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Abstract

In some countries, personal assistants may facilitate sexual engagement of people with
disabilities. A specific form of facilitating sexuality are services that offer paid sex with
sex care workers. In the Netherlands, there is no training available for sex care workers.
To provide input for such training, this study examined sex care workers’ (perceived im-
portance of) knowledge about sexuality and relevant aspects of sex care, their educational
needs, motives for becoming a sex care worker, and experiences. An online survey was
completed by 29 sex care workers (response rate 52%). The sex care workers expressed
high importance of knowledge and generally reported good, but slightly lower current
knowledge levels on these aspects. Educational needs included both general and disability-
related sexuality and sexual problems and how to deal with problem behaviors and/or
emotional disinhibition. Some participants indicated that learning how to prevent physical
strain was important. The importance of setting boundaries was reported. Overall, par-
ticipants experienced little stigma, although few reported negative experiences. Important
motives for sex care work included the lack of attention to sexuality support for clients
with disabilities and wanting to contribute to clients’ sexual citizenship. The formulated
educational needs may be helpful in the development of such training. In addition to
knowledge and practical skills, the training should pay attention to discovering and setting
boundaries, providing a safe space for reflection on one’s own body experience and ethics,
as well as considering the clients’ perspectives.
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Sexuality and Disability

Introduction

Sexuality is an important aspect of human life and contributes to identity and physical
and psychological health [1-3]. For people with disabilities (PWD) (physical, intellectual,
developmental), sexuality is equally important. However, many studies showed that PWD
have fewer sexual experiences, are less likely to have a sexual partner, and are less likely
to engage in solo sexual activities (e.g., masturbation) [4—8]. In other words, their sexual
citizenship is hampered [9-12].

PWD often face prejudice, such as being seen as asexual or hypersexual, and when they
want to express their sexuality they encounter many barriers [13—16]. Solo sex is not always
possible due to physical limitations or lack of sufficient knowledge about sexuality, it can
also be challenging due to lack of privacy when having help at home [6, 17]. According to
PWD themselves, facilitated sex, or sexual assistance, could be a way to enable them to
express their sexuality [18, 19]. In this article, we speak of facilitated sex or sexual assis-
tance/assistants to denote any sexual support for PWD or according to the terminology of
the cited study, sex work(ers) to emphasize that these individuals or organizations identify
with regular sex work, and sex care (work(ers)) when individuals or organizations explicitly
state that they work within the care domain.

In some countries services offer the facilitation of sexual engagement of PWD (e.g., Swe-
den [20], the Netherlands [20], Denmark [21], Italy [22], Great Britain [23], Australia [24],
Canada [25], and Japan [26]). For example, Bahner [20] reported how Swedish personal
assistants helped their clients express their sexuality. Sexual assistance included “Provid-
ing accessible information, fostering an environment which allows intimacy, offering and
observing need for privacy, encouraging and enabling social interaction, the procurement
of sexual goods, arranging paid-for sexual services, facilitation of masturbation or sexual
intercourse with another party (undressing, handling of aids, positioning) and sexual surro-
gacy.” (20 pp 2-3). However, policies to regulate sexual assistance were lacking, leading to
ambiguity, differences in sexual assistance practice, and arbitrariness [20, 27]. In addition,
sexual assistants may face stigma and disapproval from family or partner [19]; sex workers
were confronted with stigma of support staff [28].

Several European countries have a form of legal sexual assistance for PWD, such as
Switzerland, Germany, and the Netherlands [29]. These services offer paid sex with sex
workers or sex care workers. The distinction between (or similarities of) sex work and sex
care is debated [12, 30-32]. In the Netherlands, five service providers facilitate sex work
or sex care [32]. Some providers explicitly identify themselves with regular sex work,
such as prostitution or escort services, but specialize in providing paid sex for PWD. They
follow Fritsch, Heynen, Ross, and van der Meulen [33] and others in their view that sex
work has an important role in meeting the sexual needs of PWD, emphasizing that they
are not caregivers and that sexual engagement should not be positioned in a care domain.
In contrast, other organizations follow Earle [34, 35] and Aloni, Keren, and Katz [36] and
see the sexual needs of PWD as part of other care needs (such as assistance with clothing,
meals, etc.). They emphasize that sex care differs from sex work: “Sex care is the facilita-
tion and support of the (care) needs to shape intimacy and sexuality in people with one
or more disabilities. With the aim of promoting, maintaining or compensating for desired
sexual health and quality of life; if necessary in collaboration with involved [care] disci-
plines.” (37 pp.3). Although sex care is legal in the Netherlands, sex care organizations are
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not allowed to employ sex workers and consequently intercede on a self-employed basis.
Also, sex care is not a legitimate care discipline. Therefore, a professional competency
profile for sex care workers was recently proposed [37], partly based on the principles of
Partner Surrogate Therapy by Masters and Johnson [38]. This competence profile aims to
contribute to the recognition of sex care as a legitimate care profession, as well as to the
formulation of education and training goals. To date, no training exists in the Netherlands
for sex care workers.

