their feedback has been incorporated in the
design.

Individual semi-structured interviews will be used to collect data. The semi-structured
design provides some guidance in the form of pre-conceived topic areas which offer a
containing structure and direction to the interview whilst also allowing space for the participant
to discuss experiences not covered directly by questions, and for the interviewer to follow up
on material. The interviewer will offer choice to the participant in terms of the direction of the
interview and will follow their lead in terms of how many prompt questions are required.
Interviews are expected to last up to an hour but will be longer if the participant wishes and
there is more material to cover. Interviews will be cut short or paused at the request of the
participant.

Participants will be given the option of bringing to the interview an item of importance
to them relating to their child. This is in line with adapting research methods to be more creative
and participatory when working with vulnerable groups (Aldridge, 2012). It is hoped that if
participants choose to do this it will offer them a greater sense of ownership over the interview
process and will provide the opportunity for the child to be remembered during in the research.
It will be made clear that this is optional and if participants choose to do so, this will act as a
focus for questioning.

The interviewer will aim to make the interview as relaxed as possible for the participant
by conducting the interview in a familiar and comfortable setting and providing refreshments.

Participants will also have the option of bringing a companion to the interview (e.g. a friend or
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key worker) if this enables them to feel more comfortable. It will be made clear that the focus
is on what the participant shares and only their contributions will be analysed or included in
the report. Including this option was suggested by two of the services involved based on
previous experience of conducting research with service users.

Participants can choose to be interviewed over the phone if they prefer, in which case they may

still choose to select an item to discuss but this will not be seen by the chief investigator.

Recruitment

Participants will be recruited across 5 different sites:

[NAMES REMOVED TO PRESERVE CONFIDENTIALITY]

A gatekeeper has been identified at each site whom the chief investigator has developed a
working relationship with in order to work closely on recruitment. Recruiting solely through
services, although excluding those who have no contact with services, has been planned
deliberately to ensure that any additional support required by participants can be provided by
the service involved. This has also allowed for services to influence the design of the research
in relation to making it as accommodating to service-users’ needs as possible.
The following plans have been made in the case of difficulties with recruitment:
Phase two: If after four weeks of recruitment less than 4 participants have been recruited
e Inclusion criteria may be broadened to participants who:
- Have children minimum age one month but no maximum age limit
- were/are involved in sex work during first two years of child’s life (or up to present
time if child under 2)

- Had some contact with child during first two years of child’s life
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Phase three: If after 6 weeks less than 6 participants have been recruited
e Inclusion criteria may be broadened to participants who:

- were/are involved in sex work (self-defined — not necessarily street-based) during

first two years of child’s life (or up to present time if child under 2)
e Additional services that offer support to women involved in sex work may be used for

recruitment, providing they meet the following criteria:

- Staff available to facilitate recruitment as set out in this document

- Support available for women after involvement in research if needed

- Safeguarding procedures in place to follow during research process

- The service can provide a private room for interviewing for face to face
interviews. Depending on resources, recruitment through services far from the
chief investigator’s base may only offer phone interviews (see poster advertising
this).

Procedure

The following diagram explains the recruitment procedure. Steps have been taken to ensure the

confidentiality of participants is respected and to ensure their safety and wellbeing remain a

priority.

1. Information shared with relevant staff from all recruitment sites about the project. Chief
investigator to provide each service with available interview times.

2. Posters put up at recruitment sites and fliers left in waiting rooms where this is possible
practically. A named staff member or the chief investigator will be identified who can be
contacted for more information*.

3. Staff to identify service users who may meet criteria and inform them directly about the

project and what it involves. They will give out information fliers.
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4.

10.

Staff to ask women if they would like more information or to be involved, making clear
there is no obligation to say yes. Staff member can provide information sheet to service
user, answer their questions, and give out contact details for the chief investigator where
possible*,

If interested, staff member will arrange an appointment time with the service user or
provide the chief investigator’s contact number for the service user to arrange an
appointment directly. This will be as soon as possible after interest has been expressed to
give the best opportunity for service users to participate. This reflects the challenges
recognised by services of arranging appointments in advance.

Chief investigator will attend planned appointments arranged with service users through
staff members. This appointment may take place on the phone.

For face-to-face interviews, staff member will introduce service user to chief investigator
and opportunity will be given for further information to be shared/ questions asked. If
any other service users express interest whilst the chief investigator is at the service, the
research will be discussed with them using the information sheet and opportunity will be
given to take part in the research at a convenient time.

If service user wants to participate after discussing further, interview will be conducted
immediately or arranged for a later time with the service user at their request.

Interview will take place in a private room provided by the service. Refreshments will be
provided. Only the chief investigator, participant and any person they have chosen to
accompany them will be present. The interview may also be conducted on the phone if
preferred by the participant or in cases where resources do not allow for the chief
investigator to travel, as long as this is on line with service policy.

Opportunity for debrief will be given both with the chief investigator after the interview

and with a staff member if requested. In the case of phone interviews, the participant will
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be directed to the service for this if wanted.

* A research phone is available for the chief investigator to use provided by Lancaster
University DClinPsy programme. This phone number will be added to recruitment material so
service users can contact the chief investigator to find out more or arrange an interview. Some
of the recruitment sites have policies that do not allow for phone numbers to be given out to
service users in this way. Such policies exist to provide a consistent contact for women within
services and to ensure communication with service users is in line with the service’s approach
to supporting women. Accordingly, phone numbers will only be provided in agreement with
individual services. Similarly, phone interviews will only be offered where in keeping with
service policy.

Interviews will take place in centres used by the services involved or over the phone.
For face to face interviews, service’s buildings are likely to be familiar to most participants so
should be accessible and comfortable for most participants. Conducting the interviews in these
locations also enables easy access to staff members from the service if required. A staff member
will be available to contact during interview times regardless of whether the interview is pre-
planned. Although this may limit confidentiality concerning participation, this has been chosen
to prioritise the safety of participants and the chief investigator so that any concerns arising can
be managed through the procedures and policies in place at the particular service. Offering
phone interviews may be preferable for some participants in maintaining some anonymity and
having the conversation in a setting of their choosing. Phone interviews will be conducted
within working hours of the service when staff will be available for debriefing afterwards if
necessary. The chief investigator will conduct phone interviews in a private room using the

research phone allocated from Lancaster University.
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Materials

Interview schedule: The interview schedule outlines topic areas to cover during the
interview in a flexible manner. The emphasis will be on allowing the participant to describe
their experiences as fully as possible with little interruption or leading from the interviewer and
to share thoughts and feelings that are important to them in relation to their experiences.
Example questions are included within each topic area to guide both the interviewer and
participant if needed. The schedule also includes important factual information to gather during
the interview. The interviewer will judge the most appropriate time to ask for this information
if it has not been provided naturally during narrative responses.

The topic areas and questions have been informed by the research question and draw
on attachment theory and research (e.g. Adult attachment interview, Haltigan, Roisman, &
Haydon, 2014; The parent development interview, Slade, Aber, Bresgi, Berger, & Kaplan,
2004).

Audio recording equipment: All interviews will be recorded using digital recording
equipment available to loan from Lancaster University, subject to participants’ written consent.

Recruitment materials: Flier, poster, information sheet as described above. Separate
documents have been prepared for each phase of recruitment. Details will be changed
according to recruitment site.

Consent form and Request for further involvement form

Research phone: As discussed above.

Analysis
Interview transcripts will be analysed using Interpretative Phenomenological Analysis
(IPA) (Smith, Flowers & Larkin, 2009). This will focus on interpreting the data and identifying

themes that focus on participants’ lived experiences. Reading and re-reading of the transcripts
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will form an important part of the analysis to ensure as close an understanding of participants’
described experiences as possible. The analytical process will be an iterative one of going back
and forth checking and refining themes against the data, rather than a unidirectional linear
progression through the stages (Howitt, 2010). The development of themes will be checked by
the Academic Supervisor.
Costs

e Paper and printing for participant information sheets, consent forms, interview

schedules: covered by University.

e Travel expenses to recruitment sites for interviews and meetings

e £10 voucher for each participant (up to total of £120)

e Reimburse expenses of attending interview (up to total of £20 for each participant with

a copy of their travel documents e.g. bus ticket)

Ethical issues
Consent

Consent will be sought from patients before conducting interviews. This will include
consent to audio-record the interview. An explanation will be given regarding the study’s aims
and what participation will involve referring back to the information sheet. Opportunities for
questions will be provided. Participants will be informed of the choice to end the interview at
any point and to withdraw their consent to use their information up to two weeks post-
interview. For face-to-face interviews, consent will be written. For those opting for a phone
interview, a consent form, along with a stamped addressed envelope will be provided with the
information sheet either by a member of staff or by post if the person has contacted the chief
investigator directly to express interest in the research. Interviews will not take place until the

signed consent form has been received by the chief investigator, and this will be explained to
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potential participants. Upon commencing the phone interview, the chief investigator will
review the consent form with the participant over the phone to check their understanding and
that they want to proceed. They will have the opportunity to ask any questions and withdraw
their consent if they choose.

For those opting for a phone interview, a consent form will be provided with the
information sheet either by a member of staff or by post if the person has contacted the chief
investigator directly to express interest in the research. At the time of the phone interview, the
chief investigator will check that the potential participant has read the information sheet and
answer any questions they may have. They will then read and reiterate the aim of the study
before taking verbal consent over the phone. This will be done by reading each individual
clause from the consent form and asking if the person agrees. The chief investigator will state
their name at the beginning of the recording and the participant must state their name and the
date at the end of agreeing to all of the items on the consent form. After consent has been given,
a new recording will begin for the interview and the two audio files will be stored separately.
These procedures for taking verbal consent have been discussed with the ethics representative
for the DCIinPsy course.

Confidentiality
e As face-to-face interviews will take place at centres used by services and interviews
will be arranged through staff for many participants, it is likely that services will know
who has participated in the research. This has been planned with the safety of both the
researcher and participant in mind as discussed above. However, names of participants
will not be shared with the service unless there are safeguarding concerns that need to
be reported to the service. Women will be informed that the service may know about
their involvement before consenting to participate. It is not expected that participating

in this research will have any impact on the service they receive as the research is
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external.

Recordings will be transferred from the audio recording device and saved on Lancaster
University’s password-protected virtual learning environment on the same day as the
interviews take place. Audio recordings will be permanently deleted after transcription.
Transcribed data will be stored on Lancaster University’s Virtual Learning
Environment which is password-protected.

Consent forms and request for further involvement forms will be stored securely in a
locked case at the chief investigator’s home until possible to scan and save as individual
password protected electronic files on Lancaster University’s server. Recordings of
verbal consent will be stored as separate electronic files on Lancaster University’s
server. For phone interviews, if participants choose to be involved in dissemination and
wish to provide contact details for this, the chief investigator will take their details and
complete a ‘request for further involvement form’ which will be stored in the same way
as for face to face interviews. This will be done at the end of the interview with the
recording turned off so no personal data is recorded with the interview.

After the completion of the project, electronic copies of transcripts, recordings of verbal
consent, and scanned copies of all consent forms and request for further involvement
forms will be saved as individually encrypted password protected electronic files and
transferred to the DClinPsy Research Coordinator using ZendTo File transfer software.
Data will be stored by the Research Coordinator in a password protected file space on
the encrypted Lancaster University server. Personal data (consent forms and request for
further involvement forms) will be destroyed after 12 months and other research data
after 10 years from the date of submission. If the study is written up for publication in
an academic journal research data may be stored for ten years after the date of

publication, in keeping with academic publication protocols.
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e Anonymity will be ensured through the use of pseudonyms, which will be assigned at
the transcription phase. Only the chief investigator and academic supervisor will read
the original transcripts and the academic supervisor will listen to the first audio
recording.

e The research phone, including any potential participants’ contacts stored on it will be
password protected and be stored in the chief investigator’s home.

Safeguarding

It is possible that participants may discuss content in the interview that raises concern that

either the participant or somebody they refer to is at risk of significant harm. If this occurs, the

following steps will be taken:

1. Clarify what the participant has said if there is any confusion (e.g. if a participant talks
about ‘ending it all’ ask them what they meant by this).

2. Ifitisclear that somebody is in immediate danger of serious harm, (e.g. if a participant

refers to a baby who has been left alone at home), the chief investigator will explain to
the participant that the interview needs to be paused and the information will be passed
on to the service contact. They will then follow the service’s safeguarding procedures.
The interview can be continued or rearranged if appropriate.

3. If the disclosure regards on-going risks to the participant or other (e.g. if a participant
refers to regularly leaving their child in the care of a violent partner), the chief
investigator will follow it up at the end so as not to interrupt the interview. The chief
investigator will then discuss with the participant if this information has been shared
previously with the service or other relevant services. They will be encouraged to
discuss it with a member of staff from the service if not already done. If they are not

willing to do so, the participant will be informed that the chief investigator has an
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obligation to share this information with the service and they will follow their
safeguarding policy accordingly.

4. If the chief investigator is unclear whether a disclosure is of concern and needs to be

discussed with the service, they will consult a research supervisor first and seek their
advice, recording their query in writing via email without personally identifying the

participant. The issue will then be discussed with the service if necessary.

Participants will be informed of these boundaries of confidentiality before they consent to
participate. The chief investigator has experience in making similar judgments regarding risk
to clients and others through their role as a trainee clinical psychologist, and has participated
in training regarding this.
Influence of alcohol or substances

Interviews will not be conducted if participants are obviously under the influence of
alcohol or other substances when they attend. This is to ensure the safety of both the chief
investigator and the participant and to ensure participants have the capacity to consent to
participate and are able to engage in the interview. If this occurs, it will be explained to
participants and a future interview will be arranged if wished.
Emotional distress

As participants will be discussing personal and potentially emotive topics during the
interviews, there is the possibility that they may become distressed during or after taking part.
The interviewer will monitor this throughout the interviews and offer the choice of taking a
break if a participant is becoming visually distressed. The chief investigator will use their skills
gained from clinical psychology training in this process.

An opportunity for debrief will be offered at the end of each interview with the chief

investigator, where the participant will be invited to share any concerns raised during the
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interview and details of other support services will be provided. They will also be offered the
opportunity to talk further with a member of staff if they wish. Recruitment is only being
conducted at sites where they have the resources to respond to any such emotional distress
arising from the research. Whilst support is available, it is hoped that this will not be necessary
and that participating in the research will be a positive experience for participants.
Researcher safety

Due to the personal nature of the research, material may be discussed in interviews that
is distressing to the interviewer. In order to manage the impact on the chief investigator and
reflect on how this may influence the research, supervision focussing on process issues has
been arranged throughout the period of data collection through the DClinPsy programme. This
will involve either face to face or phone supervision following each interview. The focus of
this will be on the impact on the researcher rather than discussing details of the participant. The
participant’s personal details will not be shared with this supervisor. Such reflection has been
recommended when doing qualitative research with sensitive topics (Bahn & Weatherill,
2012).

