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Abstract
Introduction

Individuals who engage with sex work face barriers to maintaining overall health and well-being such as
criminalization, stigmatization, and violence. An emerging approach to facilitating exiting sex work for
individuals is through programs applying the Critical Time Intervention (CTI) model. CTI represents a
time-limited practice that supports vulnerable individuals during periods of transition. The objectives of
this study were to apply an existing CTI �delity assessment to the sex work exiting program Exit Doors
Here (EDH) to (1) report on the program’s �delity and (2) discuss the effectiveness of CTI for supporting
these groups.

Methods

To determine the applicability to the EDH of an existing �delity assessment tool, we consulted with
program staff through in person meetings. Staff highlighted areas for adaptation. We adapted the tool
based on this feedback and used it to assess program �delity by analyzing data from 8 participants’ CTI
notes. Fidelity ratings were computed and interpreted according to established guidelines.

Results

Consultations with program staff resulted in adaptations to seven items out of the 12 comprising the
�delity assessment tool. The majority of adaptations surrounded the time-limited nature of CTI and
unique needs of the program participants. In regards to the �delity assessment using the adapted tool,
half of the items were ideally implemented, one was well implemented, one was fairly implemented and
two were respectively found to be poorly implemented and not implemented at all.

Conclusions

Di�culties in implementing selected program components with high �delity can be attributed to
speci�cities of the target population and to contextual factors, which are hard to control from a staff and
program standpoint. This assessment reiterates the importance of considering such factors when
developing and implementing programs aimed at improving the health and well-being of marginalized
women such as those who engage in sex work. 

Contributions To The Literature
Fidelity assessments of Critical Time Intervention based programs have demonstrated they are
effective in assisting vulnerable populations during key transition periods. Despite this, limited
research exists that speaks to the appropriateness of Critical Time Intervention for women who
attempt to exit sex work.

We found that many components of the Critical Time Intervention model (e.g., time limited nature)
were not appropriate for providing care to women who engage with sex work due to their transient
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nature and intersecting marginalizing circumstances.

Considering population speci�cities and contextual factors is key to providing effective health and
social care to these groups.

These �ndings contribute to existing gaps in the implementation science literature and program
development which aims to assist women exit sex work. Future research is needed to determine what
programs are effective for these groups.

Background

Program Fidelity
Assessing program �delity is a key component of a process or formative program evaluations which
helps determine whether a program adheres to the theory of change and has been implemented as
initially planned (1). However, program implementation evaluations are rare, in part because it is assumed
that staff training and protocols will ensure programs are implemented as designed. Fidelity
assessments prevent the occurrence of Type III error in evaluations (e.g., “measuring something that does
not exist”)(2). Breitenstein et al.(3) de�ne implementation �delity as “the degree to which an intervention
is delivered as intended and is critical to successful translation of evidence-based interventions into
practice”. Evaluating program �delity also provides the opportunity to determine if any unintended
activities or strategies, both positive and negative, have been inadvertently introduced (2). Conducting
such assessments allows developers to determine areas of improvement for current and future program
implementation (4). Quantitative �delity assessment requires the creation of a program speci�c �delity
tool that captures key components needed for program success as well as the level of implementation of
those components.

Sex work in Canada
The prevalence and subsequent criminalization of sex work has been prominent across Canada for years
(5). In Canada, there were over 16,000 reports of sex work incidents from 2009 to 2014 (6). Human
tra�cking has also become a growing concern across Canada, with 90% of its victims being female and
93% Canadian citizens (7). Although involving both sexes, reports from Vancouver, Canada found that
approximately 80% of sex workers identi�ed as female – which present unique gendered challenges (8,
9). Often, women enter into the area of sex work due to experiences of poverty, challenges in attaining
employment or as a result of pressure from an existing or former partner (10, 11). When engaging in sex
work, women commonly experience sexual and physical abuse, have heightened mental health illnesses
and engage in substance use (12, 13). The criminalization of sex work augments pre-existing
vulnerabilities faced by these target populations (14). Economic and criminal consequences such as
�nes or prison convictions push individuals deeper into health and social inequities (15).

These commonly experienced consequences signi�cantly hamper women involved in sex work or women
who are tra�cked, to exit sex work and �nd suitable economic alternatives to create stable lives.
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Similarly, factors such as poverty, health challenges, romantic relationships, and limited education and
employment opportunities contribute to these challenges (16). Programs designed to assist women who
wish to exit sex work include diversion programs, residential treatment centres, or case management (17).
These vary in structure and include services such as psychoeducational programs, linking individuals to
community-based health and social services, or facilitating discussion with outreach workers (13, 18, 19).
Despite being commonly implemented, too few of these programs are demonstrated to be effective in
assisting women who engage in sex work to obtain stable housing, health care or employment that is non
sex work related, and ultimately exit sex work (20).

