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Foreword

While sitting at my Capitol office desk in Atlanta, Georgia about 5 years ago, my
administrative assistant, Debra, came to my door and told me a preacher
wanted to visit with me and he was waiting in the Capitol hall. Little did I
realize at the time that preacher Reverend Scott Reimer, fromNorth Avenue Pres-
byterian Church on Peachtree Street, would change not only my life but the
system of care in Georgia government that takes care of Georgia’s most vulner-
able citizens. Citizens who have always, until that time, been overlooked and
trampled upon by a system that did not even acknowledge their existence.
This preacher changed the course of my legislative career and sent me on a per-
sonal journey asking how can a society that cares more about animal rights and
taking care of animals in shelters, not see little children on the downtown streets
of Atlanta selling sex just to have a place to reside and put food in their hungry
stomachs.

Reverend Reimer explained tome his perspective andwhy he took the time
to find a legislator who might be sympathetic and could effect a change. He
started by saying, “Senator, do you know what is happening just two blocks
from where you sit in your office every day?” Of course, I said, “Yes sir, I live
downtown four months every year while the Georgia General Assembly is in
session. I ride to work every day and see what is happening on the streets of
Atlanta.” And I said to myself . . . I’m tired, it’s been a long day, doesn’t this guy
understand I grew up just a few blocks from here working at Grady Memorial
Hospital seeing the tragedy of what living on the street is all about. I know
tragedy. I’ve seen hunger. I’ve taken care of the health of the under-served.
Reverend Reimer stated, “No Senator, I don’t believe you really do understand
and that is why I am here today waiting to see you.” He further stated,
“Senator just blocks from here at the Greyhound Bus Station, very young kids
are getting off a bus. They are afraid of the big city, most running away from
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home. They are vulnerable and alone usually not used to a metropolitan inner-
city life. They are hungry and scared. I have seen these children and I know
what happens to them.”

After about an hour of dialogue, I learned from this preacher a story that
left an indelible impression in my heart and soul. Reverend Reimer told me
about going to church on Sunday mornings ready to preach to his large, influen-
tial flock. He would go to the front door of the church and little children
would be sitting on the steps staying out of the wind and rain, the cold in the
winter. The first few Sundays, he would tell the children to leave and go find
somewhere else to play. Then one Sunday, he engaged in a conversation with
them. What exactly are you all doing here? Are you playing? Why would you
be out here on the street in the middle of the winter in downtown Atlanta
when most everything is closed on a Sunday morning? The children replied
that they were waiting on the red light at the corner to make people in their
cars stop. The church was a good location because it provided a little shelter
on the stoop until the cars stopped. Then they would run out to a car and ask
if the driver wanted something . . . sex. Sex for sale. Evidently it was a good
location. A major thoroughfare. A famous street. As a matter of fact, one of the
most famous streets in the world, Peachtree Street. A street that had hosted
one of the most famous movies of all time, Gone With the Wind. A location
that is iconic just blocks from the famous Fox Theatre. And here, small children
as young as 12 years oldwere selling their soul in a transaction that is described in
the Bible.

This particular Sunday, Reverend Reimermarched into his church throwing
away his already prepared sermon for the day. He asked his flock . . . “What is
wrong with us? What is wrong with our city? What is wrong with our society?”
His flock was aghast. Was this preacher saying that older men were willing to
pay to have sex with very young children? Well, we just can’t talk about this.
We have never heard of anything like this. The preacher could feel and sense
the tension in his congregation. Of course, his parishioners had previously
seen these children scattering about on the famous street. And then he proposed
to his congregation, “Well, what are we going to do about this?” After they
digested the scenario, and realized the depth of the problem they, along with
him, were going tomake a difference. Together they, would stand up and not tol-
erate the moral decay that was occurring every day in their beloved city, Atlanta.
The commercial sexual exploitation of minors had finally hit home on the famous
street and the wealthy congregation.

After researching the issue and defining the problem, Reverend Reimer dis-
covered that child exploitation was predominant in Atlanta and, as it turns out,
his church was just in a hot locale for the entertainment/convention trade.
Atlanta was and remains one of the number-one locations in the United States
for business conventions. And along with conventions and the mobility of
people comes prostitution. People looking for a good time while away from
home. Unfortunately, these same children were in the perfect place, in front of
a church, to ply their goods. But to Reverend Reimer, it was also a perfect
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place to be saved, not just these children of the night, but future children who
faced the same vulnerability.

As I listened to Reverend Reimer, I looked around my Capitol office in
bewilderment. My office is filled with photos of famous people, awards for all
kinds of humanitarian deeds, trips around the world, photos of my own children.
And in a prophetic moment, it hit me a like a freight train . . . of all the things I do,
of all the great legislative accomplishments in my career, what on earth could be
more important than helping just one child, just one helpless victim of the sex
trade?

Senator Renee S. Unterman
Georgia
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Foreword

This is not an easy book to read. Many of the images described in these pages will
stay with the reader for weeks, but that is a small price to pay for an awareness of
this new pandemic. It is critically important that we stop modern-day slavery.
Although this phenomenon has been growing for more than a decade, there is
little health care literature describing, explaining, or providing information on
how to care for survivors.

Like many of my colleagues, I was simultaneously stunned and horrified to
learn that slavery exists today. Not only “over there,” but right here in our own
communities. Earlier reports of human trafficking were distant and, while dis-
turbing, those reports described a problem that would surely disappear on its
own. Not only did it not disappear, it has been growing while we slept. We
can no longer deny our complicity in this practice. To quote Pogo, “We have
met the enemy . . . and he is us” (Kelly & Crouch, 1982, p. 157). I do not mean
to imply that health care providers are actively participating in modern slavery.
We are made complicit by our ignorance and our unwillingness to see or know
the stories of people who silently pass right by us. Dr. de Chesnay and her coau-
thors have presented an account of the modern slave trade that is compelling,
informative, and an unmistakable “call to action.”