Conducting interviews within service locations or over the phone enables any threats
to physical safety to the chief investigator to be minimised as staff from services will be

available if needed.

Dissemination
e Findings from the research will be written in a report as per the requirements of the
DClinPsy programme.
e Findings from the research will be presented at Lancaster University as part of the
DClinPsy programme.

e The chief investigator aims to publish the research in a relevant academic journal.
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e Each service involved will be given a summary of the findings of the research.

4-19

e Each participant will have the option to be given a summary of the findings, either sent

in the post, by email, or provided through a worker at the service, depending on service

policies and the preference of each participant.

e As part of the debrief section of the interviews, the chief investigator will discuss with

participants the possibility of participating in the dissemination of the findings. The

chief investigator will suggest ideas such as doing a presentation to the service about

the findings, or helping to present the findings at a relevant conference. Participants

will also be asked if they have any ideas about how they would like the findings to be

used which they can participate in either with the chief investigator or with the service,

dependent on resources.

Timescale
Activity Date
Submit ethics proposal March 2015

Data collection

Data analysis

Comment on first draft of report
Comment on second draft of report
Submit thesis

Viva

Dissemination of findings

Submit paper for publication

May-July 2015
May-August 2015
September 2015
October 2015
December 2015
February 2016
February-March 2016

April 2016
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Appendix 4-A Research information for staff

Research information for staff - version 3

My name is Ruth Elsdon.
| am training to be a clinical psychologist at Lancaster University.

STUDY TITLE: Becoming mothers in the context of sex work: women’s experiences of bonding
with their children.

| hope to interview women individually about their experiences of becoming mothers while
involved in street-based sex work. | am interested to know what this experience has been like
and what it has been like for them to form a relationship with their child.

| would appreciate your help in identifying women who might be suitable for the study and
asking them if they are interested. Suitable participants will:

e Beoverl18

e Have one or more children at least one month old

e |dentify themselves as sex working now or at least during the first two years of child’s
life if child is older

e Had some contact with child during first two years of child’s life

If women are interested in taking part, they can arrange an interview through you or by
contacting me directly using the details below. Phone interviews are an option for those who
would prefer and can be arranged by contacting me on the same number below. All participants
will need to read a copy of the information sheet before taking part.

| will need a private space to do face-to-face interviews in a private room. | will need a member
of staff to introduce me to the participant on the day if necessary and to be available after the
interview in person or on the phone in case they need to debrief with somebody they know. |
will also need to report any safeguarding concerns that arise during interviews to a member of
staff to be followed up according to the service’s normal protocols.

For more information see the information sheet attached or speak to me on
r.elsdon@lancaster.ac.uk or 07508375655.

Thank you for your help!

Concerns

If you want to make a complaint or raise concerns about any aspect of this study and do not want
to speak directly to me, you can contact:

Jane Simpson. Research director. Clinical Psychology. Divisions of Health Research.
Lancaster University. LA1 4YT. Phone: 01524 592858. Email:
simpsonj@exchange.lancs.ac.uk

Appendix 4-B Participant information sheet
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Research information

My name is Ruth Elsdon. I am training to be a clinical psychologist at Lancaster
University. | am doing a study with women who have had children while sex working.

STUDY TITLE: Becoming mothers in the context of sex work: women's
experiences of bonding with their children

You have been asked to take part because you became a mother during the time you
were involved in sex work and | am interested to hear about your experiences of
having a child. I hope to find out more about what helps mothers in similar
situations to you and what, if any, are the challenges.

This study has ethical approval by the RES Committee North West — Haydock, who
have agreed it is safe for participants to take part.

What's involved?

1. If you choose to be involved, you will take part in an informal interview with me in a
quiet room at or over the phone. It will take about an hour. | will ask you
questions about what it was like having your child and what life has been like since, e.g.
‘what can you remember about being pregnant? or "what difference has being a mum
made to your life? [ am interested in what is important to you and your experience.

2. You don't have to answer all questions or talk about anything you don't want to. [f we
meet face-to-face you can bring someone with you if you like (e.g. friend or support
worker] but what | am interested in is hearing what you say.

3. I hope that you will find it helpful to talk about your experiences but if you feel upset
about anything we discuss you can choose to have a break or stop the interview
completely. Afterwards you will have chance to talk with someone from about

anything that might be concerning you.

4. You are invited to bring to the interview something to do with your child that's important
to you, for example a photo or a toy. You don't have to do this but it may help you talk
about your child and help me to understand more about them.

5. You will not be paid for taking part but to compensate for the inconvenience and to thank

you for your time | can offer a £10 shop voucher. Your travel expenses, up to £20, can be

reimbursed and these will require relevant receipts, e.g. bus ticket. For phone interviews,
vouchers can be posted to you or left at .

6. For phone interviews, [ will take verbal consent over the phone before we start.
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Is it confidential?
1. Yes! I will not share what we discuss with anyone from unless you ask me to.

2. But, if anything that is said in the interview makes me think that you or someone else
at significant risk of harm I will have to break confidentiality and speak to a member ¢
staff from about this. Iwill tell you if T have to.

3. Iwill record our conversation on an audio recorder. Afterwards I will write down
what we have said and will change your name and any other details (like
places you mention or names of other people). Rec ill be deleted after they
are written down. All computer files will be password protected.

4. T will discuss the interviews with my supervisors at university but will not share any
of your personal information.

5. I'will write a report discussing the different experiences people have told me about. I
may include quotes from your interview but if I do they will be completely
anonymous. [ will try my best to get your story and views across as well as I can
but I will not include any of your personal details so nobody reading the report
will be able to tell it is you. I plan to publish the report in an academie journal or
present it at conferences and meetings.

t. Overall findings will be fed back to without your name. You can choose to be
told about the findings too.

7. You may change your mind about being involved after the interview. If you do, let
me know within two weeks after the interview and I will delete the interview
recording and not include your information in the study. After two weaks the

interview will have been analysed and included in the report and will not be able
to be removed.

B. Interviews may be arranged by a worker and face-to-face interviews will take
place at . This means someone at will probably know you have taken
part. Whether or not you take part won't change the way they treat you.

o. Interviews will be transeribed and made completely anﬂni}}nous. The recording will
then be destroyed. The anonymous transeription will be kept by Lancaster
University for 10 years after the study has finished.

If you would like to take part or want to know more please speak to the person who

gave you this information or ring 07508375655.
Thank you for reading!
Complaints
If you want to make a complaint or raise concerns about any aspect of this study and do not want to speak
directly to me, you can contact: Jane Simpson. Research director. Clinical Psychology. Divisions of Health
Research. Lancaster University. LAT 4YT. Phone: 01524 5392858 Email simpsonj@exchange. fancs.ac. uk
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Appendix 4-C Research poster

-.|I:ll,.lll_l |-_|||.' - !. LANC.I':'I.STER) \

(Version 3)
Would you like to take part in some research?

My name is Ruth Elsdon.
I am training to be a clinical
psychologist at Lancaster University.

I am doing a study with women who have had children while sex working.

STUDY TITLE: Becoming mothers in the context of sex work: women's
experiences of bonding with their children

I would love to talk to you and find out what it has been like for you and
having children while working on the streets and about your relationship
with your child.

I will be doing informal interviews at VENUE or over the phone.

I will provide travel expenses (maximum of £20) and a £10 shop voucher
as thanks to anyone who wants to take part.

For more information or to
arrange an interview, speak
to NAME or call NUMBER.

Thank vou!
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Appendix 4-D Research flier

| AMCASTE _-,-:) \

Would you like to take
partin some research?

Were you involved in sex work
during the first two years of your
child’s life?

[ am doing a study with mothers
involved in sex work and would be
interested to hear about your
experiences.

Please ask INSERT NAME/ or ring
INSERT NUMBER for more info.

Thank you, Ruth Elsdon
Trainee Clinical Psychologist
Lancaster University

I will provide travel
expenses (up to
£20) & a £10 shop
voucher as thanks
to anyone who
takes part
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Appendix 4-E Consent form

Dactorate in
Clinical Psychology

Consent Form (version 2)

LANCASTER
UNIVERSITY

\

Study Title: Becoming mothers in the context of sex work: women’s experiences of bonding with

their children.

You have been asked to take part in a research project exploring women’s experiences of having

children while involved in sex work. Before you consent to participating in the study please read the
information sheet and tick each box if you agree. If you have any questions or queries before signing

the consent form please speak to Ruth Elsdon or INSERT STAFF NAME.

1. | confirm that | have read the information sheet and fully
understand what is expected of me within this study

2. | confirm that | have had the opportunity to ask any questions
and to have them answered.

3. | understand that my interview will be audio recorded and then
made into an ancnymised written transcript

4. | understand that audio recordings will be kept until they have
been transcribed.

5. | understand that | am not obliged to take part in this study and
can withdraw my participation before, during, or up to 2 weeks
after my interview

6. | understand that the information from my interview will be put
together with other participants’ responses, anonymised and
may be included in publications

7. | consent to anonymous information and quotations from my
interview being used in reports, publications, conferences and
training events.

8. | understand that any information | give will remain strictly
confidential and anonymous unless it is thought that there is a
risk of harm to myself or others, in which case the researcher
will need to share this infermation with a worker from INSERT
SERVICE NAME.

9. | consent to Lancaster University keeping written transcriptions
of the interview for 10 years after the study has finished.

10. | understand that personal data in this form and my request for
information form will be stored in a password protected
computer space and deleted 12 months after the study ends.

11. | consent to take part in the above study.

Name of participant
Signature Date
Name of researcher

Signature Date

Ju b ubuydud b
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As a participant in this research you can choose to be involved again in the
future in any of the ways listed below. You do not have to do any of these
things. Please put your initials in the boxes to show whether you want any
further involvement:

Appendix 4-F Request for further involvement form

Request for further involvement (version 1)

| would like to be given a summary of the overall findings when the
research is finished

| would like to be involved in sharing the findings with others

| have the following ideas for sharing the findings...

| would like to be contacted (please provide details as appropriate):

By email*

By post*

By phone*

Through INSERT NAME OF SERVICE

You will only be contacted if you have requested it here. If you change your
mind, you do not have to respond when contacted.

*where in line with service policy
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)\

If you feel upset by anything after this interview you might find it helpful to talk
to somebody. These contacts might be useful:

Appendix 4-G Contacts for debrief

Thank you for taking part in the study.

« A member of staff from SERVICE

« Samaritans 08457 90 90 90

« Victim support 0845 30 30 900

« Other local services recommended by each recruitment site
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Appendix 4-H Interview topic guide

Interview topic guide (version 1)

a) Participant information
Age
How long have you been working? How frequently do you work?

Current drug use

b) Information about child/ren

Details of children including ages and care and contact arrangements

NB if more than one child, it might be helpful for the participant to choose to focus the

interview on one child but they can talk about all children if preferred

The following is a guide of topic areas to cover with example questions that may be asked

relating to each topic.

Discussion of object (if brought to interview)

- Can you describe to me the object and its importance to you?

Pregnancy, birth and early days

- Canyou tell me what you remember about your experience of being pregnant with this child,
including what it was like and how you felt about it?

- What can you remember about your experience of giving birth and the events that surrounded
it?

- What happened in the early days? Was the baby with you? Did you have much support?

Relationship with child

- Could you describe your relationship with your child/ren now? Would you say there is a bond*
between you? Could you tell me what that is like and how it developed?

- Could you tell me a bit about your child? How would you describe them?

- How easy has it been to develop a bond with your child?
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- How has your relationship changed over time?

*check understanding of ‘bond’ and use language relevant to individual

Experiences of being a mum

- Could you tell me about your experiences of being a mum generally and what difference it has
made to your life?

- How has having a child/ren met your expectations?

- How would you describe yourself as a mum?

- How supported have you felt in being a mum and caring for your child/ren?

Impact of sex work on relationship with child/ren

- How do you think being involved in sex work has affected your relationship with your child/ren,
if at all? Has it in any way affected the way you are with your children and could you tell me a
bit about this?

- What do you think the impact of using drugs has, if any, on your relationship with your children

or on you as a mother? (if relevant)

Impact of having children on sex work

- Has having children affected your work in any way or how you think and feel about your work?
Could you tell me more about this?

- Has having a child changed any of the relationships you have with other

workers/punters/professionals?

Looking forward and more general questions

- Overall, what would you say your experience of bonding with your child has been and how has
this been affected by your involvement in sex work?

- Is there anything else that you think has influenced your bond with your child?

- Is there any support that you think might have made it easier for you to bond with your child?

- What has helped you to cope with any difficulties you have had in building relationships with
your child/ren?

- Is there anything else you would like to discuss that might be relevant?
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Appendix 4-1 NHS ethics Integrated Research Application System form

NB. Due to amendments being made to the original REC application, a draft version is
presented here, which includes all approved changes to the research.

NHS REC Form Reference: IRAS Version 5.5.2
15-NW-0403

The integrated dataset required for your project will be created from the answers you give to the following questions. The
system will generate only those questions and sections which (a) apply to your study type and (b) are required by the
bodies reviewing your study. Please ensure you answer all the questions before proceeding with your applications.

Please complete the questions in order. If you change the response to a question, please select ‘Save’ and review all the
questions as your change may have affected subsequent questions.

Please enter a short fitle for this project {maximum 70 characters)
Mothers' experiences of bonding with children in context of street sex

1. Is your project research?

@ Yes () No

2. Select one category from the list below:
() Chinical trial of an investigational medicinal product
() Chinical investigation or other study of a medical device
() Combined frial of an investigational medicinal pro
(") Other clinical trial to study a novel intervention or ra
() Basic science study involving procedures with hu

() Study adminislering queslionnaire s for quani lalive analysis, or using mixed quantitative/qualitative
methodology

®) Study involving quakitative

() Study limited to working e samples (or other human biclogical samples) and dala (specific project
only)

() Research databasc
If your work does not fit any ¢ ihese categories, select the option below:

() Other study

2a. Please answer the following question{s):
a) Does the study involve the use of any ionising radiation? ({1Yes @ Neo

b) Will you be taking new human tissue samples (or other human biclogical samples)? () Yes & No

c) Will you be using existing human tissue samples (or other human biclogical samples)? ) Yes @) No

3. In which countries of the UK will the research sites be located?(Tick aff that apply)

& England
[] Scofland

Date: 24/04/2015 1
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NHS REC Form Reference: IRAS Version 5.5.2
15-NW-0403

E Wales
| Northem Ireland
Ja_ In which country of the UK will the lead NHS R&D office be located:
(@ England
(") Scotland
() Wales
(") Northem Ireland
(") This study does notinvolve the NHS

4_ Which applications do you require?

