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Safeguarding: Sex 

Work and ASE



Context and Rationale

• The Shift: Risk has moved 
behind closed doors with the 
digitalisation of sex work and 
ASE.

• The Problem: Traditional ‘sit 
and wait’ clinical models are 
not seeing at risk cohorts, 
they’re health needs remaining 
high.

The Digital Veil Rural Isolation

Systematic Barriers

Hidden 
Cohorts



Research Purposes

Goal: Presenting qualitative insights to improve inclusion health 
pathways for sex workers and ASE victims.

Focus: Bridging the gap between the ‘digital veil’ and statutory 
support

Perspective: Using the anonymised perspectives of service 
workers to highlight what barriers they face in providing high quality 
care – not just accusing them of not providing it. 



Methodology 

Interviews

Analysis

Local Authority 
Outcomes

• 3 purposively sampled 
interviews

• Semi-structured
• Covers 3 specialism: 

Clinical/NHS, Third 
Sector Outreach and 
Academic Outlook

• Reflexive Analysis of 
197 identified codes

• Deductive: based on 
pre-defined categories

• Identifying blocks in 
safeguarding 
pathways and 
engagement

• Insights for future 
work

Funnel Approach: Each candidate built on and directed 
the study: 
Individual Engagement (VCSE participant) – System 
Operation (NHS participant) – Landscape and Context 
(Academic participant)



Coding System

Code Name Definition / What to look for Source Link

Digital Veil Mentions of the shift to online platforms or "hidden" indoor solicitation. Giommoni & Ikwu (2024)

Connectivity Mentions of the working relationships between mainstream services, as well as VCSE organisations.

Rigid Systems Mentions of "appointment rigidity," lack of ID, an unadapted approach or digital-only barriers, and insufficient 

care overall

NICE (2022) / Potter (2022)

Relational Safety Descriptions of trust-building, "strength of connection," or consistent adaptive professional care, including 

attempts/initiatives to do so.

ERYC (2025a)

Cuckooing Mentions of local gangs, "cuckooing," or intersections with the drug market. Lit Review / HMSP (2025)

Chilling effect Descriptions of stigma, trauma, fear of police, or service-users avoiding care, including that relating to sexual 

health.

Molloy et al. (2025)

Survival Sex Mentions of sex work driven by poverty, homelessness, addiction or basic needs (lack of food/shelter). ‘Chloe Report’ (2025b)

Professional Curiosity Evidence of the practitioner looking for subtle "red flags" behind a consensual narrative. Lit Review Aim 3

Rural Isolation Challenges specific to the geography of East Riding (transport, isolation, lack of hubs, temporary residencies). ERYC JSNA

Coding System:



Overall Results 
196 total Primary Codes

Frequency of codes:

• Chilling Effect: 21.94%

• Connectivity: 11.23%

• Cuckooing: 0.51%

• Digital Veil: 5.61%

• Professional Curiosity: 15.31%

• Relational Safety:  23.47%

• Rigid Systems: 14.29%

• Rural Isolation: 3.06%

• Survival Sex: 4.58%
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Finding 1: Systemic 
Rigidity & The ‘Revenue 
Barrier’

• Mainstream service operating hours do not 
align with the working hours of the market

• Mandatory use of tech excludes those in data 
poverty. 

• The use of working names in mainstream 
services creates safety issues. 

• Mainstream services fail to  understand and 
account for and adapt to the crises and 
lifestyles  of these cohorts, called ‘chaotic’ by 
some participants.



Finding 2: Stigma & The 
Chilling Effect

• Avoidance of authority: Fear that health 
services act as proxies for the Police and 
Social Services.

• Othering: A Lack of staff education leads to 
perceived judgmental clinical environments. 

• Othering: Wider societal stigma also persists 
in preventing these cohorts from accessing 
services.

• The ‘Waitrose’ Effect: A feeling of class-based 
alienation in affluent areas or services 
individuals don’t think they deserve prevents 
engagement

• Not all sex workers want to be ‘saved’ from 
their lifestyle. This misconception leads to 
negative interactions with healthcare services



Finding 3: Relational 
Safety

• Trust is currency: Consistency and the 
‘drinking cups of tea’  outperform 
clinical efficiency. These relationships 
needs time and individualised efforts to 
cultivate. 

• Peer-Led Credibility: Specialised 
VCSEs provide ‘psychological safety’  
that statutory services lack. 

• Proactive Persistence: Persistent and 
consistent presence is necessary to 
build this trust. For example. the ‘van’ 
model succeeds because it removes 
the burden of travel.



Finding 4: Identifying 
ASE and Survival Sex
• Agency vs. Coercion: Recognising that 

work is often a ‘survival response’ to 
addiction, poverty or other lifestyle 
circumstances. 

• Care vs Professional Curiosity: 
inaccessible brothels or partners make 
professional curiosity difficult and 
workers must focus on providing their core 
service only (e.g. handing out brochures or 
medical tests)

• The Digital Veil: Online sex work and 
digitalised exploitation is increasing. This 
makes populations hidden and removes 
the physical and interpersonal cues 
usually used for safeguarding. 

• Safeguarding Thresholds: Professionals 
often struggle to know when to move on 
from support to intervention in 
circumstances of suspected modern day 
slavery.



Insights and Guidance for Future Work

• Integrated Connectivity: Further research into linking informed-
consent sex work pathways directly with addiction and homelessness 
hubs. 

• Piercing the Digital Veil: Exploring the ethics and efficacy of services 
having a ‘digital outreach’ (integrated with adult servicing platforms 
etc.)

• Trauma-Informed Scheduling: Investigating ‘flex-clinics’ that move 
away from rigid commitments and stigmatising structures and 
questions. 

• Rural Inclusion: Continued evaluation of the Inclusion Health Vehicle, 
as a primary site of rural safeguarding and health equity. Continued and 
extended partnerships with VCSE organisation on penetrating hidden 
populations. 
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