Little is known about the educational needs of sex care workers for PWD. Literature on
Surrogate Partner Therapy emphasizes that surrogates must be knowledgeable about the
disability and its resulting limitations [36]. Surrogates receive extensive training, includ-
ing sex education, structured relaxation exercises, and sensual awareness exercises [39].
A comprehensive training for sexual assistants (up to 300 h) consisted of body-oriented
sensual and sexual awareness exercises, in addition to other aspects such as knowledge
about disabilities, disability-related sexuality and sexology, body language and eroticism,
and ethics [22, 30]. Sexual assistant students have questions about transfer techniques and
hygiene issues of clients [22].

Few studies addressed the motives for working as a sexual assistant. In an Italian study,
would-be sexual assistants reported that they wanted to help PWD, and they wanted to allow
PWD to have sexual experiences [19]. At the same time, they were motivated by earning
extra income, and by the flexible working hours of the job. Money was also found as a
motive in another study, in addition to helping PWD and out of sexual interest [40]. Another
motive mentioned was supporting disability rights [30].

Recently, sex care for PWD has received political attention in the Netherlands. In May
2021, the short film ‘Ada’ premiered during the impact week ‘Fabuch’s Social Sex Show’,
in which the film was shown for five nights [41]. Ada depicts a day of a female sex care
worker and was awarded ‘De Noorderkroon’ (best short film) and ‘Noordster’ (best Noord-
film). Each streaming of the film was followed by an online talk show in which sex workers/
sex care workers, sex care clients, sex care organizations, sexologists, disability advocates,
politicians and scientists (among others) debated the film and the importance of facilitat-
ing sexuality (with a focus on sex care) for PWD. In the slipstream of the impact week, a
motion was amended by the Dutch House of Representatives and various parties worked
together to come up with recommendations on what is needed to support PWD in the area
of sexuality [32]. One of the ideas was to develop a training for sex care workers. Therefore,
the current study aims to identify sex care workers’ (perceived importance of) knowledge
about relevant aspects of sex care, their training needs, motives to become a sex care worker
and experiences.

Methods

Design

An online cross-sectional questionnaire study among sex care workers. The study was con-
ducted from October to December 2021. The organizations involved approved the study

(according to 27). The study was conducted in accordance with the 1964 Declaration of
Helsinki and subsequent amendments [42].
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Participants

All three organizations that identify themselves as sex care (as opposed to sex work) provid-
ers for PWD in the Netherlands participated in the survey. Each organization sent an invita-
tion letter with a link to the online survey to the sex care workers they interceded. Because
the survey was anonymous, a reminder letter was sent to all sex care workers two weeks
later. At the beginning of the survey, participants were informed about the study and all gave
their informed consent digitally.

Measurements

The survey was constructed in co-creation with one of the participating organizations. First,
background characteristics were asked, including gender (female/male/other), age, having a
partner/children (no/yes). If survey participants indicated they had a partner/children, they
were asked if the partner/children knew they were working as a sex care worker and if the
partner/children supported them in their work (no/yes).

Second, the questions referred to training and the time prior to starting as a sex care
worker. ‘Did you ever had training on sexuality and disability?’ (no/yes); ‘How did you
learn about sex care?’ (at work/via an acquaintance/via person who made use of sex care/via
a sex care worker/via family member with need for sex care/via media (internet, magazine,
TV)/other); and ‘Did you ever have worked in the sex industry?’ (no/yes).

Third, some general questions about working as a sex care worker were asked. ‘How
many years have you worked as a sex care worker?’; ‘How many clients do you visit?’ (one
per year/one per quarter/one per month/two per month/one per week/two per week/three or
more per week); ‘Which clients do you visit?’(clients with a physical disability only/clients
with a physical and intellectual disability/clients with an intellectual disability only/clients
with autism or autism spectrum disorder/clients with a psychiatric disability/elderly without
a disability/clients in forensic settings/other); ‘Are you satisfied with working as a sex care
worker?’ (1 strongly dissatisfied — 5 strongly satisfied); ‘Do you have a paid job in addi-
tion to working as a sex care worker?’ (no/yes); and ‘What sector do you work in?’ (health
and welfare/trade and services (not sex industry)/ICT/justice, security and public adminis-
tration/agriculture, nature and fisheries/media and communication/education, culture and
science/sex industry/engineering, manufacturing and construction/tourism, recreation and
hospitality/transportation and logistics/other).

Fourth, based on the Knowledge, Comfort, Approach and Attitudes towards Sexuality
Scale [43], the importance of having knowledge related to sexuality and sex care as a sex care
worker and the current level of that knowledge were assessed by 16 items (of which seven
items of Kendall et al. [43] on a 4-points Likert scale (1 very unimportant/I don’t know noth-
ing about this; 2 a little unimportant/my knowledge in this area is limited; 3 a little important/
my knowledge in this area is sufficient; 4 very important/my knowledge about this is excel-
lent). Three examples are ‘The anatomy and function of the sexual organs’; ‘ADL assistance
with people with physical disabilities’; and ‘Working with people with sexual orientations
other than your own’. In addition, we asked ‘Suppose a course with certification for sex care
workers is developed, what would you want to learn during this course?’ followed by nine
items (no/yes) [44]. Examples are ‘General knowledge about sexuality and sexual problems’;
‘Diagnosis-specific knowledge about sexuality and sexual problems due to physical and/or
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intellectual disabilities’; and ‘Skills in handling assistive devices (e.g., hoist, incontinence
equipment)’. Each item was followed by an open field to specify what participants would like
to learn, and an overall open field to elaborate on other educational needs.