IMPORTANT: If your project is faking place in the NHS and is Jed fram Englal S Form'. If your project is led
from Northern Ireland, Scotiand or Wales select NHSHSC Research and D s" and/or refevant
Research Ethics Commillee applications, as appropriafe.

[]IRAS Form

™ NHS/HSC Research and Development ofiices
D Social Care Research Ethics Committee

[wi Research Ethics Committee

[[] Cenfidentiality Advisory Group (CAG)

[[] National Offender Management Service (NOMS)

collaborators.

For participating NHS organisa gl ingements apply for the provision of site specific
information. Refer to IRAS Hi f

5. Will any research si

@) Yes () Ng

5a._ Are all the research
research e.g. NHS Support ¢
Research Unit, NIHR Collaborz
Translational Research Cent

astructure costs (funding for the support and facilities needed to carry out
or this study provided by a NIHR Biomedical Research Centre, NIHR Biomedica
on for Leadership in Health Research and Care (CLAHRC), NIHR Patient Safety

2 or a Diagnostic Evidence Co-operative in all study sites?

Please see information button for further details.

(Yes (@ No

Please see information button for further details.

5b. Do you wish to make an application for the study to be considered for NIHR Clinical Research Network (CRN)
Support and inclusion in the NIHR Clinical Research Network Portfolio?

Please see information button for further details.

(Yes (@ No

The NIHR Clinical Research Network provides researchers with the practical support they need to make clinical studies
happen in the NHS e.g. by providing access to the people and facilities needed to carry out research “on the ground”.

Date: 24/04/2015 2
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NHS REC Form Reference: IRAS Version 5.5.2
15-NW-0403

If you select yes to this question, you must complete a NIHR Clinical Research Network (CRN) Portfolio Application Form
(PAF) immediately after completing this project filter question and before submitting other applications. Failing to complete
the PAF ahead of other applications e.g. HRA Approval, may mean that you will be unable to access NIHR CRN Support for
your study.

6. Do you plan to include any participants who are children?

(O Yes  @No

7. Do you plan at any stage of the project to undertake intrusive research involving adults lacking capacity to consent
for themselves?

O Yes (@ No

r to retain them in the study following
t in law. This includes use of

de to the Confidentiality Advisory
sult the guidance notes for

Answer Yes if you plan to recruit living participants aged 16 or over who lack capacit
loss of capacity. Intrusive research means any research with the living requiring ¢
identifiable tissue samples or personal information, except where application i,
Group to set aside the common law duty of confidentiality in England and W

further information on the legal frameworks for research involving adults i

&_Do you plan to include any participants who are prisoners or y of HM Prison Service or

who are offenders supervised by the probation service in Englian

) Yes () No

9_Is the study or any part of it being undertaken as an e
@) Yes () No

Please describe briefly the invok ¢ 3
The student is the chief investigatol thagesearch as part of a doctorate in clinical psychology

9a._Is the project beipg k st of a PhD or other doctorate?

@) Yes
10. Will this research be fi supported by the United States Department of Health and Human Services or any of
its divisions, agencies or prog

O Yes (@ No

11. Will identifiable patient data be accessed outside the care team without prior consent at any stage of the project
(including identification of potential participants)?

O Yes (@ No

Date: 24/04/2015 3
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NHS REC Form Reference: IRAS Version 5.5.2
15-NW-0403

Integrated Research Application System
Application Form for Research involving qualitative methods only

INHS|

Health Research Authority

Application to NHS/HSC Research Ethics Committee |

The Chief Investigator should complete this foorm. Guidance on the questions is available wherever you see this

symbol displayed. We recommend reading the guidance first. The complete guidance and a glossary are available by
selecting Help.

Please define any terms or acronyms that might not be familar to lay reviewers of application.

Short title and version number: (maximum 70 characters - this will
Mothers® experiences of bonding with children in context of street

ms)

Please complete these details after you have booked the REC applicatio

REC Name:
North West - Haydock

REC Reference Number: Submission date:
15-NW-0403 24/04/2015

A1_Full tile of the res

Exploring women's experic bionding with their children in the context of street-based sex work

A2-1_Educational projects

Name and contact details of student(s):

Student 1

Titte Forename/Initials Surname
Mrs Ruth Elsdon

Address Clinical Psychology, Division of Health Research
Lancaster University
Lancaster

Post Code LAT14YT

E-mail r.elsdon@lancaster.ac_uk

Telephone 01524592970

Fax

Date: 24/04/2015 4
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NHS REC Form Reference:
15-NW-0403
Give details of the educational course or degree for which this research is being undertaken:

Name and level of course/ degree:
Doctorate in clnical psychology

IRAS Version 5.52

Name of educational establishment
Lancaster University

Name and contact defails of academic supervisor(s):

Academic supervisor 1

Tile Forename/Initials Sumame

Dr Craig Mumay

Address Chinical Psychology, Division of Health Research
Lancaster University
Lancaster

Post Code LA1 AYT

E-mail c.mumay{@ancaster.ac uk

Telephone 01524592730

Fax

Academic supervisor 2

Tile Forename/Initials Sumame
Dr Suzanne Hodge

Address Cihinical Psychol ivision of H

Post Code
E-mail
Telephone
Fax

Please state which ace
Please click “Save now" L
details are shown correctly.

Student(s)

or(s) has responsibility for which student(s):
efing this table. This will ensure that all of the student and academic supervisor

Academic supervisor(s)

Student 1 Mrs Ruth Elsdon ™ Dr Craig Murray

[+ Dr Suzanne Hodge

A copy of a current CV for the student and the academic supervisor (maximum 2 pages of A4) must be submitted with the
application.

A2-2_ Who will act as Chief Investigator for this study?

(@) Student
(") Academic supervisor

() Other

Date: 24/04/2015 5
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NHS REC Form Reference: IRAS Version 5.5.2

15-NW-0403

4-39

A3-1_ Chief Investigator:

Tile Forename/lnitials Sumame

Mrs Ruth Elsdon
Post Trainee Chnical Psychologist
BA honours in English Literature and Development Studies
Qualifications Graduate Certificate in Psychology
Graduate Diploma in Psychology
ORCID ID
Employer Lancashire Care NHS Trust
Work Address Clinical Psycholegy, Division of Health Research
Lancaster University
Lancaster
Post Code LA1 4YT
Work E-mail relsdon@lancasterac.uk
* Personal E-mail
Work Telephone 01524592970
* Personal Telephone/Mobile
Fax

* This information is optional. It will not be placed in the public domain or
consent.
A copy of a current CV (maximum 2 pages of A4) for the

submitted with the application.

sed to any other third party without prior

Ad.Who is the contact on behalf of the sponsor for all ct

This contact will receive copies of alf corre. A/R&D reviewers that is sent to the ClL

Tile Forename

Address

Post Code
E-mail
Telephone
Fax

elating to applications for this project?

A5-1_. Research reference numbers. Please give any relevant references for your study:

Applicant'sforganisation's own reference number, eg_.R & D (f

available): n/a
Sponsors/protocol number: n/a
Protocol Version: 1
Protocol Date: 02/03/2015
Funder's reference number: nfa
Project
website: n/a
Additional reference number(s)
Ref .Number Description Reference Number

Date: 24/04/2015 6
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4-40
NHS REC Form Reference: IRAS Version 5.52
15-NW-0403

Registration of research studies is encouraged wherever possible. You may be able to register your study through

your NHS organisation or a register run by a medical research charily, or publish your protocol through an open

access publisher. if you have registered your study please give details in the "Addi#ional reference number(s)”

section.
Ab5-2_k this application linked to a previous study or another current application?

) Yes @ No

Please give brief defails and reference numbers.

AB-1. Summary of the study. Please provide a brief summary of the gisearch (maximum s} using language
easily undersfood by lay reviewers and members of the public. a REC within the UK
Health Depariments’ Research Ethics Service, this summary wil search Authoridy (HRA}

nce for this question.

in street-based sex work and who are
women fo bond with their chidren

within this context including what they believe has helg ships with their children and what

has made this difficult
Although no reliable statistics exist, many women are in S on streets across Britain and a large
proportion of these are mothers. It is a lifestyle often a fulence, poverty, and drug use and research

suggests inks between sex work and pg

is is reflected in the fact that many chidren are
ased sex work (Hester & Westmarland, 2004).

weeks and months of thei
important to understans
help to provide addj

AB-2. Summary of main issues. Please summarise the main ethical, legal, or management issues arising from your study
and say how you have addressed them.

Not all studies raise significant issues. Some studies may have straightforward ethical or other issues that can be identified
and managed routinely. Others may present significant issues requiring further consideration by a REC, R&D office or other
review body (as appropriate fo the issue). Studies that present a minimal risk to pariicipants may raise complex

organisational or legal issues. You should try to cansider all the types of issues that the different reviewers may need fo
consider.

Purpose and design

While itis accepted that street-based sex workers often represent a fairly vulnerable populafion and research exists
detailing some of the challenges facing them generally, there is limited understanding of the subpopulation who are
also mothers. This is particularly true in the field of clnical psychology where sex workers are often a missed
population in research and clinical work, possibly due to the complex nature of the needs of many women in this
situation which pose a threat to accessing mainstream services.

While many types of sex work exist, this study will focus on women involved in street based sex work whereby sexual
services are traded at street level (as opposed to in a brothel or via an escort agency for example). Street sex work has

Date: 24/04/2015 7
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NHS REC Form Reference: IRAS Version 5.5.2
15-NW-0403

been shown to pose particular risks to women, particularly in terms of health and exposure to vidlence, and women
involved in this type of sex work have been shown to be those who are most vulnerable and stigmatised (McClelland &
Newell, 2008; Sloss & Harper, 2004). This study will focus on the particular needs facing women working in this
context and how they interact with their experiences of bonding with their children.

It is important to understand the experiences of women in this situation more fully in order to inform both theory about
parenting and attachment, and to provide evidence for interventions and to tailor professional support appropriately.
This is crucial given the long lasting effect on both mothers and children when early attachment relationships are
disrupted due to problematic care or when children need to be removed from the parents’ care altogether.

This study has been designed to contribute to understanding the specific needs of this population. It also hopes to
give women the opportunity to describe their experiences when they may often have been dismissed as a
marginalised population and may have been the subject of scrutiny from professional services and not been able to
give their perspective on how sex work has impacted their experiences as mothers. For this reason, semi-structured
interviews will be used to allow women to talk openly about their experiences. Participants will be invited to bring along
an item of significance to the interview if they choose in relation to their child as an aid to sharing their experiences and
to give them greater ownership over the direction of the interviews. This will be opti that participants do not feel
pressured to do so or decide not to participate. Participants will also be given the ion of having a phone interview

The study has been designed with input from professionals from servic en in sex work, including
those involved here; from professionals who have completed researc i tion, from academic
tutors who have supervised research in this area, and from a servi ent sites. Their
input has been crucial in developing a design that will answer th
sensitive to the participants involved.

Recruitment

Several issues have been considered in planning ho

Participants will be recruited through 5 or more speciali w
substance misuse team, a harm minimisation Service, a vl < d holistic support to sex workers, and a

service providing genera support to women. Recruiting thijfigh services means that women with no contact with
services will not be included. Snowba i idered to reach these women, but was decided against
as it was considered essential to hafle 3 ey uice to provide any necessary support for both the

research does not conflict with the o i 2d098'in each area which can be ensured by working closely

with them. However, it is hoped that in e ervices allows for recruitment of women with a range of
needs, i.e. not just those. substance misuse. Additionally, two of the services reach a wider
range of women thro ot access any other support from services.

Some of the ohibiting giving out contact details for researchers and instead choose
to coordinate recruit ¢ vice by aranging appointments with service users and responding to any

questions about the re e 'es_ Whilst again this wil not allow for anonymity within these services, the

services allow, a phone cont: be given for people to call to find out more about the research or to arange an
interview. This will be a specifi’research phone provided by the dinical psychology doctorate programme at Lancaster
University and wil only be uséd for this project and by the chief investigator. A voicemail message will be recorded onto
the phone before recruitment begins stating the purpose of the phone and that only calls regarding the research can
be responded to. Any contact detais provided over the phone will be stored on the phone which will be kept at the chief
investigator’s house with a password installed.

From discussions with services and other researchers, the chief investigator is aware that recruiting sex workers can
be difficult due to the multiple demands they face and an anecdotal difficulty with planning and attending
appointments. To increase the possibility of recruiting sufficient numbers for the research the following steps have
been taken:

- Recruit from multiple sites covering different geographical areas

- Allow as long a period of recruitment as possible

- Use a range of recruitment methods incduding posters and fliers advertising the project and staff from services
informing service users directly.

- Arrange appointments through service staff where possible/wished and as soon as possble after service users
express an interest, in order to increase likelihood of attendance

- A plan to include additional services after 6 weeks if insufficient numbers recruited by this time. Research has
already begun into accessing such services if needed. Additional services would need to be able to follow the
recruitment requirements set out in the research protocal, in particular the ability to provide support for women if

Date: 24/04/2015 8
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NHS REC Form Reference: IRAS Version 5.5.2
15-NW-0403

needed with regards to the research.
- The option of having a phone interview will be given where this is in keeping with services’ pdlicies.

It has been decided that participants will be given a small gift as reimbursement for involvement in the research as
well as offering reimbursement for any costs incurred in attending the interview (i_e. travel expenses). This has been
decided as a way of valuing the time given by participants to being involved which potentialy may result in a loss of
business and in recognition of the financial difficulties facing many service users. It is common practice among
research with this population to do so (e.g. McClelland and Newell, 2008) and has been recommended by each
service. The gift will be in the form of a £10 shop voucher rather than a monetary gift that may be viewed as contributing
to any ongoing addictions some service users may have. It is hoped that service users will not experience this voucher
as coercive but will weigh up the other potential benefits and risks of involvement in their choice to participate.

Inclusion criteria
Several issues have been considered in identified inclusion criteria.

Lengthly consideration has been given to the age of children of the participants. The study is primarily concemed with
the early bonds mothers form with their children, particularly in the first two years of lj ause of the significance of
this period in attachment and development for children. However, restricting inclu to mothers of children this age
might prevent hearing about experiences of women for whom this process mi isrupted or altered due to factors
such as reduced contact with their children, social difficulties, or drug use, o j ifficulties. It also might limit

leam more about how bonding is experienced by sex working mothe ill i others whose children

the month after birth which may make participation more challengin essing. Although the process of bonding
may continue long after this time, it has been left for women to decide selves if they feel they have enough to
talk about in terms of their relationship with their child fo participate at any after the first month.