The U.S. Department of State Trafficking in Persons Report 2012 (2012)
estimates there are 27 million people currently living in slavery. More than any
other time in the history of the world, and the numbers of people enslaved are
rising rapidly. There are many reasons proposed for this sudden increase in a
practice long thought extinct. Probably, the most compelling reason is that crim-
inal exploitation of people generates over $32 billion in profits for the traffickers
each year, and is now the fastest growing criminal activity in the world (Polaris
Project, 2010).
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But there is more. All of us are involved, as consumers. In Chapter 2, Mark
and Keisha Hoerrner explain the links between slavery and the supply chain.
Insisting that the manufacturer of the goods you buy knows how the goods
are produced and can prove that no slaves were involved in the manufacture
will go a long way toward ending this practice. Go to http://slaveryfootprint.org
to complete an assessment of how and where forced labor affects your life and
how you can join the fight.

The most effective intervention to date has been the passage of laws that
prevent traffickers from operating in a local jurisdiction; the United States has
been actively writing legislation to address the many aspects of trafficking.
However, laws are not enough. It is imperative to raise the veil of silence that
hides slavery in our own neighborhoods. In the United States, there are 14,000
to 15,000 people trafficked across the border each year (American College of
Obstetricians and Gynecologists, 2011). The organization, Not for Sale (2012),
sponsors an interactive map with locations throughout the United States that
have been sites of human trafficking http://www.slaverymap.org/. The first
step toward ending slavery is recognition that it exists.

A variety of websites offer tools to help health care providers identify and
assist survivors of trafficking. For example, The Polaris Project (2010) has
created a Medical Assessment Tool, and other materials directed to educate
nurses and other frontline health care providers (www.polarisproject.org/
resources/tools-for-service-providers-and-law-enforcement) on how to recog-
nize a survivor, and then who to contact and what to do. The United Nations
Children’s fund (UNICEF) has created the Training Manual to Fight Trafficking
in Children for Labour, Sexual and Other Forms of Exploitation (2009). These
manuals (a series of three, plus an exercise book and facilitators’ manual)
provide concrete information about how to identify, and help children who
are being exploited. Another tool was created by experts in the field of traffick-
ing survivors and the UN.GIFT/UNODC, in cooperation with the Austrian Crim-
inal Intelligence Service and the Austrian NGO LEFOE-IB to create VITA, a
Victim Translation Assistance Tool, www.ungift.org/knowledgehub/en/tools/
vita.html. This free program can be downloaded to a laptop or smart phone.
The audio tool has 35 basic phrases that were carefully designed to communi-
cate with a suspected victim of trafficking. The phrases have been translated
into 40 different languages. This very handy program was designed to assist
law enforcement officers or victim service providers with victims who do not
speak their language to increase the success rate in identifying and rescuing
victims of trafficking.

Zimmerman, Hossain, and Watts (2011) call for a growing awareness of
the health implications of trafficking. They have created a conceptual model
that could be used to identify intervention points in the process of trafficking,
to outline periods when health care providers should be involved in referrals
and service planning, and/or provide a framework that could be used to
develop research in this area. Although trafficking in people has been
growing steadily for the past decade, the involvement of public health and
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health care providers is just beginning. Other disciplines have moved quickly
to establish a variety of organizations dedicated to the abolition of slavery.
So, there is hope, and we are not alone in the fight. There are already initiatives
that have been showing promise in rescuing and recovering survivors. Health
care is ready to join the chorus of disciplines focused on defeating this
problem.

Melanie S. Percy, PhD, RN, CPNP, FAAN
University of Medicine & Dentistry of New Jersey

School of Nursing
Newark, New Jersey
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Preface

Like many Americans, I thought slavery ended with the Emancipation Proclama-
tion. Nothing could be further from the truth. Today, millions of people live in
misery, forced into agricultural labor, sweat shops, domestic servitude, child sol-
diering, or the sex trade. They live in appalling conditions of filth and depri-
vation, are routinely subjected to violence, and are largely invisible to health
care professionals who should be able to recognize, treat, and refer them for
long-term help in rebuilding their shattered lives. We see a “prostitute” instead
of a victim of exploitation. We see a “bad kid” instead of a little child who was
raped at home and then repeatedly on the street—exploited by a pimp she has
come to believe is the only person in the world who cares about her.

This book is designed to raise awareness and provide helpful information
to nurses with the hope that they will be better able to help one of the most vul-
nerable populations, women and children trapped in the global sex trade. Most
of the case studies are derived from stories of real people whose privacy is pro-
tected by camouflaging their identifying information. My clinical practice over
the past 40 years has been almost exclusively focused on survivors of family vio-
lence, including child sexual abuse, but I was unaware of the extent of the child
sex trade until themid-1970s, when Imet an 11-year-old I will call Luisa, who pre-
sented with ectopic pregnancy. When asked who the father was, she thought
carefully and replied: “Well, it could be my father . . . or one of my four brothers
. . . or one of their friends.” It seems her father and brothers used her at will and
then rented her out on the weekends when they would hold open house and
charge their friends to rape her. This had been going on since Luisa was eight.

A word of caution: this topic is painful to talk about and the stories of
victims hard to hear. I remember working in the emergency room many years
ago as the only night nurse and a number of people involved in a bad highway
accident came in, bloody and broken, and in more pain than I had ever seen in
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my 20 years of life. I sat paralyzed in one of the exam rooms and started sobbing.
The wonderful attendant pulled me aside and told me to “pull it together.” He
said those people needed me and this was not my time to fall apart. We got
through the night and then he took me out for breakfast and talked soothingly
about compassion and empathy and how necessary it was to compartmenta-
lize—put our own feelings aside in order to do what was needed to care for
others. His advice is particularly relevant here. Even if you never see a patient
who has been trafficked, develop release valves to ease your own tension at
reading this book. But do not lose your anger. Keep that and find a way to use it.

