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ABSTRACT
Research on female street prostitutes has focused on negative consequences of the
lifestyle. Yet, there is a dearth of literature on resilience and coping. This study addresses
resilience and coping skills among three groups of women in various stages of prostitution:
actively prostituting, exited the lifestyle for less than six months and exited for more than
eighteen months. Aims included a description, a comparison and exploration of relationships for
the following variables: trauma in childhood and adulthood, physical and mental health
problems, number of provider visits in the last year, resilience and coping skills.
There is an estimated 70,000 to one million prostitutes in the United States. Female Street
prostitutes suffer the highest rates of violence, abuse, and stigma of all types of sex workers with
the violence often leading to an increase in premature mortality. Female street prostitutes have
been shown to be at high risk for mental and physical health problems, violence, and
homelessness.
There were 50 female street prostitutes who completed the following seven
questionnaires: Demographic Characteristics, The Adverse Childhood Experiences, Adult
Trauma Questionnaire, Health Questionnaire, The Connor Davidson Resilience Scale, The Ways
of Coping, and The Global Appraisal of Individual Needs Short Screener.
The findings support women who exited the lifestyle of prostitution for more than
eighteen months had a higher score on resilience. The women were able to address substance
abuse, crime/violence, and externalizing issues early in treatment however scores on
internalizing issues were only lower in the women exiting the lifestyle for 18 months or more.
Women who had exited for more than 18 months had higher positive reappraisal scores and
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lower distancing. Women still prostituting reported acute health issues whereas women exiting
the lifestyle for 18 months or more reported chronic issues.
These findings suggest that women who have experienced trauma throughout their lives
will need longer-term treatment to promote resilient reintegration into society. Access to therapy
is needed early upon exiting the lifestyle. Healthcare providers need to be educated to recognize
red flags of prostitutes so appropriate assessments and interventions can occur much earlier in
their life.
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CHAPTER 1: STATEMENT OF THE PROBLEM
There is an estimated 70,000 to one million prostitutes in the United States (U.S.), but
these statistics are considered inaccurate due to the covert nature of the crime. The most
definitive number used to indicate the number of prostitutes in the U.S. comes from arrest
records; there were 62,668 arrests for prostitution in 2010 (ProCon, 2012). Even the arrest
numbers are not completely accurate because they do not capture prostitutes that have not been
arrested. These arrest numbers most likely include re-offenders, making it difficult to determine
the full extent of the problem. Although the cost per offense has not been calculated, the costs to
society for prostitution can be quite significant, especially when the lifestyle contributes to the
cost of diseases such as human immunodeficiency virus (HIV) or acquired immunodeficiency
syndrome (AIDS) (McCollister, French, & Fang, 2009). Additionally, an average of $7.5 million
to $16 million is spent per year in cities across the United States to enforce prostitution laws and
address the criminal consequences of prostitution (Murphy, 2010).
Within the lifestyle of prostitution, female street level prostitutes are the most stigmatized
and marginalized within our society and often suffer severe health disparities as a result of their
lifestyle. Street level prostitutes experience the highest rates of violence, abuse and stigma of all
types of sex workers (Sanders & Campbell, 2007; Weitzer 2009; Williamson & Folaron, 2001),
with the violence often leading to an increase in premature mortality (Potterat et al., 2004, Ward
& Day, 2006). Although financial needs often drive the women to the streets, in reality, these
women have been found to average less than $1000 per month in wages (Cohan et al., 2005).
Additionally, support from family and friends for street prostitutes are almost nonexistent
leaving them relying upon support from other street workers (Dalla, 2002).
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The literature clearly supports female street prostitutes are likely to be engaged in risky
behaviors that lead to chronic physical and mental health problems as well as physical and sexual
violence. Research also shows the many problems encountered by the female street prostitutes
such as drug use, homelessness, violence, and poor physical and mental health; yet research in
resilience and coping skills is sparse (Prince, 2008; Roe-Sepowitz, Hickle & Cimino, 2012;
Young, Boyd, & Hubbell, 2000; Williams, 2010). This lack of literature on identified strengths
in the women continues to promote stigma, marginalization, and oppression.
Early childhood sexual abuse and chronic trauma experienced by the women can affect
their abilities to develop resilient qualities or to use functional coping skills such as seeking
social support or using stress-reducing strategies for dealing with life stressors (Richardson,
2002). Although, many protective factors for resilience assist in avoiding the negative
consequences of life stressors, factors such as coping skills can be learned through support and
education (Edward & Warelow, 2013). By focusing on the negative outcomes of prostitution
rather than any strength producing (e.g., resiliency or coping skills) outcomes, interventions are
typically targeted toward the serious health consequences of the lifestyle rather than health
promoting resilience and positive coping strategies.
Facilitating resiliency for women exiting prostitution improves the woman’s healthy
coping skills and her ability to overcome future difficulties and hardships (Masson & Hedden,
1999). Therefore, it is essential to understand both the strengths and the struggles of the women
as well as their overall level of resilience. The ultimate goal would be to support resilient
reintegration for the women; meaning growth or insight would occur for them during adversities
resulting in identifying and strengthening their resilient qualities (Richardson, 2002).
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Purpose of the Study
This research focused on resilience with women that were at various stages in the
prostitute’s life, adding to the scientific knowledge about resilience of this underserved and
vulnerable population. The results of this study will be a basis for the future development of
treatment interventions to promote resilient reintegration and improve the health of this
vulnerable population based on both their strengths and their weaknesses.
Study Aims
This study used a cross sectional design with a sample of 50 women. There was a
minimum sample of 15 women in each of three groups of female prostitutes: Group one were
currently engaged in prostitution; Group two had recently exited prostitution within the last six
months; and Group three had exited the lifestyle for at least 18 months.
The specific aims were


Aim 1: Describe 1) trauma severity experienced during both childhood and adulthood, 2)
physical and mental health, 3) quantity of visits to healthcare providers, 4) resilience, and
5) coping skills across three groups of prostitutes (women still engaged in prostitution,
women recently exiting the lifestyle, and women that have engaged in treatment and out
of the lifestyle for at least 18 months).



Aim 2: Compare the three groups for trauma in childhood and adulthood, physical and
mental health problems, number of provider visits in the last year, resilience and coping
skills.

It was predicted that resilience and coping skills would be higher among women who have been
out of the lifestyle for at least 18 months or longer.
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Aim 3: Explore relationships between childhood and adulthood trauma, physical and
mental health problems, and resilience and coping skills within each of the three groups.

It was predicted the greater the childhood and adulthood trauma, the lower the level of resilience
and coping skills while prostituting or early upon exiting.
TABLE 1. Concepts, Definitions, and Measures.
Concept

Definition

Measure

Demographic

Data about a population of women with history
of prostitution

Age, race, age first engaged in
prostitution (Developed for this study
specifically)

Experiences of trauma
in childhood and
adulthood

Childhood sexual abuse, physical abuse, and
mental abuse

Adverse Childhood Experiences
Questionnaire (Felitti et al., 1998)

Adult trauma refers to lifetime trauma exposure

Since age 18, have you: Been physically
assaulted? Been sexually assaulted?
Witnessed a violent death? Been held
captive?

Physical health

Medical diagnoses or symptoms

Health Appraisal Questionnaire:
Women’s (Felitti et al., 1998) Includes
education and marital status

Mental health

Mental health diagnoses or symptoms,
specifically externalizing disorders,
internalizing disorders, substance disorders and
crime/violence

Global Appraisal of Individual Needs
Short Screener (Dennis, Chan & Funk,
2006)

Visits to healthcare
provider

Number of visits to healthcare provider in the
past year and reason for the visit

Health Appraisal Questionnaire:
Women’s (Felitti et al., 1998)

Resilience

Dynamic process encompassing positive
adaptation within the context of significant
adversity will be adopted (Luther, Cicchetti, &
Becker, 2000)
Factors include) Personal competence, high
standards, and tenacity
2) Trust one’s instincts, tolerance of negative
affect, and strengthening effects of stress
3) Positive acceptance of change and secure
relationships
4) Control/Mastery
5) Spirituality

The Connor Davidson Resilience Scale
(Connor & Davidson, 2003)

Coping skills

Thoughts and actions a person uses to cope
with stressful situations

Ways of Coping Questionnaire
(Folkman & Lazurus, 1988)
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Significance
The negative consequences and sexual exploitation of women remains a global problem.
The chronic physical and mental health problems of street prostitutes, and the increased physical
and sexual violence experienced by these women on a daily basis is costly to the women, their
families and society as a whole. It is estimated that 65-95% of female street prostitutes were
sexually assaulted as children; 70-95% were sexually assaulted while prostituting; and 60-75%
were raped (Farley, Cotton, Lynee, Zumbeck, Spiwak, & Reyes, 2003). About 75% of those in
prostitution have been homeless at some point in their life (Farley, 2004). A study conducted in
Colorado from 1967 to 1999 concluded that prostitutes have a crude mortality rate of 391 to
100,000 death compared to the standardized mortality rate of 1.9 for the general population
(Potterat, et al., 2004). During the time of presumed active prostitution, the crude mortality rate
increased to 459 per 100,000, which was compared to the standardized mortality rate of 5.9 for
the general population (Potterat et al., 2004).
Women prostitutes from nine different countries reported 68% out of 827 had PTSD
(Farley et al., 2003). In a study of Native American prostitutes, over 70% endorsed clinically
significant symptoms of dissociation (Farley, Matthews, Deer, Lopez, Stark & Hudon, 2011).
Additionally, 89% of 854 people in prostitution from nine countries wanted to escape, yet 75%
needed a home or safe place, 76% needed job training, 61% needed health care, 56% needed
individual counseling, 51% needed peer support, 51% needed legal assistance, and 47% needed
drug/alcohol treatment (Farley et al., 2003). These large numbers demonstrate the significance of
the problem.
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There is a significant body of literature indicating childhood sexual abuse increases the
likelihood that a woman enters prostitution (Ahrens et al., 2012; Vaddiparti et al., 2006; Wilson
& Widom, 2010) with the average age of sex work beginning between 15 to 16 years (Miller et
al. 2011). Sex workers reported being more likely than non-sex workers to report being forced to
kiss or touch someone in a sexual way (35% vs 22%), being kissed or touched in a sexual way by
others when they did not want to be (42% vs 31%), and being forced to have sexual intercourse
(30% vs 21%) before age 15 (Vaddiparti, Bogetto, Callahan, Aballah, Spitznagel, & Cottler,
2006). Additionally, a prospective study of youth transitioning into young adulthood reported
neglect (OR= 2.58) and early childhood sexual abuse (OR=2.54) as significant predictors of
prostitution for females (Widom & Kuhns, 1996; Wilson & Widom, 2010).
The body of literature reporting the negative consequences related to female prostitution
is extensive. Women who engage in sex work are more likely to have unintended pregnancies,
multiple abortions, substance abuse, mental health diagnoses, and sexually transmitted infection
(STI) diagnoses including HIV (Baars, Boon, Garretsen, & Mheen, 2008; Burnette et al., 2008;
Decker et al., 2012; Mucha, Stephenson, Morandi, & Dirani, 2006; Nuttbrock, Rosenblum,
Magura, Villano, & Wallace, 2004; Weeks, Grier, Romero-Daza, Vasquez, & Singer, 2008). One
study reported among women entering a substance abuse treatment program, there was a 50.8%
lifetime prevalence of engaging in sex trade and 41.4% engagement in prostitution in the past
year (Burnette, Mandi, Luca, Ilgen, & Mark, 2008). Among these women, 52.2 % reported no
high school diploma or general educational development (GED) and 30.1% were homeless;
29.4% reported anxiety, 61.6% reported depression, 41.4% reported a history of suicide attempts.
21.5% had respiratory problems, 23.9% had circulatory problems, 19.3% had internal organ
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damage, 18.7% had neurological damage, 6.6% had HIV or AIDS, 3.2% had hepatitis and 11.9%
had other STI’s. This one study alone emphasizes the high risk and negative consequences to
women's health and well-being when they are involved in the lifestyle of prostitution. Despite
these negative consequences, the women are unlikely to follow up with healthcare providers and
if they do, they often do not disclose the fact that they are sex workers. Therefore they are not
assessed adequately for the multiple health related problems and often seek care in the
emergency department as a last resort.
Despite significant physical and mental health consequences resulting from street
prostitution, the women do not attend to healthcare visits on a routine basis and have poor
adherence to healthcare recommendations (Jeal & Salisbury, 2004a). The lack of healthcare
contributes to poor healthcare overall and continues to promote health disparities. Even when
women visit healthcare providers, 62% did not disclose their work thus routine healthcare needs
were not being addressed such as screening for sexually transmitted diseases and Hepatitis B
vaccines (Jeal & Salisbury, 2004b). Besides difficulty accessing care, the women also reported
fear of judgment by the provider and patients staring in the waiting room as barriers to healthcare
(Jeal & Salisbury, 2004b). Since street prostitutes are difficult to reach, they are not prioritized as
significant in eliminating health disparities; therefore, their healthcare needs continue to be
ignored (Jeal & Salsibury, 2007).
The complex trauma experienced by these women as a result of their lifestyle can lead to
numerous problems related to emotion dysregulation, impulse control, dissociation, interpersonal
ineffectiveness and impairment. These problems align with the domains of complex trauma
(attachment, biology, affect regulation, dissociation, behavioral control, cognition and self-
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concept) and can lead to multiple mental health issues for the women (Cook, et al., 2005;
D’Andrea, Stolbach, Ford, Spinazzola & van der Kolk, 2012). Therefore street prostitutes often
develop mental health issues such as depression, anxiety, and post-traumatic stress disorder as a
result of their lifestyle (Perdue et al., 2012; Rõssler et al., 2010; Sartor et al., 2012).
The impaired domains in complex trauma mirror the domains inherent in building
resilience, including promoting positive attachments and connections to emotionally supportive
adults, the development of cognition and self-regulation (affect regulation, cognition, altered
consciousness, biology) positive beliefs about self (self-concept), and motivation to act
effectively in one’s environment (behavioral control) (Cook, et al., 2005). Resilience signifies
strength, flexibility, mastery and the ability to resume normal functioning after excessive stress
when a person’s coping skills are challenged (Lazurus & Folkman 1984; Richardson, 2002).
When patients have post-traumatic stress, resilience is a measure of treatment outcomes and
improving resilience improves the probability of favorable outcomes (Connor, 2006). Since there
is very limited research addressing resilience within prostitution, this study will address this gap
in our knowledge.
Worldview and Philosophical Perspective
One’s philosophic worldview (epistemology) and the philosophic view of nursing
(ontology) are enmeshed within each other. Both of these views reflect one’s values and core
beliefs, which impacts the person’s approach to research, practice, education, and life. It
facilitates the organization of ideas, beliefs, and perspectives about the world and reality. A
nurse’s philosophy frames not only their approach to life but also their approach to practice and
moral dilemmas (Meleis, 1997).
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Intermodernism supports universal truths and principles, encouraging the ongoing
questioning of these truths through both science and practice. Intermodernism values the
person’s innate values, history and culture, while encouraging the use of new methods and tools
to discover truths (Reed, 2006). This ongoing questioning supports the development of new
knowledge through science and practice. The knowledge is obtained through abduction
reasoning from a person’s clinical practice, research, experiences, and beliefs (Reed, 1995). The
middle path described in intermodernism allows for diversity of ideas through paradoxical
thinking in addition to shared values (Reed, 2011). It also encourages openness to continue the
exploration of possible oppression and marginalization of populations. This theory aligns with
healthcare providers that are currently involved in both practice and research which is important
to me as a professional with a Doctor of Nursing Practice (DNP) degree in addition to seeking a
Doctor of Philosophy (PhD) degree in Nursing. Even though systematic methods are important,
it acknowledges there is not a linear model between science, practice, and new knowledge but
embraces the complexity in development of new knowledge (Reed, 2011).
My own worldview supports nursing and science having meta-narratives that apply such
as evidenced based practice and clinical practice guidelines. Rigor and discourse should occur
before and during research. There are some universal truths, which are applicable, yet it is still
important to see people as unique individuals and assess them as such when considering the use
of universal practices. Therefore, the opposing views between all or nothing, such as the lack of
any universal truth versus one universal truth, does not resonate with me without consideration
of each other (in-between-ness) which is incorporated into the philosophy of intermodernism
(Reed, 2011).
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In practice, patients may decide to utilize alternative therapies because of hope, meaning,
and significance of the healthcare event within intermodernistic views (Siahpush, 1999; Reed,
2012a). The value of hope, meaning, and goodness are important in healthcare within the
intermodernism views. The developmental and transformational potential of human beings is a
value embraced with a focus on strengths and resilience within a person at the same time as
addressing the challenges.
Also, being open to acknowledging marginalization and oppression within society is
important. Intermodernism supports differences, looks for the good in people, and is opposed to
marginalization and stigmatization, which is important when working with women coming out of
prostitution and addiction.
Therefore, my perspective aligns from the viewpoint of intermodernism bridging the gap
between modern and postmodern philosophical views. Intermodernism supports a person’s
innate value, emotional and moral senses, in addition to acknowledging the contextual influences
such as sociocultural on individuals (Reed, 2011). This worldview supports research that
addresses resilience within a population that is stigmatized and marginalized. It encourages
respect for marginalized individuals, acknowledgement of oppressed people, and the celebration
of differences while still encouraging movement for social change and justice (Reed, 2006),
which is crucial when working with people with mental illness. The middle path of this
philosophy encourages deconstruction allowing for new ideas and, thus, avoiding the extremes of
the postmodern philosophy.
This reflects the true nature of the work of a Psychiatric Mental Health Nurse Practitioner
when partnering with clients. Intermodernism encourages new tools and methods where
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knowledge can be generated from either direction, including from the top down with nurse
scientist or from the bottom up with the nurse practitioner (Reed, 1995; Reed, 2006). The ability
to generate knowledge from both directions supports my belief in the importance of the DNP
generating knowledge as well as the PhD. It also supports and encourages a more
comprehensive, not linear, perspective that is reflective of the interdisciplinary world that
nursing lives within (Reed, 2006). Thus, the worldview supports the question of resilience within
street prostitutes, which was born out of my practice working with these women.
TABLE 2. Key Concepts of Intermodernism.
Concept