Fifth, four items addressed perceived stigma due to working as a sex care worker, using
a 5-point Likert scale (1 totally disagree — 5 totally agree). ‘If co-workers or my supervisor
knew that [ work as a sex care worker I could lose my job’ and ‘If my family/neighbors/best
friends knew that I work as a sex care worker they would break contact’. Five statements
addressed the motives to become a sex care worker, using the same 5-point Likert scale. Two
examples are ‘I felt there was too little attention for sexuality in supporting these clients’ and
‘I felt there was too little attention for people with disabilities in mainstream sex work’. Sex
care workers’ attitudes and experiences were addressed by 18 statements (four items based
on), also using the same 5-point Likert scale. Examples are ‘As a sex care worker, I offer
loving sex to my clients’; ‘As a sex care worker, I teach my clients to deal with sexuality’;
‘As a sex care worker, I get paid well’. Participants were invited to make remarks in open
fields of the questionnaire regarding stigma, motives for sex care work and experiences.

Analyses

Data were analyzed with IBM SPSS 25. To describe the sample frequencies and means
(SD) or medians (IQR) (for skewed distributed variables (skewness>1.25 or <-1.25)) were
used. The importance of having knowledge of sexuality and aspects of sex care (outcome
1) and current knowledge levels (outcome 2) were reported in means (SDs). To test whether
the importance of knowledge and current knowledge levels differed, the Paired T-test (sum
scores) and the Related-Samples Wilcoxon Signed Rank Test (item scores) were applied.
Educational needs (outcome 3) were expressed in frequencies. For these three outcomes,
reliability was tested (Cronbach’s alpha) and sum scores were computed. In addition, to
examine whether the level of experience as a sex care worker was related to the three out-
comes, four background characteristics were used (number of years working in sex care;
having had training in sexuality and disability; having previously worked in the sex indus-
try; and frequency of client visits) (Spearman’s rho (nominal/ordinal/skewed scale by scale)
or Pearson r (scale by scale)). Perceived stigma, motives to become a sex care worker and
attitudes and experiences of sex care workers were shown in both means (SDs) and frequen-
cies ((strongly) agree). The answers in the open fields of the questionnaire consisted of short
phrases (quotes) and were merged in an excel file. The phrases were thematically catego-
rized as a deepening of the quantitative results. To ensure anonymity of the participants, the
quotes were presented with gender only and not with age.

Results

Sample

Actotal of 56 sex care workers were invited to participate, of whom 29 (52%) responded. The
response rate varied by organization (50—60%). The vast majority were female (85%), the

sex care workers had a mean (SD) age of 46.4 (8.0) years and 81% had a job in addition to
sex care (Table 1). Fifteen participants (56%) currently had a partner and 82% had children;
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almost all partners were informed about and supported their work in sex care. Children were
less likely to be informed (29%). Participants worked as sex care workers for a median of
4.0 IQR=2.0-7.8) years and visited clients with various disabilities. The majority (52%)
visited two or more clients per week. Three participants reported being very dissatisfied
with working as a sex care worker, 58% were very satisfied. About half (43%) had previ-
ously worked in the sex industry.

Knowledge about sexuality and aspects of sex care and educational needs

Participants were asked how important it was to have knowledge about sexuality and vari-
ous aspects of sex care (Cronbach’s alpha 0.84; mean (SD) 58.1 (5.1); theoretical range
16-64) (Table 2). The mean scores of all 16 items were 3.3 or higher, indicating that all
aspects were generally considered important to very important. The four most important
aspects were dealing with inappropriate behavior during an appointment, anatomy and func-
tion of genitalia, communication during an appointment with a client, and guiding clients on
what is appropriate behavior during an appointment. Overall, participants reported having
good levels of knowledge about sexuality, and how to work with and support their clients
during visits (Cronbach’s alpha 0.92; mean (SD) 49.2 (7.1); theoretical range 16—64). For
most items, participants’ mean scores were higher than 3.0, meaning that their knowledge
was generally considered adequate to excellent. Current knowledge levels about psychiatric
problems, working with clients with autism or autism spectrum disorder, problems associ-
ated with physical limitations, and reimbursement options for sex care had mean scores
lower than 3.0, generally indicating that participants felt less confident about these topics.

The sum scores of importance of knowledge and current level of knowledge were signifi-
cantly different (t=6.3, df=25, p<.001), indicating that participants’ reported importance
was higher than their current level of knowledge (Table 2). This difference was seen in
almost all items (p’s<.05).