Mary de Chesnay, DSN, RN, PMHCNS-BC, FAAN
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CHAPTER 1

Sex Trafficking as a New Pandemic

MARY DE CHESNAY

T his book is written from the perspective of clinicians and researchers com-
mitted to addressing the global health issue of sex trafficking with the

focus on best practices. The book consists of two parts: theoretical perspectives
and interventions for practice. Part I presents the broad concepts, legislation, and
population-based responses within communities. Part II is clinical, in which
content experts in a variety of clinical specialties share their knowledge of best
practices of treating the common health problems of people who have been traf-
ficked. This chapter will lay the groundwork by presenting some key ideas that
will hopefully lead to evidence-based research and subsequent treatment proto-
cols for helping the vulnerable, often invisible, victims of sex trafficking.

The author hopes that readers of this book will become enraged and
inspired: Angry that human trafficking exists today as the fastest-growing and
one of the most lucrative crimes, and inspired to learn more about the lives
these people endure in order to help them transcend their unbearable present
and have a happier and healthier future. The resilience of the human spirit is
proven time after time when we listen to the stories of survivors. Although it
might seem impossible, the victims of sex trafficking can become survivors and
beyond with help. Nurses are likely to be among the few outsiders they will
approach. Yet we may not recognize them as being exploited. This book is an
attempt to help us get ready to help them.

CONTEXT

Definitions

Some terms need to be defined in order to understand the complexity of traffick-
ing. They are introduced here and discussed more fully in subsequent chapters.
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Human Trafficking
“Article 3, paragraph (a) of the United Nations Protocol (2000) to Prevent, Sup-
press and Punish Trafficking in Persons defines Trafficking in Persons as the
recruitment, transportation, transfer, harbouring, or receipt of persons, by
means of the threat or use of force or other forms of coercion, of abduction, of
fraud, of deception, of the abuse of power or of a position of vulnerability or of
the giving or receiving of payments or benefits to achieve the consent of a
person having control over another person, for the purpose of exploitation.
Exploitation shall include, at a minimum, the exploitation of the prostitution of
others or other forms of sexual exploitation, forced labour or services, slavery or
practices similar to slavery, servitudeor the removal of organs” (www.unodc.org/
unodc/en/human-trafficking/what-is-human-trafficking.html#What_is_Human_
Trafficking).

Precise statistics on the extent of the problem are hard to obtain. Bales esti-
mated that 27 million people around the world live in slavery today (Bales, 2004;
U.S. State Department, 2012). It is estimated that at any given time, there are
about 2.5 million people worldwide who are victims of human trafficking with
40%–50% of those children (International Labor Office, 2005).

In the above definition, there are two forms of human trafficking: forced
labor and sex trafficking. Debt bondage is a phenomenon common to both in
which the traffickers create an increasing debt based on “expenses” for transport-
ing the victims.

Forced Labor
Victims of forced labor might be migrant workers, other agricultural workers
such as children who work in the African cocoa plantations, children who
work the brick kilns in India, child soldiers (common in India and Africa), and
sweatshop workers. The Restavek children of Haiti can be found in domestic ser-
vitude (Nicholas et al., 2012).

Sex Trafficking
Women and children comprise most of the sex trade around the world but adult
men are also forced into the sex trade sometimes directly and sometimes through
forced labor where they encounter torture and rape (Bales, 2005; Jones, 2010).

Commercial Sex Exploitation of Children (CSEC) or Domestic Minor Sex

Trafficking (DMST)
These terms refer to sex trafficking of minors. The age of 18 is most commonly
the age ofmajority in theUnited States andmost countries (www.worldlawdirect.
com/forum/law-wiki/27181-age-majority.html).

Pathways

In a landmark study for the Department of Justice, Bales and Lize (2005)
reviewed cases from Florida, Chicago, and Washington, DC, and identified five
stages of the process of human trafficking:
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1. Vulnerability
2. Recruitment
3. Transportation
4. Exploitation
5. Exposure, discovery, liberation

People most vulnerable to trafficking tend to be young and fairly healthy,
and are likely to be poor and powerless, but not necessarily from the poorest
class of their societies. They may be educated and are rarely kidnapped. Traffick-
ers are more likely to prey upon their dreams and aspirations because they
know that cooperation by their victims eases the process. Traffickers favor
victims from marginalized groups or who are women or children because
these people are often looking for a better life for their families.

Selling the dream or recruitment is easier when traffickers are charismatic.
They are expert at reading people and convincing victims that they can deliver on
promises of golden opportunities in the destination country or city. Theymay use
a woman or man, even a family member, who has been paid to recruit and who
can be trusted to be loyal to the traffickers and lie to the victims about the oppor-
tunities. Once the victims arrive at the destination, the trafficker uses bait-and-
switch techniques to keep the person. The rules change and threats and violence
enforce the new rules.

Transportationmight be simple, involving existing legal entities and legal
visas or false documents. There might be a transporter who accompanies the
victim and provides a safe house during transit. The next level of transportation
is a segmented business operation in which the traffickers themselves transport
and provide “stash houses.” The third level and most difficult to identify and pro-
secute are complex integrated operations in which criminal networks with many
resources control the transportation.

Exploitation is final when control is established. How control is estab-
lished varies from debt bondage to confiscation of documents, threats of arrest
or deportation, degradation, and violence. In many cases, traffickers wait until
arrival at the destination to establish control because they need the victim’s
cooperation to pass borders. In the case of children, though, they have control
as soon as they take custody of the child since children are more likely to do
as they are told by an adult. Traffickers maintain a constant vigilance and may
lock their victims in when not working and transport them to their place of
work. Keeping victims isolated and disoriented is an effective control tactic.

The last stage is a progression of exposure, discovery, and liberation.
Unfortunately, the rates of murder by traffickers and accidental death from
injury and suicide are high for this population. Women and children in the
sex trade are at risk for contracting HIV/AIDS. Relatively few victims are
rescued by law enforcement and some manage to escape. The fortunate ones
manage to be found by “good Samaritans” who may be of their own ethnicity
or who are least able to recognize the signs of trafficking. If victims can
connect with the right authorities they may be eligible for change of visa
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status, may be able to help authorities to arrest and prosecute their traffickers,
and be eligible to receive services to reverse the effects of their enslavement.