As many sex working mothers will have children remo r and Westmarand, 2004} and may
have varying levels of contact after that, it has been decit o decide if they have enough relevant
experience to talk about bonding with their chid without s, ecif um amount of contact to have for inclusion.
This recognises the broad experience of bonding that beg cy and continues beyond, and the intemal

Only street based sex workers wi z e iti e particular challenges they face (McClellan and
Newell, 2008).

Consent

This is not a popu apa c 'nt is known to be an issue and as such the chief investigator will
assume each p L consent to participate unless there is evidence to suggest otherwise in which
case this will be ass sing the clinical skills and training acquired though the dlinical psychology
doctoral training.
For phone interviews, a cC ill be provided with the information sheet either by a member of staff or by post
ifthe person has contacted of investigator directly to express interest in the research. At the time of the phone
interview, the chief investigato will check that the potential participant has read the information sheet and answer any
questions they may have. Théy will then read and reiterate the aim of the study before taking verbal consent over the
phone. This will be done by reading each individua clause from the consent form and asking if the person agrees.
The chief investigator will state their name at the beginning of the recording and the participant must state their name
and the date at the end of agreeing to all of the items on the consent form. After consent has been given, a new
recording will begin for the interview and the two audio files wil be stored separately.

If a participant attends the interview obviously under the influence of alcohdl or other substances the interview will not
take place at that time. This is to ensure the safety of both the chief investigator and the participant and to ensure
participants have the capacity to consent to participate and are able to engage in the interview. In the case this
happens, it will be discussed with participants and a future interview will be arranged if wished. It may be necessary to
discuss this with a member of staff at the service if this is the case.

Confidentiality

Choosing to recruit directly through services and conduct interviews in centres used by services means it will not be
possible to ensure anonymity from services in terms of participation. Although it might be preferable to keep this
information confidential, it has been planned this way so that any difficulties arising in the research can be responded
to by services who already have contact with the women involved and specialise in supporting them. It also allows for
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the chief investigator to receive guidance from services and provides a framework for managing any safeguarding
concems. Efforts will be made to keep involvement confidential from the service where possible, for example, names
of participants will not be shared with the service unless there are safeguarding concems that need to be reported to
the service. Women will be informed that the service may know about their nvolvement before consenting to
participate in the information sheet and in any verbal communications explaining the research during recruitment. ltis
not expected that participating in this research will have any impact on the service they receive as the researchis
extemnal.

Safeguarding concems

It is possible that participants might discuss content in the interviews that raises concem that they or someone else
may be at risk of significant ham, particularly given the focus on family relationships and caring for children in
potential stressful circumstances. Itis vital to respond to this when necessary but retain confidentiality for the
participants where possible. If such a concem arises, it will be responded to within the interview by the chief
invesligator clanfying what has been said if they are unclear. If it is an issue of |mmed|ate concem, it will be dealt with
right then by pausing the interview and explaining that there is a duty of care to share information with the service
where the interview is taking place. Each site has agreed to have a member of staff service available at the
time of the interview if this arises and then the safeguarding procedures for that ce will be followed by that person.
If an issue is raised that concems on-going risks of significant harm, this will b. sed at the end of the interview.
' the issue and will be
encouraged to do so if not. If they are unwilling, the chief investigator will obligated to share this
information and will follow the same process of reporting to a member i usly_ If the chief
investigator is unsure whether something needs to be shared with
supervisor after the interview, recording her query in emal, and k to the service ['necessary.

Participants will be informed of these parameters of confidentiality ol
in the interview. Wherever possible participants will be infomed of the

mation sheet and before giving consent
break confidentiality. Again, the chief

Emotional distress

Although it is hoped participants will find some benefit a te the research and discussing their
experiences (Biddle et al., 2013}, it is possible that some 1 iy become’distressed by talking about emofive subjects.
This is particularly relevant for wome penences hi we not been what they hoped for or have involved

2s the real experiences of women in this situation in a
future support being provided, it is not possible or

clear in recruitment materials what the 3 A0Uux, including examples of topics that will be covered and this
will be reiterated when w nd il so they can make an informed decision to participate. Throughout the
interview the chief in het parlicipant if it seems they are becoming parlicularly upset or

[ use the interview or withdraw from participating entirely_ At the end of
each interview 3 articipant has the opportunity to share if they feel they have been
negatively affected. 3 here to go for support will be given out and participants will have the
opportunity to talk with & 2 T after the nterview if they wish. Where interviews take place over the phone,
contact details of the se ovided. Each service has agreed to this and only services where this is possible
have been included in the stu

Discussing emotionally distressing topics may also be upsetting for the chief investigator and supervision has been
amanged through the Clnical Psychology programme throughout the period of data collection to discuss process
issues. The focus of this will be on the mmpact of the research on the chief investigator and how this can be managed
and responded to in interviews and so will not include the sharing of personal details of participants.

Researching with a vulnerable population

The chief investigator is mindful of the vulnerability of many women who will meet the criteria for this study. The design
has tried to be as non-threatening as possible and to provide opportunities for participants to be involved and have
their views listened to and respected throughout.

AT. Select the appropriate methodology description for this research. Please tick all that apply:

O Case series/ case note review

|:| Case control
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[] Cohort observation

[] Controlled trial without randomisation

[] Cross-sectional study

[] Database analysis

[ ] Epidemiology

[ ] Feashility/ pilot study

[] Laboratory study

[] Metanalysis

[+{ Qualitative research

[+ Questionnaire, interview or observation study

[[] Randomised controlled trial

[] Other (please specify)

A11.What are the secondary research questions/objectives if appli Please put this in language comprehensible to

a lay person.

To gain an understanding of women's perspectives o bonding with their child/ren
To understand how women themselves feel affected by = ¥ JEnce with their child

To identify needs and strengths of women,i €. nain research question

A12. What is the scientific justifi 8 research? Pl ase put this in language comprehensible to a lay person.

Following the work of Bowlby (1969) mu, e ds peen done into the area of chikdhood attachment, referring to

the need for a chid to de: p a consistent adult who will meet their needs. The security of this
relationship relates toffi i i #its basic needs met, and there is widespread evidence that this

relationship forms/fe i up and responds to both themselves and those around them. This

has lasting effe opment (Slade, 2002)

Many factors have be of their impact on attachment. Recently the focus has largely been on the
ability of the parent to be eir child and to think of them as a separate individual and consider and respond
appropriately to their needs 2002). Many things may make it difficult for parents fo do this or may affect the

attachment relationship gene , such as bereavement and iliness or disabiity in the chid or parent, including
mental health difficulties or unresolved trauma and loss. Research exists that explores some of the difficulties of
developing secure attachments in such situations (e.g. Clegg & Lansdall-Welfare,1995).

Much research exists into the challenges and needs of sex workers (e.g. Farley, 2000). They are a population often
faced with physical and emotional risks such as experiencing violence and exploitation {Dodsworth, 2011) and many
studies have found an increased prevalence of mental health difficulties (Rossler et al_, 2010). It is likely that these
factors affect how sex workers who are mothers relate to their chidren. Many sex working women are also dependent
on substances and this has been shown to impact on chikdren’s attachment (Suchman et al., 2010). In addition, many
sex working mothers have social service involvement and have reduced contact with their children. All of these factors
are likely to impact on the bond mothers develop towards their child, which in tum impacts the quality of the attachment
relationship they form with their child (Goldberg, Moyer and Kinkler, 2013). However, litile is known about this and how
sex working impacts parentalchild bonding. Several studies have looked at the needs of sex working mothers (eg.
Dodsworth, 2014) in a broader sense but have not focussed specifically on this aspect of the parent-chid relationship.

Research into this area will enable a greater understanding of factors that impact the development of parental bonds
and how these are managed by individuals, particularly in challenging circumstances. It will also broaden

understanding of the lives of sex working mothers whose strengths and needs may often go unnoticed (Dalla, 2003).
As this research is novel, it is important to take an exploratory stance and to begin with the experiences of sex working
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mothers themselves in order to better understand how they bond with their children.

A13. Please summarise your design and methodology. i should be clear exactly what will happen to the research
participant, how many times and in what order. Please complele this section in language comprehensible fo the Iay person.
Do nof simply reproduce or refer fo the profocol. Further guidance is available in the guidance nofes.

The research has a qualitative design, suitable to explore the real ife experiences of sex working mothers. Semi-
structured interviews will be used with up to 12 individuals which are aimed to allow women time to discuss their
experiences in full but also offer a guide for topics to ask about in order to cover the research aims and to help direct
the participants. Participants will also be invited to bring an item with them that is important to them in relation to their
child to use as a focus for the discussion but this will be opticnal.

The procedure will be as follows:
The chief nvestigator will provide information sheets, fliers, and posters to 5 different recruitment sites. A discussion

will take place with the gatekeeper at each site and other staff involved to clarify the ent procedure and
inclusion criteria and they will be given information sheets to refer to.

Posters and fliers will be putin public spaces in each recruitment site where m to do so.

Staff from each service wil give out fliers to service users and will infol search in
conversations. Service users can ask questions of the staff member, i

contact the chief investigator to find out more (see previous di
Service users who are interested in participating can either:
a) call the chlef |nvesllgator and arrange an interview (for sites where thi
The chief investigator will meet with service users who hix | arfigipate in a private room in the centre of the
interview through them or if they have expressed a desire nis. s@ff member can stay for the interview if the

el with them. The chief investigator wil talk through the

information sheet with the service _ If they choose to continue, written consent will be

taken.

Altematively, where service polity a Do ‘ws will be offered. The chief investigator will conduct
these in a private room and they w1I b srde earch phone provided by Lancaster University will be used.In
the case of phone intervie | eet and consent form will be given to the potential participant either by
a member of staff or nglic S estigator. Verbal consent will be taken over the phone at the ime of
interview._ This will b . or reiterating the purpose and title of the research and their name
before reading th 2 < onsent form and asking for the potential participant to state their
agleement Atthe & [ , the person wil state their name and the date to give their consent. The

" a new recording started for the interview. This two audio files will be stored
separately on password v e on Lancaster University server.

The semi-structured interview take place and will be audio-recorded. Opportunity for debrief will take place at the
end and the chiefinvestigatorwill offer participants the chance to debrief with a staff member also. The service details
will be provided for this for phone interviews. The debrief will include discussion about whether the participant would
like to be contacted again by being sent a summary of the findings and/or being involved in dissemination.

If any other service users express interest whilst the chief investigator is at the service, the research will be discussed
with them using the information sheet and opportunity will be given to take part in the research at a convenient time.

A14-1. In which aspects of the research process have you actively involved, or will you involve, patients, service users,
and/or their carers, or members of the public?

[ Design of the research

[] Management of the research

[[] Undertaking the research

[] Analysis of results

% Dissemination of findings
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O None of the above

Give details of involvement, or if none please justily the absence of involvement.

Tutors and peers at Lancaster University in terms of developing a research question and designing the research.
Services involved in supporting street based sex workers including those participating through face to face and
phone discussions.

A service user form one recruitment site who the chief investigator discussed the design with and sought advice
about the interview schedule, publicity documents and information sheets.

Participants can choose to be given a summary of the findings when the project is completed, and by suggesting
ideas for disseminating the findings and being involved with this if they choose.

Female
Age 18+
have a child aged between one month and 5 years who was bo
defined)

Currentlly involved in street-based sex work (self-defined)
Have contact with child at least once per month

The following plans have been put in place to broaden

- Have children whose children are ag
- Were/are involved in sex work dug ed i (or up to present ime if child under 2)
- Had some contact with ch i

Phase three: If after 6 weeks le ticipants have been recruited

= Additional sevices & Woffer support’ » women involved in sex work may be used for recruitment, providing they meet
the following criteria:
- Staff available to facilitate itnynt as set outin this document

- Support available for wome! mvolvement in research if needed
- Safeguarding procedures in 4ace to follow during research process
- The service can provide a pnvate room for interviewing

A17-2. Please list the principal exclusion criteria (list the most important, max 5000 characters).

Noticeably under the influence of aleochol or substances when attending interview.

Noticeably distressed when attending interview - a discussion will then take place regarding whether the parficipant is
feeling well enough to continue orwould like to rearrange/cancel

People who cannot converse in English.

A18._Give details of all non-clinical intervention (s) or procedure(s) that will be received by participants as part of the
research protocol. These include seeking cansent, inferviews, non-clinical observations and use of questionnaires.

Please complete the columns for each intervention/procedure as follows:
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1. Total number of interventions/procedures to be received by each participant as part of the research protocol.

2. If this intervention/procedure would be routinely given to participants as part of their care cutside the research,
how many of the total would be routine?

3. Average time taken per intervention/procedure (minutes, hours or days)
4._ Details of who will conduct the intervention/procedure, and where it will take place.

Intervention

or 123 4

procedure

Seeking 10 10 Chief investigator will review the information sheet with the service user, answer any
consent minutes questions, and ask if they wish to continue. If they choose to continue, the consent

form will be given to sign.

Interview 1 0 1hour The chief nvestigator will conduct the interviews in  private rooms at centres used by
recruilment sites or over the phone. It will be semi-st d_ Opportunity for debrief
will take place at the end.

A21. How long do you expect each participant to bein the study in total?

From being informed about the project there may be a period of up fion will take
place before they participate butit is Ekely to be much sooner th i i il i ke place within three
weeks of being informed. The interview is likely to last no mo| mcluding gaining consent and debrief
but this will vary for individuals. Parlicipants can choose to have a s of the findings sent to them and this wil

involve one further written contact.

A22_ What are the potential risks and burdens for res i 'w will you minimise them?

For all studies, describe any potential adverse effects, pa ) Stress, infrusion, inconvenience or changes
fo lifestyle. Only describe risks or burdens that could occin3fs a resuit éf participation in the research. Say what steps

There is a risk that participants it dis i i sstheir relationships with their children in the interview.
In order to minimise and manag ae been made:

It will be made clear n recruitment ma the Tesearch is about including examples of topics that will be
covered and this will be ! an attend interviews so they can make an informed decision to

' iefinvestigator will check in with the participant if it seems they are
»d and will remind them of the choice to pause or stop the interview.

have been negatively affecte tact details of where to go for support will be given out and participants will have
the opportunity to talk with a mi2mber of staff after the interview if they wish. Each service has agreed to this and only
services where this is possible have been included in the study.

