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abstract
This social science case study examines the sex trafficking of women and girls in
Metro Manila through a public health lens. Through key informant interviews
with 51 health care and anti-trafficking stakeholders in Metro Manila, this study
reports on observations about sex trafficking in Metro Manila that provide insight
into understanding of risk factors for sex trafficking at multiple levels of the social
environment: individual (for example, childhood abuse), socio-cultural (for example,
gender inequality and a “culture of migration”), and macro (for example, profound
poverty caused, inter alia, by environmental degradation disrupting traditional forms
of labor). It describes how local health systems currently assist sex-trafficking victims,
and provides a series of recommendations, ranging from prevention to policy, for how
health care might play a larger role in promoting the health and human rights of this
vulnerable population.
introduction
Trafficking of women and girls for the purposes of commercial sexual exploitation is a major human rights concern.1 According to the
International Labour Organization, at least 1.39 million people are
victims of sex trafficking.2 The United Nations’ definition of sex trafficking, as outlined in its Protocol to Prevent, Suppress and Punish
Trafficking in Persons Especially Women and Children, describes the
“exploitation of the prostitution of others or other forms of sexual
exploitation” by the use of force, fraud, and/or coercion.3 Sex trafficking victims have been linked to a wide range of negative health consequences and, coupled with the large scale of the problem, represent a
serious global health and human rights concern.4
The potential role of local health systems in addressing sex trafficking
in affected areas requires elucidation. For example, providing health
services to victims represents one obvious role for local health systems,
but what more can health systems potentially contribute to the movement to eradicate sex trafficking altogether? To address this question,
we completed in-depth, theory-driven case studies of eight major cities in five countries. The aims of our study were to examine the local
contexts within which sex trafficking of women and girls takes place,
identify salient trafficking determinants in these cities, describe current local efforts to combat trafficking, and propose opportunities for
local health system engagement in future anti-trafficking work.5 Our
approach to studying sex trafficking mirrors the expansive, “holistic”
approach of the World Health Organization (WHO) Commission on
Social Determinants of Health.6 In other words, we sought to identify
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underlying social factors — at multiple levels — that facilitate trafficking. This article focuses on our case study of Manila, Philippines.
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In 2009, the Philippines was downgraded by the US State Department
to a “Tier 2 Watch-List country,” with Metro Manila being a major
source, destination, and transit area for girls and women.7 It is considered by UNICEF to have one of the world’s worst child trafficking problems.8 Accurate prevalence figures on sex trafficking are
extremely challenging to generate due to the underground nature
of human trafficking, but child trafficking estimates for the country
hover around 100,000 annually.9
The present examination of sex trafficking in Manila is guided by the
notion that sex trafficking is a serious and widespread violation of
human rights in the Philippines. Analyzing the problem through a
public health lens allows us to offer health system interventions that
address trafficking at multiple levels of the problem and to inform
subsequent human rights analyses of the issue.10
methods
Key informant interviews provided the primary data for this study.
A list of potential key informants in Metro Manila was generated
by contacting local service providers, doctors, social scientists, and
anti-trafficking advocates, who subsequently referred us to additional
individuals knowledgeable about sex trafficking and/or health care.11
Fieldwork took place over a two-week period in June 2009 until
theoretical saturation of our study questions was reached. All study
protocol received approval by the Institutional Review Board of
Partners Healthcare (Boston). Verbal consent was obtained by study
subjects prior to the commencement of interviews. Audio-recorded
interviews lasted between 45 and 90 minutes in length.
Fieldwork in Metro Manila and surrounding communities yielded a
total of 24 individual and group interviews with 51 key informants,
ranging from physicians, lawyers, and government officials to social
service providers and anti-trafficking advocates at international and
community-based nongovernmental organizations.12
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Collectively, our interview respondents reported that the mechanism
by which girls enter sex trafficking in Metro Manila often involves
elements of force, deception, economic desperation, and psychological manipulation. Trafficked girls often do not realize they are entering prostitution and are deceived by promises of jobs (for example,
domestic help or restaurant work). The literature on trafficking in the
Philippines corroborates this finding.13 The literature also describes
how children may be trafficked at first for forced labor but are later
transferred or sold into commercial sexual exploitation.14 The major-
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ity of girls and women were thought by respondents
to be trafficked as minors.15 Girls trafficked to Metro
Manila were reported to come from rural regions
of the Philippines, including Samar, Cebu, and
Mindanao, as well as several areas within Visayas.
Metro Manila reportedly serves both as a source and
a transit area from which girls are sent to Japan and
Singapore. Several respondents in Metro Manila also
reported treating “rescued” girls and young women
who had been trafficked through the province of
Mindanao, to Malaysia, although it was unclear how
many of these girls had originated from Manila.16
Two respondents characterized Metro Manila as
a transit area where girls receive “training” before
becoming dancers or entertainers elsewhere. As one
anti-trafficking advocate noted, “They get recruited
in the rural areas and then train in Manila. And once
they [have completed] training preparation, they are
ready for international exposure.”
Traffickers who lure girls from their home communities often were described as “middle men,”
“headhunters,” “canvassers,” or “recruiters.” Some
traffickers were thought to operate via large networks
while others described traffickers as solo operators
that recruited and transported two or three girls at a
time. Victims are frequently moved through seaports
or international airports, passing through security
checkpoints with forged or stolen birth certificates or
ostensibly legal documents.
One NGO respondent who works to identify and
intercept trafficking victims in transit areas described
features of a typical trafficking case in a port area:
[Y]ou could detect a group of very
young women . . . the average age of
those that are being trafficked . . . is
from 12 to 23 years old. If you look
at that age range and you see a group
of women emerging, it should already
raise a red flag to start thinking about
it. [The] [s]econd thing that you need to
look [for] is that there is always some
kind of a mother hen who holds all of
the documents; she has the tickets; she
has the personal documents . . . [T]hird these
young women are usually constrained in
their movements. Once inside the ship,
they are not allowed to talk to any other
passengers, they are not allowed to talk