Stages of Entrapment

While it is true that some children are kidnapped and others are sold by their
parents, it is more common for children to be tricked by traffickers who
present themselves as a friend, boyfriend, or protective employer. Barnardo’s,
a children’s advocacy charity in the United Kingdom, identified four stages of
entrapment into prostitution. These are presented in O’Connor and Healy
(2006) and Hawthorne (2011) as the following:

† Stage 1 is ensnaring, in which the trafficker gains the child’s trust by pretend-
ing to be her caring protector/boyfriend. He may buy her presents, give her
shelter and food, and clothe her. He may be accepted by her parents as a
“nice young man” if she is living at home.

† Stage 2 is creating dependence, in which he isolates her from family and
friends, changes her name, and generally becomes more possessive. She inter-
prets this possessiveness as his passionate love for her and, as proof that she
loves him, she willingly distances herself from her family and friends and
engages in prostitution to please him.

† Stage 3 is characterized by taking control, in which he exerts increasing
control over her daily activities such as what she eats and wears and he may
alternate violence with kindness in order to remain unpredictable. He
usually becomes increasingly violent at this stage, but she still loves him and
maintains hope that he will change. Because she is isolated from support
systems and feels shame for her activities, she does not try to escape.

† Stage 4 is total dominance, in which he convinces her by force if necessary to
have sex with whomever he directs. He may lock her in a room to ensure she
does not try to escape and threaten to kill her or her family if she attempts to
leave him.

Other authors (McClanahan, McClelland, Abram, & Teplin, 1999) have described
pathways to child prostitution as running away and childhood sexual abuse. In a
study of 1,142 female jail detainees, they found that running away in early
adolescence had a dramatic effect on entry into prostitution, but little effect later
in life. However, being sexually abused as a child nearly doubled the odds of
entry throughout their lives. The role of drug abuse is inconclusive as some
victims begin drug use after they enter the life and some are users beforehand.

Sex Tourism

Closely related to sex trafficking is sex tourism (de Chesnay, 2012). Sex tourism
describes travel for sex, usually with partners who would be perceived as
exotic (different race than the traveler) or with children who might be more
accessible in destination countries in which the child sex trade is allowed to
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flourish. Thailand is so well known for sex tourism with both women and chil-
dren, that Fielding’s Guide devoted a section of its Thailand book to sex
tourism (Dulles, 1996). Child sex tourism flourishes in impoverished areas of
the world where parents can delude themselves that the traffickers to whom
they sell their children will give them a better life. On the other hand, children
who have no families and live on the street survive any way they can. Once
the child is in the life, the benefits to the family of the sex trade and the
options for leaving the life create a paradox for the child. The more he or she
stays in the life, the more the child learns to tolerate the bad parts and
becomes numb to any attempts to be rescued.

Scholars have studied cultural aspects of Thailand as a destination for the
child sex trade. In an ethnographic study in which she interviewed children in
Thailand, Montgomery (2008) concluded that the stereotype of the tourist visit-
ing Thailand on organized sex tours was misleading and that some children did
not define themselves as prostitutes, nor did they despise their “johns.” Instead,
they developed relationships with these men who helped support their families
during times of severe economic stress (Montgomery, 2008). While definitely
not making the case that sex with children is acceptable, Montgomery cautioned
that the phenomenon of sex tourism is much more complex than tawdry adver-
tisements would lead one to believe. Pedophiles succeed in seducing children
and can be quite convincing that they love the children.

Solutions such as revoking passports of Americans who travel to Thailand
for sex as suggested by some authors (Hall, 2011) might be effective at stopping
the tourists fromexploiting children in thedestination countries but paradoxically
might not be perceived as help by those we define as victims. If the police are
corrupt, they will not cooperate with American authorities to detain or deport
them because the sex tourists are a source of revenue for the police. Pedophiles
flourish in places that allow sex with children. Who will step forward to protect
these children if their own police look the other way? Unless governments find
ways to reverse the poverty, violence, devaluation of women, and ignorance
that underlie the sex trade, women and children, particularly in developing
countries, will continue to have few alternatives.

The Caribbean is a destination for sex tourists of both genders. In the
Dominican Republic, male sex workers specialize in male sex tourists from
North America and Europe (Gigliotti, 2006; Padilla, 2008). Female sex tourists
or “sugar mummies” as well as male tourists to Cuba and the Dominican Republic
might define themselves as romance tourists and see themselves in long-term
relationships with locals, sometimes leading to marriage and migration for the
local to the tourist’s home country (Aston, 2008; Cabezas, 2004).

The complexity of relationships in sex tourism masks the exploitation of
children who are trafficked for the purpose of commerce. In an Organization of
American States (OAS)-funded study of nine countries of Latin America and the
Caribbean, researchers found that little has been done to implement the U.N.
Protocol of 2000 that called for initiatives bymember countries to halt human traf-
ficking, prosecute traffickers, and provide services to victims (Langberg, 2005).
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On a more positive note, though, the tourism industries in a number of
countries have signed the Code of Conduct for the Protection of Children from
Sexual Exploitation in Travel and Tourism, an industry-driven initiative
funded by the Swiss government and private concerns and sponsored under
the auspices of an international organization, End Child Prostitution and Traffick-
ing (ECPAT). Notable signers of the Code are Delta Airlines, Hilton Hotels, and
Wyndham Hotels (ECPAT, 2012). The criteria in the Code call for ethical commit-
ment to end child trafficking with training for staff and screening of suppliers.
One way to support efforts to abolish modern slavery is to patronize businesses
that do not facilitate traffickers.

