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CHAPTER 1: BACKGROUND

Introduction: Trafficking in Persons

In the field of public health research and prevention, international awareness of
trafficking in persons (TIP) has increased significantly. This is also reflected in the
growing number of reports, documents and research studies published on the topic.
According to the United Nations (UN) Protocol to Prevent, Suppress and Punish Traf-
ficking in Persons, TIP is defined as “the recruitment, transportation, transfer, harbor-
ing 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 exploita-
tion.” The crime of trafficking can be determined using the Action, Means, Purpose
(AMP) Model. This model requires an action—recruitment, harboring, transporta-
tion, provision, or obtaining—of a person using the means of force, fraud, or coer-
cion, for the purpose of exploitation—commercial sex acts or labor services (1-3).!

Definitions of TIP vary in conceptualization, implementation, and enforcement of
policies and across contexts. While the above United Nations” definition of TIP is the
most widely accepted, the lack of uniformity, along with its clandestine and illegal
nature, pose many challenges in data collection and measurement. Accurate statistics
on the number of individuals trafficked are very difficult to obtain (4-7). Estimates
vary widely from 800,000 persons trafficked across international borders annually to
27 million people living in slavery at any given time around the world; however, there
is a lack of consensus on these estimates and the methods used to obtain them (7-9).

TIP is associated with significant individual and public health concerns. Though
TIP is gaining attention as a global concern with criminal justice, immigration, and
economic and ramifications, the health aspects and consequences of TIP have been
neglected (10). Individuals who have been traflicked experience a wide range of nega-
tive health impacts, including increased risk of gender-based violence (GBV), men-
tal health problems, poor sexual and reproductive health outcomes, including HIV,
physical injuries, and even death (11-35).

Further, researchers have demonstrated that trafficking in persons is fostered by gen-
der inequalities and vulnerabilities on both the demand and supply sides (36). TIP
is increasingly recognized as a gross violation of human rights, and certain types are
considered a form of gender-based violence. Gender norms make both women and
girls and men and boys vulnerable to different types of trafficking, which vary across
cultures and settings. Globally, women and girls are more often trafficked for the
purpose of sexual exploitation than men and boys who more frequently fall victims
of trafficking for forced labor purposes; however, it is important to note that there is
a considerable lack of research regarding men and boys who are trafficked into sex or
other sectors. Women and girls who have been trafficked face additional gender-spe-

1) It should be noted that the element of means (force, fraud, or coercion) is not required for trafficking if the
victim is under the age of 18. 1



cific health concerns, such as lack of access to reproductive health services, multiple
rapes, forced abortion, and increased risk of HIV (37). Research on labor trafficking
continues to grow and has also been linked to negative health impacts and gendered
vulnerabilities (38, 39). The intersection of trafficking, gender, and health is crucial
to understanding and addressing the health needs of women, men and children that
have been trafficked. All stakeholders involved in counter-trafficking efforts, from
emergency health personnel and program managers to national policymakers must

consider the nexus of gender, health, and trafficking to adequately address and com-
bat this complex issue.

Development of the Compendium

In order to systematically target interventions and track global and country progress
in this area, monitoring and evaluation (M&E) indicators are essential. Upon the re-
quest of United States Agency for International Development (USAID), MEASURE
Evaluation developed this compendium of indicators in consultation with technical

experts in the field of trafficking, gender and health.

In October 2013, a consultative meeting of key experts was held, including represen-
tatives from USAID, U.S. Department of State, National Institute of Drug Abuse
at the National Institutes of Health (NIH), UNICEE International Organization
of Migration (IOM), International Labor Organization (ILO), research institutions,
non-governmental organizations (NGOs), and civil society. [See Appendix A for a
list of meeting participants.] The goal of the meeting was to reach consensus on the
key areas of measurement, and identify or develop indicators for monitoring and
evaluating country and program response to trafficking at the intersection of gender
and health. Following the consultative meeting, indicators and areas of measurement
were synthesized and framed in a conceptual model. Through an interactive process
of continued feedback from the expert panel, a final list of indicators was developed
for this compendium focusing on the M&E of trafficking within the health sector.

This compendium is designed to assist program managers and decision-makers to
plan, monitor, and evaluate their response to trafficking and health. The program-
matic areas in this guide cover health sector preparedness, post-traflicking assistance
programs’ response to health, referrals and policies related to health, and the health
status and care received by individuals who have been trafficked. Because trafficking
and gender are cross-cutting and pervasive issues that relate to health, there are many
other areas not listed in the document that are broadly relevant, but not specific
enough for inclusion in this specialized compendium. However, we have included
areas for future exploration in Chapter 5, in which a wider range of areas important
to trafficking and health, but not directly linked to the health sector response, are
discussed. These areas of measurement, such as education and community aware-
ness, were discussed at length during the consultative meeting and throughout the
feedback process. Given the need for field-testing and increased evidence in these
other areas, specific indicators were not recommended. Rather, the areas for which



measureable and sound indicators could be developed and collected are described.
Additional research and indicator development will be vital to addressing trafficking
as they relate to the intersection of gender and health in a wider context, including
areas that indirectly impact health.

Organization of the Compendium

‘The Conceptual Framework for Human Trafficking, Health, and Gender (Figure 1) is
adapted from Zimmerman et al., for this compendium. It illustrates health and TIP
as a multi-staged process of cumulative harm and covers five main stages of traffick-
ing: recruitment, travel and transit (though movement may not always occur as part
of trafficking), exploitation, integration, and re-integration (10).

Gender inequalities are added as a cross-cutting concept, as they impact individuals’
vulnerability to, experience of, and recovery from trafficking. It should be noted that
not every individual will go through all stages of trafficking described in the Zimmer-
man et al., model or experience all of the potential related health consequences. The
framework has been adjusted to highlight that while movement often occurs during
trafficking, it is not necessary, as individuals can be trafficked in their own place of
origin by their own families (40).

Different health risks and opportunities for intervention may arise in each stage of
trafficking. The indicators in this guide fall primarily under the exploitation and in-
tegration phases because these stages involve interaction within the health sector. [See
Chapter 5 for discussion on areas for future exploration in other stages of trafficking.]
We use this conceptual model not as a prescriptive format for evaluating the health
effects of trafficking, but as a way to organize and highlight some of the important
areas in which indicators have been—or should be—developed for monitoring and
evaluating the health sector response to trafficking. This model conceptualizes traf-
ficking, health, and gender; however, it does not replace the foundational Action,
Means, and Purpose model detailing the key elements of trafficking (2).

This compendium is designed to be a menu of indicator options to allow users to
select indicators that are most applicable to their programs and health facilities. The
indicators are meant to be applicable to both labor and sex trafficking.

Recruitment

Recruitment is the stage during which vulnerable individuals are induced, recruited,
harbored, transported, provided, or obtained, through force, fraud, or coercion, for
exploitative purposes by individuals or agencies (10). It is notable that many indi-
viduals who have been trafficked have also have a history of physical and/or sexual
abuse prior to their traflicking, and have experienced political instability and eco-
nomic insecurity (11). In general, it is important to note that there is limited research
on people’s susceptibility to TIP and there are no clear demographic patterns of who

is trafficked (10, 41).



Figure 1—Conceptual Framework for Human Trafficking, Health, and Gender
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Adapted from: Zimmerman C, Hossain M, Watts C. Human trafficking and health: A conceptual model to
inform policy, intervention and research. Soc Sci Med. 2011;73(2):327-335.




Travel and transit (if applicable)
Travel and transit refers to the stage in which individuals, through force, fraud, or

coercion, are transported or controlled by a trafficker for the purpose of exploitation.
It is important to note that this stage, or movement of any kind, is not a require-
ment for trafficking, though it is common. If travel or transit does occur, individuals
may be exposed to hazardous transportation, risky border crossings, unauthorized
migration, initiation of physical and sexual abuse, and environmental harms (10).
Individuals may start to realize they are being trafficked during this stage, at which
point they may experience initial psychological trauma. At the end of this stage, the
trafficked person may remain with their trafficker for purposes of exploitation, or
may be sold as a commodity to someone else, who will then exploit them.

A specific health effect for women and gitls, in particular, that may occur during the
travel and transit stage is initiation of sexual violence (10). Sexual violence may be di-
rectly perpetrated by traffickers themselves, as the beginning of a pattern of coercion
and abuse for preparation for the trafficked women and girls to become sex workers,
or may be an outcome of risky travel through insecure areas. Sexual and reproduc-
tive health care may also be withheld at this stage, and in the future. Similarly, the
travel and transit stage may be psychologically damaging to trafficked people as they
both begin to understand that they have been deceived and experience coercive and
controlling events (10).

Exploitation

Exploitation refers to the time period in which individuals are forced or coerced
into working or performing services for their trafficker. During this stage, individu-
als may experience forced labor, debt bondage, sexual, physical and psychological
abuse, deprivation, confinement and threats towards them and family members (10).
Women who are trafficked for sex often experience high rates of threats and physical
and sexual abuse (11). Individuals who are trafficked for labor exploitation are also
susceptible to sexual abuse, and also report incidences of threats, physical violence,
and hazardous labor conditions. Some individuals experience life-threatening vio-
lence, slave-like conditions, or even death, while others are threatened, intimidated
and made to feel enslaved.

As the exploitation stage proceeds, trafficked individuals may experience increased
health issues. Access to health services during this stage is often rare, unless there
is a severe or debilitating injury or illness (10). While accessing health services may
be rare, when it happens, this is a key opportunity for health providers to identify
potentially trafficked persons, refer them to appropriate help, and provide trauma-
informed services (42).

Integration

Integration is a long-term and multidimensional stage in which trafficked persons
leave their trafficking situation, and possibly relocate, to become active economic,
cultural, civil and political members of their community or country and begin to feel
as if they are accepted (10). During this period, individuals may experience stigma,



risk of re-trafficking, psychological trauma, difficulty accessing services, and legal in-

security (34). Thus, it is critical that future research regarding integration focus on
assessing the experience of stigma and shame, as well as access to essential health and
social services geared toward trafficked persons.

Re-integration

Re-integration is similar to integration, except that this stage applies to trafficked
individuals who were removed from their communities of origin and have returned
home after trafficking (10). During this stage, they may experience stigma, risk of
re-trafficking, psychological trauma, and difficulty accessing services (34). They often
encounter difficult conditions, such as financial insecurity, issues with their family,

and lack of safety and security (10, 43).

Gender, Health, and Trafficking in Persons

It is well known that TIP is harmful; however, there is a dearth of research on the
comprehensive health effects of trafficking, particularly around forms of trafficking
other than sexual exploitation (e.g., labor trafficking, child soldiers, begging) and/or
trafficking of men and boys. The majority of current research focuses on women and
girls that have been trafficked for sex (20) and illuminates the specific negative health
outcomes for trafficked individuals. Early research by Zimmerman and colleagues
documented a wide range of health consequences including: injuries from physical
and sexual violence, poor reproductive health outcomes, mental health symptoms
(including depression, anxiety, and suicidal ideation), forced substance use, substance
use as a coping mechanism, headaches, fatigue, and weight loss (34). Mental health
problems were shown to persist longer than most of the physical health problems.
Subsequent research has confirmed and elaborated on these health effects resultant

from trafficking (11-33, 35).