Participants reported different educational needs (Cronbach’s alpha 0.89, mean (SD)=5.5
(3.4); theoretical range 0—10) (Table 3). The three most commonly reported were general
knowledge about sexuality and sexual problems (77%), diagnosis-specific knowledge about
sexuality and sexual problems due to physical and/or intellectual disabilities (77%), and
skills in dealing with client problem behaviors and/or emotional disinhibition (73%). Skills
in reporting on the client visit (46%) and skills in dealing with the client’s professional care-
givers (50%) were reported least frequently. Table 4 summarizes the training needs reported
in the open fields (quotes included in the text below are not repeated in the table). Com-
munication skills were frequently mentioned, referring to coping with limitations, reporting
to caregivers, and client problem behavior/inhibition. On the latter, one participant said the
following: “Some clients can be slowed down a bit, they want everything done in 5 minutes.”
(Female). Regarding general entrepreneurial skills, participants mentioned tax issues such
as VAT and tax return. Some preferred to have an accountant: “For example an accountant
through the organization, many accountants do not want to work with sex workers I know
from experience.” (Female). One participant (gender not reported) wanted to learn more
about sex care advocacy: “I would like to gain more knowledge about general entrepreneur-
ial skills, such as getting your own professional code. How can we present ourselves to the
outside world in such a way that our work is accepted by society?”. Other educational needs
referred to keeping boundaries, lifting techniques, safety issues and how to stay physically
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Table 1 Background characteristics of sex care workers in the Netherlands (n=29)

Characteristics n valid Sample
Gender (n (%)) 27
Female 23 (85)
Male 3(11)
Other 1(4)
Age (mean (SD)) 28 46.4 (8.0)
Having a partner (n (%)) 27 15 (56)
Partner knows of working as a sex care worker (n (%)) 15 13 (87)
Partner supports working as a sex care worker (n (%)) 13 13 (100)
Having children (n (%)) 27 22 (82)
Children know of working as a sex care worker (n (%)) 21 6 (29)
Children support working as a sex care worker (n (%)) 6 5(83)
Ever had training on sexuality and disability (n (%)) 28 5(18)
Learnt about sex care (n (%)) 29
Via my work 5(17)
Via an acquaintance 2(7)
Via a person who made use of sex care 2(7)
Via a sex care worker 3 (10)
Via family member with need for Sex Care 5017)
Via media (internet, magazine, TV) 8 (28)
Other 4 (14)
Having worked in the sex industry in the past (n (%)) 28 12 (43)
Number of years working as a sex care worker (median (IQR)) 28 4.0 (2.0-7.8)
Frequency of client visits (n (%)) 25
One per month 2 (8)
Two per month 3(12)
One per week 7 (28)
Two per week 3(12)
Three or more per week 10 (40)
Clients visited (n (%)) (multiple options) 25
Clients with a physical disability only 18 (72)
Clients with physical and intellectual disability 25 (100)
Clients with an intellectual disability only 17 (68)
Clients with autism or autism spectrum disorder 23 (92)
Clients with a psychiatric disability 21 (84)
Elderly without a disability 16 (64)
Clients in forensic settings 7 (28)
Satisfaction with working as sex care worker (n (%)) 26
Strongly dissatisfied 3(11)
Satisfied 8D
Strongly satisfied 15 (58)
Having a paid job in addition to working as a sex care worker (n (%)) 26 21 (81)
Work setting (n (%)) 19
Healthcare and welfare 14 (74)
Trade and services (not sex industry) 4(21)
Agriculture, nature and fisheries 1(5)
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Table 2 Importance of having
knowledge and current knowl-
edge levels reported by sex care
workers (n=26)

Knowledge sum scores and Impor- Current p
items (mean (SD)) tance of level of
knowledge knowledge

Sum score 58.1(5.1) 49.2(7.1) <0.001

Dealing with inappropri- 4.0 (0.0) 3.0(0.7) <0.001
ate behavior during an
appointment

The anatomy and function of 3.9 (0.4) 3.5(0.6) 0.002
the sexual organs

Communication during an 3.9(0.3) 3.4 (0.6) 0.003
appointment with a client

Guiding clients on what is 3.9(0.3) 3.2(0.7) <0.001
appropriate behavior during an
appointment

Positions when having sex 3.8 (0.6) 3.5(0.6) 0.052
with a client

Common problems associated 3.8 (0.4) 2.9 (0.6) <0.001
with physical limitations

Psychiatric disorders and 3.7(0.7) 2.8 (0.6) <0.001
concomitant issues

Changes in the perception of 3.7 (0.7) 3.1(0.6) 0.003
one’s sexual identity as a result
of a disability (self-esteem,
body perception and sexuality)

Dealing with incontinence is- 3.7 (0.6) 3.0 (0.8) 0.006
sues during sex with a client

Working with clients with 3.7(0.5) 2.9(0.6) 0.001
autism or autism spectrum
disorder

ADL assistance with people 3.7 (0.5) 3.2(0.8) 0.022
with physical disabilities

Guiding clients on what is 3.5(0.8) 3.1(0.7) 0.022
appropriate behavior outside of
the appointment

Assistive devices and medica- 3.5 (0.7) 3.0(0.7) 0.007
tions to help you achieve an
erection

Working with people with 3.4 (0.8) 3.3(0.6) 0.675
sexual orientations other than
your own

Working with assistive 3.4 (0.6) 3.0 (0.9) 0.79
devices (e.g., hoist, wheelchair,
incontinence equipment)

Reimbursement options for 3.3(0.9) 2.2(0.7) <0.001

sex care for clients

fit. “Very important to me: defining your own boundaries, how to do that. Also, you often have
strange sex positions and how do you keep an eye on your body when doing that.” (Female).