One emerging approach to supporting the transition from sex work to alternative means of employment
involves applying Critical Time Intervention (CTI) (21). CTI "is a time-limited evidence-based practice that
mobilizes support for society’s most vulnerable individuals during periods of transition"(22). Thus,
keeping participants focused, supported, and on track during a period of transition, CTI, a nine-month
program, promotes continuity of care while facilitating integration into a community network of services
to support ongoing transition and stabilization after completing the program. CTI originated to facilitate
the transition of individuals experiencing homelessness to housing but has recently been used in a
variety of transitions for individuals facing multiple social challenges including the transition after
release from prison (23), facilitating reduced use of emergency room visits (24), assisting women
affected by domestic violence transitioning out of shelters (25), and stabilizing individuals who have
hoarding disorders at risk of eviction (23–26, 29).

CTI among female sex workers: The Exit Doors Here
program
CTI has also recently informed sex work exiting programs, such as the Exit Doors Here (EDH) program,
which the present paper focuses on. EDH assists women who express an interest in exiting sex work
through addressing employment and other related issues such as housing, addiction, or poor health. Core
to CTI are participants' identi�ed goals and strategies pertaining to selected focus areas including mental
health, health and wellness, employment, community skills, parenting, relationships with friends and
family and housing. Goals are aimed to be achieved over three phases each lasting three months:
Transition to the Community, Try Out, and Transfer of Care (22). CTI is designed to promote community
integration by providing clients with a range of services and support systems to assist in their transition.
Individuals begin the program in a pre-CTI phase, where they collaborate with case workers to develop
relationships and discuss contextual factors that are relevant to successful transition (27, 28). In the
Transition phase, staff begin providing support and assisting individuals navigate health and social
services (22). For the Try-Out phase, focus is placed on strengthening support networks for participants
(22). The �nal phase, Transfer of Care, represents the termination of CTI care and the full implementation
of community supports (22). The underlying rationale for CTI is the idea that developing rapport with
community agencies is essential to assist individuals’ progress out of high risk lifestyles (27). Not only is
the program complex, with staff and clients having to work on several challenging issues simultaneously,
but the model also aims to make rapid progress within �xed time periods.
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Given the complexity and special nature of CTI (e.g., its focus on time-limited practices), speci�c training
and adaptations were needed in order to apply it to the EDH program. EDH case managers received one
week of intensive training by a CTI trainer from the Centre for Urban Community Services. This was done
as a way to ensure that all case managers understood and could apply the key components of the CTI
model. In this context, assessing program �delity might help program staff identify where improvements
can be made to increase adherence to, or adapt, the core model. A few of the aforementioned programs
focused on implementation evaluation and we add to that growing literature about challenges with
adhering to program �delity (23, 29). CTI exists for a number of populations and issues, and since
different programs and populations might harbor speci�cities which may in�uence key program
components, existing �delity tools must �rst be adapted to �t the population and types of transition they
are aiming for.

Objectives
The objectives of this study were to: 1) apply an existing CTI �delity assessment tool to a program aimed
at assisting women exit sex work; 2) report on program �delity for the early years of the program; and 3)
highlight speci�cities of the context and population which might need to be considered in other programs
supporting women transition out of sex work.

Methods

Fidelity Scale Adaptation
The �delity tool we implemented was adapted by de Vet and colleagues (2017) (30) for a CTI program for
homelessness based upon the original tool developed by Conover and Herman (2007) (31). De Vet’s CTI
�delity scale captured (a) compliance �delity (assessing the level to which staff are engaging with CTI
elements) and (b) competence �delity (assessing chart quality and completeness) (30). This tool
includes 12 items, each of which comprises one to �ve criteria rated as “ful�lled” (score of 1) or “not
ful�lled” (score of 0). Item-level �delity ratings were obtained by dividing the number of positively rated
criteria by the total number of criteria comprising each item. Fidelity ratings are interpreted on a �ve-point
scale from “not implemented” to “ideally implemented”. Table 1 outlines each item.



Page 6/17

Table 1
Overview of the de Vet et al. �delity scale and underlying program attribute each item assesses

de Vet �delity scale component Program attribute being assessed

Item 1 (Three phases). Adherence to �xed duration for each of
3 phases, 3 months each phase (± 2 weeks).