Furthermore, most research on the health effects of traflicking has focused on sex
work and HIV risk. Among girls and women trafficked for sex work, young age at
trafficking has been shown to be associated with longer brothel stays, and in turn
with increasing risk for HIV infection (13, 16). Additional research has confirmed
that the health and HIV risks for women who are trafficked for sex differ from sex
workers who were not trafficked. Studies have shown that female sex workers (FSWs)
who were trafficked reported significantly greater numbers of male clients, faced
greater difficulties with condom use, and were less knowledgeable regarding HIV
transmission than FSWs who were not trafficked (29, 44) while other research has
shown no difference in condom use or knowledge, but that women entering sex work
via trafficking reporting significantly more clients and more days of sex work (35).

Individuals trafficked for various forms of labor (such as fishing, agriculture, manu-
facturing, mining, construction, domestic servitude, begging, drug dealing, or food
services) or trafficked for the trade of human organs may encounter different health
implications than individuals trafficked for sexual exploitation. Research is severely



lacking in these areas of exploitation, but what is known is that health risks of la-
bor trafficking can include poor ventilation and sanitation, exposure to chemical

or bacterial hazards, lack of protective equipment, repetitive motion strain, extreme
temperatures, and extended work hours (10, 45), as well as sexual abuse. Individuals
trafficked for organ removal also face various health consequences such as poor health
outcomes following surgery, loss of productive work time, and lack of compensation

for damages (46).

Regardless of the type, TIP is set on a backdrop of unequal gender and power dynam-
ics. Gender is the manifestation of socially constructed roles, behaviors, and expecta-
tions that are placed on people based on their sex, and vary across place and time
(47). Decades of research have demonstrated that gender inequality and violations
of human rights have a negative impact on a range of health outcomes for adults and
children, through direct and indirect effects (48).

These power imbalances and gender inequalities contribute to the vulnerability of
women and minority groups, making them more susceptible to abuse and trafficking
(37). Women often lack legal protection, access to health care, economic empower-
ment, and education, increasing their vulnerability to exploitation, abuse, and TIP
(36). Other gendered aspects of trafficking include the feminization of poverty and
migration, vulnerability to gender-based violence, and the mislabeling of TIP as only
‘traflicking among women and girls’ (49). Though women are more often trafficked
into the sex industry or domestic servitude and men are more frequently trafficked
for labor, these gender dynamics call for additional research and attention (36).
The intersections of gender, race, and economic marginalization may also influence
trafficking risk, particularly for boys (50). Lesbian, gay, bisexual, and transgender
(LGBT) individuals are also at increased risk of or vulnerability to trafficking due to
discrimination based on their gender identification or sexual orientation (46, 51).

Trafhicking is a gross violation of human rights and has serious negative health con-
sequences for any individual that is trafficked. These negative health consequences
are also compounded by gender inequalities. Gender inequality can increase vulner-
abilities to being trafficked, increase risk of abuses during trafficking, and decrease
access to care and treatment during and post-trafficking, as well as increase stigma
experienced during integration and reintegration. While gender norms are known
to cause differentials in health services access and uptake in general, trafficking can
exacerbate these issues due to limited mobility, lack of financial resources, stigma, and
health care providers who are not trained to identify and treat victims of trafficking.
In addition, health problems are often more advanced by the time trafficked people
are able to reach health care (52).

Existing research on TIP and health calls for strengthening the evidence base, meth-
odology, and existing data on health and trafficking to document health consequenc-
es, evaluate what works, and improve programs and policies for trafficked persons.
This compendium has been developed to assist program managers and decision-mak-
ers to monitor and evaluate their response to trafficking, gender, and health.



CHAPTER 2: MONITORING AND EVALUATION OF TIP PROGRAMS

Program Monitoring and Evaluation

Monitoring and evaluation (M&E) is the process by which data are collected, ana-
lyzed and presented in order to provide information to program managers, policy
makers and others related to the progress and results of program implementation
and effectiveness. The goal of M&E is to assess and improve the implementation
of programs, as well as to demonstrate the effectiveness of those programs. The way
a program collects, analyzes and reports data is systematically described in a docu-
ment called an M&E plan. For example, a good M&E plan will help keep counter-
trafficking in persons programs on track, guide the process needed to achieve their
stated objectives, and describe how they will demonstrate the effectiveness of their
strategies. In this section, we will describe some basic components of M&E that
would relate to indicators for and M&E of TIP.

Program monitoring

Monitoring is the system of routine tracking of a program used to understand how
well programs are running on a daily, weekly, monthly or quarterly basis, and where
any bottlenecks may exist in overall implementation. Monitoring shows that the
program inputs are being used effectively and whether they are leading to expected
program outputs. For example, a program designed to train health care providers on
identifying and referring potentially trafficked persons will want to keep track of (or
monitor) the level of inputs such as funding, staff time, and material development as
well as outputs such as number of trainings held in a given period of time. Changes
detected in the expected performance levels in these inputs and outputs will alert
program managers to possible problems.

Program evaluation

Evaluation is used to demonstrate how effective programs have been in achieving
their targets and results. The data used for program evaluation will be drawn from a
number of different sources, such as periodic data collection from surveys (e.g., De-
mographic and Health Surveys, if applicable), program indicators, or special studies.
The information from program evaluations can be used to revise program practices,
to achieve better outcomes, as well as to report to donors (Global AIDS Reporting,
Millennium Development Goals, etc.).

(riteria for selecting quality indicators

An indicator is a variable that measures a specific aspect of a program or project. To
be effective, indicators should reflect the stated goals and objectives of a program.
Indicators are used to show if activities were implemented as planned, or if the pro-
gram has influenced a change in a desired outcome. The specific program aspect
measured by an indicator can be an input, output, or expected outcome. Several
criteria describe a good indicator. Indicators must be valid, reliable, comparable (over
time or between settings), non-directional, precise, measurable, and programmati-

cally important (53).



Criteria for Selecting Indicators

Indicators should measure the aspects of the program that they are intended

Valid
to measure.
. Indicators should only measure the aspect of the program that they are
Specific .
intended to measure.
. Indicators should minimize measurement error and should produce the same
Reliable

results consistently over time, regardless of the observer or respondent.

Indicators should use comparable units and denominators that will enable
Comparable anincreased understanding of impact or effectiveness across different
population groups or program approaches.

Indicators should be developed to allow change in any direction, and not
Non-directional specify a direction in their wording (for example: an indicator should be
worded as the level of awareness instead of an increased awareness).

Precise Indicators should have clear, well-specified definitions.

[t must be possible to measure an indicator using available tools and

Feasible methods.

Indicators should be specifically linked to a programmatic input, output or

Programmatically relevant
outcome.

Indicators are only as good as the quality of the data used to measure them. Data
quality begins with careful protocols guiding data collection, but it can be affected at
any point afterwards, including the way it is entered on forms (computerized or not),
tallied or aggregated at higher levels, and analyzed to calculate specific indicators.
Many factors contribute to poor data quality, including:
e double (or over) counting, when a person, service or other programmatic as-
pect is counted more than once;
 lack of coverage or appropriate sampling technique that ensures the target
population or services are represented in the sample;
e the accuracy with which records are created and reported to a higher system;
* precision used to record the data; whether or not the data reflect current infor-
mation (timeliness);
* organizational or staff capacity (including finances, time, training, support/
supervision, etc.); and
* integrity with which the data are recorded (do people have an interest in not
reporting accurately?).

Staff collecting and processing the data need to be trained to understand how impor-
tant data quality is to the success of the program, as well as empowered with the skills
they need in order to retain data quality. Data quality should be addressed in M&E
plans by describing the standards used for collection, storage, analysis and reporting.
Staff who understand how the data they are collecting will be used, and experience
the benefits of data use for program improvement, are more likely to be mindful of

data quality (53).




Where to Go for More Information on M&E

The information in this section provides an introduction to the rationale behind
monitoring and evaluation (M&E), and basic definitions of its core concepts. More
detailed information on M&E can be found on the MEASURE Evaluation website
(www.measureevaluation.org) which includes online courses, links to publications,
and other websites pertaining to specific aspects of the field. Also available are two
other related and relevant compendiums: Violence Against Women and Girls: A Com-
pendium of M&GE Indicators (53) and the Compendium of Gender Equality and HIV
Indicators (48).

Ethical Considerations in the M&E of TIP

There is a growing demand for high quality information and data to better address
and prevent TIP. As a result, trafficked persons are increasingly being interviewed and
included as subjects of research (54). It is important that research involving trafficked
persons be held to exceptionally high ethical standards to ensure that they do not
experience any additional risk or undue harm as a result of their involvement in data
collection processes (33).

Traflicked persons often experience injuries and illnesses that bring them into contact
with health care providers. For a trafficked person, contact with a health care provider
offers a significant opportunity to receive medical care as well as be referred to other
critical services (42). Interactions in which information is collected from trafficked
persons are highly sensitive due to the particular risks involved. Interviews with traf-
ficked persons may occur at different time points—while the person is still in the traf-
ficked situation, while they are in the care of a service organization, or after they have
been reintegrated at home or integrated into a new community. Thus, it is critical for
an interviewer or service provider collecting information to consider at which point
of the trafficking process the person is, as each stage poses different risks. Interviews
with persons who are still under the control of their traffickers can be the most risky;
however, interviews that occur after this stage may also pose significant physical and

psychological harm (54).

When collecting information from trafficked persons, particular sensitivities must be
made to establish trust, obtain cooperation, and understand the subjects” decisions
and needs. Interviewers and care providers should approach trafficked persons in a
non-judgmental way, with respect and concern for their welfare, in order to elicit
honest and in-depth responses (54). Trafficked persons have often experienced trau-
matic events and it is important for them to feel a sense of safety, dignity and agency.
Health care providers have an opportunity to help foster feelings of self-confidence
and security by emphasizing confidentiality, valuing informed consent, providing
useful referral information and respecting individual choices (42).

10
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It is especially important for interviewers to recognize that each trafficking situation
is unique, with different complexities, pressures and solutions. It is critical for service
providers to consider what is in the best interests of the individual with whom they
are interacting (55). Similarly, there may be special instances where a trafficked per-
son is actually accompanied to a health provider by the trafficker; health providers
will need to be aware of this possibility and have training in how to manage this (and
other) difficult situations (55).

In 2003, the World Health Organization (WHO) recommended a set of ten guiding
principles to the ethical and safe conduct of interviews with women who have been
trafficked, the WHO Ethical and Safety Recommendations for Interviewing Trafficked
Women (54). In addition to these widely recognized principles, the International
Organization for Migration (IOM) in 2007 published a set of ethical principles in
caring for trafficked persons, 7he IOM Handbook on Direct Assistance for Victims of
Trafficking (55). In 2009, the IOM additionally came out with a set of rights-based
principles and strategies for health care personnel who come into contact with traf-

ficked persons (42).

While the WHO and IOM guidelines are directed to trafficked females, the guide-
lines can be applied more broadly to all trafficked persons. However, it is important
to note that children and youth who are exposed to trafficking often need special
attention. For additional guidance on dealing with younger populations exposed to
trafficking, consult UNICEF’s Reference Guide on Protecting the Rights of Child Vic-
tims of Trafficking in Europe (56). Below, we highlight the key principles from the
existing WHO and IOM guidelines on ethical research in TIP (54, 55). Guiding
principles in conducting research with trafficked people:

1. Do no harm. Treat all trafficked persons as if there is the potential for harm un-
less evidence points to the contrary. Do not interview any trafficked person whose
situation could be worsened from the interaction.