Intermodernism

Health

Human developmental potential, transformational, and self-transcendent
capacity for health and healing

Reality

Universal and shared principles with individual uniqueness

Human environment interactions

Acknowledges underlying patterns, diversity, and innovation

Healthcare practice

Science and practice create knowledge; focuses on person with innate values,
emotional and moral sense, yet, acknowledges contextual differences

Person

Innate value, emotions, and a moral compass and acknowledges reality of
contextual influences

Research

Local truths can be universal. Ongoing critique and truths should be
questioned

Culture

Values differences and is “critical” of oppressive stances, views

Religion

Spirituality and transcendence

Important terms

The Middle Way and In-between-ness

People

Pamela Reed PhD, RN, FAAN

One’s ontological view, which is the focus of nursing theorists and philosophical ideas,
informs us about the “what” of our knowledge. Fawcett’s (2005) reciprocal interaction
worldview aligns with my own beliefs. The reciprocal interaction worldview acknowledges: (1)
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human beings as holistic beings with parts viewed only in the context of the whole; (2) human
beings are active and the interaction between themselves and the environment is reciprocal; (3)
reality is multidimensional and context dependent; (4) change occurs as a function of multiple
antecedents; (5) change is also probabilistic and may be continuous or for survival only; (6) both
objective and subjective phenomenon are studied qualitatively and quantitatively; and (7)
emphasis can be placed on empirical observations, methodology, and inferential data analytic
techniques (Fawcett, 2005).
Resiliency Process Model
The Resiliency Process Model (Kumpfer, 1999) was adapted from the Resiliency Theory
(Richardson, 2002), which has an overarching theme of nurturing strengths instead of a problemoriented approach. The resiliency process is the process of disruption and reintegration, which
must occur to acquire desired resilient qualities. The resiliency process model describes the
process of reintegration as either being successful, with a loss, or a return to homeostasis as a
choice by the person (Richardson, 2002).
There are four levels of resiliency that occurs during the resiliency process to which a
person can return after a disruption: resilient reintegration, reintegration back to homeostasis,
reintegration with loss, and dysfunction reintegration (Richardson, 2002). Resilient reintegration
is the reintegration or coping process that strengthens the resilient qualities with increased
growth, knowledge, and self-understanding after a disruption (Richardson, 2002). Resiliency
refers to any point where a person has been able to cope with their situation, thus enhancing their
protective factors. Reintegration with loss entails a person giving up some of their motivation
and hope due to life changes (Richardson, 2002). Dysfunctional reintegration occurs when
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destructive behaviors occur as a coping mechanism (Richardson, 2002). A “disruption” is
defined as occurring when the person’s intact world paradigm is changed (either planned or
unplanned), which has the potential for positive or negative outcomes (Richardson, 2002).
Yet, reintegration as defined by Richardson (2002) does not account for lack of choices
and environment. The lack of a choice is often related to the inability to access an intervention to
strengthen their resilience during reintegration. This lack of ability to harness resources
illuminates the potential impact of environment even when the person has a desire to reintegrate
successfully (Kumper, 1999). In an expansion of the model to address the impact of the
environment, Kumpfer (1999) believed that there are four different points where an intervention
can occur: during homeostasis, disruption, and then before and after reintegration. Kumpfer
(1999) proposes in the Resiliency Process Model that an envirosocial protective process be
utilized during homeostasis to enhance one’s ability to prevent disruption. Next, an envirosocial
enhancing process can be utilized during disruption. Then envirosocial supportive processes can
be utilized if one becomes disorganized after disruption and envirosocial reintegrating processes
can be utilized after reintegration to support resilient reintegration (Kumpfer, 1999).
Since at any point in the resiliency process, the environment may impede the person’s
ability to balance homeostasis and minimize disruption, it is important to include opportunities
where the environment either enhanced or impeded resilience. High-risk environments such as
dysfunctional families impact the envirosocial protective factors as noted in the large number of
women who have experienced childhood sexual abuse (Farley, Cotton, Lynee, Zumbeck,
Spiwak, & Reyes, 2003). There has been research indicating children can adjust to one or two
risk factors but beyond that, their ability to adapt is extremely difficult (Rutter, 1987). Therefore,
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this study will assess the number and type of adverse childhood events. Other environmental risk
factors of street prostitutes are the negative consequences of the lifestyle (Baars, Boon,
Garretsen, & Mheen, 2008; Burnette et al., 2008; Decker et al., 2012; Mucha, Stephenson,
Morandi, & Dirani, 2006; Nuttbrock, Rosenblum, Magura, Villano, & Wallace, 2004; Perdue et
al., 2012; Rõssler et al., 2010; Sartor et al., 2012; Weeks, Grier, Romero-Daza, & Vasquez,
Singer, 2008) and their lack of consistent follow up with healthcare providers (Jeal & Salisbury,
2004b). Therefore, it is important in this study to include physical and mental health issues and
the number and type of visits to healthcare over the last year to understand if the women are
using envirosocial-enhancing processes to promote resilience.
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FIGURE 1. The Resiliency Process Model. (Kumpfer, 1999)

Linkages between the variable and the adapted model are shown in Table 3.
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TABLE 3. Linkage of Variables and Concepts in the Adapted Model.
Variable
Childhood and Adult Trauma Experiences
Physical and Mental Health
Visits to healthcare provider
Resilience
Coping skills

Concepts in Model
External environmental/social protective or risk factors
Internal protective or risk factors
Envirosocial Enhancing Processes
Either resilient reintegration, adaptation, and maladaptive or
dysfunctional reintegration
Internal Resiliency Factors
Utilizing active coping skills -Person-Environment
Transactional Process