Duration of the program
components. Each phase has a ± 2
week grace.

Item 2 (Nine month follow-up). Follow-up during nine month
CTI program.

Likelihood of providing client with
nine-months of programming and
saying in touch with them until the
end.

Item 3 (Time limited). Recovery plan(s) completed with no
more than nine months of intervention.

Whether the time-limited nature of
CTI is feasible for clients.

Item 4 (Focused). Activities for each phase focus on no fewer
than 1 and no more than 3 areas.

Applicability of focused activities
for clients.

Item 5 (Early engagement). Engagement with client within 30
days of enrolment to begin relationship building.

Whether 30 days are su�cient for
client relationship building.

Item 6 (Early Linking). Link client to services and network early,
during Phase I.

Whether clients can be linked to
services in Phase 1 of the
program.

Item 7 (Outreach). Case manager meets with client and
connect them with diverse network and service partners early,
with many meetings occurring in the community.

Whether it is feasible for clients to
meet with service partners in the
community early on in the
program.

Item 8 (Monitoring). Client maintains regular contact with
program staff continually through the program.

Regular client engagement
throughout the program.

Item 9 (Intake Assessment). Case managers assess clients’
risks, needs, and resources at the onset of the program.

The effectiveness of intake
procedures to determine risks,
needs, and resources of clients.

Item 10 (Phase Planning). Phase plan(s) are completed with
clients surrounding intended goals.

Phase plans as a guide to align
planned interventions with clients’
goals.

Item 11 (Progress Notes). Contacts and meetings between
client and case managers, professionals or members of social
network are documented throughout the program using
speci�c notes.

Role of phase notes in improving
program success.

Item 12 (Closing Note). Details pertaining to clients’ experience
and completion of the program, and future expectations are
documented in closing note.

Role of closing notes in
documenting client completion of
program.

In order to determine the applicability of the �delity tool taken from de Vet and colleagues (30), we shared
the scale with EDH program staff and discussed potential areas of alignment (or lack thereof) with EDH
given the different focus of the program. Program staff in an iterative fashion provided feedback, over
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multiple in person meeting sessions, while moving stepwise through the tool and determining its �t with
the program theory, implementation, and its applicability to the program participants. Minor adaptations
were made where necessary as described in the results section.

Fidelity assessment
The adapted scale was used to assess �delity of EDH. Of the 17 women enrolled into the �rst year of the
evaluation of the Item program, data from 8 women were included in the �delity assessment. Written
consent was provided from all participants prior to research staff accessing CTI notes. Participants
engaged in the EDH program had to be 18 or older, be located in the Greater Toronto Area and have at
least two of the following: (1) limited social support system, (2) experiencing or experienced con�ict with
the law, (3) experiences of negative effects as a result of substance use, (4) limited/ lack of employment
skills or experience/ experiencing unemployment, (5) limited common life skills, (6) unsafe due to
experiences of abuse, and (7) experiencing homelessness or housing precarity. The study was approved
by St. Michael’s Research Ethics Board (approval #18–215).

Data to complete the �delity assessment were extracted from women’s CTI notes completed by their case
manager. CTI notes were stored in an online platform for nonpro�t organizations to securely manage
client data, report to funders, and engage with clients via their computer or phone. To complete the
assessment for �delity items 1–4 and 10 (Three Phases, Nine Month Follow-up, Time Limited, Focused,
and Phase Planning), participants’ Phase Treatment Plans were reviewed to assess start and end dates
of each CTI phase and determine compliance with the nine month time limit of CTI as well as identify CTI
focus areas during each phase. CTI Progress Notes which document each meeting between case
managers and clients as well as others in attendance were used to assess Items 5, 6, 7, 8 and 11 (Early
Engagement, Early Linking, Outreach, Monitoring, Progress Notes). The Intake Form was also used for
item 5 to ensure its completion within the �rst 6 weeks of Phase 1. The Assessment Form was used to
assess item 9. The Closing Note completed at the end of the program was used to determine whether a
transfer of care meeting was held and whether feedback on clients’ CTI experience and progress through
the program had been gathered.