2. Identify and assess risk. Learn and respect the safety concerns of trafficked per-
sons and potential risks to them or their family members. Be particularly mindful
of the increased risk involved with interviewing a person who is still in their traf-
ficked situation, as well as the risks to the interviewer or service provider of the
trafficked person.

3. Ensure confidentiality. Confidentiality is critical for the safety and welfare of
both the trafficked person and the interviewer and also helps to encourage traf-
ficked persons disclose truthful information. Ensuring confidentiality means that
all information about and provided by the traflicked person is kept in a secure
place, and that the individual is informed of the particular measures taken to
protect their anonymity. Data and case files on trafficked persons should be coded
and kept in locked or password-protected files.

1
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Obtain voluntary and informed consent. Make sure that respondents complete-
ly understand the purpose and content of the interview, how the information will
be used, their right to restrict the information use, and their right to not respond
and end the interview or health consultation at any time. Informed consent is
essential for medical procedures, health assessments, research activities, and rein-
tegration assistance.

Ensure privacy, safety and security. All procedures and interviews with trafficked
persons should take place in secure and private places away from others, especially
their traffickers; if privacy cannot be established and maintained, then the inter-
action should not take place until a suitable setting is arranged. Before speaking
with a trafficked person, it is important to make sure they feel safe and secure; no
substantive conversations should take place if the individual does not feel secure
and safe.

Provide appropriate medical and referral information and do not make prom-
ises that you cannot fulfill. Be prepared to provide information in the trafficked
persons’ language about appropriate and trusted support services, including legal
aid, medical care, forensic medical exams, counseling, shelter, social support, and
security services. Be particularly discrete when providing information to persons
who are still in contact with their traffickers.

Be respectful and non-judgmental. Consider any preconceptions and prejudices
you may have and make sure that they do not make you behave in ways that make
the trafficked person feel inferior. Provide respectful care that does not discrimi-
nate based on gender, sexuality, age, social status, religion, race or ethnicity.

Ask questions in a sensitive way. The order in which questions are posed, how
they are phrased, and the tone in which they are asked are all-important to gain-
ing useful information. This is true for interviews, medical history taking, medical
examinations and counseling sessions.
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CHAPTER 3: INDICATORS

List of Indicators

Health Sector Response page

Indicator 1 Proportion of health units that have clinical personnel that have been trained to 16
identify and refer trafficked persons

Indicator 2 Proportion of health units that have personnel that have been trained to provide 18
trauma-informed care for trafficked persons.

Indicator 3 Proportion of health units that have evidence of trafficking awareness and 20
response materials visibly available.

Indicator 4 Proportion of health units that have a documented a protocol for caring for 2
trafficked persons that includes informed consent and stigma-free services.

Post-Trafficking Assistance and Outreach Programs

Indicator 5 Proportion of labor and occupational health inspectors who are trained to 24
identify and refer trafficked persons within the workplace.

Indicator 6 Proportion of post-trafficking assistance programs that facilitate medical and 26
mental health care.

Indicator 7 Proportion of post-trafficking assistance programs that use a comprehensive list 28
of health providers.

Indicator 8 Proportion of post-trafficking assistance programs that use standardized 30

medical and psychosocial needs assessment tools.

Trafficking in Persons and Health: A Compendium of Monitoring and Evaluation Indicators

Health Status and Care Received page

Indicator 9 Proportion of identified trafficked persons voluntarily receiving medical and 32
psychosocial care linked to needs identified in a needs assessment.

Indicator 10 Proportion of identified trafficked persons who received health care voluntarily 34
through informed consent.

Indicator 11 Proportion of identified trafficked persons who received stigma-free and non- 36
discriminatory health services.

Indicator 12 Proportion of identified trafficked persons with health issues/conditions. 39

Referrals page

Indicator 13 Number of identified trafficked persons referred to social welfare services from 41
the health sector.

Indicator 14 Number of identified trafficked persons referred to a health unit from social 3
welfare services.

Policy page

—
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Indicator 15 Existence of policies that support and facilitate the health of trafficked persons. 45



Indicator Categories

Health Sector Response

The following indicators are designed to measure health sector preparedness and response to TIP. Health units
should be prepared to respond to potentially trafficked persons. Health units are often the first line of response to
trafficked persons, and thus their ability to identify, refer, and provide appropriate care is essential.

Post-Trafficking Assistance and Outreach Programs

The indicators in this section relate to the work of projects, programs, and organizations that assist trafficked
people during exploitation or after leaving trafficking. What we refer to as “post-trafficking assistance programs”
may comprise a number of different types of organizations that provide different services for trafficked people.
Organizations most commonly provide legal and immigration assistance, health care and health care referrals,
and assistance with other integration/re-integration needs such as housing, employment, and social support.
We use the term post-trafficking assistance (as opposed to trafficking assistance) because organizations typically
provide support to trafficked people after trafficking due to the difficulties of providing support to currently
trafficked people; however, some organizations or outreach programs may serve individuals that are still in their
trafficking situation, and these indicators may also be used by those organizations.

Health Status and Care Received

nitoring and Fvaluation Indicators

These indicators measure the health status of and care received by trafficked persons. Documenting the health
conditions faced by trafficked persons will provide evidence for programs and decision makers to advocate for
improved services and policies. It is also extremely important to understand how and what services were received
by trafficked persons in order to increase access to health care, ensure appropriate services, and improve health
outcomes.

i

Referrals

Health and social services must be able to refer trafficked people to appropriate care and resources to most
effectively facilitate treatment and integration/re-integration. This includes referrals from health facilities to other
social welfare services and vice versa. A well-functioning social welfare system should have clear linkages between
the health sector and other social services.
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Multi-faceted governmental support is of utmost importance in caring for trafficked people. Strong and =3
supportive policies that are agreed upon, implemented, and reqularly monitored provide a directional foundation ij
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for improving the health of trafficked people.
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Indicator Reference Sheets

The indicator reference sheets that follow have been developed through consultation
with TIP and M&E experts and extensive literature reviews. Many of these indicators
are newly developed and defined, and thus untested in the field. MEASURE Evalu-

ation welcomes feedback regarding the indicators and their application in the field.

Common definitions used throughout the reference sheets:

e Health unit. Any hospital, clinic or health facility, including governmental,
non-governmental or private, that provides health services.?

* Post-traflicking assistance program. A program or organization that provides
support (legal, immigration, health, or social services) to people who have been
trafficked.

* Geographic area. May be determined by the team collecting these indicators
in a specific local context. For example, a geographic area may be defined by
local or geopolitical borders (e.g., country or province), or could be the catch-
ment area of a health unit.

2) Some types of health units may be more likely to receive and provide care for trafficked people, such as
primary care, emergency departments or reproductive health clinics. The team collecting data may choose
to exclude certain types of health units that would be less likely to see and treat trafficked people (such as
podiatrists, dialysis, etc.); however, this may make comparison across contexts more difficult.

Trafficking in Persons and Health: A Compendium of Monitoring and Evaluation Indicators

—
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HEALTH SECTOR RESPONSE

Indicator 1

Proportion of health units that have clinical personnel that have been trained to

identify and refer trafficked persons

Definition

* Proportion of health units in the geographic area of interest that have clinical
personnel who have been trained to identify potential victims of traflicking
and refer them to appropriate services.

* Tiained to identify and refer means that the health provider has completed a
training that included information on how to recognize trafficked persons and
offer referrals to appropriate services (such as health, social welfare, legal, or
mental health services) within the last 3 years. By offering referrals to appropri-
ate services, the provider is not mandating the trafficked person receive said
services.

* A health unit is any hospital, clinic or health facility, including governmental,
non-governmental or private, that provides health services.

Numerator

e Number of health units in geographic area of interest who have personnel that
have been trained to identify and refer trafficked persons in the past 3 years.

* Ask manager or health unit representative:

» Are there providers at your facility that have completed a training on
identifying and referring trafficked persons in the past 3 years?

e If there is at least one provider who has been trained at the facility, the facility

would be included in the numerator.

Denominator
e The total number of health units surveyed within the geographic area of interest.

Disaggregate by
e Level (health post, health clinic, hospital, etc.) and type (government, NGO,
private, etc.) of health unit.
e Region or province (if national study).
e Urban or rural.

What it measures
 'This is an indicator of readiness for health units to identify and refer trafhcked
persons. If health providers are not knowledgeable in identifying and referring
trafficked persons, crucial opportunities to provide services, or even assist a
currently trafficked person out of their situation, may be lost.
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Measurement tool

e A survey of health units in the geographic area of interest. The survey could

be part of a specific study on TIP service delivery, or a general study of health
units and service provision. The survey should be based on a probability sample
of health units in the geographic area of interest.

How to measure it
e When health units are visited, a manager is asked if they have any staff who

have participated in a training on identifying and referring trafficked persons.
Facilities with at least one staff member who has been trained in identifying
and referring trafficked persons within the last three years are counted in the
numerator. That number is then divided by the denominator, which includes
all health units surveyed.

e This indicator suggests using a proportion of health units. If there are not more

than 20 units included, it is recommended to use the indicator as a count in-
stead of a proportion.

Considerations
e This indicator does not measure the length and quality of the training received,

or the providers’ ability to integrate the training into their service provision. It
would be useful to query staff about their own readiness to identify and refer
based on their training experience; however this would require more resources
and effort.

In addition, the number of total providers in a facility should be considered,
when interpreting this indicator. For example, one provider trained in a small
facility with only five providers would be a good ratio. However, if the facil-
ity was large and only had one provider was trained out of 20, this would be
only slightly better than no providers trained since an individual would have
little chance of being seen by the trained provider. Lastly, it is important to be
aware that indicators relying on self-reports are subject to bias, as the person
answering the question may be influenced by what they think the right answer
should be.

It is important to be aware that indicators relying on self-reports are subject
to bias, as the person answering the question may be influenced by what they
think the right answer should be.

* This indicator measures whether health providers are trained to identify and

refer potentially trafficked persons, but does not measure if they are trained to
provide appropriate care for trafficked people; for that please see Indicator 2.
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Indicator 2

Proportion of health units that have personnel that have been trained to provide
trauma-informed care for trafficked persons.

Definition

* Proportion of health units in the geographic area of interest that have staff who
have been trained to provide trauma-informed care, or a similar approach, to
trafficked individuals.

* A health unit is any hospital, clinic or health facility, including governmental,
non-governmental or private, that provides health services.

* Trained to provide trauma-informed care means that the health provider has
completed a training focused on providing trauma-informed care for trafficked
people, such as the module in the IOM’s Caring for Trafficked Persons: Guidance
for Health Providers training, within the last 3 years. Trauma-informed care
is a framework for caring for trafficked persons that involves recognizing the
impact of traumatic experiences (including abuse prior to, during, and after
the trafficking experience) and treating the person in a way that is individual-
ized, supportive, non-judgmental, integrated and holistic, empowering, and
patient-centered. See IOM’s Caring for Trafficked Persons: Guidance for Health

Providers for additional information on trauma-informed care approaches (42).