with the crew, even the crew of the
boat, and if you ask them where they
are going, some of them have no idea,
most of them really have no idea what
will be their jobs.
Upon arrival in Metro Manila, girls are promptly sold
to a brothel, bar, or “casa.” In particular, casas and
brothels were reportedly the most hidden, restrictive,
and heavily guarded destinations for sex-trafficking
victims.
Upon rescue, the reintegration process in the
Philippines was characterized as being, as one policy
advocate described, “quite questionable.” However,
the lack of established systems and services to integrate trafficking victims back into their communities of origin was perceived to create conditions that
could lead to re-trafficking. “She might just be revictimized again, or worse, encourage other children
to be,” reflected one social worker.

Sex trafficking: Key determinants
Our interviews paint a complex picture of sex trafficking determinants in Metro Manila.17 Respondents
described a wide range of individual, familial, cultural, and societal-level factors that affect a girl’s vulnerability to trafficking and exploitation.
Individual-level determinants: Many respondents
identified a girl’s prior history of sexual abuse as a
major risk factor for sex trafficking. Abuse reportedly
occurs by a family member or someone close to the
family. One doctor who treats victims of child abuse
said, “I always say, especially if you have a history of
abuse at home, you know, you’re thinking ‘anything
else would be better. It cannot be worse than this.’”
Other trafficking determinants include neglect, emotional abuse, physical abuse, and poor self esteem.
Also cited as a determinant was being a prior victim
of trafficking, as well as being at a critical stage of
socio-emotional development. As one respondent
who treats trafficking victims described, a vulnerable girl has “a brain of [a] teenager that’s not yet
fully developed and is mainly emotion-based,” which
heightens her vulnerability to peer pressure.
Familial/Cultural-level determinants: A girl being raised
in a large and/or dysfunctional family was identified as
a risk factor for sex trafficking. Parents of trafficked
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girls may be uneducated, work far from the city, have
psychiatric problems, or have a history of prostitution
themselves. Some families were also characterized by
respondents as playing a complicit role in trafficking
by pressuring their daughters, nieces, or neighbors to
seek work in Metro Manila in order to support the
family. Two respondents noted how family members
may literally force girls to go with a local recruiter
or trafficker. In return, family members reportedly
receive cash advances and other gifts from traffickers
and recruiters.
Several respondents described impoverished families
in remote rural areas as operating in “survival mode.”
As one doctor reflected, “So there are girls who say
‘What’s wrong with that [prostitution] if we can fill
up our stomachs?’” One NGO respondent described
how such dire circumstances open the door to traffickers:
[T]he very force of poverty and lack of
choices [means] you don’t even have to
whip them; you don’t even have to tie
them down in the brothels so that they’ll
keep coming back to you. Because they
will, because they don’t have anything
to go back to.
A “culture of migration” was reported to exist
among families and communities in the Philippines.
Particularly in source areas, cultural pressure for girls
to support the family by moving to urban areas (or
overseas for work) was perceived to lead to victimization.
Families in rural areas may also lack knowledge or
awareness about the realities of sex trafficking in their
communities. Lack of access to education was cited as
a factor that leads to girls being trafficked. School fees
are often prohibitive, and educational and financial
resources are disproportionately allocated to boys.18
Furthermore, a social worker who treats victims in
a residential facility reported observing an influx of
trafficking cases during the summer months when
children are out of school, noting, “It’s vacation time,
so children have nothing to do. They are very easy to
encourage.”
Societal-level determinants: Consistent with recent trafficking literature, poverty and economic desperation
in rural areas were cited by respondents as major risk
factors for trafficking.19 Economic circumstances in
138 • health and human rights