BEST PRACTICES AND EVIDENCE-BASED RESEARCH

There are no best practices for treating sex trafficking victims in the sense that
research is sparse and clinical research almost nonexistent. The highest order
of evidence is traditionally thought to be that derived from randomized clinical
trials. However, evidence can also be based on nonrandomized trials, descriptive
studies that build testable theory, case reports by clinicians, and qualitative
studies that describe in rich detail the experience of members of the population
of interest. In the case of sex-trafficked victims, who are difficult to identify and
who do not have control of their own bodies or schedules, valid and reliable
research data are difficult to acquire.

Several attempts by nurse scholars have been made to identify the key
issues and barriers in working with this population. In this sense, Sabella
(2011) and Crane (Crane & Moreno, 2011) are two nurses who have pioneered
the process of identifying best practices of working with survivors of trafficking.
Sabella is a Pennsylvania-based psychiatric-mental health nurse who teaches
nurses and works with the population. She taught one of the first courses on
human trafficking to assist health care providers to recognize and interact appro-
priately with victims. Crane (2011) is a forensic nurse who is instrumental in pol-
itical advocacy for victims in Texas, one of the early states to pass legislation in
the spirit of decriminalizing prostituted children. Both of these leaders in the
field have published their work in the nursing literature so that other nurses
may benefit from their experiences and they remain active and committed to
this most vulnerable population.

Trout (2010) also has published on the need for nurses to identify these
victims. McClain and Garrity (2011) addressed the need for nurses who work
with adolescents to educate themselves about this growing problem. The Amer-
ican Nurses Association (ANA) and several states have passed resolutions
opposing human trafficking (Alabama State Nurses Association, 2009; Kansas
Nurses Association, 2008; Trossman, 2008). The American Academy of Nursing
appointed a Task Force (chaired by Dr. Melanie Percy) under the Expert
Panel on Global Health to prepare a white paper on human trafficking for
presentation in 2012. In 2010, the National Student Nurses Association
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passed a resolution to increase awareness of human trafficking (NSNA, 2010).
These efforts are a good start but need to be expanded.

Even though there is a great need for evidence-based research on human
trafficking, there are best practices for treating a variety of health conditions
that affect victims. For example, much work on posttraumatic stress disorder
(PTSD) has been done to help soldiers re-adjust to civilian life (Bastien, 2010;
Meis, Barry, Kehle, Erbes, & Polusney, 2010; Mulvaney, McLean, & De Leeuw,
2010). Although the issues for CSEC victims are different, some of the same treat-
ments might be helpful. For example, pharmacologic management in concert
with trauma-focused cognitive behavioral therapy can lead to better outcomes
by alleviating at least one of the three symptom clusters of PTSD: reexperiencing,
avoidance, and hyper arousal (Ipser, Seedat, & Stein, 2006). PTSD in child sexual
abuse survivors, whether commercially exploited or not, is co-morbid with a host
of other conditions, necessitating multiple methods of treatment.

Research on torture generated interventions to help victims of state-
sponsored atrocities (Genefke, 2002; Glittenberg, 2003; Grodin & Annas, 2007;
Levine, 2001; Moreno & Iacopino, 2008; Moreno & Grodin, 2002; Olsen, Mon-
tgomery, Bojholm, & Foldspong, 2006; Racine-Welch & Welch, 2000). Many of
the signs of torture are similar to those of women or children who have been
prostituted. They regularly endure beatings, fractures, sleep and food depri-
vation, sexually transmitted infections (STIs), and verbal messages that they
are worthless. Like torture victims, they live with chronic pain from the many
types of injuries suffered during torture and they suffer the effects of malnutrition
from being deprived of food and water for long periods. Certainly there are best
practices for the health conditions of pregnancy, STIs, physical trauma, and so on
and these will be discussed in more detail in Part II.

Primary prevention is one of the most important concepts when discussing
best practices in health care. In the United States, great attention is given to teach-
ing people how to stay healthy and prevent illness and injury. However, for the
population of trafficked victims who are still “in the life,” prevention is not only
irrelevant but impossible, and trying to teach about prevention could have the
paradoxical effect of reinforcing the victim’s view that we really have no idea
what she is going through. For example, the best prevention practice for
vesico-vaginal fistula is not to bear children until beyond adolescence. Wearing
condoms goes a long way toward preventing AIDS and STIs and, of course,
early pregnancies. How is a prostituted child supposed to follow that advice
when she does not get to decide with whom and when she will engage in sex?

Prevention means being able to avoid activities that place one at risk for
specific health problems or generalized poor health. However, vulnerability due
to poor family resources creates risks for girls who connect with traffickers who
promise them or their families a better life. “Romeo pimps” in the United States
(menwhopretend tobe in lovewith their victims) sometimesdeliberately impreg-
nate the girls in order to control them (Anonymous, personal communication,
2011). Once the baby comes, they can then alternately hold out the hope that they
will be a “real family” or that they will sell the baby if the girl does not stay in line.
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Alternatively, some traffickers, particularly in Eastern Europe take chil-
dren for organ harvesting (Kambayashi, 2004; Lita, 2007). Yea (2010) reports
on two additional ways children are trafficked in addition to sex trafficking.
Some children are taken for begging assignments and these children may be
deliberately disabled to create sympathy or they might be disabled already
and then forced to beg for the traffickers. Deaf children are particularly attrac-
tive to the traffickers because they are less able to communicate with people
who might help them. A second way children are used is to train them as
camel jockeys. Male children who are preferably around age 5 are taken
from India, Pakistan, and Bangladesh to the Arab Emirates to be camel
jockeys for the racing industry. Their parents are told the boys will earn
much money to send home, but in reality, the children are sent to desert
camps where they undergo brutal training and punishment with electric
shocks and food deprivation. They are contained within complexes where
they sleep in cardboard boxes making them prone to scorpion bites. They
arise at 4 a.m. to exercise the camels and then must care for the camels
before the afternoon-to-nightfall exercise periods.