This model allows for women who did not have the opportunity to develop resilient
qualities in life to adapt to disruption, to develop and improve coping skills, and, thus, enhance
resilience. There are varying points within the model where the environment influences risk and
resilience. The environment can include family, friends, and healthcare providers such as
therapist and social support. Unfortunately, most children and some adults do not have the
opportunity to change their environment. However, they do desire and seek these opportunities,
which are points of possible interventions.
Since resilience is not defined within the model, a definition of resilience has to be
adopted. The definition of resilience as a dynamic process encompassing positive adaptation
within the context of significant adversity will be adopted (Luther, Cicchetti, & Becker, 2000)
for this study. This definition aligns with the concept of resiliency and resilient reintegration
within the model by Richardson (2002) and Kumpfer (1999).
The Resiliency Process Model is considered middle range. This allows for testability
utilizing instruments in the literature, which are appropriate indicators of the concepts such as the
Connor Davidson Scale (Connor & Davidson, 2003) and the Resilience Scale (Wagnild &
Young, 1993). Testability of the Richardson’s Model has been significant in a variety of areas
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such as health education (Richardson & Waite, 2001; Waite & Richardson, 2004), type II
diabetics (Bradshaw et al., 2007), high risk youth (Kumpfer, & Summerhays, 2006), disabled
children (Margalit, 2003; White, Driver, & Warren, 2008), and trauma survivors (Connor,
Davidson & Lee, 2003). The research has been conducted within a variety of settings,
applications, and disciplines such as psychology, sociology, health education, and, most recently,
nursing (Wells, 2012).
Due to the vast amount of trauma, physical, and mental health issues experienced by
these women, it is predicted that women engaged in active prostitution reintegrate
dysfunctionally after disruption. After exiting prostitution, it is predicted that the women will
improve coping skills, stabilize mental and physical health problems, therefore, improving
resilience and reintegration during the resiliency process.
Summary
In Chapter 1, the consequences of street prostitution were introduced and the significance
of the problem was addressed. The scarcity of literature addressing resilience and healthy coping
skills was also discussed. The support for research to address and decrease health disparities
utilizing the adapted Resiliency Process Model (Kumper, 1999) was supported. This research
project will support women exiting the lifestyle of prostitution to utilize their strengths and
address their needs. A literature review detailing the research in this area will be addressed in
Chapter 2.
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CHAPTER 2: REVIEW OF THE LITERATURE
Most of the original research addressing issues with street level prostitutes focused on
drug use and HIV to address the AIDS crisis of the 1980’s (Farley & Kelly, 2000). More recently
with the increased interest in human trafficking, other issues of prostitution are being explored.
In particular, physical and mental health issues, and violence related to street level prostitution
have begun to be studied. Even more recently there have been a small number of articles
published on resilience and coping skills within this population (Prince, 2008; Williams, 2010;
Burnes, Long & Schept, 2012). Therefore the purpose of this chapter is to provide a
comprehensive review of the current knowledge about the following concepts as related to street
prostitutes: physical health, mental health, violence, and resilience and coping of street
prostitutes. The strengths, weaknesses, and gaps in the literature will be discussed, thus laying
the foundation for implications in mental healthcare and future research needed in the area.
Selection of the Articles
The following databases were searched for this comprehensive review: Psychinfo,
PubMed, and Google Scholar. The terms utilized in the search included prostitution, street
prostitution, street level workers, and street workers. Additional pairings with the original word
included physical health, mental health, trauma, violence, resilience, and coping skills. Exclusion
criteria included: 1) published abstracts without full articles; 2) articles in languages other than
English; 3) articles about prostitution outside of westernized countries; 4) articles about other
types of prostitution outside of street prostitution; 5) male prostitutes, 6) prostitution in children
and adolescents and 6) unpublished dissertations. Twenty-six articles met the criteria between
2001 and 2014. Six of these articles were related to HIV/AIDS and sexually transmitted
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infections and were not included for physical consequences but were reported as a group to
support our knowledge based prior to 2000.
Physical Health Consequences
Prior to 2000, numerous articles were written addressing sexually transmitted infections
(STI’s) and HIV/AIDS as consequences of prostituting with very few studies investigating other
types of physical health consequences. Farley and Kelly (2000) completed a review of the
literature that demonstrated 68% of the articles from 1980-1984 were related to sexually
transmitted diseases (STDs) and from 1992-1996, 86% of the articles made primary reference to
HIV or STD. Previous studies support the elevated risk between prostitution and contracting
HIV/STD’s (Cavanaugh, Hedden, & Latimer, 2010; Deering et al., 2013; Inciardi, Surratt, &
Kurtz, 2006; McGrath-Lone, Marsh, Hughes, & Ward, 2014: Wilson & Widom, 2008).
The articles that primarily focus on physical health consequences of prostitution, beyond
STI and HIV have large sample sizes (between 71 to 2543 participants) and were conducted
mostly in England and the United States (U.S.). All of the studies in the United States were
conducted in California with the exception of one that targeted substance abuse treatment centers
across the United States. One of the studies was conducted along the U.S. Mexico border where
a majority of the customers were from the United States (Strathdee et al., 2008).
The research designs of the studies consisted of cross sectional, convenience samples,
secondary analysis of data and a longitudinal study. The studies used structured and semistructured interviews, surveys, physical exams and clinical records to measure physical health
consequences.
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All of the women in a sample of 71 street based workers recruited from a charity
supporting prostitution reported longstanding illness/disabilities such as anxiety, depression, vein
abscess, recurrent chest infection/bronchitis, asthma, dermatology problems, gynecology and
hepatitis C (Jeal & Salisbury 2004a; Jeal & Salisbury, 2004b). The women had also experienced
either a current or recent drug or alcohol dependency. Intravenous drug use among female sex
workers along the U.S.-Mexico border demonstrated an even further increase in the risk of
negative consequences since they were more likely to have sex without a condom, were paid
more for the unprotected sex with nearly half testing positive for STI’s including HIV as
compared to non-IV drug users (Strathdee et al., 2008). Another study reported most of the
women in the study had syphilis, chlamydia, Hepatitis C, and were at risk for HIV, independent
of drug use (Cohan et al., 2005).
A longitudinal study of 130 sex workers was conducted in the United Kingdom (Ward &
Day, 2006). Out of the 130 sex workers who were followed for 15 years, there were six deaths as
a result of AIDS, murder, alcoholic liver disease and a drug overdose. In addition to the mortality
rate that was higher than average, there were significant health problems related to STI’s, mental
health problems and addiction. The most common chronic, debilitating mental illness included
depression, psychosis, and eating disorders, reported by 40% of the women. A previous or a
current addiction was reported by 64% of the women. The women also reported a range of
chronic health problems included gynecologic, musculoskeletal, and cardiovascular.
Street level prostitutes presenting to a family clinic had multiple sex partners, multiple
recent sex partners, recent anal sex, and unwanted vaginal and anal sex (Decker et al., 2012).
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They also had sexual and reproductive concerns in the form of STI diagnosis, and additionally
they had unintended and sometimes multiple unintended pregnancies, and abortions.
Despite problems with chronic illness, only 59% were receiving medical treatment
(Cohan et al., 2006). Half of these women also had a concurrent acute illness with only 17% of
them receiving treatment for the acute illness. Over 50% of the participants reported poor health.
Even though 83% of the women were registered with a general practitioner in the United
Kingdom, only 62% disclosed to them they were sex workers. A robust study with 783 sex
workers reported over 70% never reported their lifestyle to their healthcare provider (Jeal &
Salisbury, 2004a; Jeal & Salisbury, 2004b). The most common reason to visit the general
practitioner was anxiety or depression by 34% of the women and substitute prescribing for opiate
addiction by 31% of the women. Less than half of the women had been screened for sexually
transmitted diseases even though a third of the women had visited an STI clinic in the past 12
months. The women utilized emergency care often due to their high levels of morbidities and
poor use of consistent health care services with a general practitioner in the community.
When asked, the women voiced a desire to have one provider who could offer integrated
service (physical and mental health) in a convenient location (Jeal & Salisbury, 2004b) with
social services such as food/drink, showers, and laundry facilities (Jeal & Salisbury, 2007).
Additionally, street prostitutes expressed a desire to just have someone to talk to (Jeal &
Salisbury, 2007).
There are large sample sizes in these studies demonstrating multiple physical health
consequences of the women. Despite the large sample sizes, the research addressing physical
health consequences in the United States has been limited to California outside of the one study
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utilizing treatment centers for recruitment. It is clear from this research that the women
experience both acute and chronic physical health consequences as a result of their lifestyles.
Mental Health Consequences
Research on mental health issues of street prostitutes is sparse in the literature and is
often combined with the studies addressing physical health concerns. Although, the risk of
developing a mental health disorder is high because of the risky behavior, violence, and drug use
identified in street workers. It is important to note that the sample sizes are also significantly
smaller than the samples addressing physical health issues. With the exception of one study
(Perdue et al., 2012), with 889 participants, and one study by Rossler, Koch, Luber, Hass,
Altwegg, Ajdacic-Gross and Landolt (2010) with 193 participants, all of the rest of the studies
had 72 or fewer participants. The studies were conducted in Australia, Switzerland and the
United States. The geographic locations in the United States included California, a Midwestern
city and Arizona. The designs consisted of convenience samples, cross sectional and a quota
sampling strategy. The measurements were conducted using structured face-to-face interviews
and quantitative surveys
Overall, addiction is by far the most prevalent mental health issue identified in the
literature with 94% of street prostitutes (N=72) reporting IV drug use with 83% injecting within
the last month (Roxburgh, Degenhardt, & Copeland, 2006). Over 53% of women reported using
drugs to specifically enable them to engage in sex work. This is important because the risk of
addiction in women is extremely serious since they are more sensitive than men to the effects
and long-term consequences of alcohol and drugs (Nolen-Hoeksema, 2004). Although both
genders suffer consequences from substance abuse, the consequences may be more negative for
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women than men. Women often suffer physical illnesses at lower level of exposure to alcohol
than men. Other studies indicate that women suffer more cognitive and motor impairment from
alcohol than men do, and heavy alcohol use in women is often associated with reproductive
problems (Nolen-Hoeksema 2004).
In addition to higher drug use, Burnette and colleagues (2008) found that women engaged
in prostitution had increased anxiety, psychotic symptoms, and a higher lifetime history of
suicide attempts. Depressive symptoms in a majority (87%) of the women reported symptoms
ranging between mild and severe while more than half reported severe current depressive
symptoms (Roxburgh, Degenhardt & Copeland, 2006). A large percentage (74%) of the women
had contemplated suicide at some point and 40% have tried to kill themselves (Roxburgh,
Degenhardt & Copeland, 2006). There was a 30% one-year prevalence for mood disorders in
general with a 42% lifetime prevalence reported (Rosseler et al., 2010). Some (34%) had anxiety
disorders for one year and lifetime prevalence rates (Rossler et al., 2010).
Almost all, female street sex workers have experienced at least one traumatic event with
more than 53% reporting experiencing six or more traumatic events (Roxburgh, Degenhardt, &
Copeland, 2006). About 47% of the sample met criteria for a lifetime diagnosis of PTSD
(Roxburgh, Degenhardt, & Copeland, 2006). Female sex workers who did not complete the first
90 days of a treatment program had high scores on the trauma symptom inventory subscale (RoeSepowitz, Hickle, & Cimino, 2012) including symptoms of dissociation, higher scores on the
sexual concerns subscale and were significantly younger.
Women who are mothers and have been involved in prostitution were likely to witness
violence growing up (52.1%), and be victims of domestic violence (51.3%) (Perdue et al., 2012).
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They were also likely to have been raped before and during adulthood. The prostituting offenders
were likely to live in a high crime area and be involved in violent relationships. The women were
likely to experience chronic health and mental health problems; most often reporting posttraumatic stress disorder, bipolar mood disorder, major depression or schizophrenia.
Since childhood sexual abuse increases the likelihood that the woman will enter
prostitution (Ahrens et al., 2012; Vaddiparti et al., 2006; Wilson & Widom, 2010), it is important
to understand the consequences. Compared to women with no sexual abuse, women who
experienced childhood sexual abuse are more likely to experience alcohol problems, use illicit
drugs, experience depression, commit suicide, marry an alcoholic, and have marriage and family
problems (Dube et al., 2005). Childhood sexual abuse is predictive of adult psychiatric
conditions such as major depression, borderline personality disorder, somatization disorder,
substance abuse disorder, post-traumatic stress disorder (PTSD), dissociative identity disorder,
and bulimia (Putnam, 2003; Perez-Fuentes et al., 2013). The Adverse Childhood Experiences
(ACES) Study conducted by the Center for Disease Control found that children who experienced
childhood sexual abuse were at increased risk for HIV, illicit drug and alcohol use, and suicide
attempts (Dube et al., 2005). Each of the categories of the adverse childhood experiences was
associated with an increased risk of intercourse by age 15 (odds ratios, 1.6-2.6) and with having
had 30 or more partners (odds ratios - 1.6-3.8) (Hillis, Anda, Felitti, & Marchbanks, 2001). There
was also an increase in STD’s in relationship to increasing ACES scores from 4.1% (score of 1)
to 20.7% (score of 7) (Hillis, Anda, Felitti, Nordenberg, & Marchbanks, 2000).
Homelessness did not seem to impact mental health issues with the exception of higher
suicide rates (Warf et al., 2013). Young homeless sex workers compared to non-sex workers had
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the same rate of sexual abuse, similar rates of involvement in foster care and juvenile justice, and
number of admissions to psychiatric hospitals (Warf et al., 2013). They also had significantly
higher rates of physical abuse and higher reports of STI’s.
Despite the smaller sample sizes of mental health consequences as compared to physical
health consequences, these studies support the significant mental health consequences of street
prostitutes related to their lifestyle. The studies in mental health consequences also have more
geographic diversity but the United States literature is limited to the western portion of the
country. Once again, despite the high prevalence of mental illness, very few of the women were
engaged in treatment despite seeking a mental health consultation in the last six months
(Roxburgh, Degenhardt, & Copeland, 2006).
Healthcare Visits
It has been reported consistently throughout the literature that regular visits to healthcare
provider promotes preventive services and improves general healthcare (McIsaac, FullerThomson, & Talbot, 2001) The continuity of physician care is particularly important for
vulnerable patients and is associated with more positive assessment of the visit by the patient
(Nutting, Goodwin, Glock, Zyzanski, & Stange, 2003). Patients visiting the emergency room are
typically in poor health and have experienced disruptions in regular care (Weber, Showstack,
Hunt, Colby, & Callaham, 2005). Unfortunately, the core foundations that patients describe as
important for their primary care provider are difficult if not impossible for street prostitutes. The
four categories of the core foundations include feelings of coherence, confidence in care, a
trusting relationship, and accessibility (von Bultzingslowen, Eliasson, Sarvimaki, Mattson, &
Hjortdahl, 2006). Female street prostitutes have difficulty with these core foundations leading to
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non-disclosure, and poor attendance making appropriate care difficult (Jeal & Salibury, 2004b).
This contributes to poor health and a high number of inpatient episodes resulting in high levels of
morbidity and advanced pathology in street prostitutes (Jeal & Salisbury, 2004b).
Violence
A common theme for women working on the streets is the risk of violence. Even though
victimization was commonly reported, it did not support the justification for women leaving the
streets (Dalla, 2002). Street workers often face dangers such as assault, robbery, and rape
(Weitzer, 2009). Many of these women both work and live in poor neighborhoods that have high
crime rates in addition to engaging in their own risky behavior. The toll experienced among
street prostitutes related to violent encounters can lead to elevated levels of exhaustion and
emotional distress intensifying drug addiction as a coping mechanism for prostitution. The
articles focused on violence in street prostitutes were from Canada and within the United States
(New York City, Connecticut and a Midwestern city). The sample sizes range from 13 to 251
with both qualitative and quantitative study designs. All of the studies were conducted with
interviews.
The types of violence reported included being raped, assaulted, robbed, slapped, choked
and beaten among other types of violence. The women reported using the following to minimize
the risk: use of instinct, adhering to the dangerous date profile, relying on God, sharing
information, and checking for danger (Williamson & Folaron, 2001) The women also reported
witnessing other violent incidents on the street (Romero-Daza, Weeks, & Singer, 2003). The
more violent the incident witnessed the greater the increase in the amount and frequency of drug
use and the potential for severe mental illness. Over half (57%) of women experienced violence
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at least one time during an 18 month follow up with 38% experiencing physical violence, 25%
rape, and 30% client perpetrated violence (Shannon, Kerr, Strathdee, Shovellier, Montaner, &
Tyndall, 2009) and one-quarter of the women had friends who had been murdered (RomeroDaza, Weeks, & Singer, 2003). Homelessness, inability to obtain substance abuse treatment,
servicing clients in cars or public space and enforcement based policing strategies were
independently associated with violence (Shannon, Kerr, Strathdee, Shovellier, Montaner, &
Tyndall, 2009).
Partner violence of street prostitutes was also addressed. Age, years of education,
ethnicity, marital status and living with children were not associated with partner violence but
respondents who had a regular intimate partner were less likely to be physically and sexually
abused by commercial sex partners (El-Bassel et al., 2001). Being homeless increased the risk of
being abused by commercial partners and incarceration within the last year increased the
likelihood of physical abuse. Injection drug use, specifically, use of crack cocaine (94% to 79%)
also increased potential for abuse.
The studies, even though small in number describe the inordinate amount of violence
perpetuated against the women and their co-workers within the United States and Canada. The
research also reports that women use substances to cope with these violent incidents and it places
them at high risk for mental health disorders.
Resilience and Coping Skills
There has been even less research looking at the strengths and coping skills of street level
prostitutes with samples sizes ranging from 13 to 203 and using both quantitative and qualitative
designs (Young, Boyd, & Hubbell, 2000; Prince, 2008;Williams, 2010; Roe-Sepowitz, Hickle, &
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Cimino, 2012). All of the studies focused on resilience and coping skills within street prostitutes
were conducted in the United States and were primarily focused on African American
populations
One of the studies utilized an ethnonursing qualitative design and gathered data over nine
months through observation, reflections, descriptions, participant experiences, and semi and
unstructured interviews (Prince, 2008). The women that endorsed spirituality and establishing
social connectedness described resilience as a contextual process of growth when encountering
life challenges.
A convenience sample of 203 African American women involved in sex work with a
history of crack smoking explored coping skills (Young, Boyd, & Hubbell, 2000). They reported
women who were prostituting were found to have a significantly higher severity of drug use and
more likely to use drugs to increase their confidence, control and closeness to others as well as
decreasing feeling of guilt and sexual distress.
High scores on the trauma symptom inventory subscale indicated poor coping skills in
managing emotional distress and environmental and social stressors (Roe-Sepowitz, Hickle, &
Cimino, 2012). In addition, potential coping skills helpful for coping on the street were no longer
helpful upon leaving the lifestyle such as anger, avoidance and aggressive behavior. The
continued use of the street coping skills negatively impacted the women’s ability to be successful
in a 90-day treatment program.
Even though there is limited research in resilience related to street prostitutes, there is a
whole body of literature of resilience related to physical and mental health problems. The Family
Resilience and Family Systems-Illness models provide a framework fostering optimal coping
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and adaptation for chronic illness or disabilities in children and adolescence (Rolland & Walsh,
2006). The framework offers collaborative practice fostering optimal coping and adaptation. The
family can achieve a healthy balance that accepts the negative consequences while building on
strengths and potential to sustain hope, mastery, and flexibility despite uncertainty and
threatened loss. Resilience is defined as struggling well, effectively working though, and
learning from adversity and integrating the experience into their lives despite adversities
(Rolland & Walsh, 2006).
Many of the studies look at factors that support resilience in populations that have
developed either a physical or mental health problem associated with personal growth and
mental health but it is negatively associated with declining health status (Wenzel, Donnelly,
Fowler, Habbai, Taylor, Aziz, & Cella, 2002). Resiliency factors with families who had children
being treated for cancer were identified as internal family rapid mobilization and reorganization,
social support from team and extended family, community, and workplace as well as changes in
appraisal to make medical situations seem more comprehensive, manageable, and meaningful
(McCubbin, Balling, Possin, Frierdich, & Bryne, 2002). Social support for families was a
predictor for parental and family coping for children following a diagnosis of a child’s congenital
heart disease (Tak & McCubbin, 2002). Cancer patients that have prior functional limitations and
emotional problems are more likely to be resilient and more than 7.6 times greater risk of dying
(Stommel, Given, & Given, 2002). All of these studies assessed resilience in a population with
chronic problems and coping mechanisms that support resilience in order to support and enhance
these strengths in the future.
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When addressing the impact of childhood traumatic events on resilience, women that
were exposed to domestic violence as children had higher levels of resilience if their mothers
were employed fulltime, whereas involvement of police was significant for the development of
PTSD (Anderson & Band, 2012). Adult women involved in domestic violence situations
reported that social and spiritual support was most helpful in their recovery, growth, and
resilience. Knowledge of the need for social and spiritual support contributes to the development
of interventions to support women recovering from domestic violence (Anderson, Renner, &
Danis, 2012).
A focus on resiliency will assist the provider in supporting individuals in health
promotion and wellness (Polk, 1997; Prince, 2008). Without this focus, effective treatment
services utilizing strength based and empowerment focused approaches cannot be developed
(Burnes, Long, & Schept, 2012). Thus, studies focused on resilience will help develop a better
understanding of needed services and support women when exiting the lifestyle such as the need
for social and spiritual support for women in domestic violence situations.
The knowledge gained from the research on resilience supports that the understanding of
strengths related to a diagnosis or population is needed to develop targeted interventions that are
effective. A strengths based model facilitates development of interventions utilizing a
community’s protective lens rather than focusing on an individual person’s pathology (Burnes,
Long, & Schept, 2012). Therefore, a resilience-based lens to study street prostitutes, focusing on
strengths within the women in addition to their identified problems is still needed (Burnes, Long,
& Schept, 2012). This resilience-based lens should include the street prostitute’s ability to seek
and receive both formal and informal support. Utilizing a resilience-based lens would support a
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more holistic framework for providers when treating the women. It encourages the healthcare
provider to support the women’s strengths while attending to their problems. Unlike other
studies, this pilot study will assess the resilience of street prostitutes that are currently engaged in
prostitution as well as women that have exited the lifestyle in an attempt to understand their level
of resilience and the coping skills utilized both during and after engagement in the lifestyle.
Conclusion
The majority of the literature has focused on the many negative consequences
encountered by the female street prostitutes such as drug use, homelessness, violence, and poor
physical and mental health. The literature clearly supports negative physical health consequences
and violence in street based workers. There is emerging literature on mental health, but this
research has lagged behind the research focused on physical health. Research in resilience and
coping skills is sparse and the proposed study on resilience and coping skills will include both
women that are currently prostituting as well as women who have exited the lifestyle. The lack
of literature on identified strengths in the women continues to promote stigma, marginalization,
and oppression.
Additional limitations in the existing research are the lack of control groups and
convenience sampling which could result in a lack of true representation and contribute to the
inability to generalize results. There is also a lack of literature from the southeast portion of the
United States.
The current research addressed the identified gaps in resilience and coping to include all
races and will include women that are currently prostituting or exiting the lifestyle in the
Southeastern portion of the United States. It is important to engage both women who are still
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actively prostituting and women who have exited the lifestyle in this process to have a full
understanding of the strengths and weaknesses across the prostitution trajectory. This will
support efforts to decrease stigma and marginalization of the women within healthcare and
society as well as providing a basis for developing future interventions in providing care for the
women. This study provided a description of resilience in women currently prostituting in
support of future studies that will follow the level of resilience and coping for a woman that
moves from current prostitution to successful reintegration (absence of prostitution) and support
development of interventions to improve the success rate.
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CHAPTER 3: METHODS
This chapter includes a description of the study’s research design, sample, setting, human
subjects’ protection, recruitment, data collections, measures, and data analyses procedures.
Research Design
The pilot study used a descriptive cross-sectional design to explore adverse events in
childhood, trauma in adulthood, mental and physical health problems, visits to the healthcare
provider, coping skills, and resilience. The study also explored potential relationships between
adverse childhood events, trauma in adulthood, mental and physical health problems, and visits
to a healthcare provider with coping skills and resilience.
Sample and Setting
A convenience sample of 50 participants was recruited from the southeastern United
States. The sample was divided into three groups with a minimum of 15 women in each group:
group one are currently engaging in prostitution; group two has recently exited prostitution
within the last six months; and group three has exited the lifestyle for at least 18 months. The
women exiting prostitution were recruited from the same residential home where numerous
resources and support were available for the women. The women were encouraged to prepare to
exit the program between 18-24 months.
A sample size of at least 15 in each group was utilized to determine a large effect size
between groups. Although a large effect size might not be obtained, this pilot project gathered
data as a baseline to focus future research on resilience within this population of women.
Utilizing the Analysis of Variance (ANOVA) method comparing the variables of trauma, health,
resilience, and coping for Aim 2, the statistical power calculation (15 subjects per group, 3
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groups, alpha = 0.05, beta = 0.19) estimated 80% power to identify an effect size of 0.48
(personal communication, Hepworth). For correlations in Aim 3, the statistical power calculation
(n=45, alpha = 0.05, beta = 0.19) estimated a power of 0.81 would be required to detect an r of
0.41 (personal communication, Hepworth).
Within this study, access to the population of women still actively engaged in prostitution
due to the illegal activity and potential for violence was limited. Since the sample size of 15 in
each group was adequate to determine significance with a large effect size, this sample number
was utilized for the pilot study to provide the direction for future research studies in resilience
with this population.
The first group of women still engaging in prostituting was recruited from a court ordered
program (COP) developed by the District Attorney’s Office in a southeastern state. The purpose
of this program is to educate and help women who are currently involved in prostitution. After
completing the half-day COP, the women can have their prostitution charge dismissed and
expunged from their record. The second and third group of women who have exited prostitution
was recruited from a residential treatment program (RTP) for women. These women made the
decision to enter the RTP with a two-year commitment on a voluntary basis.
Inclusion criteria: 1) women were currently engaged in the COP or RTP or affiliated
programs; 2) women self-reported engaging in prostitution; 3) women were at least 18 years of
age; and 4) English speaking. There were no other inclusion criteria and women were not
excluded because of color or level of education or other demographic characteristics.
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Human Subjects Protection
The Institutional Review Board (IRB) Human Subjects Committee at the University of
Arizona reviewed and granted approval for the study. Letters of support was provided from study
sites to the IRB for participant recruitment. Additional ethical considerations for the IRB were
concerns with research for women who had committed crimes of prostitution. To protect the
confidentiality of the women, only women who were attending or affiliated with either the COP
or RTP programs designed for women self-reported or convicted of prostitution were recruited.
No information about current prostitution activities was asked.
All potential participants were given an explanation of procedures for completing the
questionnaire, potential risks and benefits, and confidential nature of the collected information.
The participants were informed that the study was voluntary and they may withdraw at any time
from the study without repercussions. Confidentiality was maintained and an explanation that
names were not utilized in order to keep the data confidential was explained to the participants.
Potential risks involved in asking participants to fill out the study instruments was minimal.
However, referral to mental health services in the area was available if needed during the study.
Procedures
Recruitment
The primary investigator recruited participants from two sites. At the COP, an
explanation of the study purpose was read to the women attending the one-day program. This
explanation was given to the women and the women were asked to contact the investigator if
they were interested in volunteering for the research project. The investigator was available
during the program if the women decided to participate in the study. At the RTP, potential
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participants were recruited by RTP staff through reading the explanation of the research project
at the weekly community meeting. The flier with the explanation and contact information was
given to participants at the RTP if they chose to volunteer for the study. All participants were
given a small monetary compensation of a $10.00 gift card once they completed the packet of
questionnaires to thank them for their time.
Data Collection
The principal investigator screened the potential participants based on the inclusion and
exclusion criteria and obtained informed consent. The participant then received the packet of
materials which included the following: (1) Demographic Questionnaire, (2) Adverse Childhood
Events Questionnaire (Felitti et al., 1998), (3) Health Appraisal Questionnaire (Felitti et al.,
1998), (4) Global Appraisal of Individual Needs - Short Screener (Dennis, Chan, & Funk, 2006),
(5) Connor-Davidson Resilience Scale (Connor & Davidson, 2003), and (6) Ways of Coping
(Folkman & Lazurus, 1998). The questionnaires were available by paper or electronically on
Psychdata (PsychData, 2015) for the participant to choose from based on method preference.
Instructions were given to return the packet upon completion to the principal investigator who
waited in the area until the participant completed the forms. The principal investigator was
available to assist if the participant was illiterate or if they had questions.
Measures
Each packet consisted of a consent form and seven study instruments: an adverse
childhood events, adult trauma, physical health, mental health, resilience, coping skills, and a
demographic instrument. The participant chose between written questionnaires or computerized
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forms in PsychData (PsychData, 2015). Table 4 lists the concepts to be measured,
questionnaires, number of items, and time of anticipated completion for each questionnaire.
TABLE 4. Concepts and Questionnaires.
Concept