some areas were believed to be so dire that families
would give up a daughter in order to survive. “The
people, the families in the rural areas are just wanting
to survive, and out of desperate measures, lend their
young,” noted one policy advocate.
Maintaining a sustainable livelihood through traditional forms of labor (for example, agriculture or
fishing) was believed to be increasingly difficult, due
to environmental degradation leading to decreased
crop yields and declining fish harvests. In addition,
recent agricultural policies and practices reportedly
contribute to forced displacement and subsequent
migration to urban centers. “We’re having difficulties with so much pesticides dumped, you know, in
the farms. The yield for each hectare of land is now
reduced because they have destroyed the . . . fertility of the soil,” noted one respondent. Mountainous
regions of the Philippines are vulnerable to typhoons
and landslides, increasing the likelihood of migration
of people to urban areas to pursue viable livelihood
options. As one social worker noted,
A lot of them are from Samar province
or that region, and it’s because that
region is very poor, very low, almost
no infrastructure development in that
region. It’s typhoon-stricken, educational levels are low, the dropout rates,
the school participation rates are low,
and even the irrigation levels are low.
An increased likelihood for re-trafficking occurs when
rescued girls are returned to their home villages,
only to discover that extreme poverty remains. One
respondent who works with an NGO remarked:
My fear is that once they go back into
their hometown . . . the whole situation
that pushed her into that situation, into
the trafficking scenario in the first place,
is . . . [still] present [in] their hometown.
You could imagine waking up early and
seeing nothing has changed from when
you left three or four years ago. It’s kind
of depressing and sometimes it even
deteriorates the situation.
Another major theme of our interviews was the
corruption, complicity, and denial of the extent of
sex trafficking by local government officials, which

volume 12, no. 2

health and human rights in practice
allows sex trafficking in Metro Manila to persist.20 In
the words of a policy advocate we interviewed,
[I]f only we could get local governments
to sign up and agree that they have to
fix the problem [of sex trafficking],
encourage local governors, mayors,
whoever, just to be less corrupt, skim
off a little less money off each thing, let
some more money trickle through these
places, you could actually make some
incremental improvements in all sorts
of governance or social issues.
Finally, the high demand for young girls in Metro
Manila was described as an important trafficking
determinant. Two respondents, who provide treatment for trafficking victims, observed that many customers are foreign businessmen, some of whom seek
out virgins. Demand for virgins is reportedly so high
that, when girls are first brought to Metro Manila,
they are taken to a private doctor to verify their virginity. Regardless of the results of the “inspection,”
traffickers increase their profit by tricking customers
into believing they are receiving the “services” of a
virgin.
existing responses to sex trafficking
in metro manila

Health consequences
Victims of sex trafficking reportedly suffer from
a number of health-related problems. Unwanted
pregnancies and subsequent medical complications resulting from forced and often unsafe abortions were described by a number of respondents.21
Physical and sexual abuse of trafficked girls was also
reported in our interviews. As a senior government
official noted, “Some would not be fed, some would
be raped, and some would be asked to work from
dawn until night . . . and I suppose these will have
some effect on how they will be able to cope.” While
documentation of the health status of trafficking
victims remains severely limited, several respondents
believed that a high prevalence of sexually transmitted diseases and a vulnerability to HIV/AIDS exists
among trafficking victims in Metro Manila.
Traumatic and post-traumatic stress were frequently
cited as mental health problems among girls rescued
from trafficking situations. One NGO representative
described this problem using the example of devout

Catholic women being forced to have abortions.
Other issues include tobacco smoking, alcohol abuse,
illegal drug use, and anger and mistrust, among other
behavioral and emotional problems.