Sex care workers’ level of experience and knowledge and educational needs

The sum score of importance of knowledge did not correlate with participants’ level of
experience as a sex care worker (Spearman’s tho’s=.09-.33; p’s=.10-.69). However, some
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Table 3 Educational needs of sex  Educational needs sum score (mean (SD)) and items Sample
care workers (n=26) (0 (%))
Sum score 5.5(3.4)

General knowledge about sexuality and sexual problems 20 (77)

Diagnosis-specific knowledge about sexuality and sexual 20 (77)
problems due to physical and/or intellectual disabilities

Skills in dealing with client problem behaviors and/or 19 (73)
emotional disinhibition

Skills in coping with physical and/or mental disabilities 16 (62)

Skills in handling assistive devices (e.g., hoist, inconti- 15 (60)
nence equipment)

General knowledge about STDs, infectious diseases and 15 (58)
preventive measures

General entrepreneurial skills 14 (54)
Skills in dealing with the client’s professional care givers 13 (50)
Skills in reporting on the client visit 12 (46)
Something else 6 (23)

associations appeared on item level. Those who worked in sex care for a longer period of
time felt it was more important to know about different positions when having sex with a
client (Spearman’s tho=.51; p=.008) and about guiding clients about what is appropriate
behavior outside of the appointment (Spearman’s tho=.48; p=.013). Those who had not
had training on sexuality and disability felt it was more important to have knowledge about
reimbursement options for receiving sex care (Spearman’s rho=-.45; p=.020). Those who
had previously worked in the sex industry were more likely to say that knowledge about
how to deal with incontinence problems during sex with a client (Spearman’s tho=.45;
p=.020) and knowledge about tools or medications to get an erection (Spearman’s tho=.41;
p=.040) were important. Conversely, they were less likely to say that knowledge about
communicating with a client was important (Spearman’s tho = -.39; p=.049).

Also the sum score of current knowledge levels did not correlate with the sex care work-
ers’ level of experience (Spearman’s tho’s=.12-.29; p’s=.18-.56), although few associations
on item level were found. Those who were sex care worker for a longer period of time knew
more about common problems associated with physical limitations (Spearman’s rtho=.44;
p=.024). Participants who had received training on sexuality and disability knew more
about how to work with assistive devices (Spearman’s tho=.44; p=.026). Lastly, those with
more frequent client visits knew better what common problems were associated with physi-
cal limitations (Spearman’s rho=.44; p=.033) and how to deal with client’s inappropriate
behavior during an appointment (Spearman’s tho=.46; p=.023).

The sum score of educational needs did not associate with the sex care workers’ level of
experience (Spearman’s rho’s=.01-.39; p’s=.06-.98). On item level, participants who less
frequently visited clients more often reported they wanted to learn about reporting on the
client visit (Spearman’s rho = -.42, p=.043).

Stigma, motives for sex care work and attitudes and experiences
Participants felt relatively little stigma because of being a sex care worker (means 2.4-3.0;

(strongly) agree 15-25%), with feeling most confident about it with close friends (Table 5).
In addition, few participants mentioned that client’s professional caregivers were reluctant

@ Springer



Sexuality and Disability

Table 4 Spontaneous reported educational needs by sex care workers

Educational needs

Open remarks

General knowledge
about sexuality and
sexual problems

Diagnosis-specific
knowledge about
sexuality and sexual
problems due to
physical and/or in-
tellectual disabilities
Skills in deal-

ing with client
problem behaviors
and/or emotional
disinhibition

Skills in coping with
physical and/or in-
tellectual disabilities

Skills in handling
assistive devices
(e.g., hoist, inconti-
nence equipment)

General knowledge
about STDs, infec-
tious diseases and
preventive measures

* [ have gained enough information myself. As far as sexual problems are con-
cerned, some common ones can be highlighted. So we can take that into account.
Partly because of our approach to the client. Very important. Furthermore, we get
a case to prepare us and there is a necessary description. Perhaps this more elabo-
rate with problem description mentioned plus tips how to deal with it.

* Since I have never worked with people with disabilities, it is helpful to have some
prior knowledge of what problems may arise.

* What someone with a physical and/or mental disability can suffer from and what
can get in the way of intimacy. I am very happy with the internet myself but still.

* Some general, common complaints such as impotence, STDs etc.

* Erection problems, function of sexual organs, pathology of sexual organs.

* Learning to know/sense what a client is feeling and how those wishes will be.

* Learning about intellectual disabilities on all fronts.

» Communication skills: How to deal with intellectual disability.

* Clients with Multiple Sclerosis, Paralyses. How best to act or take into account.

* Basic training on how someone's limitations affect sexuality.

* The impact of a specific diagnosis on experiencing sexuality, and how to deal
with it.

* How then can I provide safety for the client as well as myself.

* Crucial to be able to guide the client well and to guard one’s own boundaries.

* How to deal with problem behavior and disinhibition, so that it does not interfere
with the experience of sexuality?

* How to deal with grief, without the client becoming too dependent on you.

* How to act in situations where a client is triggered and in this way calm down the
client.

