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wenty-one percent of the 4.8 
million people estimated to 
experience sex traffi cking (ST) 

globally are children or adolescents.1 
ST, a type of human trafficking, is 
defi ned as “the recruitment, harbor-
ing, transportation, provision, ob-
taining, patronizing, or soliciting of 
a person for the purpose of a com-
mercial sex act.2” When children un-
der the age of 18 years are involved, 
force, fraud, and coercion are not 
required to meet the defi nition of ST. 
Commercial sexual exploitation of 
children (CSEC) “involves crimes of 
a sexual nature committed against 
juvenile victims for fi nancial or other 
economic reasons… These crimes 
include trafficking for sexual pur-
poses, prostitution, sex tourism, mail-
order-bride trade, early marriage, 
pornography, stripping, and per-
forming in sexual venues such as peep 
shows or clubs.”3 Survival sex is also 
considered to be CSEC, where sexual 
activity is exchanged for shelter, food, 
or money.3,4

Involvement in ST is associated 
with numerous physical and psycho-
logical health effects. Victims of ST are 
at increased risk of injury, sexual as-
sault, infectious diseases, substance 
misuse, malnutrition, major depres-
sion, anxiety, posttraumatic stress dis-
order (PTSD), and suicide.3,5 Due to 
the physical health consequences of 
involvement in ST, many victims seek 
medical care, but few are identifi ed as 
ST victims due to the lack of provider 
awareness and unavailability of a for-
mal screening tool to identify victims. 
Additionally, while ST victims who are 
identifi ed may receive the necessary 
medical care, mental health issues may 
remain unaddressed.3 By educating 
providers to screen for ST and manage 
the potential mental health sequelae, 
victims could be identifi ed earlier for 
improved health outcomes. This ar-
ticle provides an overview of best 
practices should a primary care pro-
vider identify an individual currently 
being traffi cked or treat a survivor of 
traffi cking.
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Abstract: There are an estimated 4.8 million victims of sex 

traffi cking (ST) globally, and 21% of these victims are children or 

adolescents. Victims of ST are at risk for mental health problems, 

and it is critical that primary care providers can accurately 

identify and treat them.
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 ■ Risk factors and screening

Currently, there are limited screening tools that health-
care providers can utilize to identify victims of ST. 
Moreover, many healthcare providers in the US report 
never having received formal education on how to 
properly identify ST.6 Shockingly, US teens, compared 
with foreign nationals, are among those with the high-
est risk of becoming victims of ST within US borders.7 
Additionally, almost 80% of  ST victims reported seeing 
a medical provider within 1 year of their identifi cation 
as victims.8 It is known that victims of ST visit both 
EDs and outpatient clinics for a variety of problems 
that may be directly related to ST, such as sexual assault; 
physical injury; infection; exacerbations of chronic 
conditions; complications of substance use/overdose 
issues; or pregnancy testing, contraceptive care, and 
other reproductive issues.3 However, due to lack of 
healthcare provider knowledge of the issue of ST 
among children and a reluctance from traffi cked chil-
dren to disclose their victimization, ST is often missed.6

Standardized tools for the recognition and identi-
fi cation of ST have begun to emerge, although wide-
spread use and proliferation remains lacking. The Hu-
man Traffi cking Screening Tool (HTST) has been found 
to be more effective than usual care for the identifi ca-
tion of ST.9,10 The HTST is a brief, 19-item instrument 
that can be completed in less than 5 minutes; an ab-
breviated, six-item version of the tool can be completed 
in less than 1 minute. The full HTST 19-item instru-
ment assesses for experience of force, fraud, or coercion 
in regard to traffi cking, in addition to experiences per-
taining to commercial sex exploitation.

Although there are limited screening tools available 
at this time, understanding risk factors that contribute 
to the possibility of children and adolescents becoming 
involved in ST can allow healthcare providers to poten-
tially detect child victims of ST. Adolescents who are part 
of the lesbian/gay/bisexual/transgender/questioning 
(LGBTQ) community, have substance use problems, 
learning disabilities, and/or behavioral or mental health 
disorders are at an increased risk for ST involvement.3,11 
These subsets of the adolescent population are more 
likely to experience homelessness, which places them at 
increased risk of engaging in survival sex behaviors and 
becoming involved in ST.3,8 Family dysfunction, includ-
ing a history of abuse, neglect, untreated caregiver psy-
chiatric disorders, substance use disorder, intimate part-
ner violence, and criminality, may also increase the risk 
of being trafficked.3 A child or adolescent with any 

history of child maltreatment, parental drug or alcohol 
misuse, parental mental illness, societal isolation, or 
interpersonal violence is at a greater risk for falling victim 
to ST.7 Children living in areas of poverty with high 
crime rates, prostitution, and transient male populations 
(like truck stops, military bases, and convention centers) 
may also be at increased risk of ST.1

 ■ Clinical presentation

Aside from specifi c risk factors that place the child or 
adolescent at higher risk, a few specifi c signs could clue 
the healthcare provider into possible ST. Suspicion 
should arise if the healthcare provider notes the patient 
is “withdrawn or submissive, gives vague and incon-
sistent histories regarding their injuries or where they 
live or go to school, or appears to move frequently.”7 
The healthcare provider may note tattoos on the pa-
tient’s body that symbolize the patient has been brand-
ed by a traffi cker. One of the biggest red fl ags a health-
care provider may note is a child or adolescent who is 
accompanied by a controlling adult who refuses to 
leave the patient alone or chooses to answer all ques-
tions for the patient.