Health services for trafficked victims
Citing the illegality of sex trafficking and prostitution, trafficked girls in casas and brothels were reported by service providers and advocates alike to have
extremely limited access to health care of any kind.
One policy advocate recounted an interaction she
had with a rescued girl on her life in a casa:
[She] was really confined . . . she can’t
go out . . . and right there and then,
the first night she had I think eight
men. She was not treated. She had a
severe STD with fever and shivers. And
according to her, actually she was asked
to take antibiotics on her own without
seeing a doctor. And then they used a
stick into her vagina to get a specimen
of her then put it in a slide . . . it was
brought to outside, but she was never
allowed to go to see a doctor.
The only access trafficked girls had to medical attention was reportedly limited to private clinics favored
by the pimp or bar owner. Given that abortion is
illegal in the Philippines, terminations were thought
to be carried out by private, unlicensed, and often
poorly-trained abortionists.22
Alternatively, some girls were believed to be given
herbal or pharmaceutical medications to induce
abortion. A social services provider, for example,
reported that
[t]here are rescued victims who shared
their story that [the trafficked victim’s]
employer will give them some kind of
medicines to prevent them from getting
pregnant or to abort their baby so that
they will continue working as sex workers, and this information is based on the
cases documented and testimonies of
those rescued already.
Immediately following rescue, trafficking victims are
reportedly sent to a forensic examiner in a government facility for age verification.23 If the individual is
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declared both underage and a trafficking victim, she
is sent back to her family or placed in a rehabilitation
home. This process was described as “critical” by one
landmark report on child trafficking, “since [it] may
spell the difference between the child overcoming the
initial trauma and developing into a healthy adult or
[instead] going back into the cycle of victimization
and abuse.”24
According to our interviews, the Department of
Social Welfare and Development (DSWD) is responsible for the coordination of policies and services for
trafficked girls who have been rescued. Resource allocations for the Philippine Government’s anti-trafficking efforts reportedly focus largely on the prosecution
of traffickers; as a result, the government looks to
NGOs to coordinate health care and mental health
support for victims.
Government and nongovernment respondents
pointed to the active presence of NGOs as critical
stakeholders in the delivery of health care services
to victims. Government-run residential facilities for
survivors of rape, abuse, domestic violence, and trafficking were described as having been established to
rehabilitate and reintegrate the girls back into their
communities of origin. NGO-run residential services
were also said to have been established in and around
Metro Manila. Most respondents noted that NGOs
provide more sensitive and less discriminatory services than their government counterparts, and indicated
that NGOs often made referrals to private hospitals
that offer appropriate, “child-friendly” services. One
NGO respondent who coordinates aftercare services
for rescued victims noted:
[A]nd

for the government, because of
budgetary constraints, their least priority is the medical checkup . . . of the
kids, so we come as an NGO helping
these kids. So we are the ones responsible for bringing . . . them to a private
hospital . . . and the government cannot
afford that.

The interviews also revealed the existence of collaborations among providers, advocates, and governments
related to service delivery for victims. One frequently
mentioned collaboration was the Child Protection
Unit Network (CPU), thought to be the country’s
major service provider on issues related to child
trauma and abuse.25 The CPU reportedly receives
140 • health and human rights