Numerator
e Number of health units that have personnel who have been trained to provide
trauma-informed care, or a similar approach, for trafficked persons in the past
3 years within the geographic area of interest.
* Ask manager or health unit representative:

» Are there providers at your facility that have completed a training on
providing trauma-informed care or a similar approach to caring for traf-
ficked persons in the past 3 years?

e If there is at least one provider at the facility that has been trained in the past 3
years, the facility would be included in the numerator.

Denominator
* The total number of health units surveyed within the geographic area of inter-
est.

Disaggregate by
e Level (health post, health clinic, hospital, etc.) and type (government, NGO,
private, etc.) of health unit.
e Region or province (if national study).
e Urban or rural.

18



What it measures

e This is an indicator of readiness for health units to receive and treat traflicking

survivors using trauma-informed care, or similar approaches. If health provid-
ers are not trained to provide trauma-informed care, the services offered could
be inadequate, inappropriate, and have negative unintended consequences.

Measurement tool
e A survey of health units in the geographic area of interest. The survey could

be part of a specific study on TIP service delivery, or a general study of health
units and service provision. The survey should be based on a probability sample
of health units in the geographic area of interest.

How to measure it
e When health units are visited, a manager is asked if they have any staff who

have participated in a training on providing trauma-informed care, or similar
approaches, for trafficked persons. Facilities with at least one staff member who
has been trained in provision of trauma-informed care, or a similar approach,
within the last three years are counted in the numerator. That number is then
divided by the denominator, which includes all health units surveyed.

This indicator suggests using a proportion of health units. If there are not more
than 20 units included, it is recommended to use the indicator as a count in-
stead of a proportion.

Considerations
 This indicator does not measure the length and quality of the training that

personnel attended, nor providers” ability to integrate the training into their
service provision. It would be useful to query staff about their own readiness to
deliver services based on their training experience; however this would require
more resources and effort.

The number of total providers in a facility should be considered, when inter-
preting this indicator. For example, one provider trained in a small facility with
only five providers would be a good ratio. However, if the facility was large and
only had one trained provider out of 20, this would be only slightly better than
no providers trained since an individual would have little chance of being seen
by the trained provider.

Lastly, it is important to be aware that indicators relying on self-reports are
subject to bias, as the person answering the question may be influenced by
what they think the right answer should be.
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Indicator 3

Proportion of health units that have evidence of trafficking awareness and response
materials visibly available.

Definition

e The proportion of health units that have trafficking awareness and response
materials available to patients, community members, and potentially trafficked
people. Traflicking awareness and response materials include brochures, pam-
phlets, information sheets or posters that detail signs of trafficking, how to
obtain help, and resources for more information (e.g. hotline number, if one
exists). These awareness materials could be posted in areas such as common
waiting rooms, bathrooms, or individual exam rooms.

* A health unit is any hospital, clinic or health facility, including governmental,
non-governmental or private, that provides health services.

Numerator
* The number of health units in the geographic area of interest that have trafhick-
ing awareness and response materials posted in at least one place in the facility.
* Ask manager or health unit representative:
» Are trafficking awareness and response materials posted in this health
unit?
» Can you show me at least one place where the materials are posted?

Denominator
* The total number of health units surveyed within the geographic area of inter-
est.

Disaggregate by
e Level (health post, health clinic, hospital, etc.) and type (government, NGO,
private, etc.) of health unit
e Rural or urban
e Region or province (if national study)

What it measures
* This indicator measures the availability of trafficking awareness materials for
patients and community members who visit the health unit.

Measurement tool
e Survey of heath units in the geographic area of interest. The survey could be
part of a specific study on TIP service delivery, or a general study of health
units and service provision. A probability sample of health units should be
selected in order to assess the situation in the geographic area of interest.
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How to measure it
e To be counted in the numerator, the health unit manager or representative be-

ing interviewed must answer yes to the initial question and be able to show at
least one place where materials are posted. That number is divided by the This
indicator suggests using a proportion of health units. If there are not more than
20 units included, it is recommended to use the indicator as a count instead
of a proportion.

Considerations
* This indicator measures availability of information regarding trafficking, not
its content, quality, or accuracy. It does not measure the effectiveness of the
materials, rather it measures whether there is information available for indi-
viduals who would like to know more or get help, or raising general awareness
about the issue.
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Indicator 4

Proportion of health units that have a documented a protocol for caring for trafficked
persons that includes informed consent and stigma-free services.

Definition

The proportion of health units that have a documented protocol for caring for
trafficked people that includes informed consent and stigma-free services in the
geographic area of interest. For more information, refer to the OHCHR and
the IOM for guidance (55, 57).

Informed consent means that medical personnel explained recommended proce-
dures and treatments to the trafficked person in a language and a way that they
can understand (informed), and the trafficked person understood and volun-
tarily agreed to the procedures and treatments given (consent).

Stigma-free means that the trafficked person was not treated differently due to
their trafficking status.

Documented means that staff are be able to show the protocol during an assess-
ment.

A health unit is any hospital, clinic or health facility, including governmental,
non-governmental or private, that provides health services.

Numerator

The number of health units that demonstrate they have a documented protocol
for caring for trafficked people, and that protocol includes informed consent
and stigma-free services, within the geographic area of interest.
Ask manager or health unit representative:
» Are there written policies and procedures (a protocol) in this [clinic,
hospital, etc.] regarding how to care for trafficked people?
» Does that protocol include obtaining informed consent and providing
stigma-free services?
» May I see a copy of the protocol?

Denominator

Disag

The total number of health units surveyed in the geographic area of interest.

gregate by

Level (health post, health clinic, hospital, etc.) and type (government, NGO,
private, etc.) of health unit

Region or province (if national study)

Urban or rural
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What it measures

e This indicator measures whether or not a health unit has a standard protocol
to guide the identification, treatment, and referral of trafficked persons. The
protocol should describe the elements of care that should be provided, and the
way in which care should be provided, including obtaining informed consent
and providing stigma-free services. The protocol should be displayed or other-
wise accessible to health facility staff.

Measurement tool
e A survey of health care units in the geographic area of interest. The survey
could be part of a specific study on TIP service delivery, or a general study of
health units and service provision. A probability sample of health units should
be selected in the geographic area of interest.

How to measure it

e To be counted in the numerator, the health unit must answer yes to all three
questions. Health units must be able to show a documented protocol outlin-
ing the procedures to be used for identifying, treating, and referring trafficked
persons who present to the unit. Health unit staff should be able to state where
they can access the protocol when they need to refer to it (e.g., it is posted
somewhere, or kept in a place readily accessible to staff). All health units that
answer yes to all three questions and show a copy of the protocol are counted
in the numerator. This number is then divided by the number of health units
surveyed.

Considerations

e It would be ideal to measure how the protocol is implemented, but this would
involve a complex assessment. There are currently no standard facility assess-
ments for health unit readiness to deliver services to traflicked persons, but the
LIOM’s Caring for Trafficked Persons: Guidance for Health Providers (42) could be
used to guide service provision among health providers. This indicator should
be paired with other indicators in this section to reflect the preparedness of
health units to deliver human trafficking services.

Al health units should include informed consent as part of their standard pro-
cedures for any patient, regardless of the type of services or who is receiving
health care. Informed consent from trafficked persons is especially important
to highlight; however, if the health unit’s trafficking protocol does not spe-
cifically include instructions on informed consent, but there is an overarching
informed consent policy covering all treatment, the health unit may still be
counted as part of the numerator of this indicator. The experience of traffick-
ing limits a person’s perception of self-control, personal choice, and autonomy.
Thus, it is crucial that trafficked individuals are provided information in ways
that they can understand (e.g., clear, translated), choice and autonomy during
their treatment and recovery.
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POST-TRAFFICKING ASSISTANCE AND OUTREACH PROGRAMS

Indicator 5

Proportion of labor and occupational health inspectors who are trained to identify
and refer trafficked persons within the workplace.

Definition

* The proportion of labor and occupational health inspectors, in the geographic
area of interest, who have been trained to identify and refer potentially traf-
ficked people within the workplace (e.g., agricultural, construction, mining,
fishing, factories, domestic workers), to appropriate services.

* Tiained to identify and refer means that the health inspector has completed
a training that included information on how to recognize trafficked persons
and offer referrals to appropriate services (such as health, social welfare, legal,
or mental health services), within the last three years. (See the ILO’s website,
www.ilo.org, for examples of trainings that have been offered or may be offered
in the future.)

Numerator
 The number of labor and occupational health inspectors in the geographic area
of interest who have been trained to identify and refer trafficked people within
the workplace in the past 3 years.
* Ask labor and occupational health inspectors:
» Have you completed a training on identifying and referring trafficked
persons in the last 3 years?
e All inspectors that have attended a training in the past 3 years would be count-
ed in the numerator.

Denominator
* The total number of labor and occupational health inspectors surveyed in the
geographic area of interest.

Disaggregate by
* Industry of occupation
e Region or province (if national study)
e Urban or rural

What it measures
e This is an indicator of readiness for labor and occupational health inspectors to
identify and refer trafficked persons for appropriate care. If health inspectors
are not knowledgeable in identifying and referring trafficked persons, crucial
opportunities to assist trafficked persons access services, leave their situation,
or seek help, may be lost.

Measurement tool
e A survey of labor and occupational health inspectors in the geographic area of
interest.
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How to measure it

* Labor and occupational health inspectors are asked if they have completed
a training on identifying and referring trafficked persons. All inspectors that
report they have completed a TIP identification and referral training in the
past 3 years would be counted in the numerator. That number is then divided
by the denominator, which includes all labor and occupational inspectors sur-
veyed.

Considerations

¢ 'This indicator measures what proportion of health inspectors have completed a
TIP identification and referral training; however it does not measure the length
and quality of the training, the inspector’s ability in identifying, responding to,
and referring individuals, or capacity to impose penalties on workplaces which
have trafficked persons.

* By offering referrals to appropriate services, the health inspector is not mandat-
ing the trafficked person receive said services.
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Indicator 6

Proportion of post-trafficking assistance programs that facilitate medical and mental
health care.

Definition

* Proportion of post-trafficking assistance programs that facilitate medical and
mental health care, in the geographic area of interest.

e Facilitate means offering medical or mental health care on site, providing sup-
ported referrals for off-site health services, advocating for health care access,
helping clients navigate the health system, and/or assisting clients with trans-
portation to/from health services.

*  Supported referrals means escorting or arranging an advocate to accompany the
trafficked person to the appointment; making advance calls on behalf of clients
so they are expected and welcomed when they arrive the referral service loca-
tion; or a referral letter that they can carry with them, if appropriate and safe.

A post-trafficking assistance program is a program or organization that provides
support (legal, immigration, health, or social services) to people who have been

trafficked.

Numerator
e Number of post-trafficking assistance programs that facilitate medical and
mental health in the geographic area of interest.
* Ask manager or program representative:
» Do you provide medical or mental health care to trafficked persons on
site?
» Do you provide supported referrals for medical or mental health care to
clients who have been trafficked?
» Do you help traflicked persons obtain medical or mental health care by:
— Advocating for clients to gain access to health services?
— Helping them navigate the health system?
— Assisting or providing transportation to/from health services?