Given the limited outcomes research on sex trafficking, this book is an
attempt to present the best practices to date with the hope that those working
with victims will have some basis on which to set priorities and provide the
best care possible under limited conditions. Human trafficking is receiving
wide attention from the media, legislators, and prosecutors. Health care pro-
fessionals need to partner with others in their communities to address the
medical and psychological needs of victims holistically. It is hoped that nurses
who practice in settings in which victims are likely to appear will recognize
their need for help, define them as victims and not criminals, and, in working
with them, improve upon the ideas presented here.

CULTURAL ASPECTS OF SEX TRAFFICKING

The Culture of the Street

Culture is a set of life-ways, rituals, values, language, and behaviors that are held
in common by a people who may or may not live in proximity to one another.
Traditionally, culture is discussed in connection with geographic home but
culture can also describe the shared values and life-ways of people who share
other common characteristics. Nurses are a good example of a group of people
who live in many areas of the world but who share a common culture. Whatever
our education and wherever in the world we practice, we share that our lives are
dedicated to helping our people improve their health. We use both the science
and art of intervention to help our patients attain a higher level of health. We
have rituals such as pinning ceremonies and protocols such as best practices to
guide our work.

Language defines where we live (New Yorkers, Californians); our national-
ity (Cambodians, Canadians, Australians); what kind of work we do (nurses,
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police officers, dog groomers, teachers, social workers, carpenters, postal
workers); or how we see ourselves in relation to others (child advocates,
leaders, advisors, Republicans, retirees). Language is shared by a cultural
group, not only in terms of the primary language of English, French, Japanese,
or Swahili, but also in terms of dialects and jargon.

Language expresses power and can be used to exclude or include individ-
uals from a group. For example, jargon is sometimes used to prevent nongroup
members from fully understanding in-group members. The language of the
street provides a way for people who live “on the street” to exclude members
of the “establishment” and to make themselves feel more powerful in relation
to powerful people around them.

Similarly, street language of whore, “ho,” “hooker,” or prostitute—even
euphemisms such as “sex workers,” “call girls,” and “ladies of the night”—are
negative labels used to stereotype those who sell their bodies for sex. There is
even controversy over the term “selling” since that implies choice on the part
of the girl. Linda Smith, a former Congresswoman and the founder of Shared
Hope International, tells the story of her husband mentioning to her that what
really happens is that the pimp rents the child to others for money (Smith,
webcast 12/1/2011). Renting is a more descriptive term since it connotes the
involvement of the person usually in control of the process. Shared Hope Inter-
national (2011) sponsors a billboard campaign to fight trafficking in which one
billboard shows a picture of a man’s torso with his hands (showing a wedding
ring) in the process of removing his jacket and with his belt partially undone.
The caption is: “This man wants to rent your daughter.”

Another example of how language is used is particularly relevant for those
who would help commercially sexually exploited people. For the purposes of
this book, we will sometimes refer to these women and children as victims
(almost all are women and children of both sexes) but with the caution that
they not only do not always see themselves as victims and, in fact, might
become angry at the thought of anyone else calling them victims. Anger at
being labeled a victim could be a defense mechanism to exaggerate what little
control they have in their lives. The reality is that no matter how demoralized
they are, they are all survivors. The term “survivor” is preferred but it is critical
to use the term “victim” as well to convey that these children do not choose a life
of exploitation, rape, and torture. They may choose to go with a Romeo pimp
because they are conned or coerced, but their choice quickly becomes, “Comply
or die.” Those who would label them as criminals need to understand the
lengths to which these women and children must go in order to survive.

When Rachel Lloyd (2011) founded the Girls’ Education and Mentoring
Services (GEMS) to assist prostitutes to make the transition out of “the life,”
she constructed a language model from victim to survivor to leader to capture
a sense of hope for these women. Whether they are called victims, survivors,
or leaders, and whether we as nurses call them patients or clients, it is critical
to understand that they are human beings forced into a life in which their
choice is usually to comply or die.
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Life-ways and rituals are also part of life on the street and define rules and
how they are to be followed for survival. The rules about appropriate behavior
for girls “in the life” are designed by pimps to control every aspect of the girl’s
life in order to minimize the chance that she will leave. The trafficker or pimp
makes rules about where she sleeps, how much she eats, how she obtains
basics such as tampons, and how much toilet paper she can use. Rules are
enforced brutally with beatings with fists or a pimp stick. A pimp stick can be
a cane or coat hanger doubled over itself to form a thin rod. Other common
forms of torture are cigarette burns, dragging by the hair until clumps come
out, submersing the face in a toilet, and gang rape.

Pimps are businessmen and their goal is to make money for themselves by
sexually exploiting women and children. They may work in apparent isolation
and competition with each other, but they have informal networks with other
pimps. For example, they will trade or sell girls to each other. A girl who looks
at or talks to another pimp is likely to be beaten by her pimp, but the pimp
may initiate deals to obtain a younger model or a girl may negotiate to be
traded. It would be reasonable to assume that pimps would want to protect
their investment and protect the girls rather than torture them, but control
trumps caring and keeping the girls malnourished, sleep-deprived, and in pain
maintains dominance.

Pimps celebrate their accomplishments at exploiting women and children
by dressing in their finery and holding an annual convention called the
Players’ Ball, which is an opportunity to buy and sell women and children
(The World Famous Players’ Ball, 2005). They give an award to the pimp who
has made the most money during the year. The author deliberated long and
hard about including mention of the Players’ Ball here, which might be viewed
by some as helping to glorify pimps, but decided to do so in the hope that resi-
dents of the cities to which they apply to hold their convention will follow the
lead of Mayor Shirley Franklin of Atlanta, who refused to support the convention
in Atlanta in 2003. It was moved to a private club outside the city (Interfaith
Children’s Movement, 2009).

Culturally Competent Care

Cultural competence is a trendy term that has been widely used in nursing,
education, and social work to convey the importance of understanding cultural
differences when working with diverse groups of people. It can be confusing,
though, because some practitioners assume cultural competence means to
become proficient in another’s cultural behavior. However, trying to be some-
thing one is not is more likely to be viewed as insincere and disrespectful, par-
ticularly with sex trafficked victims who are likely to have little reason to
trust anyone.