It is also recognised that participating mvolves a time commitment in terms of getting to and from the interview and
doing the interview and that there is potential that participants will lose money for not being able to work during this
time. To minimise this, parficipants will be reimbursed for transport costs and giving a small gift of a voucher as
thanks for participating.

A23_Will interviews/ questionnaires or group di i include topics that might be sensitive, embarrassing or
upsetting, oris it possible that criminal or other diselosures requiring action could occur during the study?

@Yes (No
If Yes, please give details of procedures in place to deal with these issues:
Topics cover sensitive topics as discussed above.

It is possible that disclosures requiring action could be made durnng interviews_ If this occurs, the chief investigator
will inform the participant of the need to share this information and will report the disclosure to the gatekeeper at the
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recruitment site. This will take place after the interview unless the disclosure regards a matter of immediate danger
in which case the interview will be stopped so the issue can be reported. In all cases the chief investigator wil
endeavour to inform the participant that they will be breaking confidentiality to share information and why. They will
also encourage the participant to be involved in sharing this information themselves where possible. Participants
will be informed of this potential need to break confidentiality before giving consent to participate.

A24_What is the potential for benefit to research participants?

It is hoped that participants might find it beneficial to have the opportunity to discuss their personal experiences.

Although not of direct benefit to participants, it is hoped that the findings will shed light on the participant’s situations in
a way that will contribute to appropriate and sensilive support being offered to other women in their situation.

A26_What are the potential risks for the researchers themselves? (if any}

ce interviews will take place in
iews will also not be conducted

As it is possible that parlicipants may behave in an unpredictable manner, all fa
centres used by recruitment sites where staff are available if any problems ari
if a participant is noticeably under the influence of drugs or alcohol.

As participants may discuss distressing content during interviews, itis i i e distress to the chief
investigator. Supervision covering process issues has been arrange,
space for this to be discussed and reflected upon.

AZ27-1. How will potential participants, re e i ified ? Who will carry this out and what resources
will be used?For example, identificatk : ; ised. 2 register, computerised search of GP records, or review of
medical records. Indicate whether this wil ire Wt fealthcare team or by researchers acting under

Participants will be recruited from s whi < pport to sex workers. Some services do this as their sole
purpose and others do i aral and specialised support for women. The research will be publicised
generally n these sep 2 approached and informed of it from staff members. They will

inform everyone wh igi 2 a out will not directly inform women who they know to not meet the
inclusion criteriz

A27-2_ Will the identificatio
information of patients, servic|

() Yes @) No

users or any other person?

Piease give details below:

A28 _Will any participants be recruited by publicity through posters, leaflets, adverts or websites?

@) Yes () No

If Yes, please give defails of how and where publicily will be conducted, and enclose copy of all advertising malerial
{with version numbers and dafes).

In services where there is a centre with a public area, posters will be put up by staff and fiers left in an appropriate
space. Posters and fiers will have a small amount of information about the research and invite people who are
interested to either contact the chief mvestigator directly (if the service's policies allow this) or to contact a named
staff member for more information.
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A29_How and by whom will potential participants first be approached?

Staff in all services who have direct contact with sex workers though their role will be informed about the project either
directly from the chief investigator attending a team meeting or through the gatekeeper at that service. They wil also be
given information sheets with details of the research.

They will nform women directly about the research and give out fliers. This will mainly be as part of their routine
contact with them e_g. in a key working appointment or on street outreach, but women may be contacted by staff
specifically to inform them about the research if they have no contact amanged but may be eligible to participate. Staff
members can answer questions themselves and hand out information sheets to women who are interested, or they
can direct them to contact the chief investigator if the service’s policy allows for this.

Whilst the chief investigator is at services they may meet other service users who express an interest in the research.
If this occurs, the research will be discussed with them using the information sheet and opportunity will be given to
take partin the research at a convenient time.

A30-1. Will you obtain informed consent from or on behalf of research particip:

@Yes () No

If you will be obtaining consent from adulf participanis, please give d i ni and how it will be
dane, with details of any steps to provide information (a written info it
Arrangemenis for adulfs unable fo consent for themselves shoul
children in Part B Section 7.

If you plan to seek informed consent from viiinerable groups, say ho il ensure that consent is voluntary and
fully informed.
Potenfial participants will be given information verbaligyf iefinvestigator. They will also be
given an information sheet that details what the reseal g i
sheet will be discussed again and they will have chance)d
go ahead then written consent will be recorded, ncludi
For those opting for a phone interview, a consent form wiibyfgiven akyigside the mformation sheet either by a
member of staff or in the post if the eng 3 iret ty to the chief investigator over the phone. They will have
the opportunity to ask questions of t s iel mvestigator over the phone. In the case of phone
interviews, an information sheet 3

or in the post from the chief invzSst onsent will e taken over the phone at the time of interview. This wil
be done by the chief investigator reitc d tile of the research and their name before reading
through al the clauses on_tb and askng for the potential parficipant to state their agreement. At the
end of reading the forg 3 2 ame and the date to give their consent. The recording will be

ended at this point gfid ece t the interview. This two audio files will be stored separately on

Please enclose a copy of the ation sheet(s) and consent form(s).

A30-2. Will you record informed consent (or advice from consultees ) in writing?

@Yes (No

A31. How long will you allow potential participants to decide whether or not to take part?

Participants will be able to decide whether to take part at any point during the recruitment period, which wil last until
sufficient interviews have been completed (this is expected to cover at least a two month period). VWhen they are nitially
informed of the research they can decide immediately that they would ke to take part or not and an interview can be
arranged if they choose to. Altematively they can choose to think about it and inform a staff ember of the chief
investigator at a later date, or request to be reminded about the project and asked again at a future date.

In discussions with services, it has been recognised thatit can be difficult to arrange appointments in advance with
service users and successful recruitment in previous research projects has involved service users taking part soon
after they have expressed interest. For this reason, after expressing interest, interviews will be conducted as soon as
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they can be amanged with the chief mvestigator and participant. This may occur on the same day as being informed
about the project although is more lkely to be aranged for ancther day within the following forinight.

A33-1. What amangements have been made for persons who might not adequately understand verbal explanations or
written information given in English, or who have special communication needs?(e.g fransiation, use of interprefers)

Although posters and fiers will be used, recruitment will largely 1ake place through verbal conversations between staff
members and service users. Staff members will have prior knowledge of the most suitable way of communicating with
individual service users. Language on posters and fliers will be kept simple. The information sheet will be discussed
and understanding will be checked prior to laking consent.

Funds are not available 1o franslale material or provide interpreters for interviews

A35. What steps would you take if a participant, who has given informed consent, loses capacity to consent during the
study? Tick one oplion only.

(@) The participant and all identifiable data or fissue collected would be withd m the study. Data or fissue which
is not identifiable 1o the research team may be retained.
(") The participant would be withdrawn from the study. Identifiable data lected with consent would
be retained and used in the study. No further data or tissue would
out on or in relation o the pariicipant.

(") The participant would continue to be included in the study

") Not applicable — informed consent will not be sought from any nis in this research.

(") Not applicable — il is not practicable for the

assumed.

ity and continued capacily will be

Further defails:

In the lkely event that the researcher h we that capacily 1o consent has been lost during the interview
itself, the nterview ill either be disc seems coni puing would be distressing to the participant.

A36. Will you be undertaking
participants)?(Tick as a

f the following aclivities at any stage (including in the identification of potential

O Access to medical records by those outside the direct healthcare team

[[] Access 1o social care records by those outside the direct social care team

[[] Blectronic fransfer by magnetic or oplical media, emai or computer networks
[[] Sharing of personal data with other organisafions

O Export of personal data oulside the EEA

D Use of personal addresses, posicodes, faxes, emails or telephone numbers
[ Publication of direct quotations from respendents

] Publicafion of data that might allow identification of individuals

™ Use of audioivisual recording devices

[/ Storage of personal data on any of the following:
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[wi Manual fles (includes paper or film)
[]NHS computers

[[] Secial Care Service computers
[[]Home or other personal computers
™ University computers

E Private company computers

E Laptop computers

Further defails:

Al nterviews will be audic-recorded.
Consent foms, recordings of verbal consent and request for further involvement forms.
participants.

Quotes taken from interviews will be written up in the academic report and will b
research including possible publication.
Audio files and transcripts of interviews will be stored as password protect caster University’s Virtual
Leaming Environment. Audio files wil be transferred from the recording de
quickly as possible on the same day as the interviews take place and th-"sigi i be deleted from the
recording device. In the meantime the recorder will be stored secure

linclude personal details of

in dissemination of the

A38. How will you ensure the confidentidity of personal data?Plea

procedures for ensuring confidentiality, e.g. anonymisation or pseudon of data.

of other people, services of places) will also be remove
have access to the original transcripts and audio reco
separately from interview transcripts. For phone intervie

agator will take down detais for the further
involvement forms when the recording device has been

re no personal details are stored with the

listen to the audio el
locked case at

A43_How long will personal data be stored or accessed after the study has ended?

(") Less than 3 months
() 3—6 months
() 6 —12 months

(") 12 months — 3 years
() Over 3 years

A4S Will research participants receive any payments, reimbursement of expenses or any other benefits orincentives
for taking part in this research?

Date: 24/04/2015 18



ETHICS SECTION 4-52

NHS REC Form Reference:

IRAS Version 5.52
15-NW-0403

@ Yes (TNo

If Yes, please give details. For monetary payments, indicate how much and on what basis this has been defermined.
Participants will be given a small gift as reimbursement for involvement in the research as well as offering
reimbursement for any costs incurred in attending the interview up to the value of £20 (i.e. travel expenses). This has
been decided as a way of valuing the time given by pariicipants to being involved which potentially may result in a loss
of business and in recognition of the financial difficulties facing many service users. It is common practice among
research with this population to do so (e.g. McClelland and Newell, 2008) and has been recommended by each
service. The gift will be in the form of a £10 shop voucher rather than a monetary gift that may be viewed as contributing
to any ongoing addictions some service users may have.

For phone interviews vouchers wil be posted to the participant immediately after the interview or left with a member of
staff at the relevant service depending on the parlicipants’ preference.

AAT_Will individual researchers receive any personal payment over and above normal salary, or any other benefits or
incentives, for taking part in this research?

(O Yes  @No

A48_Does the Chief Investigator or any other investigator/collabo|
financial, share holding, personal relationship ete_}in the organi
give rise to a possible conflict of interest?

) Yes () No

A49-1. Will you inform the participa
for their care) that they are taking

) Yes () No

s (and/or any other health or care professional responsible

If Yes, please enclose a

eiter for the GP/health professional with a version number and date.

A50_Will the research be ed/on a public database?

) Yes () No

Please give details, or justify if not registering the research.
The research team are unaware of a suitable register for the research to be listed on.

Registration of research studies is encouraged wherever possible.
Yau may be able to register your study through your NHS organisation or a register run by a medical research charily,
or publish your protocol through an open access publisher. If you are aware of a suitable register or other method of

publication, please give details. If not, you may indicate that no suitable register exists. Please ensure that you have
entered registry reference number(s}) in question A5-1.

A51_How do you intend to report and disseminate the results of the study? Tick as appropriate:
[wi Peer reviewed scientific jounals

[+ Intemal report

™ Conference presentation
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O Publication on website
[ Cther publication
| | Submission to regulatory authorities
[]Access to raw data and right to publish freely by all investigators in study or by Independent Steering Commitiee
on behalf of all nvestigators
[] M plans to report or disseminate the results

[] Otier {please: specify)
The chief investigator will also discuss with participants if they have any further ideas for disseminating ideas and
these will be followed up by the chief investigator or the service involeed depending on rescurces and feasibility.

A33. Will you inform participants of the results?
@Yes (uMo
Please give deiails of how you will inform participants or justfy if nof doing 50

Participants will be given the option of being informed of the findings. These will be in the form of a written summarny
and will be sent to an address given by the participant at the interview.

A34. How has the scientific quality of the research been assessed?Tick as approprate;

[ Independent external review

[] Review within a company

| | Review within a multi-centre research group

[+ Review within the Chief Investigator's instiution or host crganisation
[ Review within the research team

[ Review by educational supervisor

| | Cther

Justify and describe the review process and ocufcome. If the review has been undertaken but nof seen by the

researcher, give defails of the body which has underfaken fhe review:

A general initial proposal was presented to a panel at Lancaster University consisting of academic staff, peers and
members of a service user group in 2013, A revised initial proposal was reviewed by the research director on the
Lancaster university doctorate in clinical psychology programme in 2014. It has also been reviewed and discussed by
the academic supervisor and the field supervisor. Feedback has been received regarding the research in terms of
scientific quality and ethical and practical considerations.

For all studies excepd non-doctoral student research, please enclose a copy of any available scienfific critigue reports,
together with any related correspondence.

For non-docforal student research, please enclose 3 copy of the assessmend from your educational supervisor’ inshitution.

A39. What is the sample size for the research? How many parficipants’samples/data records do you plan fo study in
tofal? if there is more than one group, please give further defails befow.

Total UK samgple size: 12
Total imtemnational sample size (including UK): 12
Total in European Economic Area: 12

Further details:
A sample size of up to 12 participants will be wsed for this research although qualitative analysss will be possible with

fewer.

Date: 24/04/2015 20
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ABD. How was the sample size decided upon? I 3 formal sample size calculahon was used, indicafe how this was done,
giving sufficient information fo justify and reproduce the calculation.

A sample size of up to 12 has been chosen as this is an appropriate number for using nterpretative
phenomenological analysis. Too great a number risks reducing the quality of the in-depth analysis. Analysis will be
possible with fewer participants.

AB2. Please describe the methods of analysis (statistical or other appropriate methods, e.g. for qualitative research) by
which the data will be evaluated to meet the study objectives.

Interpretative Phenomenciegical Analysis will be used., This imwehres close reading and re-reading of the transcripts
and identifying themes common through interpreting participant's accounts of their lved experiences. These will
represent aspects of the participant's experience of relevance to the research questions. & sample of the transcripis
will be reviewed by the academic supenvisor who will check the dewelopment of themes and provide feedback to the
chief investigator. This will ensure that the final analysis offers a good reflection of the original interviews.

AB3. Other key investigatorsicollaborators. Please include all grant co-applicants, profocol co—authors and ofher key
members of the Chief Investigator's feam, including non-docforal student researchers.