Denominator
e Number of post-trafficking assistance programs surveyed in the geographic
area of interest.

Disaggregate by
* Type of post-trafficking assistance program
* Opnsite or offsite services
¢ Medical or mental health care
e Urban or rural
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What it measures

* 'This indicator measures whether or not post-trafficking assistance programs

facilitate medical or mental health care for their beneficiaries. If there is a small
proportion of post-trafficking assistance programs that facilitate medical and
mental health care, it would indicate that post-trafficking assistance programs
are not adequately or systematically responding to the health needs of traf-
ficked persons.

Measurement tool
* A survey of post-trafficking assistance programs, which could be sample of

programs or a census of all programs in the area.

How to measure it
* In order to be included in the numerator, the post-trafficking assistance pro-

gram representative must answer ‘yes” to at least one of the five questions
above. All trafficking programs that answer “yes” to at least one of the five ques-
tions are counted as part of the numerator, which is divided by the number of
post-trafficking assistance programs surveyed in the geographic area of interest.

Considerations
* 'This indicator measures whether post-trafficking assistance programs are fa-

cilitating medical and mental health care, but it does not measure the type,
frequency or quality of services offered.

It is also important to note that, while not measured by this indicator, safety
and security needs should be considered when referring trafficked persons to
services.
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Indicator 7

Proportion of post-trafficking assistance programs that use a comprehensive list of

health providers.

Definition

 The proportion of post-trafficking assistance programs that use a comprehen-
sive list of health providers for traflicked people in the geographic area of inter-
est. A comprehensive list of health providers includes, but is not limited to:
general health services, sexual and reproductive health services, mental health
services, and dental or oral health services. In order for the list to be “used,”
the post-trafficking assistance program must report that at least one trafficked
person was referred to a provider on the list in the last 30 days.

A post-trafficking assistance program is a program or organization that provides
support (legal, immigration, health, or social services) to people who have been

trafficked.

Numerator
e Number of post-trafficking assistance programs in a geographic area of interest
that use a comprehensive list of health providers to refer trafficked people to.
* Ask manager or program representative:
» Do you use a comprehensive list of health providers in the area to refer
trafficked individuals to?
» May I see the list of providers?
» When was the last time an individual was referred to a health provider
on this list?

Denominator
e Number of post-trafficking assistance programs surveyed in the geographic
area of interest.

Disaggregate by
* Type of post-trafficking assistance program
* Rural or urban

What it measures
e This indicator measures commitment to a comprehensive and collaborative
approach to health care for trafficked persons. A small proportion of post-
trafficking assistance programs that use a comprehensive list of health providers
indicates that programs may not be connecting trafficked people to necessary
health or mental health services in the area.

Measurement tool
e A survey of post-trafficking assistance programs, which could be sample of
programs or a census of all programs in the area.
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How to measure it

* In order to be included in the numerator, the post-trafficking assistance pro-

gram must answer yes to the first question and be able to show the list, which
must include at least one provider for each of the following services: general
health services, sexual and reproductive health, mental health, and dental or
oral health services. The answer to the third question must be within 30 days
of the interview for the post-trafficking assistance program to be counted in the
numerator. The numerator is divided by the denominator, which includes all
post-trafficking assistance programs surveyed in the geographic area of interest.

Considerations
e This indicator is only applicable if there are the listed health services avail-

able within the geographic area of interest and if the post-traflicking assistance
program does not provide direct care (or direct care in all health areas). If the
program does not have a system for tracking referrals, it could be difficult to
ascertain the use of the list within the past 30 days. This indicator is not ap-
plicable if the post-trafficking assistance program has not encountered any traf-
ficked individuals that needed health or mental health care in the past 30 days.
This indicator does not measure the quality of service providers on the list,
whether they have been trained to provide appropriate services to trafficked
persons, or how often the list is updated.

Ideally, the referral list should only include providers that have been trained in
providing care to traflicked persons. The team collecting this indicator could
decide to include a caveat about how recently the provider list must be up-
dated and whether the providers on the list must be specifically trained to treat
people who have been trafficked.
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Indicator 8

Proportion of post-trafficking assistance programs that use standardized medical and
psychosocial needs assessment tools.

Definition

* The proportion of post-trafficking assistance programs that use standardized
medical and psychological needs assessment tools. Standardized medical and
psychosocial needs assessment tools refer to established assessment forms and
tools that are used by assistance programs to systematically evaluate medical
and psychosocial needs of trafficked persons. In order for the tools to be used,
the post-traflicking assistance program must report that assessment is offered
to all willing trafficked persons, and if accepted, the standardized tool is used
each time.

A post-trafficking assistance program is a program or organization that provides
support (legal, immigration, health, or social services) to people who have been
trafficked.

o See the IOM’s Caring for Trafficked Persons: Guidance for Health Providers, Ac-
tion Sheet 4: Comprehensive health assessment for an example of a health
assessment (42). Specific assessment tools will vary among countries and lan-
guages for cultural and situational appropriateness and validity.

Numerator
e The number of post-traflicking assistance programs in the geographic area of
interest that use standardized medical and psychosocial needs assessment tools.
* Ask manager or program representative:
» Are there written assessment forms and tools to assess medical and psy-
chosocial needs of trafficked persons?
» May I see a copy of the tools?
» Are these tools used with all willing trafficked persons at this organiza-
tion?

Denominator
* The total number of post-trafficking assistance programs surveyed in the geo-
graphic area of interest.

Disaggregate by
* Type of post-trafficking assistance program
e Region or province (if national study)
 Urban or rural

What it measures
 This indicator measures whether or not a post-trafficking assistance program
has standard assessment tools to guide the identification and treatment of med-
ical and psychosocial needs of trafficked persons. The standard assessment tools
should be used consistently with all willing trafficked persons.



Measurement tool

e A survey of post-trafficking assistance programs, which could be sample of

programs or a census of all programs in the area.

How to measure it
* To be counted in the numerator, the post-traflicking assistance program must

answer “yes” to all three questions and be able to show the documented assess-
ment tools. This number is then divided by the denominator, which includes
all trafficking programs surveyed.

Considerations
e This indicator does not measure the quality or validity of the medical and

psychosocial assessment tools. It would be ideal to measure how the tools are
implemented, but this is beyond the scope of the indicator. The question, “are
these tools used with all willing trafficked persons at this organization?” secks
to determine if the tools are used appropriately and systematically, but relies on
self-reports by the program, which could be biased.

Ideally, there would also be variations of the assessments for different popula-
tions, such as those that were trafficked for sex work, or trafficked children.
Note that the assessment tools referred to in this indicator should always be
used in conjunction with informed consent procedures as described and mea-
sured in Indicators 4, 9, and 10.

This indicator was modified from the indicator E.1.2 in 7he IOM Handbook on
Performance Indicators for Counter-Trafficking Projects, page 32 (58).
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HEALTH STATUS AND CARE RECEIVED

Indicator 9

Proportion of identified trafficked persons voluntarily receiving medical and psycho-
social care linked to needs identified in a needs assessment.

Definition
* The proportion of identified trafficked persons voluntarily receiving medical
and psychosocial care linked to the needs identified in a needs assessment, such
as that described in Indicator 8.
* Voluntarily means the trafficked individual is consenting to the medical and
psychosocial needs being received.

Numerator
e The number of identified trafficked persons voluntarily receiving medical and
psychosocial care linked to the needs identified in a needs assessment, as de-
termined by record review or interviews with trafficked persons. If using in-
terviews, ask:
» Are you receiving services based on the needs determined in your assess-
ment?
» Wias the treatment explained to you?
» Did you understand why you received the service/treatment?
» Did you give your permission for them to give you the service/treat-
ment?
* If using record review: The number of records that contain evidence that the
trafficked person received medical or psychosocial care linked to a needs as-
sessment.

Denominator
e If using interviews: The total number of identified trafficked persons inter-
viewed at a post-trafficking assistance program that has standardized needs as-
sessments.
 If using record review: the total number of records reviewed which included
standardized medical and psychosocial needs assessments.

Disaggregate by
e Age and sex of trafficked person
* Type of trafficking

What it measures
¢ This indicator measures whether or not trafficked persons are receiving medi-
cal and psychosocial services linked to the needs identified in the standardized
assessments.
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Measurement tool

* Interviews with trafficked persons receiving services at an organization that
uses standardized needs assessment tools; or, record review at a post-trafficking
assistance program that uses standardized assessment.

How to measure it
e If using interviews, the trafficked person would need to answer “yes” to all

four questions to be counted in the numerator, which should be divided by
the denominator, which is the total number of identified trafficked persons
interviewed at organizations that use standardized medical and psychosocial
needs assessments.

If using record review: To be counted in the numerator, the record must in-
clude the individual’s medical and psychosocial needs assessment results, and
documentation of services received that are linked to the needs identified in the
assessment. The numerator is divided by the denominator, which is the total
number of records reviewed that include a standardized medical and psycho-
social needs assessment.

Considerations
e If this indicator is measured using record reviews, the results will only be as

accurate as the data sources. This indicator does not measure the quality of care
being received. When conducting a record review, the voluntary aspect can
only be measured if it is explicitly documented in the records that the client
has voluntarily consented to services or there is a voluntary consent for services
form included in the record. If there is no documentation that services were
voluntarily accepted on behalf of the traflicked person, this indicator cannot be
measured by record review, or would need to be modified to exclude voluntarily
from its definition. This could be problematic, as discussed in Chapter 2.2,
because ensuring services are available voluntarily is a key part of ethical service
provision for trafficked persons.

When a survey of trafficked people is conducted, interviews with trafficked
persons need to take place in a private area and in a sensitive manner, and need
to adhere to the ethical standards outlined by the WHO Ethical and Safety
Recommendations for Interviewing Trafficked Women (54). 1f trafficked persons
are being interviewed, referrals for care should be available to any consenting
interviewee for any disclosed health issues that are not currently being treated.
As currently written, this indicator only applies to individuals receiving services
at assistance programs that use standardized needs assessments, such as detailed
in Indicator 8. This indicator could be modified for application in a wider traf-
ficking survey, but would need to include a question of whether or not the in-
dividual received a needs assessment, which would constitute the denominator.
This indicator was modified from the indicator E.1.2 in 7he IOM Handbook on
Performance Indicators for Counter-trafficking Projects, page 32 (58).
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Indicator 10

Proportion of identified trafficked persons who received health care voluntarily
through informed consent.

Definition

e The proportion of identified trafficked people who report giving informed con-
sent for all health services they received at their last visit to a health unit in the
geographic area of interest.

A health unit is any hospital, clinic or health facility, including governmental,
non-governmental or private, that provides health services.

* Informed consent means that medical personnel explained recommended pro-
cedures and treatments to the trafficked person in a language and a way that
they can understand (‘informed’), and the trafficked person understood and
voluntarily agreed to the procedures and treatments given (‘consent’).

Numerator
* The number of identified trafficked people who report receiving health services
voluntarily at their last visit to a health unit in the geographic area of interest.
Ask:
» Wias the treatment explained to you?
» Did you understand why you received the service/treatment?
» Did you give your permission for them to give you the service/treat-
ment?