Questionnaire

# of
Items

Time

Chronbach’s
Alpha

Range of
Scores

Demographic
Questionnaire

Age, race, age first engaged
in prostitution. (Developed
for this study specifically)

3 questions

3 minutes

N/A

N/A

Childhood
Trauma

Adverse Childhood Events
(Felitti et al., 1998)

10 yes/no
questions

5 minutes

0.83

0-10

Adulthood
Trauma
Experiences

After age 18, have you
Been physically assaulted?
Been sexually assaulted?
Witnessed a violent death?
Been held captive?

4 questions

3 minutes

0.71

0-4

Physical Health

Health Appraisal
Questionnaire (Felitti et al.,
2002)
Education and marital status

100
questionsmostly
yes/no

10-15
minutes

N/A

N/A

Mental Health

Global Appraisal of
Individual Needs Short
Screener (GAIN-SS)
(Dennis, Chan, & Funk,
2006 )

Complete
the four
sections for
a total of
23
questions

5 minutes

0.92

0-23 for each
column (past
month, 2-3
months ago, 412 months ago,
1+ years ago,
Never)

Resilience

Connor-Davidson Resilience
Scale
(Connor & Davidson, 2003)

25
questions

5-10
minutes

0.91

0-100

Coping Skills

Ways of Coping
(Folkman, & Lazrus, 1998)

68
questions
yes/no

10 minutes

0.94

0-198

Demographic Questionnaire
The demographic questionnaire was developed specifically for this study and consisted of
three questions addressing age, race, and age participant first prostituted. Education and marital
status were included on the healthcare questionnaire.
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The Adverse Childhood Experiences (ACES)
The 10-item Adverse Childhood Experiences (ACES) Questionnaire was adapted by
combining questions from several other scales. Felitti and contributing authors (1998) reported
that the questions related to the psychological and physical abuse during childhood. To define
violence against the respondent’s mothers, the Conflicts Tactics Scale (CTS) was utilized
(Straus, 1979). Questions to define contact sexual abuse was adapted from The Wyatt Survey
which was developed in the 1980s to gauge and analyze sexual behavior trends (Wyatt, 1985).
The questions about exposure to alcohol or drug abuse during childhood were adapted from the
National Health Interview Survey (1988). The 10 questions included in the ACES questionnaire
are yes/no questions with a score of 0 to 10. The yeses are added to obtain a person’s ACES
score.
The first study using the ACES questionnaire was looking for a link between adverse
childhood events and adult risk for health status and disease. There were 9,508 people surveyed
in a joint effort between the Center for Disease Control and Kaiser Permanente (Felitti et al.,
1998). The research supports a strong graded relationship between the number of experiences of
adverse childhood events such as abuse and household dysfunction to numerous risk factors for
several of the leading causes of death in adults (Felitti et al., 1998). The higher the number of
adverse childhood experiences between the ages of 0 to 18, the greater the likelihood of negative
consequences later in life. While there is not data available for the reliability and validity of this
questionnaire, the World Health Organization (Butchart, Harvey, Mian, & Furniss, 2006) states
that this questionnaire should be utilized as the blueprint for any study looking for links between
child maltreatment and health risk behaviors and chronic disease.
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The Adverse Childhood Experiences Questionnaire has been utilized in numerous studies
for chronic diseases (i.e., liver, lung, ischemic heart disease), reproductive health/sexual behavior
(i.e., fetal death, teen pregnancy, STD), health risk behaviors (i.e., alcohol abuse, drug abuse,
smoking), special populations (children of alcoholics, child sexual abuse victims), mental health,
(i.e., depression, suicidality, hallucinations), victimization and perpetration (intimate partner
violence) (Dong, Giles, Felitti, Williams, & Anda, 2004; Brown, Anda, Felitti, Edwards,
Malarcher, & Croft, 2010; Hillis, Anda, Dube, Felitti, Marchbancks, Macaluso, & Marks, 2010).
Adulthood Trauma
The following questions were asked to assess adulthood trauma which were developed
from clinical practice with women exiting the lifestyle of prostitution: After age 18, have you
been physically assaulted? Been sexually assaulted? Have you witnessed a violent death? Have
you been held captive?
Health Appraisal Questionnaire
Felitti and contributing authors (1998) reported that the Health Appraisal Questionnaire
was adapted from the Behavioral Risk Factor Survey (Siegel, Frazier, Mariolis, et al., 1991) and
the Third National Health and Nutrition Examination Survey (Crespo, Ketevian, Heath, &
Sempos, 1996). Both of these surveys were utilized by the Centers for Disease Control and
Prevention (Felitti et al., 1998). The questionnaire identifies risk and disease processes. Areas of
risk include but are not limited to chewing tobacco, drinking, and drug use. It also asks about
disease processes such as positive tuberculosis test, seizures, heart problems, and venereal
disease. Although the questionnaire does not have information on reliability and validity, it has
been utilized in numerous studies cited along with the ACES questionnaire to assess links
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between childhood maltreatment and health risk behaviors and chronic disease. Scoring can be
done by individual items or by categories such as gastrointestinal, neurological or cardiac issues.
There are 90 yes/no questions that assess the physical health status of the participants.
Global Appraisal of Individual Needs Short Screener (GAIN-SS)
The GAIN-SS is utilized as a triage assessment for mental health. It assesses four
dimensions: internalizing disorders, externalizing disorders, substance disorders, and
crime/violence (Dennis, Chan, & Funk, 2006) over the last month, the last year, and a lifetime.
Internalizing disorders assesses for the potential need for treatment for depression, trauma,
suicide, anxiety, and possible more serious illness such as bipolar or schizophrenia (Dennis,
Feeney, & Titus, 2013). The externalizing disorders assess for potential need for treatment
related to attention deficits, hyperactivity, conduct problems, and impulsivity (Dennis, Feeney, &
Titus, 2013). There is also a section on substance disorders and a crime/violence screener.
Data collected from 6,177 adolescents and 1,805 adults as part of 77 studies in three
dozen locations in the United States showed for both adolescents and adults good internal
consistency (alpha of 0.96 on total screener) (Dennis, Chan, & Funk, 2006). It is highly
correlated (r=0.84 to 0.94 ) with the 123-item longer scale which has a Cronbach’s alpha of 0.96
on the Internal Mental Distress Scale, 0.96 on the Behavior Complexity Scale and the 0.92 on the
Substance Problem Scale. It demonstrated excellent sensitivity of 90% or more and excellent
specificity of 92% or more (Dennis, Chan, & Funk, 2006) suggesting good discriminant validity.
The confirmatory factor analysis was slightly less accurate than the full-scale GAIN-I in terms of
the confirmatory fit index, which was found to be 0.87 for the GAIN-SS (Dennis, Chan, & Funk,
2006).
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The GAIN-SS is scored by counting the number of participant responses for each time
frame and not by summing the response values. The highest score obtainable on the GAIN-SS is
a 23 with the lower scores within the past year being least likely to have a mental health
diagnosis. To screen for diagnoses, it is recommended that the past year total and four subscreeners be triaged into three groups based on the number of symptoms endorsed in the past
year: (1) Low (0 items checked for the past year) = Unlikely to have a diagnosis or need services;
(2) Moderate (1 to 2 items checked in the past year) = A possible diagnosis, which the client is
likely to benefit from a brief assessment and outpatient intervention; and (3) High (3+ on the
total screener; 3 to 5 on the sub-screeners checked for the past year) = High probabilities of a
diagnosis in which the client is likely to need more formal assessment and intervention, either
directly or through referral. In general it can be assumed that over half the people with a
moderate score (1 or 2) and almost all of those with a high score (3 to 20) on the Total Disorder
Screener will have a diagnosis when given a formal diagnostic interview. Generally, the past
month count is used as a measure of change, the past year count is used to screen for current
disorders, and the lifetime measure is used as a covariate and to measure remission. The lifetime
measure is done to identify people with a lifetime problem who are in early remission (lifetime
problems but no past-month problems) or sustained remission (lifetime problems but no pastyear problems) (Dennis, Feeney, Stevens, & Bedoya, 2006).
Connor-Davidson Resilience Scale (CD-RISC)
The CD-RISC measures successful stress coping ability based on five factors: personal
competence, trust, tolerance, strengthening effects of stress, acceptance of change, secure
relationships, control, and spiritual influences (Connor & Davidson, 2003). The internal
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consistency for full-scale Cronbach’s Alpha = 0.89 and item correlations ranged from 0.30 to 0.70
(Connor & Davidson, 2003). The test retest reliability demonstrated a high level of agreement with
an intraclass correlation coefficient of 0.87 (Connor & Davidson, 2003). While convergent validity
was present, discriminant validity was not present (Connor & Davidson, 2003). The scale was
designed for use in mental health clinical sites and has been utilized in numerous studies not
limited to post traumatic stress and resilience, PTSD and resilience for females exposed to
domestic violence during childhood, and spirituality resilience and anger in survivors of violent
trauma (Connor, Davidson, & Lee, 2003; Ahmed, 2007; Anderson & Band, 2012).
The 25 questions are scored on a scale of 0 (not true at all) to 4 (true nearly all of the
time). The scores range from 0-100. The scale is rated on how the participant has felt over the
last month with higher scores reflecting greater resilience (Connor & Davidson, 2003).
Ways of Coping Questionnaire
The Ways of Coping Questionnaire assesses the thoughts and actions people use to
handle stressful encounters. It measures coping process but not coping dispositions or styles. The
Ways of Coping measures eight coping factors: confrontive coping, distancing, self-controlling,
seeking social support, accepting responsibility, escape-avoidance, planful problem solving, and
positive reappraisal (Folkman &Lazarus, 1988). Reliability was measured by examining the
internal consistency, which has an alpha level of 0.61 to 0.79 across the eight coping factors
(Folkman & Lazarus, 1988). Face validity was utilized since the strategies described are those
that individuals have reported using to cope. Evidence of construct validity was determined since
the results of the studies were consistent with the theoretical predictions that coping consists of
both problem and emotion focused strategies and that coping is a process. Stability of the
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measure was determined by the mean autocorrelation of each coping scale, which was calculated
across five stressful encounters with married couples ranging from 0.17 to 0.47 (Folkman,
Lazarus, Gruen, & DeLongis, 1986). The Ways of Coping questionnaire is one of the most
widely used measures of basic coping responses. It has been used in numerous research studies
including direct care staff in learning disability services (Hatton & Emerson, 1995), gender
differences and similarities in adolescent coping (Piko, 2011), and a factor analysis for ways of
coping for African American women (Smyth & Yarandi, 1996), to name a few.
The items on the questionnaire are ranked between 0 (does not apply and/or not used) to
3 (used a great deal) with scores ranging from 0 to 198. The questionnaire can be scored by
either a raw or a relative score. The raw score describes the coping effort for each of the eight
types of coping or the relative score, which describes the proportion of effort, represented by
each type of coping within a stressful event (Folkman & Lazarus, 1988). Confrontive coping has
six items scaled to the question, distancing has six items, self-controlling has seven items,
seeking social support has six items, accepting responsibility has four times, escape-avoidance
has eight items, planful problem solving has six times, and positive reappraisal has seven items.
Data Analysis
Descriptive statistics (Aim 1) was used to describe the demographic characteristics, child
and adult trauma, physical and mental health problems, resilience, and coping skills for the three
groups of women: women still prostituting, women who exited the lifestyle within the past six
months, and women later in recovery (18 months or longer). The data was exported from
PsychData (PsychData, 2015) to Statistical Package for the Social Sciences (SPSS) (IBM, 2013)
for analysis.
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An Analysis of Variance (ANOVA) was utilized to determine if the three groups were
different for each concept (Aim 2). Post- hoc Tukey HSD (honest significant differences) tests
were run when a significant F was obtained to determine which of the three groups differed from
each other (Munro & Page, 1993). Kruskal-Wallis and Mann Whitney Wilcoxon non-parametric
tests were also run to confirm the results of the ANOVA and Tukey HSD. When the
questionnaires had subscales, a Multivariate Analysis of Variance was utilized to test for the
differences between the prostitution groups and the subscale score if the preliminary analysis
revealed significant correlations. If a significant multivariate effect was found, an individual oneway ANOVA was then utilized.
A series of Spearman rank-order correlations was utilized to examine (Aim 3) the
relationships between childhood trauma, adult trauma, and physical and mental health problems
to resilience and coping skills in each group. The correlations indicated positive, negative, or no
relationships between the two concepts (Gravetter & Wallnau, 2007). The correlations showed
the form and degree of the relationship (Gravetter & Wallnau, 2007) between childhood trauma,
adult trauma, and physical and mental health problems to resilience, and coping skills.
Although missing data was minimal, person mean imputation was utilized if needed for
missing data. Person mean imputation utilizes the mean of an individual’s completed items for
missing data when at least half of the items making up the scale were answered. It is appropriate
when 20% or less of the items are missing within scales or if 20% or less of the numbers of
respondents have missing items (Bono, Ried, Kimberlin, & Vogel, 2007). Since the person mean
imputation does not use a constant value, it will not artificially change the measure and is not as
likely to affect the overall correlation. The only exception to the use of person mean imputation
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was one resilience survey, which was not completed by a respondent. This missing value along
with missing values for the individual health responses were addressed by doing analysis with all
available data for each individual statistical test.
Summary
The current study’s research design, sample, setting, human subjects’ protection,
recruitment, data collection, measures, and data analyses procedure were discussed in Chapter 3.
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CHAPTER 4: RESULTS
This chapter presents the findings from the data, including a description of the sample
and findings from the specific aims. The findings will describe, compare and explore
relationships across the three lifestyle stages for female street prostitutes.
Findings for Participants
The sample consisted of 50 female prostitutes. There were 18 women sampled in the
actively prostituting category, 15 in the exited prostitution for < 6 months category, and 17 in the
exited prostitution for >18 months category. The majority of the sample identified as Caucasian
(54%), and the rest were African American (40%) and other/not specified (6%). The participants
reported a high school education or higher (62%), less than a high school education (26%) or did
not answer the question (12%). The participants reported that 90% were not married.
Participant’s ages ranged from18 to 60 years of age with the average age 36.89 years (SD
= 11.28). Average age participants first engaged in prostitution was 20.98 years (SD = 8.27),
ranging from 8 to 49 years. Average number of years participants engaged in prostitution was
15.82 years (SD = 11.72), ranging from than 1 to 41 years. As shown in Table 5, Analysis of
Variance (ANOVA) was utilized to compare the group means between and within the three
groups of women to examine differences for age, age first prostituted and years prostituting
(Munro & Page, 1993).
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TABLE 5. Means and Standard Deviations for Age, Age First Prostituted, and Years Prostituting
by Group.