Tile Forenamefinitials Swrname

DOr Ruth Shaughnessy
Post Prinzipal Clinical Psycholegist & Assistant Clinical Lead
Qualifications DClinP'sy
Employer Alder Hey Children's NHS Foundation Tinust

Work Address Liverpool Specialist CAMHS
Seymour House, 41-43 Seymour Terace

Livenpool

Post Code L3 5TE

Telephone 01517070104

Fa

Mobile

Work Email ruth.oshaughnessy@akderhey.nhs.uk

AB4-1. Sponsor

Lead Sponsor

Status:  NHS or HSC care organisation Commercial status:

i Academic

{» Pharmaceutical indusiry

" Medical device indusiry

{» Local Authority

{1 Other social care provider (including woluntary sectar or private
organisation)

"y Other

Date: 24/04/2015 21
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If Other, please specily:

Contact person

Name of organisation Lancaster University
Given name

Family name
Address
Town/city
Post code
Country
Telephone
Fax

E-mail

Is the sponsor based outside the UK?
) Yes @ No

Under the Research Governance Framework for Health and Social Ca.
legal representative established in the UK. Please cyp

onsor outside the UK must appoint a

4-55

IRAS Version 5.5.2

(") Project that is part of a fellowship/ personal award/ research training award
() Other

Other — please state:

country?

) Yes @ No

ABT. Has this or a similar application been previously rejected by a Research Ethics Committee in the UK or another

reasons for the unfavourable opinion have been addressed in this application.

Please provide a copy of the unfavourable opinion letter(s). You should explain in your answer to question A6-2 how the

A68-1_Give details of the lead NHS R&D contact for this research:

Date: 24/04/2015 22
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Tile Forenameflnitials Sumame

Organisation
Address

Post Code
Work Email
Telephone
Fax

Mobile

Deflails can be obiained from the NHS R&D Forum website: Awww.rdiforum.

A62-1_How long do you expect the study to last in the UK?

Planned start date: 01/04/2015
Planned end date: 26/02/2016
Total duration:

Years: 0 Months: 10 Days: 26

AT1-2. Where will the research take place? (Tick as 3,

[+ England

] Scottand

[] wales

] Northem Ireland
] Other countries i

Total UK sites i

Does this trial involve
() Yes @ No

AT2_ Which organisations in ﬁle UK will host the research?Please indicale the fype of organisation by licking the box and
give approximate numbers if known:

™ NHS organisations in England 2

[[] NHS organisations in Wales

[[] NHS organisations in Scotland

E HSC onganisations in Northern Ireland

[[] GP praclices in England

[]GP practices in Wales

[[] GF practices in Scotland

E GP practices in Northem Ireland

[] Joint health and social care agencies (eg
community mental health teams)

Date: 24/04/2015 23
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[] Local authorities

[]Phase 1 trial units

[[] Prison establishments

[] Probation areas

[+ Independent (private or voluntary sector)

3
organisations
[[] Educational establishments
| Independent research units
E Other (give details)
Total UK sites in study: 5

AT76-1. What arangements will be made for insurance and/or
sponsor(s) for harm to participants arising from the management esearch? Please fick box{es} as applicable.

Note: Where a NHS organisation has agreed o acf as
Indicafe if this applies (there is no need fo provide doc v evidence). Foi other sponsors, please describe the
armangements and provide evidence.

AT6-2. What arrang ance and/ or indemnity to meet the potential legal liability of the
sponsor(s)ore < 1 harticipants arising from the design of the research? Please tick box(es} as

applicable.

ve NHS employment contracts have designed the research, indemnilty is provided
appflies (there is no need to provide documenitary evidence}. For other protocol
. university members), please describe the arrangemenis and provide evidence.

thml;gh NHS schemes. Indic.
authors (e.g. company employt

O NHS indemnity scheme will apply (protocol authors with NHS contracts only)

[+ Other msurance or indemnity arangements will apply (give details below)

Lancaster University legal liabllity cover will apply.

Please enclose a copy of relevant documents.

AT6-3. What arangements will be made for insurance and/ or indemnity to meet the potential legal liability of
investigators/collaborators arising from harm to participants in the conduct of the research?

Note: Where the participants are NHS patients, indemniy is provided through the NHS schemes or through professional
indemnily. Indicate if this applies fo the whole study (there is no need o provide documentary evidence}. Where non-NHS
sites are fo be included in the research, including private practices, please describe the ammangemenis which will be made at
these siles and provide evidence.

Date: 24/04/2015 24
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[[] NHS indemnity scheme or professional indemnity will apply (participants recruited at NHS sites only)

[wi Research includes non-NHS sites (give details of insurance/ indemnity arrangements for these sites below)

Lancaster University legal iability cover will apply.

Please enclose a copy of relevant documents.

Date: 24/04/2015 25
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Please enter details of the host organisations {Local Authority, NHS or other) in the UK that will be respensible for the
research sites. For NHS sifes, the host organisation is the Trust or Health Board Where the research sife is a primary care
site, e.g. GP praclice, please insert the host organisation (PCT or Health Board) in the Institution row and insert the research
sife (e.qg. GP practice} in the Deparfment row.

Research site Investigator/ Cdllaborator/ Contact

Institution name
Department name
Street address
Town/city

Post Code

Institution name
Department name
Street address
Town/city

Post Code

Institution name
Department name
Street address
Town/city

Post Code

Institution napfe
Department name
Street address
Town/city

Post Code

Institution name
Department name
Street address
Town/city

Post Code

Date: 24/04/2015
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. | underiake to notify review bodies of substantial amendments 1o the protoca

. | underiake to submit annual progress reports setling out the progress

10.

.

D1. Declaration by Chief Investigator

. The information in this form is accurate to the best of my knowledge and belief and | take full responsibiity for

it

. | underiake to abide by the ethical principles underlying the Declaration of Helsinki and good praclice

guidelines on the proper conduct of research.

. If the research is approved | underiake to adhere to the study protocol, the terms of the full application as

approved and any conditions set out by review bodies in giving approval.

application, and to seek a favourable opinion from the main REC before imj

bodies.

. | amn aware of my responsibiity o be up to date and comply wi i law and relevant

guidelines relating 1o security and confidentialily of patient
when necessary with the appropriate Data Protection Offi
identifiable data o third parties unless the disclosure
patient data in England and Wales, the discloswre is covered
the NHS Act 2006.

e data subject or, in the case of

| undersiand that research records/data may b view bodies for audit purposes if
required

| understand that any personal data in this applic e 4 by review bodies and their operational
managers and that this will be ned according | the principles established in the Data Protection Act

1998.

2quires NHS management permission) in accordance with the NHS
agement.
al managers of review bodies, or the appoiniing authority for the REC

© May be sent by emai to REC members.

| understand that information relating to this research, imncluding the contact details on this application, may be
held on national research information systems, and that this will be managed according to the principles
established in the Data Prolection Act 1998.

Vhere the research is reviewed by a REC within the UK Health Departments Research Ethics Service, |
understand that the summary of this study will be published on the websile of the National Research Ethics
Service (NRES), fogether with the conlact point for enquiries named below. Publication will iake place no earfier
than 3 months after issue of the ethics commitiee’s final opinion or the withdrawal of the application.

Contact point for publication (Nof applicable for R&D Forms)
NRES woulld like fo indlude a contact point with the published summeary of the study for those wishing fo seek further
information. We would be grafeful if you would indicaie one of the confact points below.

@) Chief Invesligator

Date: 24/04/2015 27
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() Sponsor

() Study co-ordinator

() Student

(") Other — please give details
(") None

Access to application for training purposes (Nof applicable for R&D Forms)
Opfional — please fick as appropriafe:

= | would be content for members of other RECs to have access to the information in the application in confidence
for framing purposes. All personal identifiers and references to sponsors, funders and research units would be

removed.

Signature:

Print Name: Ruth Elsdon

Date: 25/032015 (dd/mmiyyyy) Q
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Post:

Date:

Signature:

D2 Declaration by the sponsor’s representative

If there is more than one sponsor, this declaration showld be signed on behalf of the co—sponsors by a representafive
of the lead sponsor named at AG4-1.

| confirm that:

This research proposal has been discussed with the Chief Investigator and agreement in principle to
sponsor the research is in place.

. An appropriate process of scientific critique has demonsirated that this research proposal is worthwhile and

of high scientific quality.

. Any necessary indemnity or insurance arrangements, as descnbed in guestion A78, will be in place before

this research starts. Insurance or indemnity policies will be renewed for the duration of the study where
NECEsSany.

. Arrangements will be in place before the study starts for the research team fo access resources and support

o deliver the research as proposed.

. Arrangements to allocate responsibilities for the management, monitoring and reporting of the research will

be in place before the research starts.

. The duties of sponsors set out in the Research Governance Framework for Health and Social Care will be

undertaken in relation to this research.

Please note: The declarations below do nof form part of the application for approval above. They will not be
considered by the Research Ethics Commilfes.

. Where the research is reviewed by a REC within the UK Health Depariments Research Ethics Senice, |

understand that the summary of this study will be publshed on the website of the National Research Ethics
Senvice (MRES), together with the contact point for enguiries named in this application. Publication will take
place no earlier than 3 months after issue of the ethics committee's final opinion or the withdrawal of the
application.

. Specifically, for submissions to the Research Ethics Committees (RECs) | declare that any and all clinical

trials approved by the HRA since 30th Septernber 2013 (as defined on IRAS categories as clinical trials of
medicines, devices, combination of medicines and devices or other clinical trials) have been registered on a
publically accessible register in compliance with the HRA registration requirements for the UK, or that any
deferral granted by the HRA still apphes.

Print Mame:

Organisation:

{idmmyyyy)

Date: 24/04/2015 28
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DB3. Declaration for student projects by academic supervisor(s)

1. | have read and approved both the research proposal and this application. | am salished that the scieniific content
of the research is salisfactory for an educational qualification at this level.

2. | undertake to fulfl the responsibiiiies of the supervisor for this study as set oul in the Research Governance
Framework for Health and Secial Care.

3. | take responsibility for ensuring that this study is conducted in accordance with the ethical principles underlying
the Declaration of Helsinki and good practice guidelines on the proper conduct of research, in conjunciion with
clinical supervisors as appropriate.

4. | take responsibility for ensuring that the apglicant is up to date and complies with the requirements of the law and
relevant guidelines relating to security and confidentiakity of patient and other personal , in conjunction with
clinical supervisors as appropriate.

Academic supervisor 1

Signature:

Print Name: Craig Muray

Post:

Crganisation: Clinical Psychology, Lanca
Date: (ddimmiyyyy)

Academic supervisor 2

Signature:

Print Name:

Post:

Crganisation:

Date: 24/04/2015 30
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Appendix 4-J NHS REC final approval letter

NRES Committee North West - Haydock
3rd Floor - Barlow House

4 Minshull Street

Manchester

M1 3Dz

Telephone: 0161 625 7827
Fax: 0161 625 7299
29 May 2015

Mrs Ruth Elsdon

Trainee Clinical Psychologist

Lancashire Care NHS Trust

Clinical Psychology, Division of Health Research
Lancaster University

Lancaster

LA14YT

Dear Mrs Elsdon

Study title:

Other [Title amendment (2d)]
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Participant consent form [consent form version 2]

made available to R&D offices at all
participating sites.
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Appendix 4-K Substantial amendment (1) favourable opinion letter

NHS!

Health Research Authority

National Research Ethics Service

NRES Committee North West - Haydock

3rd Floor - Barlow House
4 Minshull Street
Manchester

M1 3Dz

Tel: 0161 625 7827
Fax: 0161 625 7299

18 August 2015

Mrs Ruth Elsdon

Trainee Clinical Psychologist

Lancashire Care NHS Trust

Clinical Psychology, Division of Health Research
Lancaster University

Lancaster

LA14YT

Dear Mrs Elsdon

Study title:
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Copies of advertisement materials for research participants [Phase
2 poster]

sity
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Appendix 4-L Substantial amendment (2) favourable opinion letter

NHS

Health Research Authority

Research Ethics Service

North West - Haydock Research Ethics Committee

3rd Floor - Barlow House
4 Minshull Street
Manchester

M1 3DZ

Tel: 0207 104 8012
13 November 2015

Mrs Ruth Elsdon

Trainee Clinical Psychologist

Lancashire Care NHS Trust

Clinical Psychology, Division of Health Research
Lancaster University

Lancaster

LA14YT

Dear Mrs Elsdon

Study title:
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Summary CV for supervisor (student research) [Dr Suzanne Hodge]

ndation Trust
Ms Debbie Knight, Lancaster University
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Appendix 4-M Substantial amendment (3) favourable opinion letter

Health Research Authority

Research Ethics Service

North West - Haydock Research Ethics Committee

3rd Floor - Barlow House
4 Minshull Street
Manchester

M1 3DZ

Tel: 0207 104 8012
26 November 2015

Mrs Ruth Elsdon
Trainee Clinical Psychologist
Lancashire Care NHS Trust

Clinical Psychology, Division of Health Research
Lancaster University

Lancaster

LA14YT

Dear Mrs Elsdon

Study title:
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Membership of the Committee

The members of the Committee who took part in the review are listed on the attached
sheet.

R&D approval

All investigators and research collaborators in the NHS should notify the R&D office for the
relevant NHS care organisation of this amendment and check whether it affects R&D
approval of the research.

Statement of compliance

The Committee is constituted in accordance with the Governance Arrangements for
Research Ethics Committees and complies fully with the Standard Operating Procedures for

Research Ethics Committees in the UK.

We are pleased to welcome researchers and R & D staff at our NRES committee members’
training days — see details at http://www.hra.nhs.uk/hra-training/

15/NW/0403: Please quote this number on all correspondence |

Yours sincerely

w

Dr Tim S Sprosen
Chair

E-mail: nrescommittee.northwest-haydock@nhs.net

Enclosures:
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Appendix 4-N Substantial amendment (4) favourable opinion letter

11 March 2016

Mrs Ruth Elsdon

NHS

Health Research Authority

North West - Haydock Research Ethics Committee

3rd Floor - Barlow House
4 Minshull Street
Manchesler

M13DZ

Tel: 0207 104 8012

Trainee Clinical Psychologist

Lancashire Care NHS Trust

Clinical Psychology, Division of Health Research

Lancaster University
Lancaster
LA1 4YT

Dear Mrs Esdon
Study title:

REC reference:
Protocol number:
Amendment number:
Amendment date:
IRAS project ID:

Exploring women's experiences of bonding with their
children in the context of street-based sex work
15/NW/0403

n/a

4

21 January 2016

173694

The above amendment was reviewed at the meeting of the Sub-Committee held on 08

March 2016.

Favourable opinion

Approval is sought to change the inclusion criteria.

The members of the Committee taking part in the review gave a favourable ethical opinion
of the amendment on the basis described in the notice of amendment form and supporting

documentation.