For the purposes of this book, cultural competence will be defined as the
ability to use information about another’s culture to provide care that the
person can accept comfortably while remaining authentic to one’s own culture.
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For example, in providing care to a Navajo man whose culture teaches that it is
rude to look people directly in the eyes, an Anglo nurse who might have been
taught that it is rude not to look directly at others when conversing would not
interpret his behavior as rude but rather as respectful according to the norms
of his culture. Similarly, when treating a young prostituted girl in the emergency
department, it would be helpful to understand the culture of sex trafficking and
not be frustrated by the patient’s fearful or angry resistance to being rescued.

HOW SURVIVORS PRESENT

The following cases were drawn from real people but the identifying information
has been changed to protect their privacy. The people represented here are
examples of the variety of ways girls enter the life and show the systematic
pattern of abuse that destroys their sense of self. The presenting behavior
when seeking medical help shows some of the issues that we might expect to
encounter with this population.

CASE STUDY: ANGEL

Angel is a 14-year-old African American girl who has been in “the life” for 3
years. At the age of 11, shemet a 22-year-oldWhiteman named Johnnywho
was the first person to make her feel special. He listened to her talk about
the abuse she endured at home and comforted her by telling her she was
pretty and buying her small presents. Johnny told Angel he would help
her escape her violent home situation. Her mother worked nights in a
bar, often came home drunk, and had a variety of boyfriends all of whom
regularly raped Angel while her mother was at work. Her first sexual
encounter was with her stepfather when she was 5 years old but when
she told her mother, she was accused of lying, so she never told anyone
else about the later abuse until she met Johnny. He said all the right
things, comforted her in a tender way, and she immediately fell in love
with him. He took her away to another city where they lived together in
what was to be a short period of happiness in Angel’s life. For 2 weeks,
Angel and Johnny lived together in his apartment and gradually Angel rea-
lized she was not the only girl in his life. However, she loved him and when
he asked her to go on “dates” with his friends she complied in the belief that
they were building a future together. When some of his friends got too
rough, well, that was nothing new to her and she would do anything to
please Johnny. It was almost a month before he seemed to undergo a per-
sonality change and started beating her if she did not bring home her quota.
He called it his 25/25 rule: $25 a trick at a rate of 25 men a night.

(continued )
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She presented in the emergency department with a fractured rib, mul-
tiple hematomas and abrasions, clumps of hair missing, and two broken
teeth. She was accompanied by an older woman who said she was Angel’s
aunt and who insisted on speaking for her. The nurse did not separate the
two when conducting the assessment interview and exam, but when she
asked the appropriate questions about whether Angel felt safe in her home
and whether she had been beaten, Angel lied and insisted she had been hit
by a car. The emergency department team decided there was nothing they
could do for her if she did not tell the truth, so they treated her for the frac-
tured rib and sent her home with no report to protective services even
though they believed she was younger than the 18 years she claimed.

CASE STUDY: STARR

Starr is a 15-year-old White girl whose father sold her at the age of 12 to a
pimp to pay off his gambling debt. She was violently beaten on a regular
basis by this man who eventually sold her to another pimp. At the time
of admission to the emergency department, she had been trafficked around
the country from East coast toWest coast and looked emaciated, depressed,
had bloody urine, rectal bleeding, and had one eye closed. When asked
about the reason for coming to the emergency department, she said she
had been gang raped. The intake person laughed about this and asked
how a whore could possibly have been raped. Starr tried to explain that
when a customer takes her by force, that is the same as what happens to
women who are not whores. The intake person answered the phone and
when she looked up Starr had gone.

CASE STUDY: BOTUM

Botum, whose name means “princess” is a 14-year-old Cambodian refugee
who was married at the age of 6 in Cambodia at the insistence of her
parents who struggled to support their family of 10 children and older
parents. Her husband sold her to a brothel at the age of 9 when he tired
of her and arranged for the brothel owner to send small amounts of
money from her earnings back to her parents. Botum experienced many
sexually transmitted diseases and has had two pregnancies that were termi-
nated via coat hanger by a woman employed by the brothel. However, she
has only had to endure beatings by occasional violent customers and not the
brothel owner because Botum quickly understood that if she cooperated
she was helping her family, a strong Cambodian cultural value. She came
to theUnited States aspart of a container shipment of illegals fromSingapore
to work in American massage parlors owned by a Chinese gang. The gang

(continued)
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Analysis

These three young women exemplify several difficult issues in trying to help
women leave the life. Angel was first sexually abused within her family and
had a dysfunctional mother who did not protect her. She came to the life with
a desperate hope in the stranger Johnny whom she decided she loved and
whom she believed was her protector. As bad as life with Johnny was, it was
better than going home. In the emergency department, the staff failed to separate
Angel from her “aunt” (often pimps send a trusted accomplice, called a “bottom
girl” with the injured girl), and seemed to expect Angel to trust them immediately
although they had given her no reason to do so. The staff not only failed to
provide safety, but they failed to follow up. They chose to ignore their own
instincts about her age and did not report the situation to protective services as
they are mandated to do in cases of child abuse.

What should have happened for Angel is simple: Provide safety for her
immediately by separating her from the accompanying person and report the
situation to protective services regardless of how old she claimed to be. It
would then be the responsibility of protective services to investigate since they
employ social workers trained to sort out the truth.

Starr and Botum entered the life as many do—at the hands of their parents.
In Starr’s case, she endured long-term torture and was trafficked around the
United States in such a way that she was disoriented as to where she was at
any given point in time. When she sought help in the emergency department,
she was treated with cruelty instead of the caring attitude toward all patients
that we in health care like to hold as a cherished delusion.