Age

Age first prostituted

Yrs Prostituting

Actively Prostituting
Exited Prostitution < 6 months
Exited Prostitution > 18 months
Actively Prostituting
Exited Prostitution <6 months
Exited Prostitution >18 months
Actively Prostituting
Exited Prostitution <6 months
Exited Prostitution > 18 months

n

M

18
15
16
16
15
16
16
15
16

35.00
31.47
42.63
23.56
20.27
18.94
10.94
11.20
23.69

SD

Range

10.86
10.55
10.55
9.46
6.72
7.97
9.61
10.37
10.64

19-56
18-56
30-60
13-49
9-36
8-38
0-27
1-31
11-41

Table 6 shows the ANOVA summary statistics for age, age first prostituted and years
prostituting. There was a significant effect for group on age, F (2, 46) = 4.48, p = .017. There
was also a significant effect for group on years engaged in prostitution, F (2, 44) = 8.06, p =
.001. The typical women who exited prostitution > 18 months were older, had prostituted for
more years and had started prostituting at an earlier age than those in the other two groups.
TABLE 6. ANOVA Between Subjects Effects for Age, Age First Prostituted, and Years Prostituting
by Group.

Age

Age First Prostituted

Yrs Prostituting

Between groups
Within Groups
Total
Between Groups
Within Groups
Total
Between Groups
Within Groups
Total

Sum of
Squares

df

Mean
Square

F

p

1020.35
5233.48
6253.84
181.00
2927.81
3108.81
1682.077
4588.78
6270.85

2
46
48
2
44
46
2
44
46

510.178
113.77

4.48

.017

90.50
66.54

1.36

.267

841.04
104.29

8.06

.001

Post-hoc Tukey HSD (honest significant difference) tests were run when a significant F
test was obtained to determine which of the three groups differed from each other (Munro &
Page, 1993). As shown in Table 7, the women who had exited prostitution > 18 months were
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older than women who had exited < 6 months. There was not a difference for age between those
currently prostituting and the women who had exited prostitution < 6 months or exited > 18
months.
As shown in Table 8, post-hoc Tukey tests also revealed that there was a significant
difference in years engaged in prostitution between those who exited > 18 months and those who
were still prostituting or exited < 6 months. Those who exited prostitution > 18 months had more
total years prostituting than the other two groups. Since the years engaged in prostitution were
not normally distributed, the Kruskal-Wallis and the Mann-Whitney Wilcoxon non-parametric
tests were run which confirmed the results of the ANOVA and Tukey HSD. In summary, women
who exited prostitution > 18 months were older, had prostituted for more years and had started
prostituting at an earlier age than the other two groups.
TABLE 7. Post Hoc Tukey HSD for Age by Prostitution Groups.
Group

N

Exited <6 months
Actively Prostituting
Exited >18 months
p

15
18
16

1
31.47
35.00
.616

Subset for alpha = 0.05
2
35.00
42.63
.115

Means for groups in homogeneous subsets are displayed
a. Uses Harmonic Mean Sample Size = 16.24
b. The group sizes are unequal. The harmonic mean of the group sizes is used but Type I error levels are not guaranteed

TABLE 8. Post Hoc Tukey HSD for Years Engaged in Prostitution by Prostitution Groups.
Group

N

Actively prostituting
Exited <6 months
Exited >18 months
p

16
15
16

1

Subset for alpha = 0.05
2

10.94
11.20
.997

23.69
1.000

Means for groups in homogeneous subsets are displayed
a. Uses Harmonic Mean Sample Size= 15.65
b. The group sizes are unequal. The harmonic mean of the group sized is used. Type I error levels are not guaranteed
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The percentages of race and education by prostitution group are shown in Table 9 for the
respondents. Pearson’s chi square tests were conducted to examine relationships between race
and prostituting groups. The relationship between these variables was statistically significant,
X²(2, N = 47) = 10.53, p = .005. Results show a greater proportion of those who exited more than
18 months ago were African American compared to those actively prostituting or those who had
exited within the past six months. Results did not show significant relationship between race and
age; race and age of first engaging in prostitution; or race and years engaging in prostitution.
Pearson’s chi square tests were utilized to determine differences between education and
prostituting groups. The difference in groups was statistically significant, X²(2, N = 44) = 8.61, p
= .013. Results show a greater proportion of those actively prostituting had a high school or
higher education level compared to both groups who left prostitution. Results did not show
significant relationship between education and age; education and the age of first engaging in
prostitution; or education and years engaging in prostitution.
TABLE 9. Frequencies and Percentages of Race and Education by Groups.

Race

Education

Actively
Prostituting
% (n)

Exited < 6
months
%(n)

Exited > 18
months
%(n)

Total
%(N)

Black/AfricanAmerican
White
Total

23.5% (4)

28.6% (4)

75.0% (12)

42.6% (20)

76.5% (13)
100.0% (17)

71.4% (10)
100.0% (14)

25.0% (4)
100.0% (16)

57.4% (27)
100.0% (47)

Less than HS
HS or more
Total

0.0% (0)
100.0% (14)
100.0% (14)

42.9% (6)
57.1% (8)
100.0% (14)

43.8% (7)
56.3% (9)
100.0%

29.5% (13)
70.5%(31)
100.0% (44)

Findings for Aim 1 and Aim 2
Aim 1: Described the following: 1) trauma severity experienced during both childhood
and adulthood, 2) physical and mental health, 3) quantity of visits to healthcare providers. 4)
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resilience, and 5) coping skills across three groups of prostitutes (women still engaged in
prostitution, women recently exiting the lifestyle, and women that have engaged in treatment and
out of the lifestyle for at least 18 months).
Aim 2: Compared the three groups for trauma in childhood and adulthood, physical and
mental health problems, number of provider visits in the last year, resilience and coping skills. It
was hypothesized that resilience and coping skills would be higher among women who had been
out of the lifestyle for at least 18 months or longer.
The analysis for describing the variables (Aim 1) utilized Analysis of Variance
(ANOVA) when comparing group means between and within the three groups of women to
examine differences (Munro & Page, 1993). The means and standard deviations of the total
scores of the surveys are shown by prostitution group in Table 10. A series of ANOVAs were
conducted to test for differences between prostitution groups for childhood trauma (ACES), adult
trauma score, quantity of healthcare visits, resilience (CD-RISC), and ways of coping. There was
not a significance difference between the groups for total scores on childhood trauma (ACES),
Adult Trauma Score, and Quantity of Healthcare Visits. Kruskal-Wallis and Mann-Whitney
Wilcoxon non-parametric tests were run and confirmed the results of the ANOVA and Tukey
HSD.
As shown in Table 11, results revealed a statistically significant difference between
groups for resilience (CD-RISC), F (2, 46) = 4.13, p = .022. Analysis for comparison of the
variables among groups (Aim 2) utilized a post hoc Tukey HSD for resilience (CD-RISC) by
prostitution is shown in Table 12. A Tukey HSD post-hoc test revealed that those who exited
prostitution >18 months ago had significantly higher resilience (CD-RISC) scores than those
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who were actively prostituting or who exited < 6 months. Those who were currently prostituting
or exited < 6 months did not have significant differences for resilience (CD-RISC) scores. Time
exited prostitution (18 months or more) was important for resilience (CD-RISC) even after
controlling for age and education.
TABLE 10. Means and Standard Deviations of Scale Total Scores by Prostitution Groups.
n

M

SD

Range

Childhood Trauma
(ACES Score)

Actively Prostituting
Exited Prostitution <6 months
Exited Prostitution >18 months

18
15
17

5.06
4.47
5.18

3.54
2.70
2.92

0-10
1-9
1-10

Adult Trauma
Total Score

Actively Prostituting
Exited Prostitution <6 months
Exited Prostitution >18 months

18
14
17

2.44
2.57
2.47

1.25
1.29
1.625

0-4
0-4
0-4

Quantity of Visits to
Healthcare Providers

Actively Prostituting
Exited Prostitution <6 months
Exited Prostitution >18 months

15
10
16

2.67
5.20
5.75

1.59
6.75
4.87

0-5
0-20
2-20

Resilience
(CD-RISC)

Actively Prostituting
Exited Prostitution <6 months
Exited Prostitution >18 months

18
15
16

67.76
66.78
79.06

15.75
13.66
9.94

41.67-100
42-86
41.67-100

Ways of Coping
Total Score

Actively Prostituting
Exited Prostitution <6 months
Exited Prostitution >18 months

18
15
17

120.55
122.03
117.71

33.88
22.12
32.68

75-186
81-152.31
60-176

TABLE 11. ANOVA between Subjects Effects for CD-RISC by Prostitution Group.

CD-RISC Scale

Squares

df

Mean Square

F

p

Between Groups

1493.835

2

746.918

4.133

.022

Within Groups
Total

8313.293
9807.128

46
48

80.724

TABLE 12. Post Hoc Tukey HSD for CD-RISC by Group.
Group

N

Subset for alpha = 0.05
1

Exited < 6 months
Actively Engaged
Exited >18 months
p

15
18
16

66.78
67.76
.98

2
67.76
79.06
.053

Means for groups in homogeneous subsets are displayed
a. Uses Harmonic Mean Sample Size= 15.652
b. The group sizes are unequal. The harmonic mean of the group sized is used. Type I error levels are not guaranteed
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A Multivariate Analysis of Variance (MANOVA) was conducted to test for differences
between the prostitution groups and the subscale scores because preliminary analysis revealed
significant correlations among Ways of Coping subscale scores. MANOVAs correct for the
increased chance of Type I error associated with running multiple ANOVAs on correlated
dependent variables (Polit, 1996). The multivariate F was statistically significant, F (16, 80) =
3.14, p < .0005: Wilk’s ʌ =.377, partial ȵ² = .39, indicating an overall difference between
prostitution group on the Ways of Coping subscales. Table 13 displays the means and standard
deviations for the subscale scores of the Ways of Coping questionnaire by prostitution group.
TABLE 13. Means and Standard Deviations for Ways of Coping Subscale Scores by Prostitution
Group.
n

M

SD

Ways of Coping: Confrontive
Coping

Actively Prostituting
Exited <6 months
Exited > 18 months

18
15
17

10.89
9.07
8.47

4.39
3.17
4.84

Ways of Coping: Distancing

Actively Prostituting
Exited <6 months
Exited > 18 months

18
15
17

9.94
12.08
8.82

3.89
3.39
3.43

Ways of Coping: Self-Controlling

Actively Prostituting
Exited <6 months
Exited > 18 months

18
15
17

13.27
13.53
13.25

4.04
2.61
4.09

Ways of Coping: Seeking Social
Support

Actively Prostituting
Exited <6 months
Exited > 18 months

18
15
17

9.94
8.73
12.24

4.43
4.91
4.45

Ways of Coping: Accepting
Responsibility

Actively Prostituting
Exited <6 months
Exited > 18 months

18
15
17

7.46
8.87
6.24

2.53
2.83
3.54

Ways of Coping: Escape Avoidance

Actively Prostituting
Exited <6 months
Exited > 18 months

18
15
17

14.78
14.91
10.34

5.90
5.96
6.79

Ways of Coping: Planful Problem
Solving

Actively Prostituting
Exited <6 months
Exited > 18 months

18
15
17

11.63
10.63
12.20

3.18
3.17
3.54

Ways of Coping: Positive
Reappraisal

Actively Prostituting
Exited <6 months
Exited > 18 months

18
15
17

13.37
14.80
16.89

3.89
4.81
3.32
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Because a significant multivariate effect was found, individual one-way ANOVAs were
conducted on the Ways of Coping subscales. Results are shown in Table 14. Significant
differences were found between prostitution groups for Ways of Coping: Distancing, F (2, 47) =
3.35, p = .044. Tukey HSD post-hoc tests revealed that those who had exited prostitution <6
months had significantly higher distancing scores than those who left > 18 months ago. There
was not a significant difference between the other two groups.
There was also a significant difference between prostitution groups for Ways of Coping:
Positive Reappraisal, F (2, 47) = 3.37, p = .043. Tukey HSD post-hoc tests revealed that women
who had exited more than 18 months ago had significantly higher positive reappraisal compared
to those who were actively prostituting. The women who had left within six months were not
different from either group.
TABLE 14. ANOVA between Subjects Effects for Ways of Coping Subscales by Prostitution Group.
Source
Subscale
Score

Error

Total

Dependent Variable
WOC: Confrontive Coping
WOC: Distancing
WOC: Self-Controlling
WOC: Seeking Social Support
WOC: Accepting Responsibility
WOC: Escape Avoidance
WOC: Planful Problem Solving
WOC: Positive Reappraisal
WOC: Confrontive Coping
WOC: Distancing
WOC: Self-Controlling
WOC: Seeking Social Support
WOC: Accepting Responsibility
WOC: Escape Avoidance
WOC: Planful Problem Solving
WOC: Positive Reappraisal
WOC: Confrontive Coping
WOC: Distancing
WOC: Self-Controlling
WOC: Seeking Social Support
WOC: Accepting Responsibility
WOC: Escape Avoidance
WOC: Planful Problem Solving
WOC: Positive Reappraisal

Sum of
Squares
55.53
86.40
.78
102.58
55.18
226.88
20.06
108.64
842.95
606.04
641.64
986.94
421.71
1825.27
512.09
758.20
5430.00
5898.52
9544.64
6456.00
3264.44
10911.86
7172.28
12106.83

df
2
2
2
2
2
2
2
2
47
47
47
47
47
47
47
47
50
50
50
50
50
50
50
50

Mean
Square
27.77
43.20
.39
51.29
27.59
113.44
10.03
54.32
17.94
12.89
13.65
21.00
8.97
38.84
10.90
16.13

F
1.55
3.35
.03
2.44
3.08
2.92
.92
3.37

p
.223
.044
.972
.098
.056
.064
.405
.043

Partial Eta
Squared
.062
.125
.001
.094
.116
.111
.038
.125
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GAIN subscale scores were computed for each of the four dimensions (internalizing
disorders, externalizing disorders, substance disorders, and crime/violence) plus overall disorder
scores for four time periods (past month, past 90 days, past year, and ever) for a total of 23 scale
scores. As part of the preliminary analysis, the scores for all four dimensions at the four time
points were correlated. Results revealed that all four-time periods for internalizing, externalizing,
and crime/violent scores were significantly correlated. Results also found that the four substance
abuse scores were significantly correlated with each other, but not with the internalizing,
externalizing, and crime/violent scores. The total disorder scores for the four time periods were
also significantly correlated with each other. Based on the preliminary correlations, three
separate MANOVAs were conducted.
The first MANOVA included the 23 subscale scores making up internalizing disorders,
externalizing disorders, substance disorders, and crime/violence. The multivariate F was
statistically significant, F (24, 72) = 2.14, p = .006: Wilk’s ʌ =.341, partial ȵ² = .416, indicating
an overall difference among prostitution groups on the GAIN internalizing, externalizing, and
crime/violent subscales. Table 15 displays the means and standard deviations for the subscale
scores.
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TABLE 15. Means and Standard Deviations for GAIN Internalizing, Externalizing, and
Crime/Violence Subscale Scores by Prostitution Group.
n

