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Abstract
Given the significant global burden of human trafficking, the ability of
clinicians to identify and provide treatment for trafficked persons is
critical. Particularly in conflict settings, health care facilities often serve
as the first and sometimes only point of contact for trafficked persons.
As such, medical practitioners have a unique opportunity and an ethical
imperative to intervene, even in nonclinical roles. With proper training,
medical practitioners can assist trafficked persons by documenting
human trafficking cases, thereby placing pressure on key stakeholders to
enforce legal protections, and by providing adequate services to those
trafficked.
Introduction
The United Nations (UN) Office on Drugs and Crime defines trafficking as
the recruitment, transportation, transfer, harbouring or receipt of
persons, by means of the threat or use of force or other forms of
coercion, of abduction, of fraud, of deception, of the abuse of power or of
a position of vulnerability or of the giving or receiving of payments or
benefits to achieve the consent of a person having control over another
person, for the purpose of exploitation. Exploitation shall include, at a
minimum, the exploitation of the prostitution of others or other forms of
sexual exploitation, forced labour or services, slavery or practices similar
to slavery, servitude or the removal of organs [1].
Across the globe, approximately 21 million people are victimized by human trafficking
[2]. All types of trafficking affect all genders. Women and girls are more often identified
as trafficked in the sex industry and as domestic servants; males are less often identified
as victims of trafficking and, when they are, it is often for other forms of labor, like
agricultural, factory, and construction work [3]. Vulnerability to exploitation increases
substantially in times of conflict. During war, the erosion of the rule of law, corruption of
legal and political authorities, and evolution of criminal networks can all contribute to an
environment ripe for trafficking [4, 5]. Even the presence of humanitarian aid workers,
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who have more liquid assets than local beneficiaries, can increase demand for sexual
services or goods made through exploitative labor, leading to an increase in or the
development of trafficking.
In 2000, the UN’s Protocol to Prevent, Suppress and Punish Trafficking in Persons,
Especially Women and Children [1] provided an international definition of the crime of
human trafficking (more comprehensive than its 1921 predecessor, which was drafted
under the auspices of the League of Nations [6]) and established guidelines for UN states
for the prevention and combatting of human trafficking [1, 7]. In 2004, the UN
Commission on Human Rights appointed a special rapporteur to focus on the human
rights aspects of trafficking in persons [8]. These developments have led to discussion
within the UN Security Council about whether trafficking during conflict may constitute a
war crime [7], but, at the time of this writing, the UN has yet to make this determination.
Despite these developments and discussions, the number of prosecutions remains
relatively low [5]. This is the result of multiple factors, but a major contributor is the lack
of documentation or evidence. Trafficking in persons is often not identified and properly
investigated in the field in real time, particularly in crisis situations when clinical and
forensic resources are scarce and the context poses great challenges [5]. But without
apt documentation of trafficking, which enumerates and describes those affected,
resources will remain in short supply.
In this paper, we will explore the role of clinicians outside of their purely clinical duties.
Specifically, this paper discusses the ethical imperative of clinicians—when relevant—to
forensically document evidence of trafficking among populations served during conflict.
We argue that acting outside of a solely clinical function, in or outside of conflict settings,
is not a novel concept for clinicians and, further, that practitioners’ nonclinical actions
also benefit patients.
Trafficking During Conflict
The primary role of health care practitioners during conflict is to provide medical and
mental health services to populations in need, both civilians and noncombatants. Health
care facilities have been recognized as safe havens, providing care to people suffering
from routine afflictions such as exacerbations of chronic disease [9] as well as injuries
and illnesses specifically related to the conflict. As a conflict wages on, large groups of
people can be displaced, fleeing for safety. During this phase, communities often
experience decreased access to safe water, medications, food, and proper shelter, which
can increase rates of infectious disease and malnutrition, making people more vulnerable
to exploitation [9]. Some noncombatants move in with kin in other areas or even stay in
their homes. Regardless of setting—and even outside of the directly involved conflict
areas—noncombatants are frequently unable to safely earn a living in the positions they
held before the conflict. In addition to the factors previously listed, the desperation of
noncombatants to support their families can make them vulnerable to being trafficked
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[10], and the crisis itself dampens the state’s ability to intervene and respond to the
crime of trafficking of persons [4].
