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Patient Accesses Medical Services

80%+ are seen by a
medical professional and
go unidentified

63.3 % of trafficking
victims are seen in the
emergency department




Common Chief Complaints/Concerns

Suicidal
Ideation

Drug/Alcohol
Intoxication

Sexual/
Physical
Assault

Trauma/
Injuries

Pregnancy/

STls Dehydration




Individuals at Risk

Poverty

Runaway/Throwaway

Parent with substance abuse

Drug/Alcohol abuse

Minorities

Increased Risk

/ Mental health problems

Gang involvement

Abuse/Neglect

Family Dysfunction

Adult prostitution in home

LGBTQ status



Presenter
Presentation Notes
As you build trust and conduct your assessments you may discover one or more risk factors that may cause you to consider possible trafficking 
Asking about school, you may find that the child hates school, gets into fights, and is frequently truant and that may lead to more discussion about home life, leading you to find that the child has run away 3 times in the past two years.  
Asking about reproductive history you may learn that the youth is gay, and his mother cannot tolerate this, which is one major reason he has run away.  
Or you learn that mom is using drugs and the child has been in foster care in the past.  Maybe the child is using drugs, herself.  
As you progress through your interview you find one, two, or even three risk factors. You need to think about possible CSEC and ask some more focused questions. 


Consider the Red Flags

* Someone else is speaking for the patient

* Interpreter refused

» Patient is not aware of his/her location, the current date, or
time

* Individual is present alone and gives false demographic
information

* Patient exhibits fear, anxiety, PTSD, submission, or tension

 Patient shows signs of physical abuse/sexual abuse, medical
neglect, or torture

 Patient is reluctant to explain his/her injury




Victim May Be Accompanied

Parents

May or may not know about Often controlling, dominant,

victimization

Speaks for victim

gl May be involved May refuse to leave victim alone

May be in denial about

Sometimes the victim is brought
trafficking activity

in by the “bottom”

Friend

Exploiter’s assistant (bottom)

Fellow victim
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 A victim may come to your clinic or emergency department alone, or he may be accompanied by his parents.  These ‘parents’ may be real parents or not, they may be parents who are ignorant of the child’s victimization or parents who are actively trafficking the child.  If a girl is being trafficked by a local gang, she may be allowed to live at home but be exploited at night, and her parents may know nothing about it.  They may just wonder why she stays out late so often.  On the other hand, a mother or father may force their child to pose for pornography in order to obtain drugs, rent, or money for the car payment.  
One patient reported being trafficked by a couple who refused to seek medical care for her anogenital trauma until a friend of the couple intervened.  When they finally brought her to the ED they presented themselves as her parents. 
 
In some cases the victim may be accompanied by her trafficker or a ‘manager’ working with the trafficker.  The latter may be the ‘bottom girl’ who is the senior member of the trafficker’s group of victims.  The trafficker or bottom girl may be very controlling and even aggressive with staff.  They may insist on answering questions for the child and not letting her speak.  They may be very reluctant to allow you to interview the child alone.  

In other cases youth may present for medical care accompanied by one or more friends.  These friends may or may not be victims and they may or may not  be pressured to report back to the trafficker about what was said and done during the appointment.  
 
Regardless of who accompanies the child it is very important to interview the child alone.  This may take some doing if the adult is domineering and aggressive.  We typically explain that it is our policy to interview adolescents alone so I need to ask him/her to step out and wait in the room down the hall.  

If that person refuses to leave I cannot force them.  You might want to think about how you would attempt to get an accompanying person out of the room for your patient interview.  It helps to have a plan.



Positive Red Flags

*Safety is the main focus and if a medical intervention is needed
first focus on that and then focus on patient’s safety outside of
the hospital.

» Safety Precautions:
Speak with patient alone

Bring in Social work or advocate if possible
Offer a professional, non-biased interpreter

* Questions to consider?




Assessment of Potential Danger

* Be attentive to the immediate environment:
* Is the trafficker present?
* What does the patient believe will happen if they do not return?

* Does the patient believe anyone else (including family) is in
danger?

* Is the patient a minor?

Medical/
Community
referrals

Law
Enforcement




Understanding Victim Behaviors

Victim Identification
Most victims feel threatened or shameful

Most professionals see the victims situation as a result of their
choices

Victims fear law enforcement and service providers
International individuals fear deportation
* Reactions reflect their protective/survival skills:
Anger
Aggression
Withdrawn
Anxiety
Loyalty/dependence on the trafficker
Cope with the use of drugs or alcohol
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While many CSEC patients are very polite, friendly and cooperative during the medical evaluation, some are not.  They may be very depressed and withdrawn, with a flat affect and single word answers.  No eye contact.  They may be fearful and anxious.  

What I find challenging is when the youth is very hostile, even, shall we say, “churlish”.  The eyes rolling.  The sarcasm.  The heavy sighs or the name-calling.  Or when I find myself feeling like I’m being manipulated—I’m being set up to react angrily or harshly.  When I see these behaviors it helps me to step back and ask myself why the youth is acting this way.  They don’t know me well enough to hate me, so it isn’t likely a personal thing.  Much more likely that it comes from a basic (often, well founded) distrust of authority figures.  The child may expect that I’m going to get her or her ‘boyfriend’/trafficker into trouble, or that my efforts to ‘help’ will only make matters worse.  They may expect that I’ll sweep in and assume that I know what’s good for them and totally ignore their wishes and ignore the reality of their world.  
If they are goading me into anger or criticism, that may be because subconsciously they’re re-creating the familiar: they expect an adult to judge them harshly and criticize them, so they create the situation that is predictable and reinforces their view of themselves and the world. 
But just because they set me up, I don’t need to take the bait. I can maintain control and surprise them with a new way of looking at themselves and at adults: one of support, attention and respect.
 
As I alluded to before, most youth do not see themselves as victims.  They may be convinced that their trafficker is their boyfriend.  They may feel that their situation is normal (don’t all parents sell their kids?), or that they are in control and are making the best of a difficult situation.  
A boy may be very reluctant to admit that he’s being victimized by men every day just so he can get food or shelter.  He may need to see himself as choosing to sell sex and being in control.  
I interviewed a 15 yo girl who told me with some obvious pride that she had been a ‘prostitute’ for 2 years, that she likes to sell her body and she does it for fun and money.  Further, she can quit whenever she wants, and she "don’t do nothin’ for nobody".  She does it for herself and herself, only.  I knew from law enforcement that the child had been sold by 2-3 traffickers over the last few years and very likely had not been in control of her life for some time.  But it was critical to her to feel that she was in control, and to make sure other people (me) saw it that way.  So I listened and accepted her position without challenging it.  I got the information I could, knowing that at least some of it was untrue.  But it was valuable information nonetheless, because it allowed me to see the world the way she sees it.  Or at least the way she wanted me to see it.
 
Interviews with victims can also be challenging because the experiences described may seem so alien and so horrific.  And because your eyes may be telling you you’re talking to an 18 yo while your ears are telling you you’re talking to a child.  It may be startling to look at this person who appears adult-like in her clothes and makeup, and then to hear her talking about a teddy bear.
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