Denominator
e Total number of identified trafficked persons surveyed who have received
health services in the past 12 months in the geographic area of interest.

Disaggregate by
e Age and sex of trafficked person
* Type of trafficking

What it measures
* This indicator measures whether or not trafficked persons have been forced,
coerced, or medically treated without consent. A high proportion of trafficked
people that report receiving health care voluntarily indicates that health care
providers are respecting trafficked persons autonomy and rights to make deci-
sions about their health care.

Measurement tool
e A survey of trafficked people. For example, this could be a survey of trafficked
people receiving services at a post-trafficking assistance program.
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How to measure it
* Individuals that answer “yes” to all questions will be included in the numera-

tor. The numerator will be divided by the denominator, which includes the
total number of trafficked people included in the survey that received health
services in the past 12 months.

Considerations
* Ensuring that individuals understand and voluntarily accept recommended

health services is especially important when working with trafficked people.
The circumstances of trafficking remove control, personal choice, and auton-
omy from individuals; thus it is crucial that trafficked individuals are afforded
choice and autonomy during their treatment and recovery. See the chapter on
ethical considerations for additional discussion of best practices for services
offered voluntarily for trafficked people. It is also important to note that this
indicator only measures if individuals are consenting to the services they are
receiving; it does not measure the quality of services.

* When a survey of trafficked people is conducted, interviews with trafficked

persons need to take place in a private area and in a sensitive manner, and need
to adhere to the ethical standards outlined by the WHO Ethical and Safety
Recommendations for Interviewing Trafficked Women (54). If traflicked persons
are being interviewed, referrals for care should be available to any consenting
interviewee for any disclosed health issues that are not currently being treated.
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Indicator 11

Proportion of identified trafficked persons who received stigma-free and non-dis-
criminatory health services.

Definition

e The proportion of identified trafficked persons who received health services
that were not negatively affected by stigma or discrimination due to providers
negative perceptions of factors that may be related to trafficking status (e.g., sex
work, language barriers) in a specified period of time (e.g., past 12 months) in
the geographic area of interest.

e Stigma-free means that the trafficked person was not treated differently due to
their trafficking status.

e Non-discriminatory means that health care will be provided without consid-
eration to trafficking status or factors related to trafficking status, such as im-
migration status, participation in sex work, or any other characteristics of the
patient.

Numerator
e The number of identified trafficked people who report receiving services that
were stigma-free and nondiscriminatory during a specified period of time (e.g.
past 12 months) in the geographic area of interest. Ask:
» While you were seeking health services, did you experience any of the
following because of your trafficking status:
— unfair or degrading treatment?
— denied access to health services, including sexual and reproductive
health services, contraceptives and condoms?
— verbally insulted or threatened by providers while secking health
care services?
— forced to submit to a health or medical procedure that you did not
want to have (including HIV testing)?

Denominator
e Total number of identified traflicked people surveyed who sought health ser-
vices in the past 12 months in the geographic area of interest.

Disaggregate by
* Age
* Sex
* Type of trafficking

e Type of stigma experienced (per above questions).
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What it measures

e This indicator measures whether or not trafficked persons experienced discrim-

ination or perceived stigma from any health care providers because they were
trafficked.

This is important because stigma can be particularly detrimental to individual
health and the integration or reintegration of trafficked persons (59). Simi-
lar to the way HIV/AIDS-related discrimination discourages individuals from
seeking services, stigma associated human trafficking contributes to a fear of
seeking health services or other treatment related to trafficking (60). Research
reveals that formerly trafficked persons avoid using services because they fear
needing to provide compensation to the agencies, as well as a perceived sense
of stigma toward themselves or their families (61). It is important to note that
feelings of perceived stigma or shame may be heightened specifically for survi-

vors of sex trafficking (62).

* A high proportion of trafficked people that report receiving non-discriminato-

ry health care reflects that health care providers are treating trafficked persons
with respect, non-judgment, and are not discriminating against them because
of their trafficking experience.

Measurement tool
e Asurvey of trafficked people. This could be a survey of trafficked people receiv-

ing services at a trafficking agency.

How to measure it
¢ Individuals must answer “no” to all four of the questions (i.e., they experienced

no stigma) will be included in the numerator. The numerator will be divided
by the denominator, which includes the total number of trafficked people in-
cluded in the survey that sought health services in the last 12 months.

Considerations
* Stigma-free and non-discriminatory services are especially important when

working with trafficked people. The experience of trafficking is often associ-
ated with high levels of stigma, and individuals can be faced with discrimina-
tion from health care providers, community members, law enforcement, fam-
ily members or any number of people that know the individuals trafficking
experience. It is crucial that trafficked persons are afforded health services that
are free of stigma and discrimination, as this can be a barrier to accessing health
services. See Chapter 2.2, Ethical Considerations, for additional discussion of
best practices for ethical and non-discriminatory services for trafficked people.
It is important to note that this indicator captures individuals who sought
health services and measures how they perceived their treatment, but is not an
absolute measure of providers’ level of stigma.
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e It is also important to note that this indicator does not address the quality
of health care provided, but rather only assesses if individuals experienced or
perceived stigma and discrimination while obtaining health care. Additionally,
this indicator does not measure stigma from other sources, such as a survivor’s
family, that may impact their ability to seek out or access health care.

* When a survey of trafficked people is conducted, care needs to be used to en-

sure that individuals are interviewed in a private area and in a sensitive manner,
and needs to adhere to ethical standards as outlined by the WHO Ethical and
Safety Recommendations for Interviewing Trafficked Women (54). If trafficked
persons are being interviewed, referrals for care should be available to any con-
senting interviewee for any disclosed health issues that are not currently being
treated.

* This indicator was adapted from the HIV Stigma Index. More information can

be found here: http://www.stigmaindex.org/32/analysis/introduction.html
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Indicator 12

Proportion of identified traflicked persons with health issues/conditions.

Definition

* The proportion of identified trafficked persons with health issues in a specified
time period (e.g., last 12 months) in the geographic area of interest.

Numerator

e The number of identified trafficked persons who report having health issues
including but not limited to the list below.

o Ask if the trafficked person has experienced any of the following, in the speci-
fied time frame (e.g., last 12 months). Check all that apply (34):

»

»

»

»

»

»

»

»

Physical health problems including contusions, cuts, burns, broken
bones or other injury

Reproductive health problems including sexually transmitted infections,
HIV, pelvic inflammatory disease or pain, infertility, vaginal fistula, un-
wanted pregnancy, unsafe abortion, unusual or abnormal vaginal dis-
charge, or gynecological infection

Mental health problems including suicidal ideation or attempt, PTSD,
depression, anxiety, hostility, flashback and re-experiencing symptoms
Headaches, fatigue, dizzy spells, back pain, stomach/abdominal pain,
memory problems or body aches

Weight loss

Substance problems including drug or alcohol dependency or overdose
Chronic health problems such as heart disease or high blood pressure
Any other infections or injuries

Denominator
* The total number of identified trafficked people surveyed.

Disaggregate by

* Age
e Sex

* Type of trafficking

e Health issue/condition

What it measures
e This indicator measures what health conditions trafficked individuals are expe-
riencing or have recently experienced. It is important to note that this indicator
is not able to differentiate the timing of when health issues began (pre-, dur-

ing, or post-trafficking); instead, this indicator provides a broad description of

the health of trafficked people. Increases or decreases in this indicator do not
necessarily reflect the health sector response to traflicking.
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Measurement tool
* Special study with a survey of trafficked people, or record review of trafficked
persons.

How to measure it
 Ifusingasurvey of traflicked persons (for example, a survey at a post-trafficking

assistance program), all individuals responding “yes” to any of the above health
conditions within the last 12 months would be entered into the numerator,
which is then divided by the total number of people interviewed.

If using a record review, it could be completed at a health unit or at a post-
trafficking assistance program. If using health unit records, the records would
need to specify which individuals were identified as trafficked, and those re-
cords would be used as the denominator. If using data from a post-trafficking
assistance program, records must include which health conditions the traf-
ficked person is experiencing or has experienced. If health conditions are not
listed, narratives in the record could also be reviewed for mention of health
conditions. However, it would have to be noted in the narrative which health
conditions were present and when they were experienced. All records from in-
dividuals, who noted that they experienced any of the above health conditions
within the past 12 months (or other specified time period), would be counted
as part of the numerator. This would be divided by the total number of indi-
vidual records reviewed. Counts from different post-trafficking assistance pro-
grams within the same community can be summed together for an aggregate
number of individuals with health conditions for a specified geographic area
of interest, based on either a sample of programs, or a census of all programs
within a given area.

Considerations
e If this indicator is measured using record reviews, the results will only be as

accurate as the data sources. Measurement of this indicator relies on records
maintained at health units that record information on trafficking status; if us-
ing records from post-trafficking assistance programs, this indicator relies on
records that include health information and when they were experienced. This
information may not be consistently recorded by different providers, which
may lead to over- or underestimates in counting individuals with health condi-
tions. A list of checked boxes of health conditions experienced could be added
to trafficking records to ensure that these records are properly counted.

If a survey of trafficked people is conducted, care needs to be used to ensure
that individuals are interviewed in a private area and in a sensitive manner,
and to adhere to the ethical standards outlined by the WHO Ethical and Safety
Recommendations for Interviewing Trafficked Women (54). If trafficked persons
are being interviewed, referrals for care should be available to any consenting
interviewee for any disclosed health issues that are not currently being treated.

* The team collecting this indicator could modify the time period accordingly, to

include shorter or longer time periods.
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Indicator 13

Number of identified trafficked persons referred to social welfare services from the
health sector.

Definition
e The number of identified trafficked persons referred from a health unit to so-
cial welfare services (such as shelter, case management, mental health services,
income generation, or legal assistance) for trafficked people in the geographic
area of interest.
* A health unit is any hospital, clinic or health facility, including governmental,
non-governmental or private, that provides health services.

Count
e The number of referrals made from a health unit to social welfare services,
(such as case management, shelter, mental health care) in the geographic area
of interest.

Disaggregate by
e Type of referral made
e Age of the trafficked individual
¢ Sex of the trafficked individual

What it measures
e This indicator captures the extent to which health facilities are referring traf-
ficked people to social welfare services. High numbers of referrals to the health
sector may indicate that the health facility is aware of and linking to social wel-
fare services in the area; however, the total number of referrals is also dependent
the number of trafficked people identified in the area.

Measurement tool
* Record review at health unit, or Initiating and Receiving Service Referral Reg-
isters, if they are used at the health unit.

How to measure it

e Count the number of trafficked persons who were provided with a referral to
social welfare services during the reporting period at the health unit, or in the
geographic area of interest. For example, count the total number of clients
referred to shelter. Next, count the total number of clients referred to mental
health services. Counts from different health units within the same community
can be summed together for an aggregate number of referrals within specified
geographic area of interest, based on either a sample of health units, or a census
of all health units within a given area.



Considerations

e This indicator is not possible unless the health forms designate that an indi-
vidual has been trafficked. In addition, this indicator relies on whether health
providers documented if and to where a patient was referred. If the provider
did not record the referral information, it could lead to over- or underestimates
of the number of referrals. Interpretation of this indicator over time may be
difficult because it is a count, not a proportion; it will change as need and de-
mand for service, as well as other factors, fluctuate over time. For example, an
increase in the count could be caused by more providers referring, or because
more people are being trafficked, or identified as trafficked.