 ■ Initial management

If the healthcare provider notes any of these signs or 
has any suspicion that a patient is a traffi cking victim, 
the patient needs to be separated from all accompany-
ing parties and asked specifi c questions to try and 
determine if the patient may be a victim of ST.7 
Healthcare providers should seek to build rapport 
with patients, and should provide information regard-
ing confi dentiality, reinforcing that confi dentiality 
may be broken should the individual’s safety be at 
risk.6 Further, it can be helpful to inform suspected 
victims of the fact that healthcare providers are man-
datory reporters, and to reemphasize that the fi rst 
priority of care is the individual’s safety or well-being. 
In instances where safety is in question, or if it is sus-
pected that the individual is currently being traffi cked, 
the primary care provider must take steps to ensure 
the individual’s safety. Foremost, providers should 
attempt to keep the patient on site until law enforce-
ment or social service personnel are notifi ed, as those 
being traffi cked may be less likely to return for follow-
up care and their safety could be compromised should 
they leave the site.13 If it is not possible that the patient 
remain on site, healthcare providers should attempt 
to obtain as much accurate information as possible 
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regarding current address, housing arrangements, and 
contact information. It is also critical that healthcare 
providers are familiar with and aware of their state’s 
mandatory reporting requirements and associated 
laws.

Once the healthcare provider has recognized that 
the patient may be a victim of ST, it is extremely impor-
tant to assess for physical abuse, sexual abuse, and men-
tal health problems in the child, due to the extremely 
high prevalence of these comorbidities. The healthcare 
provider must, fi rst and foremost, try to establish a rap-
port with the patient in order to foster trust. Children 
and adolescents who are victims of ST are extremely 
vulnerable and often will only reluctantly divulge infor-
mation; therefore, direct questioning about sexual activ-
ity with other individuals, sexual pictures taken of the 
patient, and instances of sex in exchange for a want or 
need (that is, money, goods, shelter) is paramount. 
Healthcare providers should always obtain consent or 
assent when completing a physical exam, particularly 
with invasive procedures, in children who are victims 
of ST. Additionally, the healthcare provider should try 
to obtain a thorough history of family dysfunction, 
sexual abuse, physical abuse, substance use, psychiatric 
problems, child protective services involvement, inti-
mate partner violence, and LGBTQ status.3

 ■ Mental health considerations

While acute medical problems of a potential victim must 
be addressed, psychosocial concerns and mental health 
symptoms cannot be overlooked. It is well established 
that there is a high prevalence of mental health problems 
among victims of ST, including depression, anxiety, and 
PTSD.14-18 It is unclear what percentage of mental health 
problems precedes the ST experience, and what percent-
age occurs as a result of being traffi cked, but nonetheless, 
appropriate mental health evaluation and management 
is critical to improving patient outcomes.18 A recent 
systematic review of the prevalence and risk of mental 
health problems among traffi cked people reinforced that 
depression, anxiety, and PTSD are among the most com-
monly reported mental health disorders.16,17 For that 
reason, healthcare providers must be familiar with the 
diagnosis and management of these  serious mental 
health sequelae.

Outside of the context of traffi cking, it has been 
established that depression is a common mental health 
problem and a major contributor to morbidity and 
mortality, as well as disability and/or decreased quality 

of life.19 According to the Diagnostic and Statistical 
Manual of Mental Disorders, Fifth Edition (DSM-5), 
depressive disorders include major depressive disorder, 
persistent depressive disorder, disruptive mood dysregu-
lation disorder, substance or medication-induced de-
pressive disorder, and depressive disorder due to another 
condition.20 Screening for depressive disorders can be 
completed formally by using standardized tools, such 
as the Patient Health Questionnaire (PHQ-9).21 Symp-
toms can also be elicited through subjective history and 
the primary care provider’s observations or a mental 
status exam.22 Because those currently experiencing or 
with a history of experiencing ST may be at risk for 
suicide, standardized suicide screenings, such as use of 
the Columbia-Suicide Severity Rating Scale (C-SSRS), 
may be useful, with special attention given to safety 
planning, as indicated.23,24 Though referral to mental 
health specialists is often prudent in cases of severe or 
persistent depression, the condition can be managed in 
the primary care setting, specifi cally in the context of 
ST survivors. As discussed, these patients are often vul-
nerable and may prefer to remain in the care of a single, 
trusted provider, rather than reiterate their experiences 
and reestablish connections.25 In primary care, uncom-
plicated depression can be managed by nonpharmaco-
logic or pharmacologic modalities, with the fi rst-line 
medication class of choice being selective serotonin 
reuptake inhibitors (SSRIs).26,27 It is important that pri-
mary care providers be familiar with the boxed warning 
for increased suicidality in children, adolescents, and 
young adults who are prescribed SSRIs, and that they 
provide necessary patient education with use of a safety 
plan.28 The Guidelines for Adolescent Depression in 
Primary Care (GLAD-PC) were developed based on 
synthesis of expert consensus and serve as an excellent 
resource for managing depression in adolescents in the 
primary care setting.27,29