Prior to undertaking the �delity assessment, research staff (PB) attended a CTI training call with a CTI
trainer from the Center for Urban Community Services to learn about the key principles of CTI. PB rated
each criterion within the �delity scale as “ful�lled” (score of 1) or “not ful�lled” (score of 0) for each
participant and computed the mean score for each criterion across participants. To obtain �delity ratings
at the item level, we divided the number of criteria rated as “ful�lled” by the total number of criteria within
that item and calculated a percentage of “ful�lled criteria”. Percentages were interpreted as suggested in
light of a �ve-point rating scale: item not implemented in line with the CTI model (percentage of ful�lled
criteria ≤ 40%), poorly implemented (41%-55%), fairly implemented (56%-70%), well implemented
(71%-85%) and ideally implemented (percentage of ful�lled criteria > 85%). Scores for each criterion were
entered into an Excel worksheet and �delity ratings calculated.
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Results

Fidelity Scale Adaptation
Following discussions with the program staff, the following items of the de Vet (2017) (30) scale were
adapted: Items 1, 3, 6, 7, 8, 11, and 12. According to the program staff items 1 and 3, which surrounded
the three phases and time limited nature of the CTI program, were not appropriate for the program
participants and the time needed to build a rapport and needed to be lengthened. The 2-week margin on
top of the strict 3 month window for each of the 3 phases of CTI were unrealistic for the contextual
factors common to women who engage in such work such as their transient nature and likelihood of
struggling with substance use and mental health disorders.(32) These factors were also hypothesized to
in�uence the feasibility of women completing the program in a frame of 9 months.

According to the CTI model, early linkages with support networks (Item 6) should occur in Phase 1 of CTI.
However, keeping in view the reality of the program’s clientele, participants are often connected with some
of their support resources such as the psychiatrist and housing worker in the pre-CTI phase instead of
Phase 1. As a result of this, the program team recommended that progress notes from both pre-CTI and
CTI be included while scoring this item.

There are unique differences between the CTI model and EDH’s service delivery with respect to item 6 that
were noted by the program staff. Primarily, while item 6 in the de Vet (30) scale allows the case managers
to meet with their clients both at home and at locations where clients receive services, it is EDH’s program
policy to not meet with clients in their home (staff only meet with women either at the program’s o�ce
location or in public places) to maximize safety. As outlined by the CTI model, item 6 assesses the
involvement of women’s formal and informal support networks. However, the program team clari�ed that
many women’s families do not know about their involvement in sex work. Item 6 also assesses meetings
between people from the support networks without the client. However, the program purposefully avoids
any meetings without the client, as keeping the client involved every step of the way, including when
connecting with the client’s care team, builds trust among the client with staff. As such, these criteria
under item 6 were removed from our adapted �delity scale. Item 6 in the adapted tool assesses whether:
1) during the �rst two weeks of Phase 1, case managers met with the client where they receive services
and 2) during Phase 1 case managers met with the client and at least one member from their
professional network.

‘Outreach’ (item 7) for the program team implied reaching out to women who were not yet involved with
the program. This item was renamed ‘Maintenance’ which is more re�ective of the areas covered such as
holding progress meetings with CTI clients in the community, o�ce or by phone. The program staff
suggested to include texts and emails to the methods of scheduling meetings in addition to phone calls
as some women preferred communicating that way. Program staff also noted many women preferred to
meet in the o�ce due to safety concerns, instead of in the community as outlined in the tool. For
example, housing is an issue for many women who may be couch sur�ng and not renting a house. It was



Page 9/17

suggested to exclude the criterion of having at least one meeting with the person whom the client is
renting their accommodation. Regarding meeting with the clients’ family or informal support network, this
is not realistic as most women’s family members may not be aware of their involvement in sex work, they
did not have family, or their family did not accept their involvement in sex work.

With respect to item 8 (Monitoring), the program team highlighted that the transient nature of the clients
contributed to case managers periodically losing touch with women, which could cause delays in
scheduling meetings. As outlined previously, developing trust and rapport with program participants
requires time, which prompted the suggested adaptation of increasing the follow-up period between
meetings from 21 days to 31 days. In relation to item 11 (progress notes), the program staff suggested to
exclude the criterion of reconnecting relationships between clients and their social networks, as women’s
social network may not be aware of their involvement with sex work. Lastly, in regards to the de Vet et al
(30) CTI �delity scale, item 12 (closing notes) focused on transfer of care meetings between clients, case
workers and a professional. However, not all women hold a transfer of care meeting at the end of the
program, which led program staff to recommend removing the criterion of assessing transfer of care
from the �delity assessment. An overview of how each item was adapted can be seen in Table 2.
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Table 2
Description of adapted �delity scale

Item
number

Adaptation of �delity scale item Rationale for adaptation of �delity scale item

Item 1 CTI Phases were extended (i.e., CTI
phases lasted 3 months +/- 3 to 4
weeks.