M

SD

Min

Max

GAIN: Internalizing Past Month

Actively Prostituting
Exited < 6 months
Exited > 18 months

18
15
17

2.61
2.33
1.00

2.20
1.63
1.22

0
0
0

6
5
4

GAIN: Internalizing Past 90 Days

Actively Prostituting
Exited < 6 months
Exited > 18 months

18
15
17

3.61
2.93
1.76

1.69
1.58
1.30

0
0
0

6
5
4

GAIN: Internalizing Past Year

Actively Prostituting
Exited < 6 months
Exited > 18 months

18
15
17

4.28
3.47
2.53

1.64
1.73
1.55

0
0
0

6
6
6

GAIN: Internalizing Ever

Actively Prostituting
Exited < 6 months
Exited > 18 months

18
15
17

5.00
4.13
4.35

1.19
1.55
1.27

2
0
2

6
6
6

GAIN: Externalizing Past Month

Actively Prostituting
Exited < 6 months
Exited > 18 months

18
15
17

1.67
1.47
0.53

1.81
1.64
0.87

0
0
0

5
5
3

GAIN: Externalizing Past 90 Days

Actively Prostituting
Exited < 6 months
Exited > 18 months

18
15
17

3.06
2.33
1.18

1.89
1.72
1.33

0
0
0

7
5
4

GAIN: Externalizing Past Year

Actively Prostituting
Exited < 6 months
Exited > 18 months

18
15
17

3.72
3.27
1.41

1.81
2.05
1.62

0
0
0

7
6
5

GAIN: Externalizing Ever

Actively Prostituting
Exited < 6 months
Exited > 18 months

18
15
17

4.44
4.60
4.47

2.20
1.80
1.97

0
1
1

7
7
7

GAIN: Crime/Violent Past Month

Actively Prostituting
Exited < 6 months
Exited > 18 months

18
15
17

1.00
0.20
0.12

1.50
0.41
0.49

0
0
0

4
1
2

GAIN: Crime/Violent Past 90 Days

Actively Prostituting
Exited < 6 months
Exited > 18 months

18
15
17

1.83
1.13
0.12

1.58
1.60
0.49

0
0
0

4
5
2

GAIN: Crime/Violent Past Year

Actively Prostituting
Exited < 6 months
Exited > 18 months

18
15
17

2.22
1.40
0.18

1.73
1.64
0.73

0
0
0

5
5
3

GAIN: Crime/Violent Ever

Actively Prostituting
Exited < 6 months
Exited > 18 months

18
15
17

3.22
3.60
3.53

1.83
1.59
1.66

0
1
0

5
5
5
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Because a significant multivariate effect was found, individual one-way ANOVAs were
conducted on the internalizing disorders, externalizing disorders, substance disorders, and
crime/violence. Results are shown in Table 16. Significant differences were found between
prostitution groups for the following GAIN subscale scores: Internalizing Past Month,
Internalizing Past 90 Days, Internalizing Past Year, Externalizing Past 90 Days, Externalizing
Past Year, Crime/Violent Past Month, Crime/Violent Past 90 Days, and Crime/Violent Past Year
(all p-values < .05).
Tukey HSD post-hoc tests found that women who exited prostitution > 18 months ago
had significantly lower scores than either the women still prostituting or the women who had left
prostitution in the last six months for the following GAIN scores: Internalizing in the past month;
Externalizing in the past year; and Crime/Violent in past year. All p-values were < .05. Women
who were actively prostituting had significantly higher scores than women who had exited in the
last 18 months for the following GAIN scores: Internalizing in the past 90 days; Internalizing in
the past year; Externalizing in the past 90 days; Crime/Violent in the past month; and
Crime/Violent in the past 90 days. All had p-values < .05.
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TABLE 16. ANOVA between Subjects Effects for GAIN Internalizing, Externalizing, and
Crime/Violence Subscale Scores by Prostitution Group.
Source

Dependent Variable

SS

df

MS

F

p

4.15
6.46
5.00
1.93
2.80
5.62
7.70
0.03
4.39
7.43
8.92
0.24

.022
.003
.011
.157
.071
.006
.001
.973
.018
.002
.001
.791

Subscale Score

GAIN: Internalizing Past Month
GAIN: Internalizing Past 90 Days
GAIN: Internalizing Past Year
GAIN: Internalizing Ever
GAIN: Externalizing Past Month
GAIN: Externalizing Past 90 Days
GAIN: Externalizing Past Year
GAIN: Externalizing Ever
GAIN: Crime/Violent Past Month
GAIN: Crime/Violent Past 90 Days
GAIN: Crime/Violent Past Year
GAIN: Crime/Violent Ever

25.37
30.31
26.74
6.86
12.61
31.25
51.34
0.22
8.26
25.92
36.90
1.37

2
2
2
2
2
2
2
2
2
2
2
2

12.68
15.16
13.37
3.43
6.31
15.63
25.67
0.11
4.13
12.96
18.45
0.69

Error

GAIN: Internalizing Past Month
GAIN: Internalizing Past 90 Days
GAIN: Internalizing Past Year
GAIN: Internalizing Ever
GAIN: Externalizing Past Month
GAIN: Externalizing Past 90 Days
GAIN: Externalizing Past Year
GAIN: Externalizing Ever
GAIN: Crime/Violent Past Month
GAIN: Crime/Violent Past 90 Days
GAIN: Crime/Violent Past Year
GAIN: Crime/Violent Ever

143.61
110.27
125.58
83.62
105.97
130.75
156.66
190.28
44.17
82.00
97.18
136.95

47
47
47
47
47
47
47
47
47
47
47
47

3.06
2.35
2.67
1.78
2.26
2.78
3.33
4.05
0.94
1.75
2.07
2.91

Total

GAIN: Internalizing Past Month
GAIN: Internalizing Past 90 Days
GAIN: Internalizing Past Year
GAIN: Internalizing Ever
GAIN: Externalizing Past Month
GAIN: Externalizing Past 90 Days
GAIN: Externalizing Past Year
GAIN: Externalizing Ever
GAIN: Crime/Violent Past Month
GAIN: Crime/Violent Past 90 Days
GAIN: Crime/Violent Past Year
GAIN: Crime/Violent Ever

365.00
527.00
744.00
1112.00
193.00
404.00
600.00
1203.00
63.00
162.00
216.00
730.00

50
50
50
50
50
50
50
50
50
50
50
50

Partial
Eta2
.150
.216
.176
.076
.106
.193
.247
.001
.157
.240
.275
.010

The second MANOVA included the four subscale scores making up the substance abuse
domain. The multivariate F was statistically significant, F (8, 88) = 7.40, p < .001: Wilk’s ʌ
=.357, partial ȵ² = .402, indicating an overall difference between prostitution group on the GAIN
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substance abuse subscales. Table 17 displays the means and standard deviations for the subscale
scores.
TABLE 17. Means and Standard Deviations for GAIN Substance Abuse Subscale Scores by
Prostitution Group.
n

M

SD

Min

Max

GAIN: Substance Abuse Past Month

Actively Prostituting
Exited < 6 months
Exited > 18 months

18
15
17

1.56
0.40
0.12

1.85
1.06
0.49

0
0
0

5
4
2

GAIN: Substance Abuse Past 90 Days

Actively Prostituting
Exited < 6 months
Exited > 18 months

18
15
17

2.67
1.73
0.29

1.85
2.05
1.21

0
0
0

5
5
5

GAIN: Substance Abuse Past Year

Actively Prostituting
Exited < 6 months
Exited > 18 months

18
15
17

3.33
3.13
0.71

1.91
2.33
1.65

0
0
0

5
5
5

GAIN: Substance Abuse Ever

Actively Prostituting
Exited < 6 months
Exited > 18 months

18
15
17

3.67
4.80
4.71

1.88
0.77
0.59

0
2
3

5
5
5

Because a significant multivariate effect was found, individual one-way ANOVAs were
conducted on the substance abuse subscales. Results are shown in Table 18. Significant
differences were found between prostitution groups for the Substance Abuse Past Month,
Substance Abuse Past 90 Days, Substance Abuse Past Year, and Substance Abuse Ever scores
(all p-values < .05). Tukey HSD post-hoc tests revealed that women who exited prostitution > 18
months ago had lower scores than either the women still prostituting or the women who had left
prostitution in the last six months for Substance Abuse in the past year. Women who were
actively prostituting had higher scores than women who had exited in the last 18 months for
Substance Abuse in the past month; Substance Abuse in the past 90 days; and Substance Abuse
Ever. All p-values were < .05.
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TABLE 18. ANOVA between Subjects Effects for GAIN Substance Abuse Subscale Scores by
Prostitution Group.
Source

Dependent Variable

SS

df

MS

F

p

Partial
Eta2

6.12
8.32
9.40
4.32

.004
.001
.001
.019

.207
.261
.286
.155

Subscale Score

GAIN: Substance Abuse Past Month
GAIN: Substance Abuse Past 90 Days
GAIN: Substance Abuse Past Year
GAIN: Substance Abuse Ever

20.27
49.72
72.52
13.59

2
2
2
2

10.14
24.86
36.26
6.80

Error

GAIN: Substance Abuse Past Month
GAIN: Substance Abuse Past 90 Days
GAIN: Substance Abuse Past Year
GAIN: Substance Abuse Ever

77.81
140.46
181.26
73.93

47
47
47
47

1.66
2.99
3.86
1.57

Total

GAIN: Substance Abuse Past Month
GAIN: Substance Abuse Past 90 Days
GAIN: Substance Abuse Past Year
GAIN: Substance Abuse Ever

124.00
315.00
537.00
1038.00

50
50
50
50

The third MANOVA included the four total disorder scale scores. The multivariate F was
statistically significant, F (8, 88) = 5.75, p < .001: Wilk’s ʌ =.431, partial ȵ² = .343, indicating an
overall difference between prostitution group on the GAIN total disorder scales. Table 19
displays the means and standard deviations for the scale scores.
TABLE 19. Means and Standard Deviations for GAIN Total Disorder Scores by Prostitution
Group.
GAIN: Total Disorder Screen Past Month

GAIN: Total Disorder Screen Past 90 Days

GAIN: Total Disorder Screen Past Year

GAIN: Total Disorder Screen Ever

Actively Prostituting
Exited < 6 months
Exited > 18 months
Actively Prostituting
Exited < 6 months
Exited > 18 months
Actively Prostituting
Exited < 6 months
Exited > 18 months
Actively Prostituting
Exited < 6 months
Exited > 18 months

n

M

SD

Min

Max

18
15
17
18
15
17
18
15
17
18
15
17

6.83
4.40
1.76
11.17
8.13
3.35
13.56
11.27
4.82
16.33
17.13
17.06

6.22
3.07
2.41
5.15
4.96
3.43
5.75
6.39
4.11
6.15
4.42
4.21

0
0
0
0
0
0
0
0
0
3
7
11

18
9
7
19
19
14
23
21
15
23
23
23
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Because a significant multivariate effect was found, individual one-way ANOVAs were
conducted on the total disorder screen scale scores. Results are shown in Table 20. Significant
differences were found between prostitution groups for the Total Disorder Past Month, Total
Disorder Past 90 Days, and Total Disorder Past Year (all p-values < .05). Tukey HSD post-hoc
tests found that women who exited prostitution > 18 months ago had lower scores than either the
women still prostituting or the women who had left prostitution in the last six months for Total
score in the past month; Total score in past 90 days; and Total score in past year. All p-values
were < .05.
TABLE 20. ANOVA between Subjects Effects for GAIN Total Disorder Scores by Prostitution
Group.
Source

Dependent Variable

SS

df

MS

F

p

Partial
Eta2

Scale Score

GAIN: Total Disorder Screen Past Month
GAIN: Total Disorder Screen Past 90 Days
GAIN: Total Disorder Screen Past Year
GAIN: Total Disorder Screen Ever
GAIN: Total Disorder Screen Past Month
GAIN: Total Disorder Screen Past 90 Days
GAIN: Total Disorder Screen Past Year
GAIN: Total Disorder Screen Ever
GAIN: Total Disorder Screen Past Month
GAIN: Total Disorder Screen Past 90 Days
GAIN: Total Disorder Screen Past Year
GAIN: Total Disorder Screen Ever

224.62
539.88
706.65
6.71
883.16
982.12
1403.85
1200.68
2067.00
4410.00
7011.00
15353.00

2
2
2
2
47
47
47
47
50
50
50
50

112.31
269.94
353.33
3.35
18.79
20.90
29.87
25.55

5.98
12.92
11.83
0.13

.005
.001
.001
.877

.203
.355
.335
.006

Error

Total

The percentages of physical health by prostitution group are shown in Table 21. The
proportion of women who were actively prostituting was significantly higher than women who
had exited in the last 18 months for the following Health scores: Concern about their risk for
AIDS, χ2 (2, N = 48) = 5.99, p = .050; and Drinking more than is good, χ2 (2, N = 50) = 6.20, p =
.045. The proportion of women who were actively prostituting and those who had exited within
the last six months was significantly greater than the proportion of women who had exited
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prostitution for > 18 months for Street Drug Usage, χ2 (2, 50) = 12.30, p = .002. In addition, the
proportion of women actively prostituting was significantly greater than the proportion of
women who had exited < 6 months or >18 months for being sexually active, χ2 (2, 50) = 13.93, p
= .001. Some with large percentage differences did not have at least n = 5 in each group and
could not be tested for statistically significant differences.
TABLE 21. Percentages of Physical Health Variables by Prostitution Group.

Current Health State
Fair/Poor
Good/Excellent
Stress Level
High
Medium
Low
Recent Weight Changes
Frequent Headaches
Tiredness Even With Good Sleep
Trouble Falling or Staying Asleep
Ever had High Blood Pressure
Yellow Jaundice, Hepatitis, or Liver
Trouble
Ever had Cancer
Positive Tuberculosis Test
Chronic Bronchitis or Emphysema
Ever Broken Bones
Venereal Disease
Concerned About Risk for AIDS
Frequently Worried about being Ill
Street Drug Usage
Drug Use: Serious Problems
Drink More Than is Good
Ever a Smoker
Chew Tobacco
More Sensitive than Most People
Crying Spells
Depression/Feeling Down
Anger Out of Control
Panicked in Certain Circumstances

Group
Actively
Prostituting

Group
Exited
Prostitution
<6 Months

Group
Exited
Prostitution
>18 Months

Total

17.6%
82.4%

46.7%
53.3%

23.5%
76.5%

28.6%
71.4%

29.4%
64.7%
5.9%
38.9%
44.4%
72.2%
61.1%
17.6%

40.0%
40.0%
20.0%
60.0%
46.7%
73.3%
66.7%
20.0%

6.3%
56.3%
37.5%
46.7%
29.4%
58.8%
58.8%
41.2%

25.0%
54.2%
20.8%
47.9%
40.0%
68.0%
62.0%
26.5%

16.7%
5.6%
11.1%
16.7%
33.3%
22.2%
33.3%
16.7%
66.7%
38.9%
50.0%
88.9%
11.8%
50.0%
50.0%
66.7%
61.1%
50.0%

26.7%
0.0%
7.1%
6.7%
46.7%
20.0%
20.0%
26.7%
60.0%
33.3%
26.7%
93.3%
6.7%
40.0%
53.3%
73.3%
40.0%
64.3%

41.2%
5.9%
17.6%
23.5%
41.2%
52.9%
0.0%
29.4%
11.8%
5.9%
11.8%
94.1%
0.0%
17.6%
41.2%
52.9%
31.3%
35.3%

28.0%
4.1%
12.2%
16.0%
40.0%
32.0%
18.8%
24.0%
46.0%
26.0%
30.0%
92.0%
6.1%
36.0%
48.0%
64.0%
44.9%
49.0%
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TABLE 21 – Continued
Group
Group
Exited
Actively
Prostitution
<6
Prostituting
Months
Nervousness
Trouble saying No
Ever had Hallucinations
Regular Breast Exams
Regularly Use Seat Belts
Raped/Sexually Molested as Child
Currently Sexually Active
Satisfied with Sex Life
Financial Matters: Serious Problems
Job: Serious Problems
Family: Serious Problems
Family Members Died Before 65 Years