* Especially knowledge about psychiatry.

» Conversation techniques.

* Acquiring knowledge about physical and intellectual disabilities, and using this
knowledge during the appointment to make the appointment as pleasant as possible
for the client. Skills in the areas of conversation, touch, and attitudes during sex.

* What limitations are common in practice and how do you best handle them? Best
practices.

» What possibilities exist for the client with spasm, deafness, blindness, poor
speech?

* ADL assistance and the tools that are available to prevent putting too much strain
on one'’s own body by, for example, heavy lifting.

* Lifting techniques, helping to dress and undress, movement/posture in bed.

« [ personally think everyone should stick to their own business. I have not been
hired to operate a hoist. There is a special training for that and we should not want
to do that. I always ask the caregiver to operate it. This is extremely important to
pass on to the caregivers to ensure the safety of the client. Nothing is as unprofes-
sional as a caregiver trying to do it and then something goes completely wrong. So
Just stay away from it and leave the work to the people who know about it.

* We are not allowed to work with hoist for insurance reasons, even if you do this
every day at your other work, but if we could get a certificate for this work it would
be very useful. This is because foreplay can then take place while the client is still
in the wheelchair and you can choose when to undress someone, for example.

* Dealing with other sexual aids such as penis pump, various condoms, and other
sex toys to support appointment.

* [ would like to learn more about the contagiousness of viruses and bacteria, and
how to prevent infection. Preventive measures to prevent infectious diseases and
contamination through bodily contact.

* What STDs are there, how to recognize them, how to protect yourself and the
client.
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Table 4 (Continued)
Educational needs ~ Open remarks

General entrepre- * General skills, my knowledge in this area is limited.

neurial skills * Securing business agreements.
* Administration, good documentation of income, expenses, costs, tax etc.
* Help with registration, tax matters, bookkeeping, insurance.

Skills in dealing * Know that if there are problems in this area, that [name sex care organization]
with the client’s can mediate. This should be part of the training.

professional care * How to discuss the theory with the client in preparation for the practical experi-
givers ence with the sex care worker.

* To inform caregivers without violating the privacy of the client.
Skills in reporting * [ can already report quite well, but in the training there should be attention for
on the client visit what is relevant and what is not, and privacy aspect.
* Objective reporting is important for quality.
* Type of methodology for reporting. What not to report or what to report.
Something else * How to deal with ethical dilemmas or when client falls in love.
* I would like all of the above to be given as some kind of introductory training.
Massage techniques such as regular, erotic and erogenous/genital massages.
« [t is incredibly beautiful and important work. My wish is that the government
will recognize this. It prevents so many problems, both for the client and for the
environment.

to sex care workers. “I find it more difficult to talk to caregivers than to clients but I think
it usually goes well. My experience is that it is precisely on the side of the caregivers that
it is experienced as somewhat uncomfortable.” (Female). Another female participant met
negative attitudes of professional caregivers: “Not everyone supports our work, not even in
healthcare. I have experienced disparaging behavior or being told [by a caregiver]: I dont
want to have anything to do with that.”™

Concerning their motives for being a sex care worker, lack of attention for sexuality
in PWD and liking to help PWD to experience sexuality were most common (means 4.4;
(strongly) agree 92-96%) (Table 5).

Important motives for doing sex care work referred to being able to meet sexual needs
of clients. As one said: “Through contact with a friend with a physical disability I realized
that it can be difficult or impossible to find a partner if you have one or more disabilities.”
(Female). Others mentioned that there is a lack of attention for clients’ sexuality. Some said
that they were motivated by how clients personally developed once they received sex care.
“Teaching clients new skills.” (Female), and “It is very important and healing and a positive
experience [...]” (Female). Participants found that providing sex care was meaningful. “/
knew from myself that I would be able to separate private sex and sex as care giving. And 1
love to make people feel good with my body.” (Female). Another female said: “Sometimes
you find out that you are completely at your place. This is evident from the feedback from
clients but especially from the fact that I can be myself. My free spirit combined with my life
wisdom comes into its own here. By filling their needs, my battery is recharged. And then
you also get paid for it. Super anyway. Win-win for both parties.”

Overall, participants reported positive attitudes and experiences concerning sex care.
Participants felt valuable for, respected by and safe with their clients, and said they contrib-
uted to the lives of their clients (means 4.1-4.7; (strongly) agree 81-100%) (Table 5). About
one third (mean 3.0; (strongly) agree 31%) found it important to also enjoy themselves
when having sex with a client, a small minority (mean 2.3; (strongly) agree 13%) was sexu-
ally attracted to PWD.
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Table 5 Perceived stigma, motives for becoming a sex care worker and attitudes and experiences of sex care
workers (n=27)

Variables nvalid Sample
mean (SD)  n (%)
(strongly)
agree

Stigma

If co-workers or my supervisor would know that I’'m a sex care 20 3.0 (1.0) 5(25)
worker, I could lose my job

If my neighbors would know I’'m a sex care worker they would 20 3.0(1.1) 5(25)
break contact

If my family would know I’'m a sex care worker they would break 20 2.8(1.2) 5(25)
contact

If my best friends would know I’'m a sex care worker they would 20 2.4(1.0) 3(15)
break contact
Motives for becoming a sex care worker