Trafficking in Persons and Health: A Compendium of Monitoring and Evaluation Indicators
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Indicator 14

Number of identified trafficked persons referred to a health unit from social welfare
services.

Definition
¢ The number of TIP referrals received at a health unit from social welfare ser-
vices (such as shelter, case management, mental health services, income genera-
tion, or legal assistance).
* A health unit is any hospital, clinic or health facility, including governmental,
non-governmental or private, that provides health services.

Count
e The number of TIP referrals received at the health unit from social welfare
services.

Disaggregate by
e Type of referral made
e Age of the trafficked individual
¢ Sex of the trafficked individual
e Level (health post, health clinic, hospital, etc.) and type (government, NGO,
private, etc.) of health unit
e Rural or urban
e Type of social welfare service person is being referred from

What it measures
e This indicator measures the extent to which health units are receiving referrals
from social welfare services. High numbers of referrals to the health sector may
indicate that social welfare services are aware of and linking to health services
in the area; however, the total number of referrals is also dependent the number

of trafficked people identified in the area.

Measurement tool
* Record review at health unit, or Initiating and Receiving Service Referral Reg-
isters, if they are used at the health unit. A Client Referral Form that the pa-
tient carries between the referring and receiving services should capture all the
relevant information, which is then recorded in the referral registers or client
databases.

How to measure it
¢ Count the number of clients who were referred from social welfare service
agencies, such as shelters or organizations providing mental health, case man-
agement, or other forms of assistance to trafficked people. This should be ob-
tained from the Receiving Service Referral Register, if one is kept, or record
review if referral information is captured on client records.
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Considerations

Count the number of clients who were referred from social welfare service
agencies, such as shelters or organizations providing mental health, case man-
agement, or other forms of assistance to trafficked people. This should be ob-
tained from the Receiving Service Referral Register, if one is kept, or record
review if referral information is captured on client records.

This indicator is also not possible unless the health forms designate that an
individual has been trafficked.

This indicator does not capture what proportion of referrals is completed or the
quality of service received.

Interpretation of this indicator over time may be difficult because it is a count,
not a proportion; it will change as need and demand for service, as well as
other factors, fluctuate over time. For example, an increase in the count could
be caused by more providers referring, or because more people are being traf-
ficked, or identified as trafficked.

For more information on referral monitoring, please see the Referrals Systems

Assessment and Monitoring Toolkit, available at http://www.measureevaluation.
org/publications/ms-13-60

Trafficking in Persons and Health: A Compendium of Monitoring and Evaluation Indicators

S


http://www.measureevaluation.org/publications/ms-13-60
http://www.measureevaluation.org/publications/ms-13-60

POLICY

Indicator 15

Existence of policies that support and facilitate the health of trafficked persons.

Definition

* The existence of national policies that support and facilitate the health of traf-
ficked people. At least one of the following policies or regulations should be
included. Check all that apply.

» Existence of a policy or legislation requiring that suspected and identi-
fied trafficked people are entitled to state supported health care that is
non-discriminatory.

» Budget line (in government health budget or other appropriate ministry
budget) allocating funding for health care services for trafficked people,
foreign national or citizen, in the country.

» DPolicy stating that health services for trafficked people are available vol-
untarily and available regardless of whether or not the trafficked indi-
viduals participate in prosecution of their trafficker.

» Existence of a mechanism to ensure that the trafficked person retains
their health records when being repatriated.

» National strategy or equivalent to link suspected and identified traf-
ficked people with health and social services.

*  Non-discriminatory means that health care will be provided without consider-
ation to age, race, sex, language, religion, ethnic or social origin, gender iden-
tity, sexual orientation, trafficking/immigration status, health status, or any
other characteristics of the patient. Acceptable forms of above national policies
would include national plans of action for trafficking, strategic plans, national
policies or laws, or equivalent government documents.

* Yes: The country has at least one policy listed above that supports and facili-
tates access to and support of health care for trafficked persons.

* No: The country does not have any policies listed above that support and fa-
cilitate health care for trafficked people.

Disaggregate by
* Policy type (as listed above)

What it measures
* This indicator measures the national and sub-national policy environment for
health of trafficked persons. It measures the degree of explicit support for ac-
cess to health services for trafficked people, on the part of government. If there
are one or more of these policies checked, that indicates the national govern-
ment has made documented efforts to support health access and care for traf-

ficked people.

Measurement tool
¢ Document/record review at the national and subnational level.
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How to measure it
* Record review: Existence of actual policies/plans/guidelines that are docu-

mented with evidence of approval (or submission for approval). They appear
in constitutional provisions; legislation; implementing rules and regulations;
executive orders; ministerial level decrees, and other measures of a regulatory
nature (including related regulations and enforcement mechanisms); official
goals; statements and other formally documented government directives; stan-
dards; guidelines; and decrees. If any of the above policies are found in the
document/record review, the indicator would be marked as “yes.”

Considerations
e This indicator does not measure the implementation or enforcement of these
polices. The group measuring this indicator could decide that the cutoff to be
counted must include more than one of the policies listed, or turn the indica-
tor into a scale with number of policies checked, out of five possible.
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CHAPTER 4: Discussion of Current M&E and Research Methods in TIP

Research on TIP is still in its nascent stages. The difficulties associated with re-
searching trafficking are related to its illegality and hard-to-identify population. The
population of trafficked people could be considered as the epidemiological iceberg
metaphor: only a small portion of the larger population of trafficked people may
be “visible”, or the tip of the iceberg that is able to be seen above water. Due to
the clandestine nature of trafficking in persons, the visible population of trafficked
people may be the sub-population who have been released and are in the process of
repatriating through official channels—potentially a very different population than
trafficked people as a whole, which may affect both the methodologies able to be used
for research and the results of the research itself (4-7).

Methodologies Currently in Use?

Existing research conducted with trafficked people is divided between quantitative
(11, 12, 17, 20-23, 26, 27, 29, 32, 35, 63) and qualitative methodologies, includ-
ing case studies and other anthropological methods (31, 64-75). Very few studies
employ mixed methods (33, 38, 76-79). Much of the current research in TIP has
not focused on the intersection of trafficking and health, but rather on legal, immi-
gration, or criminal aspects of TIP. Below we have highlighted common trends and
methodologies in current trafficking research:

Data sources and structures

e DPopulation-based surveys: Few studies are able to use population-based
methods to identify trafficked people for prevalence estimates or create repre-
sentative samples (4, 7). Population-based surveillance does not lend itself well
to studying trafficking given the hidden and highly mobile nature of trafficked
individuals. The Ukraine 2007 Demographic and Health Survey (DHYS) in-
cluded a new, short module on trafficking, though it has not become standard
DHS practice and there has not been analysis of the data beyond the official
report (80).

* Surveys of specific populations of interest: A few studies focus on the popu-
lation of specific groups (e.g., young women or sex workers) or locations (e.g.,
schools in particular geographic areas) in which trafficked people are presumed
to be more prevalent (18, 26, 29, 81, 82).

* Record review: Given concerns about confidentiality and safety of trafficked
people during research activities, a number of studies use record review (at
social services organizations, health centers, etc.) as the primary method of
data collection in order to avoid potentially traumatic interviews for trafficked
people (14, 22, 24, 27, 28, 30, 31, 83). Data for these studies is restricted to
data already included in records or which can be extracted via qualitative cod-
ing from recorded narratives in the records.

3) Reference lists in this section not exhaustive; recent or key studies provided as examples.
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Recruitment of participants
* Participant recruitment tends to be convenience samples via social services or-

ganizations providing assistance to formerly trafficked people, police or the
judicial system, brothels, or interactions in other locations where trafficked
people may be present (6, 23, 26, 27, 31, 32, 38, 41, 63, 74, 84-89). This is
particularly true for qualitative studies, but convenience or participant-driven
samples are also quite common for quantitative studies, given the difficulties of
conducting a population-based study within this population.

* A common approach has been to interview providers, police, judicial system
workers, NGO workers, and other stakeholders involved in trafficking services
and/or anti-trafficking advocacy about trafficked people and the organizational
responses to trafficking, a methodology suited more to research questions fo-
cused on responses to trafficking than to research questions focused on charac-
teristics of trafficked people and their health (90-97).

o Trafficked people who agree to participate in research may be significantly dif-
ferent from those who do not agree to participate, and not all trafficked people
may identify themselves as such (41, 89).

Sample sizes and analysis

e Sample sizes are generally small given the complexities and costs of conduct-
ing primary data collection, especially in hidden populations (89). Record re-
view studies often have larger sample sizes due to the relative ease of extracting
data from case records. Qualitative studies that rely on snowball sampling of
hard-to-reach sub-populations within trafficking, such as traffickers or women
still in a trafficking situation, tend to have the smallest samples (89, 98). While
there is acknowledgement that descriptive case study reports can be useful for
describing certain traflicking situations in depth, there is concern about repre-
sentativeness (7, 89).

* Analytic methods vary by the type and quality of data available. Many stud-
ies are able to describe the characteristics of trafficked people, such as specific
health issues, and make basic inferences about prevalence of those health is-
sues among trafficked people. However, some quantitative studies with more
comprehensive sampling techniques are able to use more advanced statistical
methods to assess more complex research questions (84).

Organizational and Systemic Challenges in Research, M&E of TIP

Systemic and organizational challenges in international research and M&E of TIP
may affect the level of information and knowledge on TIP and health.

e Capacity: Without the backing of a large international organization, small
organizations may not have the resources, staff capabilities, or time to focus on
monitoring and evaluation (5, 6).

* Funding: Governmental or international organizational funding to work with
undocumented workers or non-citizens, or to organizations working with or
advocating on behalf of sex workers, may be restricted (4). 48



e Competing public health priorities: Public health systems and other govern-
ment-run departments may be over-stretched and under-funded, with com-
peting priorities that may make additional M&E of trafficking a lower priority
than other more visible health issues.

e Conflation with sex work: Measurement of trafficking has been confounded
by a frequent conflation with sex work; while many women may be trafficked

for sex work, not all sex workers are trafficked and this conflation may limit
research and M&E activities (4).

* International cross-border concerns: Trafficked people are often moved
across international borders and other locations multiple times (4). Capturing
the full process of trafficking and trafficked people’s health at each stage will
require a multitude of data sources and documents from several countries—
which do not share data, systems, or possibly even borders (5). While progress
is being made to address these challenges (e.g., the IOM Global Human Traf-
ficking Database), health is not the focus of existing work. Assessing the health
status of a trafficked person pre-trafficking, during exploitation, and during
re-integration is important and would allow for a comprehensive understand-
ing of how trafficking impacts health; however, it would require the active
agreement, participation, and coordination of multiple health systems, social
service systems, police and judicial systems, and border controls to collect the
documentation that would allow for a longitudinal picture to be developed

(4, 89).