In fact, there is ample evidence of human trafficking during conflict: most recently,
International Organization of Migration (IOM) data from 2014 and 2015 confirms that, as
part of the Iraqi conflict, Yazidi women and children were abducted by the Islamic State
for domestic and sexual exploitation; migrant workers have been held by militia groups
for forced labor; armed opposition groups have forcibly recruited children to fight in the
Iraqi conflict; and human organs have been collected and sold [5]. In the Syrian conflict,
some families have sold young daughters into marriage to “protect” them from sexual
assault and provide financial support. Another “protective” measure called “temporary
marriage” or mutah, which unites a man and woman as husband and wife for an agreed
upon period of time [11] and largely affects internally displaced persons and refugees,
has increased [5]. Additionally, in a common form of labor trafficking, Syrian refugee
children have been seen begging and selling small items on the street [5]. Furthermore,
as frequently occurs in conflict, many children are unaccompanied or separated from
their usual caregivers. It is common practice for unrelated adults to take them in [12],
but not all of these adults are well intentioned and some of these children end up
trafficked in a multitude of ways [13].
The Ethical Imperative of Clinicians in Conflict Areas
Because trafficking does not require harboring of persons, trafficked persons may
present for health care for a variety of reasons, including primary care and interventions
during acute illness or injury caused by their trafficking situation [14, 15]. There is
evidence that clinicians, when appropriately trained, can effectively identify patients with
a trafficking experience [16, 17], and several guidelines exist to help clinicians develop
appropriate techniques for interviewing and examining patients who may be trafficked
[18-20]. But screening in conflict settings involves special difficulties that may not
pertain to stable environments, such as an increased physical danger to both the patient
and practitioner given the general context of conflict and the lack of accountability of and
protection by state and international legal systems [21]. Still, even without
governmental support, clinicians have the opportunity to practice a form of transitional
justice—aimed at redressing the legacies of massive human rights abuses [22]—by
providing medical and psychological care to trafficked persons and properly documenting
evidence of human trafficking [23].
Health care practitioners have served in nontherapeutic capacities in conflict zones for
decades, although not always in ways consistent with their noble calling. Physicians have
participated in torture interrogations [24] and performed medical experiments without
consent on captives taken during conflict [25, 26]. But practitioners have also specifically
documented physical and mental injuries of noncombatants, and these medical records
and documents, considered impartial and trustworthy because of their authorship, have
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been used as evidence of war crimes committed [27]. Physicians for Human Rights
trains and supports local clinicians on appropriate methods of forensic documentation
for just this purpose [27]. Forensic documentation involves gathering information about
the medical history, collecting and documenting evidence from the patient’s body, and
recording pertinent physical exam findings for the purpose of criminal investigation and
documentation. This information may be used in court, if needed, and the health care
worker may be asked to testify as well [28]. Because it is not directly crucial to the
provision of medical or mental health care, it is not considered a clinical activity, but
forensic documentation is within the scope of practice of trained clinicians in conflict
settings.
Although some may argue that clinicians should only provide clinical care, receipt of
a forensic exam may contribute to improved mental health because trafficked patients
have told their story to someone with the power to be heard. In fact, some nurses,
physician assistants, and physicians already serve in a strictly forensic capacity,
performing sexual assault forensic examinations (SAFE) for survivors of sexual assault.
Acting in this capacity, the SAFE examiner only performs the exam for the purpose of
evidence collection, in a setting where the survivor can also receive medical and
psychological care. However, the exam itself can be empowering to someone recently
victimized: by choosing the exam, the survivor exerts autonomy—with the right to
refuse any part of the history taking or physical exam—and is believed.
Conclusion
The significant global burden of human trafficking will require multiple actors in varying
sectors, including the health, legal, and political arenas to adequately combat its
devastating effects. Clinicians are in the unique position of serving as the first and
sometimes only point of contact for trafficked persons and, as such, have an ethical duty
to act on their behalf. Providing services for and documenting those who are trafficked in
conflict zones is challenging, but, with proper training and purposeful efforts, health
practitioners can have an important, positive impact in the lives of trafficked persons and
survivors.
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