44.4%
11.1%
16.7%
38.9%
82.4%
61.1%
83.3%
66.7%
64.7%
50.0%
50.0%
52.90%

60.0%
46.7%
20.0%
26.7%
92.9%
73.3%
20.0%
46.7%
46.7%
20.0%
60.0%
60.00%

Group
Exited
Prostitution
>18 Months

Total

31.3%
29.4%
11.8%
52.9%
87.5%
70.6%
41.2%
47.1%
52.9%
23.5%
29.4%
66.70%

44.9%
28.0%
16.0%
40.0%
87.2%
68.0%
50.0%
54.0%
55.1%
32.0%
46.0%
59.60%

In summary, the results supported the hypothesis that resilience and specific subscales of
coping was higher for participants who had exited prostitution greater than 18 months. Yet it was
surprising to find that women who were out of prostitution less than six months did not have a
significant difference in resilience from women still prostituting. Additionally, the results
revealed women who exited prostitution for longer than 18 months had greater ability for
positive reappraisal, less distancing, and improved social support. Even though issues related to
externalizing, substance abuse and crime/violence resolved earlier after exiting, it took longer for
internalizing to improve. Last, the data showed that a large percentage of women still prostituting
reported being in either good or excellent health while women who had exited prostitution
reported a greater percentage of chronic illness.
Findings for Aim 3
Aim 3: Explored relationships between childhood and adulthood trauma, physical and
mental health problems and resilience and coping skills within each of the three groups. It was
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hypothesized the greater the childhood trauma, the lower the level of resilience and coping skills
while prostituting or early upon exiting.
A series of Spearman rank-order correlations were conducted to determine potential
relationships between resilience and coping skills and the GAIN and ACES for participants as a
whole (Polit, 1996). The results for Aim 3 will report correlational findings significant at p < .10,
when analyzing the three groups differently based on the small group size.
Resilience
A two-tailed test of significance indicated when examining the whole sample, there was a
significant negative relationship between resilience (CD-RISC) score and several other variables
as shown in Table 22. Women with higher resilience (CD-RISC) scores had less internalizing,
externalizing, crime/violent, substance abuse and overall total score in the past year.
TABLE 22. Significant Spearman’s Correlation between Resilience (CD-RISC) and GAIN
Subscales for all Participants.
Resilience (n=49)
Spearman’s rho

GAIN: Internalizing Last Month
GAIN: Internalizing Past 90 days
GAIN: Internalizing Past Year
GAIN: Externalizing Past Year
GAIN: Substance Abuse Past 90 days
GAIN: Substance Abuse Past yet
GAIN: Crime/Violent Past Year
GAIN: Total Score for past 90 days
GAIN: Total Score for past Year

Correlation
Sig (2-tailed)
Correlation
Sig (2-tailed)
Correlation
Sig (2-tailed)
Correlation
Sig (2-tailed)
Correlation
Sig (2-tailed)
Correlation
Sig (2-tailed)
Correlation
Sig (2-tailed)
Correlation
Sig (2-tailed)
Correlation
Sig (2-tailed)

-.304
.034
-.355
.012
-.487
.001
-.363
.010
-.325
.023
-.350
.014
-.340
.017
-.372
.009
-.426
.002
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A two-tailed test of significance indicated when examining females exiting < six months,
there was a negative relationship between resilience (CD-RISC) and the following variable as
shown in Table 23. Women who had higher resilience (CD-RISC) scores had less internalizing
in the past year,
TABLE 23. Significant Spearman’s Correlation between Resilience (CD-RISC) and GAIN
Subscale for Females Exiting Prostitution < 6 Months.
Resilience (n=17)
Spearman’s rho

GAIN: Internalizing in the Past Year

Correlation
Sig (2-tailed)

-.749
.001

There were not significant relationships between resilience scores (CD-RISC) and GAIN
scores or childhood trauma (ACES) score for women who had exited prostitution more than 18
months ago.
Ways of Coping
Ways of coping: Confrontive coping. A two tailed test of significance indicated when
examining females engaged in prostitution, there was a positive relationship between higher
Confrontive coping scores and several other variables as shown in Table 24. Women who had
higher Confrontive coping had higher externalizing, substance abuse and crime/violent in the
past month.
TABLE 24. Significant Spearman’s Correlation between Ways of Coping: Confrontive Coping
and GAIN Subscales for Females Still Prostituting.
Ways of Coping:
Confrontive Coping (n=18)
Spearman’s rho

GAIN: Externalizing in Past Month
GAIN: Substance Abuse in Past Month
GAIN: Crime/Violent Past Month

Correlation
Sig (2-tailed)
Correlation
Sig (2-tailed)
Correlation
Sig (2-tailed)

.465
.052
.519
.027
.476
.046
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There were not significant relationships between Confrontive Coping scores and GAIN
scores or ACES (childhood trauma) score for females exiting prostitution in the past six months
A two tailed test of significance indicated when examining females exiting prostitution >
than 18 months, there was a positive relationship between Confrontive coping and childhood
trauma, as shown in Table 25.
TABLE 25. Significant Spearman’s Correlation between Ways of Coping: Confrontive Coping
and Childhood Trauma (ACES) for Females Exiting Prostitution > 18 Months.
Ways of Coping: Confrontive
Coping (n=17)
Spearman’s rho

ACES

Correlation
Sig (2-tailed)

.580
.015

Ways of coping: Distancing. A two-tailed test of significance indicated when examining
females engaged in prostitution, there was a positive relationship between Ways of Coping:
Distancing and crime/violent past month in Table 26. Women who had higher distancing had
higher crime/violent past month.
TABLE 26. Significant Spearman’s Correlation between Ways of Coping: Distancing and
GAIN Subscale for Females Still Prostituting.
Ways of Coping:
Distancing (n=18)
Spearman’s rho

GAIN: Crime/Violent in Past Month

Correlation
Sig (2-tailed)

.507
.032

A two-tailed test of significance indicated when examining females exiting prostitution <
six months, there was a positive correlation between Ways of Coping: Distancing and other
variables as shown in Table 27. Women who had higher distancing had higher externalizing and
overall scores for the past year.
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TABLE 27. Significant Spearman’s Correlation between Ways of Coping: Distancing and
GAIN Subscales for Females Exiting Prostitution < 6 Months.
Ways of Coping:
Distancing (n=15)
Spearman’s rho

GAIN: Externalizing Past Year
GAIN: Total Score Past Year

Correlation
Sig (2-tailed)
Correlation
Sig (2-tailed)

.565
.028
.571
.026

A two-tailed test of significance indicated when examining women exiting prostitution >
18 months, there was a positive correlation between Ways of Coping: Distancing and GAIN:
internalizing as shown in Table 28. Women who had higher scores on distancing had higher
internalizing for the past month.
TABLE 28. Significant Spearman’s Correlation between Ways of Coping: Distancing and GAIN
Subscale and Childhood Trauma (ACES) for Females Exiting Prostitution > 18
Months.
Ways of Coping:
Distancing (n=17)
Spearman’s rho

GAIN: Internalizing Past Month

Correlation
Sig(2-tailed)

.475
.054

Ways of coping: Self-controlling. A two-tailed test of significance indicated when
examining females still engaged in prostitution, there was a strong positive relationship between
self-controlling and substance abuse in the past month, as shown in Table 29.
TABLE 29. Significant Spearman’s Correlation between Ways of Coping: Self-Controlling and
GAIN Subscale for Females Still Prostituting.
Ways of Coping: SelfControlling (n=18)
Spearman’s rho

GAIN: Substance Abuse Past Month

Correlation
Sig(2-Tailed)

.512
.030
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There was no significant relationship found between Ways of Coping: Self-Controlling
scores and the GAIN and ACE scores for women who exited prostitution less than six months
and greater than eighteen months.
Ways of coping: Seeking social support. A two-tailed test of significance indicated
when examining women who were prostituting, there was not a significant relationship between
Ways of Coping: Social Support and the GAIN and childhood trauma (ACES).
A two-tailed test of significance indicated when examining females who exited
prostitution less than six months, there was a strong negative relationship between seeking social
support and childhood trauma (ACES) as shown in Table 30.
TABLE 30. Significant Spearman’s Correlation between Ways of Coping: Seeking Social Support
and Childhood Trauma (ACES) for Females Exiting Prostitution < 6 Months.
Ways of Coping: Seeking Social
Support (n=15)
Spearman’s rho

ACES

Correlation
Sig(2-tailed)

-.560
.030

A two-tailed test of significance indicated when examining females who exited
prostitution greater than 18 months, there was a strong positive relationship between seeking
social support and childhood trauma (ACES) as shown in Table 31.
TABLE 31. Significant Spearman’s Correlation between Ways of Coping: Seeking Social Support
and Childhood Trauma (ACES) for Females Exiting Prostitution > 18 Months.
Ways of Coping: Seeking Social
Support (n=17)
Spearman’s rho

ACES

Correlation
Sig(2-tailed)

.568
.017

Ways of coping: Accepting responsibility. A two-tailed test of significance indicated
when examining females still engaged in prostitution, a strong positive relationship between
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Ways of Coping: Accepting Responsibility and other variables as shown in Table 32. Women
who had higher scores for accepting responsibility also had higher scores for substance abuse
and crime/violent for the past month. Women with higher scores on accepting responsibility also
had higher scores for substance abuse and crime/violent for the past month.
TABLE 32. Significant Spearman’s Correlation between Ways of Coping: Accepting
Responsibility and GAIN Subscales for Females Still Prostituting.
Ways of Coping: Accepting
Responsibility (n=18)
Spearman’s rho

GAIN: Substance Abuse
Past Month
GAIN: Crime/Violent past
month

Correlation
Sig (2-tailed)
Correlation
Sig (2-tailed)

.608
.007
.590
.010

A two-tailed test of significance indicated when examining females exiting prostitution
for < 6 months, a strong positive relationship between Ways of Coping: Accepting
Responsibility and GAIN: Crime/Violent past month but a negative relationship between Ways
of Coping: Accepting Responsibility and ACES as shown in Table 33. Women who had higher
scores on accepting responsibility had higher scores on crime/violent in last month but lower
scores on ACES.
TABLE 33. Significant Spearman’s Correlation between Ways of Coping: Accepting
Responsibility and GAIN Subscale and Childhood Trauma (ACES) for Females
Exiting Prostitution < 6 Months.
Ways of Coping: Accepting
Responsibility (n=15)
Spearman’s rho

GAIN: Crime/Violent Past Month

Correlation
Sig (2-tailed)

.572
.026

Childhood Trauma (ACES)

Correlation
Sig (2-tailed)

-.579
.024
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Ways of coping: Escape avoidance. A two-tailed test for significate indicated when
examining females who exited prostitution < 6 months, a positive relationship between Ways of
Coping: Escape Avoidance and other variables as shown in Table 34. Women with higher escape
avoidance had higher scores on crime/violent for the past 90 days and externalizing,
crime/violent, and total scores for the last year.
TABLE 34. Significant Spearman’s Correlation between Ways of Coping: Escape Avoidance
and GAIN Subscales for Females Exiting Prostitution < 6 Months.
Ways of Coping: Escape
Avoidance (n=15)
Spearman’s rho

GAIN: Externalizing Past Year
GAIN: Crime/Violent Past 90 days
GAIN: Crime/Violent Past 90 days
GAIN: Total Score Past Year

Correlation
Sig (2-tailed)
Correlation
Sig (2-tailed)
Correlation
Sig (2-tailed)
Correlation
Sig (2-tailed)

.531
.042
.510
.052
.634
.011
.544
.036

A two-tailed test of significance indicated when examining females who had exited
prostitution > 18 months, a positive relationship between Ways of Coping: Escape Avoidance
and other variables as shown in Table 35. Women who have higher scores on escape avoidance
had higher scores on externalizing and total score ever.
TABLE 35. Significant Spearman’s Correlation between Ways of Coping: Escape Avoidance and
GAIN Subscales for Females Exiting Prostitution >18 Months.
Ways of Coping: Escape
Avoidance (n=17)
Spearman’s rho

GAIN: Externalizing Ever

Correlation
Sig (2-tailed)

.590
.013

GAIN: Total Score Ever

Correlation
Sig (2-tailed)

.512
.035
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Ways of coping: Planful problem solving. There was no significant relationship
between Ways of Coping: Planful Problem Solving and the GAIN or childhood trauma score for
women actively engaged in prostitution.
A two-tailed test for significance indicated when examining females exiting prostitution
< 6 months, a negative relationship between Ways of Coping: Planful Problem Solving and
GAIN: Internalizing for the past year as shown in Table 36.
TABLE 36. Significant Spearman’s Correlation between Ways of Coping: Planful Problem
Solving and GAIN Subscale for Females Exiting Prostitution < 6 Months.
Ways of Coping: Planful
Problem Solving (n=15)
Spearman’s rho

GAIN: Internalizing Past Year

Correlation
Sig (2-tailed)

-.343
.015

A two-tailed test for significance indicated when examining females exiting prostitution
> 18 months, a negative relationship between Ways of Coping: Planful Problem Solving and
GAIN: Total Score but a positive relationship between Ways Of Coping: Planful Problem
Solving and childhood trauma (ACES) as shown in Table 37. Women who had higher scores on
planful problem solving had higher scores on childhood trauma (ACES) and lower total scores
on the GAIN for the past year.
TABLE 37. Significant Spearman’s Correlation between Ways of Coping: Planful Problem Solving
and GAIN Subscale and Childhood Trauma (ACES) for Females Exiting Prostitution
>18 Months.
Ways of Coping: Planful
Problem Solving (n=17)
Spearman’s rho

GAIN: Total Score Past Year

Correlation
Sig (2-tailed)

-.512
.036

ACES

Correlation
Sig (2-tailed)

.687
.002
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Ways of coping: Positive reappraisal. A two-tailed test for significance indicated when
examining females still prostituting, there was not a correlation between Ways of Coping:
Positive Reappraisal and the GAIN or childhood trauma.
A two-tailed test for significance indicated when examining females exiting prostitution
< 6 months, a negative correlation between Ways of Coping: Positive Reappraisal and other
variables as shown on Table 38. Women who had higher scores for positive reappraisal had
lower scores for internalizing in the past year or ever.
TABLE 38. Significant Spearman’s Correlation between Ways of Coping: Positive Reappraisal
and GAIN Subscale for Females Exiting Prostitution < 6 Months.
Ways of Coping: Positive
Reappraisal (n=15)
Spearman’s rho

GAIN: Internalizing Past Year

Correlation
Sig (2-Tailed)

-.550
.340

A two-tailed test for significance indicated when examining females exiting prostitution
> 18 months, a strong positive correlation between Ways of Coping: Positive Reappraisal and
childhood trauma (ACES) as shown in Table 39.
TABLE 39. Significant Spearman’s Correlation between Ways of Coping: Positive Reappraisal
and Childhood Trauma (ACES) for Females Exiting Prostitution >18 Months.
Ways of Coping: Positive
Reappraisal (n=15)
Spearman’s rho

ACES

Correlation
Sig (2-tailed)