According to the DSM-5, generalized anxiety dis-
order is considered, “Excessive anxiety and worry (ap-
prehensive expectation), occurring more days than not 
for at least 6 months, about a number of events or ac-
tivities (such as work or school performance).”20 PTSD 
is defi ned as either direct or witnessed exposure to some 
type of traumatic event, including death, threatened 
death, actual or threatened serious injury, or actual or 
threatened sexual violence. Additionally, for a diagnosis 
of PTSD to be made, the patient must be experiencing 
intrusion symptoms, avoidance symptoms, negative 
alterations in cognition or mood, and alterations in 
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arousal and reactivity.20 As in the case of depression, 
anxiety and PTSD can be screened for using formally 
validated tools, or through evaluation of a patient with 
synthesis from subjective history and the primary care 
provider’s observations or mental status exam.

Also similar to depression, both anxiety and PTSD 
can be treated with nonpharmacologic methods, phar-
macologic modalities, or a combination of the two. As 
mentioned above, SSRIs can be useful for the treat-
ment of depression, but can also be used to treat anxi-
ety and PTSD. While no SSRIs are FDA-approved to 
treat PTSD or generalized anxiety in children or ado-
lescents, most, aside from paroxetine, can be used 
off-label in this population.30

As is the case with any advanced medical or special-
ized complaint, primary healthcare providers need to 
be cognizant of when to escalate the level of care pro-
vided to the patient. Many victims of ST will be in need 
of intensive mental health treatment, and should be 
connected to mental health resources as soon as pos-
sible.3 If the victim is most comfortable working only 
with their primary care provider, or if the mental 
health concerns are minor, it is appropriate to continue 
managing their symptoms in the primary care setting. 
It is also important to acknowledge the significant 
disparity in the availability of mental health providers 
in the US. For this reason, primary care providers must 
be competent at managing these mental health con-
cerns in order to bridge the gap between referral and 
treatment by mental health professionals. Additionally, 
because those who are currently being traffi cked are 
at higher risk for loss to follow-up, it may be prudent 
to initiate treatment expediently.

 ■ Trauma-informed care

Another key tenet of treating individuals diagnosed with 
a history of trauma or adverse experiences is the applica-
tion of trauma-informed care. Important principles of 
trauma-informed care include determining ways to ask 
permission, offer control, and fi nd support for the pa-
tient so that they feel comfortable and supported.31

Trauma-informed care is critical to promote contin-
ued engagement in treatment for those with a history of 
ST. Foremost, the provision of trauma-informed care 
seeks to empower patients and diverges from traditional, 
authoritarian, medical models of clinical practice.32,33 Pa-
tient autonomy is paramount, and harm reduction ap-
proaches are critical. Because many who have experienced 
or are experiencing ST may be at risk for homelessness 

and substance use, motivational interviewing approaches 
can be utilized within the harm reduction framework to 
promote best outcomes. In utilizing such an approach, 
healthcare providers can assure care continuity and con-
sistency, which can help in developing and maintaining 
trust. Furthermore, those with a history of ST may be at 
heightened risk for retraumatization within the context 
of medical examinations or medical decision-making. All 
physical exam techniques or diagnostic procedures should 
be explained carefully to the patient, with consent and 
assent occurring throughout the intervention or proce-
dure, in an effort to make the individual feel more com-
fortable and at ease.34,35 Especially for those with a history 
of physical or sexual abuse, retraumatization can be prob-
lematic. Similarly, revictimization can occur when indi-
viduals are stripped of their autonomy.33 Therefore, it is 
imperative that interactions are patient-centered.

 ■ Conclusions

ST among youth is an increasing problem in the US.3 
Additionally, youth who are victims of ST are highly 
likely to experience depression, anxiety, and PTSD. 
Unfortunately, due to lack of knowledge, education, 
and standardized screening tools, many healthcare 
providers are currently ill-equipped to handle the 
growing problem of ST. Therefore, it is essential that 
all healthcare providers who have regular contact with 
pediatric patients educate themselves on risk factors 
and signs of possible victims of ST, in addition to 
working toward creating a standardized screening tool 
to help identify these youth. 
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