Approved documents

The documents reviewed and approved at the meeting were:

Document Version Date

Copies of advertisement materials for research participants 3 21 January 2016
Nofice of Substantial Amendment {(non-CTIMP) 4 21 January 2016
Other [Rec Form] 24 April 2015
Research protocal or project proposal 5 21 January 2016
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Membership of the Committee

The members of the Committee who took part in the review are listed on the attached
sheet.

R&D approval

All investigators and research collaborators in the NHS should notify the R&D office for the
relevant NHS care organisation of this amendment and check whether it affects R&D
approval of the research.

Statement of compliance

The Committee is constituted in accordance with the Governance Arrangements for
Research Ethics Committees and complies fully with the Standard Operating Procedures for

Research Ethics Committees in the UK.

We are pleased to welcome researchers and R & D staff at our NRES committee members’
training days — see details at http://www.hra.nhs.uk/hra-training/

15/NW/0403: Please quote this number on all correspondence |

Yours sincerely

w

Dr Tim S Sprosen
Chair

E-mail: nrescommittee.northwest-haydock@nhs.net

Enclosures:
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Appendix 4-O NHS Site-Specific Information form

NHS S8l IRAS Version 5.00

The integrated dataset required for your project will be created from the answers you give to the following questions. The
system will generate only those questions and sections which (a) apply to your study type and (b) are required by the bodies
reviewing your study. Please ensure you answer all the questions before proceeding with your applications.

Please complete the questions in order. If you change the response to a question, please select ‘Save’ and review all the
questions as your change may have affected subsequent questions.

Please enter a short title for this project (maximum 70 characters)
Mothers' experiences of bonding with children in context of street sex work

1. Is your project research?

@ Yes (U No

2. Select one category from the list below:

(7 Clinical trial of an investigational medicinal product

(7 Clinical investigation or other study of a medical device

() Combined trial of an investigational medicinal product and an investigational medical device

() Other clinical trial to study a novel intervention or randomised clinical trial to compare interventions in clinical practice
() Basic science study involving procedures with human participants

() Study administering questionnaires/interviews for quantitative analysis, or using mixed quantitative/qualitative
methodology

@ Study involving qualitative methods only

() Study limited to working with human tissue samples (or other human biclogical samples) and data (specific project
only)

() Study limited to working with data (specific project only)

(7 Research tissue bank

() Research database

If your work does not fit any of these categories, select the option below:

() Other study

2a. Please answer the following question(s):

a) Does the study involve the use of any ionising radiation? (JYes @ No

b) Will you be taking new human tissue samples (or other human biological samples)? (JYes @@ No
'Yes @ No

o~

c) Will you be using existing human tissue samples (or other human biclogical samples)?

3. In which countries of the UK will the research sites be located ?(Tick all that apply)

[+ England

[ Scotland

[ Wales

[ Northern Ireland

1 173694/853996/6/446/277315/332696
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NHS S3l IRAS Version 5.0.0

3a. In which country of the UK will the lead NHS R&D office be located:

@ England

() Scotland

() Wales

() Northern Ireland

() This study does not involve the NHS

4. Which review bodies are you applying to?

[ HRA Approval

[+ NHS/HSC Research and Development offices

[ Social Care Research Ethics Committee

[+ Research Ethics Committee

[ Confidentiality Advisory Group (CAG)

[ National Offender Management Service (NOMS) (Prisons & Probation)

For NHS/HSC R&D offices, the Cl must create Site-Specific Information Forms for each site, in addition to the
study-wide forms, and transfer them to the Pls or local collaborators.

5. Will any research sites in this study be NHS organisations?

@ Yes (UNo

5a. Are all the research costs and infrastructure costs for this study provided by an NIHR Biomedical Research Centre,
NIHR Biomedical Research Unit, NIHR Collaboration for Leadership in Health Research and Care (CLAHRC) or NIHR
Research Centre for Patient Safety & Service Quality in all study sites?

(JYes (@ No

If yes and you have selected HRA Approval in question 4 above, your study will be processed through HRA Approval.

If yes, and you have not selected HRA Approval in question 4 above, NHS permission for your study will be processed
through the NIHR Coordinated System for gaining NHS Permission (NIHR CSP).

5b. Do you wish to make an application for the study te be considered for NIHR Clinical Research Network (CRN) support
and inclusion in the NIHR Clinical Research Network (CRN) Portfolio? Please see information button for further details.

(Yes (@ No

If yes, you must complete a NIHR Clinical Research Network (CRN) Portfolio Application Form immediately after
completing this project filter and before submitting other applications. If you have selected HRA Approval in question 4
above your study will be processed through HRA Approval. If not, NHS permission for your study will be processed through
the NIHR Coordinated System for gaining NHS Permission (NIHR CSP).

6. Do you plan to include any participants who are children?

(JYes @ No

7. Do you plan at any stage of the project to undertake intrusive research involving adults lacking capacity to consent
for themselves?

(Yes (@ No

Answer Yes if you plan to recruit living participants aged 16 or over who lack capacity, or to retain them in the study following
loss of capacity. Intrusive research means any research with the living requiring consent in law. This includes use of
identifiable tissue samples or personal information, except where application is being made to the Confidentiality Advisory

2 173694/853996/6/446/277315/332696
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Group to set aside the common law duty of confidentiality in England and Wales. Please consult the guidance notes for
further information on the legal frameworks for research involving adults lacking capacity in the UK.

8. Do you plan to include any participants who are prisoners or young offenders in the custody of HM Prison Service or
who are offenders supervised by the probation service in England or Wales?

(JYes (@@ No

9. Is the study or any part of it being undertaken as an educational project?
@®Yes (JNo

Please describe briefly the involvement of the student(s):
The student is the chief investigator and is conducting the research as part of a doctorate in clinical psychology

9a. Is the project being undertaken in part fulfilment of a PhD or other doctorate?

®yYes (INo

10. Will this research be financially supported by the United States Department of Health and Human Services or any of
its divisions, agencies or programs?

(Yes (@ No

11. Will identifiable patient data be accessed outside the care team without prior consent at any stage of the project
(including identification of potential participants)?

(Yes (@ No

3 173684/853996/6/446/27 7315/332696
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Is the site hosting this research a NHS site or a non-NHS site? NHS sites include Health and Social Care organisations in
Northern Ireland. The sites hosting the research are the sites in which or through which research procedures are conducted.
For NHS sites, this includes sites where NHS staff are participants.

@) NHS site
() Non-NHS site

This question must be completed before proceeding. The filter will customise the form, disabling questions which are not
relevant to this application.

One Site-Specific Information Form should be completed for each research site and submitted to the relevant R&D office
with the documents in the checklist. See guidance notes.

The data in this box is populated from Part A:

Title of research:
Exploring women's experiences of bonding with their children in the context of street-based sex work

Short title:  Mothers' experiences of bonding with children in context of street sex work

Title Forename/Initials Surname

Chief Investigator: Mrs Ruth Elsdon

Name of NHS Research Ethics Committee to which application for ethical review is being made:
North West - Haydock

Project reference number from above REC: 15-NW-0403

1-1. Give the name of the NHS organisation responsible for this research site

1-3. In which country is the research site located?

@ England
() Wales
() Scotland

() Northern Ireland

1-4. Is the research site a GP practice or other Primary Care Organisation?

(JYes (@ No

2.Who is the Principal Investigator or Local Collaborator for this research at this site?

4 173694/853996/6/446/277315/332696



ETHICS SECTION 4-78

NHS SSI IRAS Version 5.0.0

Select the appropriate title: (™) principal Investigator

@ Local Collaborator

Title Forename/Initials Surname

Post
Qualifications
Organisation
Work Address

PostCode

Work E-mail
Work Telephone
Mobile

Fax

a) Approximately how much time will this person allocate to conducting this research? Please provide your response
in terms of Whole Time Equivalents (WTE).
1 day total

b) Does this person hold a current substantive employment contract, Honerary Clinical @®Yes (JNo
Contract or Honorary Research Contract with the NHS organisation or accepted by the NHS
organisation?

A copy of a current CV for the Principal Investigator (maximum 2 pages of A4) must be submitted with this form.

3. Please give details of all locations, departments, groups or units at which or through which research procedures will
be conducted at this site and describe the activity that will take place.

Please list all locations/departments etc where research procedures will be conducted within the NHS organisation,
describing the involvement in a few words. Where access to specific facilities will be required these should also be listed for
each location.

Name the main location/department first. Give details of any research procedures to be carried out off site, for example in
participants' homes.

Location Activity/facilities

Inform eligible service users about research and pass on research information. Arrange
appointment with interested service users and principal investigator for an interview.
Provide a private room for any interviews. Follow up any safeguarding concerns that may
arise during interviews and speak with any participants if they need to after taking part.
Phone interviews may take place if preferred.

Inform eligible service users about research and pass on research information. Arrange
appointment with interested service users and principal investigator for an interview.
Provide a private room for any interviews. Follow up any safeguarding concerns that may
arise during interviews and speak with any participants if they need to after taking part.
Phoene interviews may take place if preferred.

5. Please give details of all other members of the research team at this site.

6. Does the Principal Investigator or any other member of the site research team have any direct personal involvement
(e.g. financial, share-holding, personal relationship etc) in the organisation sponsoring or funding the research that may
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give rise to a possible conflict of interest?

(JYes (@ No

7.What is the proposed local start and end date for the research at this site?

Start date: 12/10/2015
End date: 29/01/2016
Duration (Months): 3

8-1. Give details of all non-clinical intervention(s) or procedure(s) that will be received by participants as part of the
research protocol. (These include seeking consent, interviews, non-clinical observations and use of questionnaires.)

Columns 1-4 have been completed with information from A18 as below:
1. Total number of interventions/procedures to be received by each participant as part of the research protocol.

2. If this intervention would have been routinely given to participants as part of their care, how many of the total
would have been routine?

3. Average time taken per intervention (minutes, hours or days)
4. Details of who will conduct the procedure, and where it will take place

Please complete Column 5 with details of the names of individuals or names of staff groups who will conduct the
procedure at this site.

Intervention or procedure 12 3 4 5

Seeking consent 1 0 10 Chief investigator will review the Chief investigator (Ruth Elsdon)
minutes information sheet with the
service user, answer any
questions, and ask if they wish
to continue. If they choose to
continue, the consent form will
be given to sign.

Interview 1 0 1 hour The chief investigator will Chief investigator (Ruth Elsdon)
conduct the interviews in
private rooms at centres used
by recruitment sites or over the
phone. It will be semi-
structured. Opportunity for
debrief will take place at the
end.

8-2.Will any aspects of the research at this site be conducted in a different way to that described in Part A or the
protocol?

(JYes (® No
If Yes, please note any relevant changes to the information in the above table.

Are there any changes other than those noted in the table?

10. How many research participants/samples is it expected will be recruited/obtained from this site?

Up to a maximum of 12 but likely to be less

11. Give details of how potential participants will be identified locally and who will be making the first approach to them
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to take part in the study.

Staff will be informed of the research and will identify service users on their case load who they think may be eligible
and will approach them directly about it during their normal contact with them, unless they think discussing the
research with particular individuals would not be appropriate given the service user's current situation. They will hand
out information about the project and can follow up with anyone who expresses an interest to participate.

Research posters and fliers are available and can be used depending whether staff at each location think it is
appropriate for their setting.In this case, interested individuals will be directed to call the chief investigator directly or
speak to a member of staff for more information.

12. Who will be responsible for obtaining informed consent at this site? What expertise and training do these persons
have in obtaining consent for research purposes?

Name Expertise/training

Ruth | have had training in taking informed consent as part of the Doctorate in Clinical Psychology Course | am

Elsdon currently undergoing. This has included considering issues around capacity to consent. | have had
experience of this in my role as trainee clinical psychologist e.g. in conducting psychological assessments
or delivering therapy, and have conducted research previously within \which involved
obtaining informed consent from inpatients on a psychiatric ward.

15-1. Is there an independent contact point where potential participants can seek general advice about taking part in
research?

As the chief investigator is external to the Trust, staff at each location are independent and so can offer impartial advice
or guidance about taking part. In addition, a contact has been provided on the information sheets regarding where to
go with any complaints or concerns about the research.

15-2. Is there a contact point where potential participants can seek further details about this specific research project?

They can initially ask the staff member who informs them of the project and the information sheet provided. The chief
investigator has a research phone that potential participants can call if they have further questions about involvement.
Before interviews commence, there will be opportunity for people to ask further questions and to change their mind
about participating.

16. Are there any changes that should be made to the generic content of the infoermation sheet to reflect site-specific
issues in the conduct of the study? A substantial amendment may need to be discussed with the Chief Investigator and
submitted to the main REC.

No. Blank spaces have been left on the information sheet to insert the name of the service and this has been approved
by the REC.

Flease provide a copy on headed paper of the participant information sheet and consent form that will be used locally.
Unless indicated above, this must be the same generic version submitted to/approved by the main REC for the study while
including relevant local information about the site, investigator and contact points for participants (see guidance notes).

17. What local arrangements have been made for participants who might not adequately understand verbal
explanations or written information given in English, or who have special communication needs? (e.g. translation, use of
interpreters etc.)

Due to limited resources, it is not possible to provide interpreters for the research so all participants must be able to
communicate in english. Information sheets will be given out by staff who can go through them with potential
participants if they need assistance.

18. What local arrangements will be made to inform the GP or other health care professionals responsible for the care
of the participants?

To protect confidentiality, the service will not be routinely informed about service user's participation. However, staff
informing potential participants about the research are likely to know if they opt to take part and may be there to
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introeduce service users to the chief investigator at the time of interview. Additionally, any safeguarding concerns after
the interview will need to be followed up by the service, participants will be encouraged to take any concerns they may
have following the research (e.g. if they feel upset and want to discuss this with someone) back to the service.

19. What arrangements (e.g. facilities, staffing, psychosocial support, emergency procedures) will bein place at the
site, where appropriate, to minimise the risks to participants and staff and deal with the consequences of any harm?

As above, any safeguarding concerns raised during the interviews regarding risk of harm being caused to or by the
participants, will be reported directly to the service by the chief investigator after the interview. If a more immediate
response is required, the interview will be stopped and this will be followed up immediately. A relevant contact within
the service will have been identified prior to commencing the interview.

At the end of each interview, the chief investigator will offer a debrief where participants are invited to consider if they
feel upset or distressed in any way by what has been discussed. They will be encouraged to speak with their worker
from the service afterwards if they need to and a list of other helpful contacts will be provided. The chief investigator will
ensure a member of staff is available after the interview in case this is required.