.613
.009

In summary, women with higher resilience had less internalizing, externalizing,
crime/violent, substance abuse and overall total GAIN score in the past year. The hypothesis that
women with higher childhood trauma (ACES) score would have lower resilience scores (CDRISC) was not supported with findings from the overall group of female prostitution or the
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separate groups. Yet, there was a positive relationship between childhood trauma and specific
Ways of Coping subscales, the overall coping score, self-controlling subscale, and planful
problem solving subscale.
Summary
This chapter presented the data describing the participants. It also presented the data
describing and comparing the three groups of participants (actively engaged in prostitution,
exited < 6 months and exited > 18 months), in addition to exploring possible relationships
between childhood and adulthood trauma, physical and mental health problems and resilience
(CD-RISC)and coping. The hypothesis that resilience (CD-RISC) was higher for women exiting
eighteen months or more was supported with the change occurring sometime between one day
and eighteen months. The hypothesis that childhood trauma (ACES) would impact resilience
(CD-RISC) was not supported. There was no relationship found between childhood trauma
(ACES) and resilience (CD-RISC) but there was a relationship between childhood trauma
(ACES) and specific coping subscales. The findings will be discussed in Chapter 5
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CHAPTER 5: DISCUSSION
This study focused on resilience with women who are at various lifecycles in a
prostitute’s life. The lifecycles include women who are currently engaged in prostitution, women
who recently exited prostitution within the last six months; and women who exited the lifestyle
for at least 18 months. The specific AIMS addressed describing, comparing, and exploring
relationships between the three groups for the following: 1) trauma severity experienced during
both childhood and adulthood, 2) physical and mental health, 3) quantity of visits to healthcare
providers, 4) resilience, and 5) coping skills. While there is a plethora of information about the
negative consequences of street prostitution such as physical/mental health problems, and
violence there is a scarcity of literature on the topic of the women’s strengths. This pilot study
began to address the gap in literature by examining resilience and coping with female street
prostitutes
Demographic Characteristics
Although this study had only 50 participants, it had representation of women across races
and educational levels. It also surveyed females from the Southeast which has not been
addressed in previous literature on street prostitution. In contrast to other literature, which reports
the average age of sex work beginning between 15 to16 years (Miller et al., 2011), the average
age females reported beginning sex work was 21 years old in this study. The age first engaged in
prostitution ranged from as early as 8 years to 49 years of age. Those starting in prostitution at
earlier ages aligns with pervious findings. The women, who were actively prostituting reported
they all had a high school education, in comparison to previous literature which reported 52.2%
of the women prostituting did not have a high school diploma or GED (Burnette, Mandi, Luca,
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Ilgen, & Mark, 2008). Educational levels for women who had exited prostitution in the last six
months (42.9%) and over 18 months (43.8%) were slightly more consistent with previous
research regarding a high school education. Overall, the groups reported 70.5% of this sample
had a high school education which indicates this sample had a higher educational level than most
prostitute samples. The average number of years engaging in prostitution was about 15 years and
ranged from than 0 to 41 years.
On average, the women who had exited prostitution for 18 months or more, were older,
had less education, started prostituting earlier and had been prostituting longer. This description
of women exiting prostitution is plausible since they have been out of prostitution for a longer
period of time. On the other hand, it does not seem probable that all the women who were
actively prostituting had a high school education as was reported.
Findings for Aim 1 and Aim 2
The mean scores obtained for Childhood Trauma across the sample of female prostitutes
in this study ranged from 4.47 to 5.18, which places them at significant risk for both mental and
physical health problems. When asked the question about rape/sexual abuse as a child, the
majority of women in all groups reported that they had been raped/sexually abused as a child.
Sixty-one percent of the women that were still prostituting reported that they were raped or
sexually abused as a child, 73.3% of the women exiting less than six months reported yes to this
question, and 70.6% of the women who had exited greater than 18 months reported answered yes
to this question. These findings are consistent with the estimation that 65-95% of the female
street prostitutes were sexually assaulted as a child (Farley, Cotton, Lynee, Zumbeck, Spiwak, &
Reyes, 2003). There was not a significant difference in the childhood trauma scores between the
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groups. One likely explanation is that the majority of the women across all groups had
experienced childhood trauma.
The female prostitutes in this study reported between 2.44 - 2.57 points out of four points
for the Adult Trauma Score. The Adult Trauma questionnaire asked questions about physical
assault, sexual assault, witnessing a violent death, and being held captive. These findings are
consistent with the literature that reports female street prostitutes are at risk for experiencing
violence including rape and seeing friends who have been murdered (Shannon, Kerr, Strathdee,
Shovellier, Montaner, & Tyndall, 2009; Romero-Daza, Weeks & Singer, 2003). There was no
significant difference between the groups of women in the study for the Adult Trauma Score;
again because the majority of women in each group had experienced adult trauma.
The literature supports that lack of non-disclosure of the profession and trauma to the
healthcare provider as well as poor attendance to healthcare needs contributes to overall poor
health resulting in higher levels of morbidity and advanced pathology (Jeal & Salisbury, 2004).
Women in this study had between 2.67 to 5.75 annual visits on average to healthcare providers
but there was no statistically significant differences between the three groups. Although there
was not a significant difference between the groups, the annual visit numbers ranged from 0-5 if
women were actively prostituting to 0-20 if they had exited prostitution. These numbers show
that healthcare visits increase in certain cases upon exiting prostitution supporting the increased
need for health care because of the traumatic lifestyle. It would make sense that women would
increase their health care visits once they were in a residential treatment and had access to health
care. However, the quality of the visits or whether or not these women disclosed their profession
was not addressed in this study.
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When examining internalizing disorders, externalizing disorders, substance disorders, and
crime/violence over the period of one month, one year, and a lifetime using the GAIN (Dennis,
Chan, & Funk, 2006), women in this study who had been out of prostitution for more than 18
months had lower scores for internalizing in the past month, externalizing, crime/violence and
substance abuse in the past year. The findings obtained from the women suggest that issues
related to addiction, crime/violence and externalizing were addressed more rapidly upon exiting
the lifestyle of prostitution but it might take longer to address internalizing issues such as anxiety
and depression.
This supports the literature reporting prostitutes are at high risk for numerous mental
health and addiction problems related to the lifestyle of a female street prostitute (RoeWepowitz, Hickle, & Cimino, 2012).. The fact that female street prostitutes are struggling with
internalizing is consistent with the literature that female street prostitutes often suffer from mood
disorders and substance abuse (Roxburgh, Degenhardt & Copeland, 2006; Rosseler et al., 2010).
These issues are the most common reason the women visit healthcare providers, yet often go
undiagnosed and therefore untreated (Jeal & Salisbury, 2004a; Jeal & Salisbury, 2004b; Rosseler
et al., 2010) both during and after exiting prostitution.
Health scores indicate that women still prostituting drank more than was good for them
and had more concerns about risk for AIDS compared to females exiting prostitution for > 18
months. This is consistent with the literature looking at the status of HIV, AIDS and substance
abuse in female prostitutes (Burnette, Mandi, Luca, Ilgen, & Mark, 2008; Roxburgh, Degenhart,
& Copeland, 2006). The women who were still prostituting had greater street drug usage than
those who had exited within the last six months. It is of interest to note that 82.4% of the women
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still prostituting reported their health as being good/excellent, compared to women out of
prostitution less than six months (53.3%) and women out over 18 months (76.5%). This finding
is not consistent with previous literature that shows over 50% of women who are still prostituting
report poor health (Cohan et al., 2006). A possible explanation for the findings is the females still
prostituting are not aware of their medical issues due to masking of potential illnesses by
substance abuse or they may not be aware of health problems due to inadequate healthcare and
follow up. It is also possible the women might be prompted to leave the lifestyle if their health is
declining.
The women still prostituting reported more acute versus chronic conditions as compared
to women exiting 18 months or more. Women still prostituting tended to report health issues
such as frequent headaches, tiredness even with good sleep, being more sensitive than most
people, depression/feeling down, anger out of control, panicked in certain circumstances, and
nervousness. Whereas, women that had been out more than 18 months tended to report more
chronic conditions such as high blood pressure, yellow jaundice, hepatitis, liver trouble, positive
tuberculosis test, chronic bronchitis or emphysema, and venereal disease. The findings are
consistent with the literature describing the long term health consequences of street prostitutes
(Jeal & Salisbury, 2004a; Jeal & Salisbury, 2004b; Ward & Day, 2006; Burnette, Mandi, Luca,
Ilgen & Mark, 2008).
The women who had exited longer than 18 months had improvement in distancing and
higher positive reappraisal scores. The building of positive attachments and connections to
emotionally supportive adults along with positive beliefs and the ability to reframe situations
after exiting prostitution supports coping and building resilience. This is consistent with

90

literature supporting social connectedness as a component of resilience (Prince, 2008;
McCubbin, Balling, Possin, Frierdich, & Bryne, 2002; Tak & McCubbin, 2002).
Female street prostitutes who exited prostitution more than 18 months had higher
resilience scores as compared to the women who were actively prostituting or who exited within
6 months. This supported the hypothesis that resilience would be higher in women who had been
out 18 months or more. The women who were out of prostitution for less than six months had
resilience scores (CD-RISC) comparable to the general population with significant physical
and/or mental health issues (Connor & Davidson, 2003) The women who had exited prostitution
for 18 months or more had resilience scores (CD-RISC) comparable to the “normal” general
population (Connor & Davidson, 2003). The resilience scores (CD-RISC) for the women exiting
six months or less align with dysfunctional reintegration whereas the resilience scores (CDRISC) for women exiting 18 months or more align with resilient reintegration in the Resiliency
Process Model (Richardson, 2002, Kumpfer, 1998).
Findings for Aim 3
In the overall scores, women who had higher resilience scores had lower scores for
internalizing, externalizing, crime/violence and substance abuse for the past year. Common
themes between the groups were the negative relationship between resilience and internalizing.
These findings were consistent with women in previous research asking to have individual
therapy available to them when exiting the lifestyle (Farley et al., 2003).
If women were still prostituting, there was a positive relationship between higher
confrontive coping scores and externalizing, substance abuse and crime/violence in the past
month. This is important because studies indicate this type of behavior is indicative of failure in
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treatment if it continues for the first 90 days (Roe-Sepowitz, Hickle, & Cimino, 2012). There
were positive relationships between distancing and externalizing/crime/violence; controlling and
substance abuse; escape avoidance and externalizing; substance abuse and crime/violence. This
is consistent with literature that the illicit drugs are often used by female sex workers( Bureneet,
Mandi, Luca, Ilgen & Mark, 2008; Roxburgh, Degenhardt & Copeland, 2006) and
crime/violence is part of the lifestyle (Weitzer, 2009; Romero-Daza, Weeks & Singer, 2003;
Shannon, Kerr, Strathdee, Shovellier, Montaner & Tyndall, 2003).
Females who had left prostitution for less than six months had positive relationships
between distancing, escape avoidance and externalizing and crime/violence. There were negative
relationships between seeking social support, accepting responsibility and childhood trauma. The
findings are consistent with the literature that higher childhood trauma scores make it difficult
for the women to make social connections early in treatment which is a critical component of
successful treatment and resilience (Tak & McCubbin, 2002; Anderson, Renner & Danis, 2012).
On the positive side, the scores for the women exiting prostitution for 18 months or greater
associated an increase in social connectedness to higher childhood trauma scores. Women who
had exited for 18 months or more also had higher scores on positive reappraisal. The increase in
positive reappraisal, and the decrease in distancing supports the higher scores for resilience (CDRISC).
Relationship to Theory
The higher scores on resilience (CD-RISC), which is in the same range as the general
“normal” population, aligns the women with resilient reintegration within the Resiliency Process
Model (Richardson, 2002, Kumpfer, 1998). There is an external stressor (disruption) challenge
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of exiting the lifestyle which prompts the process. Many of these women did not start with a
supportive environment as demonstrated by the high percentage of childhood sexual abuse and
high childhood trauma scores (ACES). The women who were in residential treatment were
offered envirosocial protective processes through a safe external environment which provided
resources (envirosocial enhancing processes) to improve stress/coping processes (Kumper,
1999). These resources included mental and physical health, job training, educational
opportunities, and safe housing. The process of moving from dysfunctional reintegration to
resilient reintegration is often difficult due to internal characteristics such as complex trauma
ongoing since childhood, and physical/mental health problems among others which were found
in this group of women participating in the study.
The disruption of exiting the lifestyle and living in a supportive residential home allows
the woman to gain insight and growth during this period and allows her to use this time to reflect
and identify, access, and nurture resilient qualities. The envirosocial support likely allows the
woman to move from the dysfunctional reintegration of her previous lifestyle through therapy,
education, and support to resilient reintegration where she realizes that she can continue to
choose growth and recovery even in times of disruptions (Richardson, 2002, Kumpfer, 1998).
Further research is required to understand the time frame of envirosocial processes required to
support resilient reintegration and the definitive resources that are critical to support this change.
Limitations
When addressing possible threats to the data, there are several identified threats including
the small sample size of the pilot project, and the unequal sizes of the groups (selection). There is
also the possibility of utilizing measurements that the women could not read or did not

93

understand (instrumentation) although the principal investigator was available to answer
questions. It is also possible that the women skipped answers because of the length of the
measurements (instrumentation) especially the women who were still prostituting. It is also
necessary to consider that the women exiting prostitution for more than 18 months had been
through the same residential treatment center which may impact the results of the answers
(selection). The findings should be considered preliminary and are not conclusive due to the
small sample and due to the fact that no one still prostituting had less than a high school
education, thereby making it impossible to know what the resilience scores of less educated
women who are still prostituting. In addition, the low prevalence of chronic health conditions
due to the sample size limit the statistical testing that can be done to rigorously evaluate
differences between prostitution groups and to control for age and education effects. Access to
the population is difficult and the current sample includes female street prostitutes that have been
caught and street prostitutes that have made the decision to leave the lifestyle so they may not be
representative of the general population of female street prostitutes.
Strengths
Although the sample size is small for many studies of vulnerable groups, the sample (i.e.,
women who are or who have been street prostitutes) is sufficient for this study. This is the first
study to compare women that are still prostituting with women that have exited the lifestyle. It is
conducted in the Southeastern United States with women from various races and educational
levels. The ability to access female street prostitutes within a residential organization and
affiliated organizations. It is also one of the few studies that focused on resilience instead of
negative consequences from the traumatic lifestyle of street prostitutes. Additionally, this study
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will be used to continue to support research to develop evidenced based practices to work with
women exiting the lifestyle of prostitution.
Implications for Practice
Based on this study, it appears that females early out of prostitution are very similar to
women still prostituting. Critical issues such as distancing, connecting with social support,
positive reappraisal, and resilience scores were seen in women out of prostitution for 18months
or more. These findings support the probability that a longer residential programs for women
exiting prostitution and addiction is needed to allow them to reintegrate successfully into society.
There must be time for these women to address their lifelong trauma issues, as evidenced by
their high childhood trauma experiences, which impact their ability to trust, connect with other
people and live life in a resilient manner instead of turning to dysfunctional coping skills such as
substances and prostitution.
The difficulty in resolving issues with internalizing scores which was lower in the women
who had exited for longer than 18 months supports the need for counseling to be available to
women early on to address issues such as depression, anxiety, and post-traumatic stress disorder.
Counseling can also address issues surrounding substance abuse as well as externalizing issues.
This counseling should be available and accessible from the beginning of the departure from the
lifestyle.
Another important aspect of this study identifies the possibility that women might not
leave the lifestyle until they are often struggling with chronic illnesses. Therefore, it is important
to provide education to healthcare providers on identifying and treating female street prostitutes
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prior to development of chronic illnesses. It is also equally important to educate psychiatric
providers due to the issues with substances, and mental health problems in this population.
The education should include resources to support exiting the lifestyle. Information about
initiation and engagement of conversations and dialogue that ask questions about women’s
lifestyles and offer support when critical red flags are present should be a part of the education.
This includes key topics such as having conversations with women in private if they are
accompanied by what appears to be a controlling male figure that could possibly be their pimp or
trafficker along other strategies. Due to the smaller number of visits to healthcare providers seen
in this study, it is critical that we engage the women as soon as possible as it is likely that they
will not follow up with healthcare appointments and recommendations.
Future Research
Future research will include building upon this current research by expanding the sample
size. Upon expansion of this study, female street prostitutes need to be followed from the time
they exit the lifestyle through the first two years for a longitudinal study. The questionnaires
should be administered to the women every three months to determine at what point in time the
change occurs. It is important to understand if a woman has the same score on resilience
throughout the process or if it improves during the first 18 months. This can only be determined
by following the same person throughout the first two years. This will also help identify
differences in women that are successful in exiting the lifestyle versus women who decide to
return to the lifestyle.
There are organizations that have been successful in supporting women’s resilient
reintegration after exiting a lifestyle with complex trauma issues that need to be studied to
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develop an understanding of what is effective in supporting the women during this time.
Expanding the research to multiple sites with larger numbers of participants allows the
researcher to examine the importance of time as well as services to determine what supports
resilience and coping. The other component that was not addressed in this study specifically
which is important to the women was safe housing and spirituality (p. communication, B.
Stevens).
Conclusion
Due to limited funding and competing social issues, it is important that evidenced based
services be available and provided to women that are exiting a life of prostitution. In order to
offer the most efficient and effective services to the women to promote resilience, resources need
to be available to the women that are based on evidence. This study supports programs that are
longer than six months in length with access to individual therapy instead of the traditional 30
day drug rehabilitation and halfway houses. Continued studies on resilience will be required to
support funding of these programs. This study also shows women exiting the lifestyle already
have chronic mental and physical health problems. Education of healthcare providers is required
to intervene at an earlier point in the trajectory to support the success of the woman’s resilient
reintegration into society. This information can only be obtained with research that is developed
collaboratively with female street prostitutes to continue promoting their success in developing a
life of meaning.
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