Moving Forward in Research and M&E of TIP and Health

Some researchers have developed innovative methods or adapted methods used with
other hard-to-reach populations (such as men who have sex with men or sex workers)
in order to better reach the trafficked population. Recruitment or population estima-
tion methods for TIP research may include: capture-recapture, where a researcher
visits a location where the population of interest congregates, distributes a token or
flyer, and returns to redistribute and count those with the first token; or conducting
a phone survey using phone numbers from newspaper brothel or sex worker adver-
tisements (6, 79, 99). Similarly, using multiple methods of data collection (such as
interviewing both trafficked people and other key informants, or utilizing surveys,
qualitative interviews, and official documents like migration or health records) may
provide a more thorough picture (4, 6).

Research and M&E will need to expand on current methodologies and approaches in
order to more accurately track health among trafficked people, monitor the progress
of programs and health facilities providing services, and evaluate which interventions
are the most effective. An increased focus on a comprehensive M&E framework and
the ability to measure outcomes and impact will improve international, national, and
local response to traflicking, gender, and health. The following chapter discusses areas
for future development that arose during the literature review, expert consultation,
and/or development of indicators that require additional exploration and evidence.
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CHAPTER 5: Areas for Further Development

This chapter outlines additional areas that are important to consider in the M&E and
research of TIP and health. The chapter again utilizes the framework on the health
effects of trafficking from Zimmerman and colleagues [see Chapter 1 for the frame-
work and discussion of each stage of traflicking]; the framework highlights stages that
a trafficked person might experience (though not all trafficked people will experience
these stages) and the potential health effects at each stage (10). It should be noted that
we use the conceptual model on trafficking and health because of the focus on health
in this compendium, and that other conceptual models (such as the AMP model)
may be more appropriate for discussions of non-health traflicking concerns. Further
work is required to develop a comprehensive monitoring and evaluation strategy cov-
ering all domains of trafficking, gender, and health. This includes finding appropriate
methods, tools, and approaches, including developing and field testing useful indica-
tors, as well as ensuring that these are integrated into sustainable health information
systems. The development of process indicators that use existing related indicators
to provide an estimate for a new indicator (such as have been used to measure other
hard-to-access indicators like child mortality in conflict settings) may also assist in
the creation of a broader evidence base (6).

Recruitment

Future monitoring, evaluation, and research in the area of TIP recruitment needs
to address the socio-environmental factors that may make individuals vulnerable to
recruitment, such as poverty, educational attainment, gender and limited access to
health services, as well the mitigating factors that can help prevent recruitment, such
as education, community awareness efforts, and access to health services (37, 41).

Education

Low educational attainment has also been linked to increased risk of trafficking (35,
37), but other research in this area has found conflicting results (37, 76). Given the
lack of consensus on lack of education as a risk factor for trafficking, further work
is needed to more fully assess this socio-demographic characteristic’s role in risk.
Discussion at the consultative meeting also indicated that school dropout specifically
(as opposed to lack of any formal education) may be a risk factor for traflicking, and
could be measured and evaluated accordingly.

Awareness

Experts in TIP also hold differing opinions on the effectiveness of raising awareness
of trafficking as a prevention effort. While trafficking awareness campaigns abound
and a number of studies cite ignorance of trafficking as a risk factor, there is little
evidence to support the effectiveness of awareness campaigns (37). One perspective
suggests that education around TIP can help to make people more aware of its exis-
tence and potentially avoid traffickers’ deceptive efforts. However, other researchers
note that traffickers may be family members or close friends, complicating the dy-
namics of trafficking and weakening the argument that awareness alone will mitigate

trafficking.
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Access to health care

Access to affordable health care in communities was discussed as a prevention mea-
sure because it is can be a significant cause of debt in source communities, putting
families at risk of trafficking. Due to the lack of empirical evidence, additional re-
search is needed to confirm the link and recommend related indicators.

While indicators for prevention in the areas of education, school dropout, and com-
munity awareness were suggested for inclusion in this compendium, it was deter-
mined that before suggesting individual M&E indicators in these areas, more re-
search is needed to elucidate the relationship between education, awareness, and risk

of trafficking.

Travel and Transit (if applicable)

If trafficked people are physically transported as part of trafficking (which may not
always happen), the often clandestine nature of travel and border crossings during
trafficking, and the fact that people may not yet be aware they are being trafficked,
may limit the ability to identify and monitor health effects of trafficking at this stage.
However, post-arrival and post-trafficking, when most traflicked people are able to
seek and receive assistance, it will be important to assess the full health risks faced by
individuals and the related consequences of trafficking, including health problems
that may have been experienced during the high-risk travel period.

Common themes in the travel and transit stage include migration checkpoints and
transnational border interactions; high-risk travel and health; sexual violence; and
initial psychological trauma. Future research that addresses these areas and an in-
dividual’s progress through the possible stages of trafficking will be important in
developing a full understanding of the health consequences of this stage of traffick-
ing. Until more effective methodologies can be developed, it will remain difficult to
collect real-time M&E information about this stage of trafficking.

Migration checkpoints and other interactions with transnational borders

While much TIP travel occurs through clandestine, high-risk travel that avoids of-
ficial border crossing and immigration, some trafficked people do transit through
official means (10). This offers one of the few opportunities for identification, pro-
tection, and monitoring during the travel and transit stage. While legal border cross-
ings may present an opportunity, at the same time, this involves multiple countries
or governmental entities that may or may not be in communication, using similar
systems, or even on good terms where there is incentive to share data. Where legal
labor brokers are used to provide a cover of legality for TID, governmental oversight
throughout both the pre-transit and the travel and transit stage may be possible.
Additionally, some countries have initiated policies to brief individuals traveling on
certain types of visas (e.g., domestic worker) about their rights and how to identify
and report trafficking if they encounter it. Further research and monitoring of these
types of policies would help determine their efficacy in the future. Other possibilities
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discussed at the consultative meeting include increased monitoring of labor brokers
and inclusion of policies requiring that ‘know your rights to health care’ material is
provided by labor brokers and at migration checkpoints.

Exploitation

It is particularly difficult to ethically collect data, provide services, or gain insight
about trafficked individuals and their health during this stage because they are still
being exploited in their trafficking situation and may be punished or penalized for
having contact with outsiders. Key areas to consider for future research include health
outreach programs or clinics, harm reduction interventions (such as increasing access
to and acceptability of male and female condom use), and labor and occupational
health inspectors that are trained to identify and refer trafficked people within the
workplace.

Integration

‘The majority of this compendium includes indicators that fall under this phase of
trafficking by examining how prepared the health sector is to identify and provide
services to trafficked persons following a trafficking experience, how post-trafficking
assistance programs are providing or linking to health services, and the government’s
commitment and support of health care via national policies. The majority of these
indicators, as well as the majority of current research, focuses on the negative health
and mental health consequences associated with trafficking during or with recently
escaped trafficked persons. As such, many health interventions aimed at serving traf-
ficked people attempt to address the injuries and negative outcomes sustained during
the process. However, it must be acknowledged that while addressing immediate and
urgent health needs is critical to restoring trafficked individuals to health and safety,
the long-term and chronic health needs of trafficked persons must not be overlooked.
Research indicates that mental health issues, including post-traumatic stress, take a
significant amount of time to abate (11, 19).

Shame and stigma

In addition to health conditions and access to health services, it is important to con-
sider the trafficked person’s experience of shame, stigma, and perception of services
received. There are substantial gaps in knowledge, from the trafficked person’s point
of view, regarding health services received, integration into the community, stigma
from friends, family or community members. The trafficking community would
benefit from additional measures of stigma, similar to the HIV Stigma Index, which
was developed in close collaboration with stakeholders at all levels, including HIV-
positive individuals (100).
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Trafficked persons’ experiences with services
It is important to understand how trafficked people perceive their interactions and
experiences with health and social services in order to provide quality care and im-

provement in those services. This could include: measures of the health systems’ cul-
tural and linguistic capacity to provide care; the quality of care provided; assessment
of safety and security processes in place while caring for trafficked people; and assess-
ment of facilities” and health systems’ ability to keep trafficked persons’ health records
and data secure and confidential. Self-reported measures of satisfaction with health
services were discussed for possible inclusion in this compendium, but were excluded
because they are not robust quantitative indicators at this time. This is an area for
future attention that is suited to both qualitative and quantitative research methods.

Access to health services after trafficking

Additionally, it is important for researchers to investigate the level of access trafficked
persons have to health and social services after they have left their trafficked situation,
particularly in the long term.

Re-integration

Identifying appropriate and measurable indicators during the re-integration stage are
challenging, as many elements contributing to the successful re-integration of a traf-
ficked individual are at the community and societal level and are more complex to
measure. Areas to consider for further research would include existence and effective-
ness of re-integration supports, access to health care, education, and income genera-
tion, safety and security, re-victimization or re-trafficking, and community norms
and attitudes surrounding people that have been trafficked. In addition, many of the
same concepts in integration apply to re-integration: shame and stigma, access to
health services, and measures of experience from the trafficked person’s perspective.

Special Populations or Settings

Much of the literature on TIP focuses on women and girls and there has been limited
attention given to other populations or special settings. Examples of such popula-
tions include men and boys, refugees, sexual and gender minorities, minors and or-
phans. As the breadth and depth of research and M&E on TIP increases, it will be
important to develop new methods and approaches to target these sub-populations
within trafficking research.

Minors

To reach adolescents (including adolescent boys), researchers may use schools or
treatment/rehabilitation programs as recruitment bases, a method that has been used
in other research with minors (50). There are examples of initial studies addressing
minors, including boys, with methods that can be built upon for the future (76, 81,
82, 86, 101).
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Men and boys

Few existing TIP research studies target men or boys, due to the commonly held

view that trafficking is an issue for women and girls. Men may be less able or willing
to identify themselves as trafficked (102). More research including men and boys
that have been trafficked is urgently needed in order to more fully understand their
experiences with trafficking.

Labor trafficking

The lack of research on labor trafficking conceals a population that is estimated to
be as large as 21 million people (38, 39). Certain types of labor trafficking (such
as bonded, indentured, or guest-worker construction work) may be more prevalent
among men (39). To more fully understand the global reach of all forms of TID,
future research and M&E will need to more comprehensively include both labor
trafficking/forced labor and men as populations of interest.

Sexual and gender minorities

While it has been noted that a gendered view of trafficking may perpetuate a stereo-
type of women and gitls as trafficking “victims” to the exclusion of men and boys,
the same may be said for sexual and gender minorities (51). Examining the structure
of recruitment and data collection methods in trafficking research could yield more
inclusive and descriptive studies that include the full range of sexual and gender
identities and would illuminate the population of trafficked people and the effects of
trafficking on specific sub-populations or identities (51).

Refugees and humanitarian crises

Refugees and traflicking may intersect in a number of ways: refugees or displaced
people are in uncertain physical, legal, and economic situations and often without
enough food or means to support themselves; they may be particularly vulnerable
to duplicitous labor brokers or others who promise escape from a refugee or other
humanitarian crisis; trafficked people may be able to claim refugee status after being
trafficked to a country; and the presence of humanitarian operations and/or peace-
keepers in a conflict setting may increase the potential for trafficking for sexual exploi-
tation, either of the refugees themselves or other persons (103, 104). However, the
existing difficulties in conducting research in refugee settings compounded with the
difficulties in conducting research with trafficked persons make this an area without
significant current attention. Intersectional research that addresses the relationship(s)
between trafficking and humanitarian crises will be important to disentangle in the
future.

h: A Com
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