Each CTI phase was extended to +/-3-4 week
periods instead of the 2 weeks suggested by the
de Vet tool, as it was not appropriate for this
population. The transient nature of this
population, mobility issues to make
appointments with case managers, mental
health and addiction issues and the need for
staff to build trust with women all called for a
larger time period of CTI phases.

Item 2 Not adapted  

Item 3 Time limited nature of the program
was extended

The de Vet �delity scale measured how well the
program maintained its strict 9 month timeline
for CTI. As this was not feasible, as outlined in
item 1, item 3 was adapted to allow an
extension of 3–4 weeks to the 9 month CTI
instead of 2 weeks.

Item 4 Not adapted  

Item 5 Not adapted  

Item 6 Staff did not meet clients in their
homes, did not contact family or
friends and did not meet support
networks and resources without clients
present.

An intentional decision was made for staff not
to meet clients in their homes to protect the
safety of staff as some women may be living
with violent partners. Staff may meet with
clients in the lobby of their apartment buildings,
but not within their homes.

Further, due to the occult nature of sex work,
many women’s network members may not know
they are involved with sex work and prefer to
keep this unknown from friends and family.
Similarly, at the core of the program is the goal
to work alongside women and thus meeting
with anyone to discuss clients without the client
present goes against the intention of the
program.

Item 7 “Outreach” was renamed
“Maintenance” and included
maintaining ongoing contact with
clients through varying forms of
communication including text
messages. Moreover, sub-items related
to meeting with housemates and
landlord as well as having 3 calls with
a residential caregiver or housemate
were removed.

The points under this item did not capture what
the program team does in terms of outreach.
Outreach for the program team occurs before
women enroll into the program. Activities listed
under item 7 refer to activities occurring in
phase 1 of CTI.

As the de Vet �delity tool focused on those
seeking housing, criteria related to meeting with
landlords, housemates and residential
caregivers were removed as housing, while a
key element for women to successfully exit sex
work, is not the sole focus of the program.
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Item
number

Adaptation of �delity scale item Rationale for adaptation of �delity scale item

Item 8 The window of time between meetings
during Monitoring (occurring during
Phase 3) was extended from 21 days
to 31 days.

Time in-between meetings was extended to 31
days in order to account for the transient nature
of this population as well as complex issues
clients may be dealing with.

Item 9 Not adapted  

Item 10 Not adapted  

Item 11 Progress notes: the criterion for clients
having to reconnect relationships with
networks was removed.

In line with item 6, as women’s social network
may not be aware of their involvement in sex
work, reconnecting with their social network is
not necessarily part of women’s goals and
needs to make progress through the program.

Item 12 Closing note: criterion pertaining to
holding transfer of care meetings was
removed.

Some women ask not to have a transfer of care
meeting. Out of respect to client’s wishes these
meetings are not held for all women.

Fidelity Assessment
Table 3 presents the implementation score for each item of the adapted scale. Half of the items (items 2,
4, 5, 9, 10 and 11) were ideally implemented with a score of > 85%. Of the remaining items, item 7 was
scored as well implemented (score of 71%-85%), item 12 was deemed fairly implemented (score of
56%-70%) and items 6 and 8 were found to be poorly implemented (score of 41%-55%). Finally, items 1
and 3 were ranked as ≤ 40%, demonstrating the limited ability of implementing the program with strict
timeliness as required both by CTI phases and time limits.
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Table 3
Exit Door Here implementation score for �delity items

Implementation score Adapted �delity tool

Ideally Implemented

> 85%

Items 2, 4, 5, 9, 10 and 11

Well Implemented

71%-85%

Item 7

Fairly Implemented

56%-70%

Item 12

Poorly Implemented

41%-55%

Items 6 and 8

Not Implemented

≤ 40%

Items 1 and 3

Discussion
Contextual factors, which are relevant for women who engage in sex work such as prevalence of
substance use, safety concerns, or criminalization, contribute to their unique needs in relation to health
and social programs. This �delity assessment of the program presents one of the �rst adaptations and
evaluations of a CTI programmatic model for women who engage in sex work. Through re�ning and
applying the �delity assessment tool, we were able to determine that selected components of the original
CTI model were not entirely appropriate, and therefore required adaptation to effectively re�ect the needs
and reality of this target population.