I felt there was too little attention for sexuality in supporting these 24 4.4(0.7) 23 (96)
clients

I liked to help people with disabilities to experience sexuality 25 4.4 (0.6) 23 (92)

I wanted to develop myself as a professional 23 4.2(0.7) 20 (87)

I felt there was too little attention for people with disabilities in 20 4.2(0.7) 17 (85)
mainstream sex work

I wanted to develop myself as a person 24 4.2(0.7) 20 (83)
Attitudes and experiences

As a sex care worker, I do important work 27 4.7(0.5) 27 (100)

As a sex care worker, I offer loving intimacy to my clients 27 4.7 (0.5) 27 (100)

As a sex care worker, | teach my clients to deal with sexuality 27 4.5(0.5) 27 (100)

It gives me satisfaction that a client experiences sexuality 26 4.5(0.5) 26 (100)

As a sex care worker, I offer loving sex to my clients 27 4.5(0.6) 26 (96)

Sex care should be reimbursed for clients 26 4.5(0.7) 23 (88)

I am well supervised by my organization in my work 26 4.4 (0.6) 25 (96)

My work as a sex care worker is respected by my partner 14 4.4 (0.8) 12 (86)

Sex care is the only way for my clients to experience sexuality 26 4.2(0.7) 23 (88)

As a sex care worker, | feel respected by my clients 26 4.2(0.7) 22 (85)

As a sex care worker, I feel safe with my clients 26 4.1(0.7) 21 (81)

Sex care workers receive appreciation from clients’ caregivers 27 3.9(1.0) 17 (63)

When I visit a new client I know what to expect 26 3.8(0.7) 18 (69)

As a sex care worker, | get paid well 27 3.7(0.8) 17 (63)

My work as a sex care worker is respected by those close to me 17 3.4(0.9) 9 (53)

It is important for me that I also enjoy when I am having sex with 26 3.0 (1.0) 8 (31)
my clients

As a sex care worker, | would like to have more say in who my client 26 2.7 (0.8) 3(12)
is

I am sexually attracted to people with disabilities 24 2.3 (1.0) 3(13)

Most participants were positive about their work, although some also noted negative
experiences. “Many male clients I visit want to get into bed as soon as I enter. Personally, I
prefer to talk for a while to build up quietly. Female clients are more open to having a chat
first.” (Male). Another had encountered very demanding clients. “Clients who have other
(high) expectations that you cannot fulfill, requests that you cannot/will not fulfill. I have also
experienced being treated in a very unfriendly manner by a client.” (Female). Nevertheless,
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participants valued their work because sex care contributed to the clients’ sexual citizenship.
“Clients are confronted all day with the fact that they have a disability. When they have
sex, they do things that everyone else does and then they feel part of society, like a ‘normal’
person who does normal things and who can also talk about this aspect of life.” (Female).
A male participant stressed the importance of sex care: “Intimacy and sex care especially
for this target group is essential. The clients feel more human, less stressful, sexual harass-
ment by clients of healthcare professionals will decrease, less aggression, less medication.”
Participants found it rewarding that sex care contributed to clients’ personal development.
One participant noted: “So cool to see what it does with clients. Problem behavior reduces
or disappears.” (Female). Another claimed: “Through sex care, clients grow in all areas, not
Just sexually. Self-confidence grows which makes them feel better in all areas.” (Female).

Own enjoyment with being intimate with clients appeared to be a controversial subject.
One female participant remarked: “The question about sexual attraction to clients is inap-
propriate and irrelevant. As a sex care worker, if you yourself are aroused by people with
disabilities [...] you are very unfit to be a sex care worker. Morally, this is not correct. You
should not be in it for your own sexual gain because then there is a conflict of interest,
you are serving the needs of your client, not yourself.” Another female participant nuanced
enjoyment: “I enjoy the work that I do, but that is different from enjoying making love to
a client. I also enjoy helping a client in a nursing home or home care with, for example,
grooming, eating, dressing, toileting, etc.” However, another said that her own sexuality
(partly) played a role. “I was cheating for years, did not know what caused it and in retro-
spect I have missed the intimacy/affection all my life. With this work I found out the truth,
I am now a happy person to be able to do this work for the elderly and disabled people.”

Discussion

The 29 sex care workers surveyed indicated a high level of importance to knowledge about
various aspects of sexuality and sex care and generally reported good — but slightly lower
and varying — current knowledge levels about these aspects. In general, participants did
experience little stigma, although some reported negative experiences. Most participants
were personally or professionally familiar with PWD and noted that sex care contributed to
their clients’ sexual citizenship. This is consistent with the literature that sexual assistants
have a strong connection to disability rights, and that most are close to PWD either profes-
sionally or personally [30]. Important motives for sex care work included the lack of atten-
tion to sexuality support among clients with disabilities and wanting to contribute to sexual
citizenship of PWD. Sex care workers were generally positive about their work.