Botum’s cultural value of family was much stronger than her need for per-
sonal safety and freedom. Without concentrated services, there would be little
hope of convincing her she could be trained to earn money she could send
home by other means. In her situation it is critical to show her that she would
have options. Under the Trafficking Victims Protection Act (TVPA), she would
be eligible for a T-visa, one given to victims of trafficking who find themselves
in the United States without immigration documents (United States Citizenship
and Immigration Services, 2012).

tells the girls they will send money home to their families but first they have
to repay their expenses to come to America.

Botum was arrested in a raid on a massage parlor and brought for
medical treatment, but she refuses help escaping “the life” because she
would have no way to help her family. In a paradoxical situation, she
insists she is ruined and can never go home because she would be
shunned for shaming her family by working as a prostitute. Yet, if she
stops working as a prostitute she will have no way to earn money to send
home. In her culture, the value of helping family trumps individual freedom.
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USEFUL INTERVENTION MODELS

In Part II, the best practices for specific conditions will be presented, but it is
helpful to gain a sense of the theoretical support for applying best practices to
victims of human trafficking. The models are mentioned here but will be dis-
cussed in later chapters.

Stages of Change Model

The Stages of Change Model (Prochaska & DiClemente, 1983) was developed for
substance abuse cessation but has relevance to the psychotherapeutic process
and can be useful in helping the therapist identify the receptivity for change of
the client. The original stages are precontemplation, contemplation, action,
maintenance, and relapse. Knowing that relapse is normal and to be expected
assuages the guilt of the client for not improving because it takes the pressure
off the therapist to move the client forward too quickly.

While considering the stage that patient is currently in when she seeks help
is critical, it is equally important to conduct a thorough assessment in order to
address malnutrition, sleep deprivation, physical injuries, and comorbid dis-
eases. Trauma-focused cognitive behavior therapy and dialectical cognitive be-
havior therapy are two treatment methods that are evidence-based with
survivors of child sexual abuse and PTSD. Eye movement desensitization and
reprocessing (EMDR) is a technique that has efficacy in PTSD and can produce
results in a short time.

Family therapy is appropriate if the person can be returned to a family or if
the person wishes to work on underlying family issues. Reintegrating into the
family of origin would not be advisable when the parents have served as the traf-
fickers. Substance abuse treatment will be necessary for a large percentage of
victims of trafficking. Traffickers often use drugs to control the victim, making
her less likely to run and more likely to do whatever the pimp requires in
order to obtain more drugs. Group therapy, particularly the peer support
model described by Lloyd (2011), provides a chance for survivors to benefit
from the therapeutic relationship with other survivors. Finally, medications
can take the edge off symptoms, but should not be used long term or as a substi-
tute for comprehensive services.

ASSUMPTIONS AND EXPECTATIONS

Expect the Unexpected

We might expect trafficking victims to welcome our help with open arms, but
the reverse is often true for a variety of reasons. These women and children
have been conditioned, often from an early age and certainly by their pimps,
to mistrust everyone. As nurses, we are usually thanked profusely for our
help not only from our patients, but also from their families and friends. Traf-
ficked victims do not have family and friends they can count on. The person
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they are closest to is their exploiter, who will certainly not cooperate with us for
interfering in his business. Victims bond with their abusers and will defend their
abusers to outsiders because they have been conditioned to be totally dependent
upon them and to mistrust anyone else. The devil one knows is less frightening
than the devil one does not know. Victims sometimes exhibit the Stockholm
Syndrome and will go to great lengths to protect their pimps ( Jameson, 2010).

Relapse Is Normal

The Stages of Change Model is useful in understanding this process. With a high
rate of physical and psychological abuse by pimps and customers, these women
and children become numbed. They usually live with chronic pain from the beat-
ings and rapes. One of their coping mechanisms is denial. They do not have a
way to earn money any other way and they cannot save money since the pimp
controls the money they earn. If they could scrape together enough for a bus
ticket, where would they go? Their original homes are not likely to be seen as
a refuge. Even when excellent services are provided, they often have such a
poor self-image that they mistrust their ability to do anything else. So they
return again and again to the exploiter. The known is less fearful than the
unknown.

Respect Their Right to Self-Determination

Sex-trafficked children and women most likely receive continuous messages
from their pimps that they are worthless. They are literally slaves. They do not
control their own money, are often disoriented by being moved from city to
city and forced to work nights, with the result that they are sleep deprived and
malnourished. The health care system is designed for compliance—or as now
fashionable to say—adherence. We are the experts, we care deeply about our
patients, and we know how to help people if they will only do as we say and
not fight us or argue with us. This approach is a guaranteed way to fail with
victims of sex trafficking. What little self-control they have over their bodies
they are not likely to relinquish to us if they do not see immediate positive
results. And how many medical interventions are that dramatically successful?
It is critical to approach these patients in a radically different way than the
usual. We need to look for opportunities to demonstrate that we respect their
right to self-determination. We need to explain medical procedures thoroughly
and ask for their permission to proceed at every step rather than assume they
will trust us to do what is necessary to help them. This takes time and patience.

Assume That the First Visit Is the Last

Many health conditions and treatments require follow up. A broken arm requires
a cast, monitoring circulation, and removal of the cast. STIs require a course of
medication. Antibiotics usually need to be administered for 10 days. Pregnancy
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requires prenatal care for months, safe delivery, and follow-up. None of these
conditions can be met if the traffickers feel threatened and if the girls cannot
be rescued during the first visit. As seen in the case examples, the girls will
often resist being rescued. The traffickers will move girls around from city to
city to avoid detection. They know they cannot be prosecuted if the victims
cannot be found to testify. We must do what we can during the brief time we
see these victims. One example is using a single dose of Gardesil rather than
the customary three doses to treat HPV (Anne Nichols, personal communication,
2012). Another strategy is to leave the door open by making the patient feel so
comfortable that she will return if she can.

SUMMARY

This chapter serves as an introduction to the problem of sex trafficking. The
culture of the street serves as a framework for how nurses might interact with
victims and survivors. Some of the basic concepts have been introduced and
will be expanded upon in subsequent chapters.
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