20. What are the arrangements for the supervision of the conduct of the research at this site? Flease give the name and
contact details of any supervisor not already listed in the application.

The research is supervised through the DCIlinPsy course at Lancaster University by an academic supervisor (Craig

Murray) and a field supervisor is also provided (Ruth O'Shaugnessey) who is based within Alder Hey Children's NHS
Trust.

21. What external funding will be provided for the research at this site?

(7 Funded by commercial sponsor
(7 Other funding

(® No external funding

How will the costs of the research be covered?
Lancaster University are sponsoring the research.

23. Authorisations required prior to R&D approval

The local research team are responsible for contacting the local NHS R&D office about the research project. Where the
research project is proposed to be coordinated centrally and therefore there is no local research team, itis the
responsibility of the central research team to instigate this contact with local R&D.

NHS R&D offices can offer advice and support on the set-up of a research project at their organisation, including
information on local arrangements for support services relevant to the project. These support services may include clinical

supervisors, line managers, service managers, support department managers, pharmacy, data protection officers or
finance managers depending on the nature of the research.

Obtaining the necessary support service authorisations is not a pre-requisite to submission of an application for NHS
research permission, but all appropriate authorisations must be in place before NHS research permission will be granted.
Processes for obtaining authorisations will be subject to local arrangements, but the minimum expectation is that the local
R&D office has been contacted to natify it of the proposed research project and to discuss the project's needs prior to
submission of the application for NHS research permission via IRAS.

Failure to engage with local NHS R&D offices prior to submission may lead to unnecessary delays in the process of this
application for NHS research permissions.

Declaration:
[« Iconfirm that the relevant NHS organisation R&D office has been contacted to discuss the needs of the project
and local arrangements for support services. | understand that failure to engage with the local NHS R&D office before

submission of this application may result in unnecessary delays in obtaining NHS research permission for this
project.
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Please give the name and contact details for the NHS R&D office staff member you have discussed this application
with:

Flease note that for some sites the NHS R&D office contact may not be physically based at the site. For contact details refer
to the guidance for this question.

Work E-mail
Work Telephone

Declaration by Principal Investigator or Local Collaborator

1. The information in this form is accurate to the best of my knowledge and | take full responsibility for it.

2. lundertake to abide by the ethical principles underpinning the World Medical Association's Declaration of Helsinki
and relevant good practice guidelines in the conduct of research.

3. [Iftheresearch is approved by the main REC and NHS organisation, | undertake to adhere to the study protocol, the
terms of the application of which the main REC has given a favourable opinion and the conditions requested by the
NHS organisation, and to inform the NHS organisation within local timelines of any subsequent amendments to
the protocol.

4. Ifthe research is approved, | undertake to abide by the principles of the Research Governance Framework for
Health and Scocial Care.

5. |amaware of my responsibility to be up to date and comply with the requirements of the law and relevant
guidelines relating to the conduct of research.

6. lundertake to disclose any conflicts of interest that may arise during the course of this research, and take
responsibility for ensuring that all staff involved in the research are aware of their responsibilities to disclose
conflicts of interest.

7. lunderstand and agree that study files, documents, research records and data may be subject to inspection by the
NHS organisation, the sponsor or an independent body for monitoring, audit and inspection purposes.

8. |take responsibility for ensuring that staff involved in the research at this site hold appropriate contracts for the
duration of the research, are familiar with the Research Governance Framework, the NHS organisation's Data
Protection Policy and all other relevant policies and guidelines, and are appropriately trained and experienced.

9. lundertake to complete any progress and/or final reports as requested by the NHS organisation and understand
that continuation of permission to conduct research within the NHS organisation is dependent on satisfactory
completion of such reports.

10. | undertake to maintain a project file for this research in accordance with the NHS organisation's policy.

11. | take responsibility for ensuring that all serious adverse events are handled within the NHS organisation's policy
for reporting and handling of adverse events.

12. lunderstand that information relating to this research, including the contact details on this application, will be held
by the R&D office and may be held on national research information systems, and that this will be managed
according to the principles established in the Data Protection Act 1998.

13. lunderstand that the information contained in this application, any supperting documentation and all
correspondence with the R&D office and/or the REC system relating to the application will be subject to the

provisions of the Freedom of Information Acts and may be disclosed in response to requests made under the Acts
except where statutory exemptions apply.

This section was signed electronically by Mrs Ruth Elsdon on 30/08/2015 22:27.

Job Title/Post: Trainee Clinical Psychologist
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Organisation: Lancaster University

Email: r.elsdon@lancaster.ac.uk
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Appendix 4-P R & D approval letter

9 October 2015

Mrs R Elsdon
Clinical Psychology WE ARE SOcHAL
Division of Health Research [ £ ] BT rute)

Furness College
Lancaster University
Lancaster, UK
LA14YG

Dear Mrs Elsdon

Re: NHS Permission for Research

Project Reference: 891

REC Reference Number: 15/NW/0403

IRAS Reference Number: 173694

Sponsor: Lancaster University

Project Title: Exploring women's experiences of bonding with their children in the
context of street-based sex work

Date of Permission: 8 October 2015

Further to your request for permission to conduct the above research study at this Trust,
we are pleased to inform you that this Trust has given NHS permission for the research.
Your NHS permission to conduct research at this site is only valid upon receipt of a
signed ‘Conditions for NHS Permission Reply Slip’ which is enclosed.

Please take the time to read the attached conditions for NHS permission. Please contact
the R&D Office should you require any further information. You will need this letter as
proof of NHS permission. Please note when contacting the R&D office about your study
you must always provide the project reference numbers provided above.

NHS permission for the above research has been granted on the basis described in the
IRAS application form, Protocol and supporting documentation.

The documents reviewed were:

Document
The Trust is committed to safeguarding children, young people and vulnerable adults and
requires all staff and volunteers to share this commitment.

Greater Manchester West Mental Health NHS Foundation Trust, Trust Headquarters,
Bury New Road, Prestwich, Manchester M25 3BL Tel: 0161 773 9121.

Triangle of Care

Chair: Alan Maden Chief Executive: Bev Humphrey MEMBER %
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Participant Information Sheet

r University

Enc: Approval Conditions Leaflet
Induction & ID Badge Information
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Appendix 4-Q Research Proposal Application for an individual service

2015 [DELETED NAME] Research Proposal Application

Please complete this form and submit to [DELETED NAME] for ideration ot the next h O igh

Group
Nates and h Process flowch

Please refer to

NAME] Re

Full Project Title

Becoming mothers in the context of street—based sex work: women's
experiences of bonding with their children

Type of Research

External

[DELETED NAME] sponsor
If you are an ‘external’ applicant
please provide the name of your
[DELETED NAME] sponsor.

I have been in contact with the following people from [DELETED NAME] during the
planning of the project: [DELETED NAMES]

Main Applicant

Name: Ruth Elsdon
Position held: Trainee Clinical Psychologist

Contact Address: Clinical Psychology, Division of Health Research, Lancaster University,
Lancaster, LA1 4YT

Telephone: 07730601935

E-mail: r.elsdon @lancaster.ac.uk

Abstract of research

Provide a succinct summary of your
research proposal. The abstract
should be laid out as per the four
headings in the opposite column.

i) Background

Although difficult to quantify, many women are involved in sex work on
streets across Britain and a large proportion of these are mothers. Itis a
lifestyle often, although not always, accompanied by violence, poverty,
and drug use and research suggests links between sex work and
psychological distress for many women {Rossler, Koch, Hass, Altwegg,
Ajsacic- Gross, & Landolt, 2010). These factors may present challenges
to women when they have children in terms of being able to care for
their children both practically and emotionally. This is reflected in the
fact that many children are removed from the care of mothers who are
involved in street-based sex work (Hester & Westmarland, 2004), with
long lasting effects not only on the child but also the mother, for whom
it may lead to increased risk-taking behaviour (Sloss & Harper, 2004). As
well as the immediate impact, it is widely accepted that the quality of
the attachment relationship a child develops with their parent in the
early days, weeks and months of their life has a long lasting impact on
their future overall development (Slade, 2002).

Limited research exists conceming the impact of being a sex
worker and a mother or the nature of the relationship between
these two roles. Considering the high numbers of women working in
street sex-work thought to be mothers and the vulnerabilities

Individual service ethics application.docx
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connected to the work, it is important to understand how
women relate to their children in this context; what factors
impact upon their capacity for nurturing secure attachments
with them, and how this process impacts on the women
themselves. Further explorations of these areas can potentially broaden
understanding about the lives of women invclved in sex work and their
spedific needs and strengths. This knowledge can help professicnals and
services to provide additional and focused support for women in
developing healthy relationships with their children, and promoting
women's wellbeing in this context.

iii) Aims

To explore how women experience the bonding process with their
children in the context of street-based sex work, specifically seeking to
understand their perceptions of how their work impacts upon this
bonding process and what impact these relationships have on them
individually; to find out what women believe has helped them to
develop relationships with their children and what has made this
difficult.

jiii) Techniques and Methodology (including any assessment measures)

The study will use a phenomenolcgically-informed qualitative
methodology, suitable for exploring experience in depth, and privileging
the lived experience of the women involved. In depth semi-structured
interviews will be used (see attached topic guide). These will be
predominantly face-to-face but | have submitted an amendment to
IRAS to include phone interviews if participants prefer. Data will be
analysed using thematic analysis.

iv) Impact for [DELETED NAME] service users and quality improvement

Service users who the research is relevant for will be informed about the
research by staff, as well as posters/ fliers being put in public spaces where
appropriate. The research is ‘opt-in’ so people who are interested can contact
me or a staff member to find out more and arrange an interview if they
choose. Interviews will be confidential and all data will be anonymised before
being used.

It is hoped that participants may find it beneficial to have the opportunity to
talk about their experiences. Additionally, the findings will be fed back to the
relevant [DELETED NAMIE] services and to other services working directly with
sex workers. It is hoped these findings will inform improvements to the quality

of services in the future, by increasing their awareness of service-users’
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specific needs relating to having children and leading to more
timely support for women who are having children in similar
circumstances.

4-88

Is this a clinical trial?

No

What are the funding
arrangements?

Please state if you are seeking
financial support for your project.

If funding arrangements are in place
please provide evidence of this with
your application.

The research is sponsored by Lancaster University and all costs covered by the

DClinPsy programme.

No additional funding is being sought.

Commercially Funded
research

If the research is sponsored by a
commercial agency please complete
this section and enclose any relevant
information with your application.

Contact Name:

Telephone:

E-mail:

Name of Company/Organisation:

On what basis is the agency funding the research? (per patient, fixed fee etc.)?

Which body has provided
ethical review? e.g.
University/IRAS

Please submit evidence of this with
your application.

IRAS.

REC committee North West- Haydock.

Please provide details of
the indemnity
arrangements (insurance)
for the project.

Lancaster University legal liability cover will apply.

Timetable.

Please indicate dates at
which you are planning to
commence the research
activities.

Start Data Collection: As soon as possible

End Data Collection: January 2016

Data Analysis: September-January 2016

Write Up and Dissemination of findings: February 2016
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How will the results be
disseminated?

( e.g. peer reviewed journal,
conference presentations)

[0 Findings from the research will be written in a report as per
the requirements of the DClinPsy programme.

[0 Findings from the research will be presented at Lancaster
University as part of the DClinPsy programme.

[0 I aim to publish the research in a relevant academic journal.

[0 1 will lock to present the research findings at a relevant conference after
completion of the project.

[1 Each service involved will be given a summary of the findings of the
research.

[0 Each participant will have the option to be given a summary of the
findings, either sent in the post, by email, or provided through a worker
at the service, depending on service policies and the preference of each
participant

[1 As part of the debrief section of the interviews, | will discuss with
participants the possibility of participating in the dissemination of the
findings. | will suggest ideas such as doing a presentation to the service
about the findings, or helping to present the findings at a relevant
conference. Participants will alsc be asked if they have any ideas about
how they would like the findings to be used which they can participate
in either with myself or with the service, dependent on resources.

If you require the
involvement of [DELETED
NAME] staff, service users,
peer mentors, volunteers
in your research please
clearly state the reason
for their involvement.

If they are not to be involved please
state this.

[DELETED NAME] staff who are in contact with women involved in sex work
have expressed willingness to distribute research information and speak with
service users about the research. They will facilitate service users arranging
interviews with myself. It is possible participants will want to speak with
[DELETED NAME] staff after the interviews to debrief but this will be arranged
directly with staff. | will also need to report any safeguarding concerns to the
relevant service within [DELETED NAME] to be followed up by their procedures.
This is clearly explained in the research information to participants.

The research will involve interviews service-users who wish to participate.

Please provide details of
additional non-[DELETED
NAME] staff to be
involved (if any) and the
reason for their
involvement.

| am not a member of [DELETED NAME] staff and will be conducting the
interviews.

Please des[DELETED
NAME]be how
participation in this
project might place
service users or staff at

| do not envisage staff or service users being placed in any direct risk as a result
of participation. However, it is possible that participants may find it upsetting
to discuss their experiences. To minimise this, research information makes
clear what participation involves, a debrief will take place after the interview

and details of relevant support services provided in case necessary, and
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any risk.

participants can be directed back to the service to speak to a staff me
they wish.

4-90

Progress reports

If you answer no, please provide
additional information

Please confirm that you will report to [DELETED NAME] on the progress of your
research at appropriate intervals to be determined by [DELETED NAME]?
Yes x[] No []

Research findings

If you answer no, please provide
additional information

Please confirm that you will share your research findings with [DELETED NAME] on
completion of your research project?
Yes x[ No [

For internal use only

Application checklist

All sections of application form completed as required Yes [] No []
Details of funding arrangements enclosed (where applicable) Yes [ No ]
Proof of ethical review enclosed {where applicable) Yes [] No ]
Agreement to report on research progress to [DELETED NAME] Yes [ No []
Agreement to share research findings with [DELETED NAME] Yes [] No []
Research Chair Decision Approved [] Declined [J | Research Tracker updated: Yes [ No O

Additional Comments
(if applicable)

Research Code (assigned
on approval):

Project completion date:
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Appendix 4-R Confirmation of approval by individual service

@

Reply Reply Al Forward w - © T OE A X (7]

To: Elsdon, Ruth
Wednesday, October 07, 2015 2:17 PM

- You forwarded this message on 11/4/2015 3:46 PM.

Hi Ruth,

It was lovely to talk to you yesterday. As discussed I'm pleased to confirm that your application has been approved. I apologise
for the lengthy process but at least there has been a positive outcome. [ will be in touch at a later stage for updates on your
progress. Meanwhile, I wish you well with your research.

Regards,

National Research Manager
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