We found that the EDH program was implemented with ‘ideal’ �delity for half the items assessed. The
two items which were poorly implemented (6 & 8) speak to challenges that the program staff had in
completing the early linking process to program staff and exterior services, as well as monitoring
program participants through the process. This can be attributed to contextual factors (e.g., substance
use, mental health issues, housing instability) relevant for women who engage in sex work and the
challenges these bring in maintaining a stringent time-sensitive program (32).

Discussions surrounding what factors of the original CTI �delity assessment tool must be adapted to
effectively meet the needs of diverse groups of individuals has been constant throughout the literature
(31, 33, 34). Herman and colleagues propose a set of questions surrounding if, and how, the original CTI
�delity tool should be adapted to include factors such as whether the nine month time-line is realistic, if
factors that impact the effectiveness of CTI vary between populations, and what adaptations are needed
to ensure CTI is effective for diverse cultural and ethnic groups (31).
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The necessary adaptations made to the CTI �delity assessment tool for this study demonstrates the
importance of considering context when developing, implementing, and evaluating health and social
programs. Factors unique to the populations of interest such as their transient nature, unique gendered
needs, or experiences with past trauma, in�uence how they will interact with programs and what they
need from them. Factors pertaining to the programs themselves and the context within which they are
deployed, including characteristics of staff who are implementing the program and availability and
accessibility of services, also in�uence the implementation and effectiveness of these programs (34).
Acknowledging the role context plays in the implementation and effectiveness of programs brings to light
the tensions between theory and practice. For example, we can see how theoretically the three month per
stage time period indicated by the original CTI is recommended for ensuring the transition process was
rapid. However, given the complexity of addressing multiple priorities (e.g., housing, employment,
personal health) and with the speci�c systems barriers faced by the participants in the EDH program (e.g.,
very little affordable housing) program staff realized the 3 month duration for each phase was not
reasonable for our target population. In addition the complex, multi-layered issues of housing, mental
health and addiction issues, with some also have mobility challenges, keeping and attending meetings
with caseworkers and community connections are di�cult. Further, women’s progress to exiting is not
linear, with setbacks along the way making more time during CTI phases necessary. Thus, lengthening
the duration of each Phase is an important adaptation of the program and the �delity tool.

Herman and Mandiberg (35) describe how original CTI models have been adapted to various populations
beyond the model’s original focus on individuals experiencing homelessness transitioning to stable
housing. This has included individuals who experience mental health illnesses, individuals exiting the
criminal justice system, homeless mothers with children, and women who have experienced domestic
violence. Other scholars have also documented that common areas of the model which have had to be
adapted include its time-sensitive nature (23, 25, 30, 36). Therefore we can see that although our study
focuses on women who engage with and are attempting to exit sex work, the adaptations made to the
original CTI model are consistent with other populations.

Our study has several strengths. Primarily is the fact that this study represents the �rst to conduct a
�delity assessment of an evidence-based intervention on sex work. As such, it contributes to the current
understanding of how CTI models can be used among women who engage with or are attempting to exit
sex work. Beyond this, it can help individuals understand what type and features of programming may
work better (or not work) with this population. For example, one could try to implement a very time limited,
strict program that is not CTI, and this, in light of our �ndings, might not work that well. An additional
strength includes the use of both quantitative and qualitative methods in the assessment of program
�delity and CTI tool adaptation. Despite these strengths, this study also holds limitations. The sample of
participants included in this study were from one program located in an urban centre (Toronto, Ontario).
Due to this, particular sub-populations among women-identifying individuals who engage in sex work in
other regions may have yielded different results (i.e., differing contexts within smaller regions or with
higher resources). Identifying the strengths and limitations of using a CTI model in programs aimed at
assisting women-identifying individuals exit sex work can assist in improving current programs and
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services that exist for this sector. These improvements will not only improve these populations’ current
access to essential services, but may also assist many in completing the transition out of sex work. The
integrated nature of the CTI model may also allow for continuity of care in many areas of need for these
groups in areas such as housing, mental health and addiction. When implementing future CTI models
within programs geared towards assisting women-identifying individuals exit sex work, it is essential that
these contextual circumstances are considered.

Conclusion
Overall, this study has highlighted considerations for future CTI programs, which aim measure program
�delity in providing care to women who engage with sex work. Our �ndings reiterate the importance of
context in not only conducting �delity assessments but in designing and implementing �delity tools for
varying groups. Future research is needed to determine what the most effective program model is in
assisting women exit sex work and maintain overall health and well-being.
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