Although their current level of knowledge was good, sex care workers felt the importance
of this knowledge was even greater. The knowledge included general aspects of sexuality
as well as aspects related to sex care work. Sex care workers were less confident in working
with clients with psychiatric problems or autism spectrum disorder and with clients with
secondary problems due to physical disabilities. Reported educational needs mirrored these
findings: participants wanted to learn about both general and disability-related sexuality and
sexual problems and how to deal with problem behaviors and/or emotional disinhibition.
Overall, sex care workers’ experience levels showed little correlation with the importance
of knowledge, current knowledge level, and educational needs.
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Some participants reported that learning to avoid physical strain was important, refer-
ring to both challenging body positions and transfer techniques; the latter was also found
by Morales [22]. In addition, the importance of setting boundaries was reported, which is
consistent with other studies [30, 45]. One specific form of setting boundaries concerned the
acceptability of one’s own pleasure while having sex with a client. Participants held a vari-
ety of opinions, from totally unacceptable on the one hand to saying that one’s own sexual
feelings were what drove one to start as a sex care worker on the other. In our sample, 31%
said that own pleasure was important, pleasure did not mean sexual enjoyment per se. This
is a controversial point in the literature. Garofalo Geymonet (45 pp.4) reported on a sexual
assistance organization: “[sexual assistants] tend to embrace a discourse of reciprocity with
the clients, including around aspects of pleasure. Key activists in the field go so far as think-
ing that sexual assistants should be able to experience sexual pleasure and even orgasms
with their clients. Obviously this question is very contested. In any case, issues of intimacy,
pleasure, boundaries, and power (im)balances are at the centre of the collective training
and inter-vision sessions.” The sexual assistants seemed to have a ‘liberal sexual identity’:
“[...] due to having disabled partners, or practicing BDSM, tantric sex, and so on.” (30
pp-218) or being non-monogamous and swingers [45]. Another study reported that 23% of
sexual assistants surveyed were sexually attracted to PWD and 33% started as sexual assis-
tants because of their sexual interest [40].

The controversy seems to be related to the discussion of whether this kind of sexual
assistance is practiced from a care perspective or whether it is regular sex work (see also
40). Some organizations strongly oppose the view that sex care is equivalent to sex work
[32,46]. They see themselves as care organizations because they have established protocols
and guidelines, and they visit clients within long-term care facilities to meet their needs for
sexual engagement [47, 48]. Also, the proposed professional competency profile for sex care
workers states that reporting on client visits should be part of the professional competencies
[37]. Care ethics and client safety are paramount, therefore any association with regular sex
work should be avoided. In addition, Dutch sex care organizations strive for reimbursement
for sex care and they call for sex care to be recognized as a legitimate health care profession.
Therefore, the possible sexual attraction of sex workers to PWD is a controversial issue. The
sexual interest of sex care workers can put clients at risk because the sexual needs of clients
might not be the starting point, with possible sexual exploitation as the ultimate consequence
[40]. Interestingly, men with disabilities who meet with paid sex workers view these encoun-
ters as special precisely because their bodies are not seen and touched in a medical context.
The experience involves not only their own pleasure, but also the ability to provide pleasure
[25]. So the discussion of whether sexual assistance is sex care, sex work, or perhaps a
middle ground or something else completely, is not only important for the positioning of sex
care as a profession. This discussion is also about the position of PWD, how they can shape
their sexual citizenship and how they want to be supported in this, and about the level of
reciprocity. The discussion is not only about providing sex care, but also about the underly-
ing needs for sex (care) and how this gives meaning to PWD’ sexual citizenship. The latter
relates more to sexual assistance from a more disability rights-oriented perspective ([30]).

Motives for starting as a sex care worker included the lack of attention to sexuality for
PWD and that they liked supporting PWD to experience sexuality. Further, participants
found it rewarding and recognized that their clients were making progress as a result of sex
care [19]. Other known motives include earning extra money [19, 40, 45]. Most participants
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worked in a health or welfare setting, and some had previously worked in the sex industry,
which is consistent with a previous study [45].

Strengths and limitations

Although the number of participants was limited, a strength of the study was that all organi-
zations that facilitate sex care participated in the survey and the response rate from sex care
workers was high (52%). Nevertheless, the sample size hinders drawing firm conclusions,
also partly due to the varying missing values in the responses. A strength of the study is that
we included participants of whom 52% had at least two client visits per week. While this
might suggest that we mostly included sex care workers who spent a relatively large amount
of time in sex care, this number is consistent with the experience of the three organizations.
The frequency of client visits was hardly associated with training needs and level of knowl-
edge. This means that even the more experienced sex care workers can improve their knowl-
edge and skills. Third, we did not identify clients’ needs and expectations, so we do not know
if preferences and experiences of clients indicate different training needs of sex care workers.

Conclusion

Sex care workers showed a high level of knowledge about sexuality and important aspects
of sex care. However, the current level of knowledge was lower than the reported impor-
tance of having this knowledge as a sex care worker, which gives room for the formula-
tion of training goals. The recently proposed professional competency profile for sex care
workers [37], together with the educational needs found in this study, can be helpful in
developing such training. In addition to the various knowledge and skill needs, the training
should pay attention to discovering and setting boundaries and to providing a safe space for
reflection on one’s own body experience and personal ethics. The perspective of sex care
clients could also provide a valuable contribution to the development of the training and to
the discussion on the positioning of sexual assistance within the care or sex work domain.
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