the majority of its resources for services through
private foundations, but is also endorsed and supported through a partnership with the Department
of Health. The CPU was said to have evaluated and
treated more than 7,000 abused children through 28
CPU facilities across the Philippines in 2008. Several
respondents described how anti-trafficking organizations, in addition to providing services for child abuse
and trafficking victims in Metro Manila, also link
with CPUs in rural source areas for medical expertise
and for abuse and trafficking prevention activities.
Efforts to involve health care service providers and
related professionals in anti-trafficking training exist
in some source areas.26 In addition to providing antitrafficking awareness and education in barangays,
respondents reported working with local leaders to
assure that service providers, community educators,
and social workers are aware of available resources
regarding child protection and trafficking prevention,
including how to make referrals.27 “If you start doing
community education, you’ll get [trafficking] cases;
you have to know where to go,” observed one respondent. Another anti-trafficking expert and community
educator reflected:
[We] ask [local service providers] to . . .
link up with the local Child Protection
Unit if it exists in that area because . .
. we don’t have expertise as medical
professionals, so we have to learn how
to link up locally as well. And some of
our greatest advocates are actually medical practitioners, you know, medical
municipal health officers for example,
who take on the issue of trafficking in
addition to what they’re already doing.
Barangay health workers were reported to provide
community outreach and education on issues of local
importance to the community, such as child abuse,
HIV/AIDS, and, in some cases, trafficking. “They
know that trafficking is an issue, and is a reality in
the areas they work in,” commented one advocate.
An NGO service provider explained how the system
is structured:
[Barangay health workers] used to be
mothers who were not doing anything,
so they just decided to volunteer for
a commune. So, it is a pool of people
engaged in the health care system who
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could be of help, and they’re the ones
who are usually trusted, because in every
barangay, there is usually . . . one registered nurse, then they have this doctor
who goes there once a week, full moon;
yeah, so it’s not really that much, but
they’re the ones that are trusted by the
people and by the health professional
himself or herself.

Barriers to health-system response to trafficking
Overall, respondents suggested that combating sex
trafficking is not a health priority for the government.
As reported above, the Philippine Government’s
coordination for anti-trafficking initiatives occurs
through the Inter-Agency Council Against Trafficking
(IACAT), chaired and co-chaired by representatives
from the Department of Justice and the Department
of Social Welfare and Development, respectively.
IACAT’s priorities have been interpreted as mainly
prosecution-focused rather than victim-centered.
“The [anti-trafficking] law was passed . . . without
any appropriation for its implementation,” noted one
anti-trafficking policy expert. Consequently, members
of IACAT are responsible for allocating funds from
their own budgets to carry out IACAT-related activities. As a result, the government reportedly defers
administration of most public health and some social
welfare services for sex trafficking victims to NGOs.
Respondents specifically pointed to the fact that
IACAT lacks representation on the Department of
Health (DOH). Observed one advocate active in
anti-trafficking policy, the DOH “hasn’t even figured
into any discussions that I’ve had over the past year
on trafficking.” As possible reasons for DOH’s lack of
involvement, respondents suggested DOH not wanting to add responsibility, given its current budget
limitations, or the government’s lack of recognition
of trafficking as a health issue.
Public health care was not reported to be a high priority for the local or national government. Existing
health and mental health services reportedly suffer
from chronic funding shortages. Two respondents
thought that such shortfalls are used to justify the
public health system’s lack of involvement on issues
such as child abuse prevention or trafficking. While
NGOs attempt to address this gap by offering their
services to marginalized and vulnerable people in
Metro Manila, one NGO respondent cautioned that

NGO-run services are susceptible to funding cuts
and shifting priorities, saying, “I mean we’re really
depending on grant to grant. What happens if the
world ‘flavor of the month’ changes?”
Respondents described existing public health facilities as lacking materials and human capacity, and
thus unable to deliver effective medical treatment on
a population-wide level. The “brain drain” phenomenon was thought to be pronounced in the medical
professions. In addition, the number of social workers and mental health professionals able to provide
care was reportedly insufficient. As one psychiatrist
observed,
Some [hospitals] don’t have mental
health services for children. . . . Some of
them try to encourage volunteers, so if
they get volunteers, that’s the only time
that the children get mental health services. So if they don’t have volunteers . . .
they don’t offer the services.
While the Department of Social Welfare and
Development is responsible for ensuring that rescued girls receive health care and social services,
respondents reported serious deficiencies in DSWD’s
response to the health care needs of victims. When
newly rescued girls are taken to a government hospital, they are described as often being traumatized
and upset, yet treatment was perceived as judgmental — and often not child-friendly. Clinical care for
women at government facilities in Metro Manila was
described as insensitive and “emotionally distant.”
Two respondents posited that the high number of
patients waiting for treatment overwhelms government hospital staff, which, in turn, develop insensitive treatment routines as a protective mechanism.
“They’ve developed numbness for this. And then they
shout, they shout at these women, ‘Oh you’re here
again!’” said one respondent. A social worker expanded on this sentiment, noting, “Sometimes they are
being labeled as willing victims; that they came willingly and they should accept the fact that they have
been victimized there, because they consented.”
When NGOs are not present following a policeonly rescue of a trafficked girl, there is reportedly
an increased likelihood that a victim’s health care
needs are neglected. Two respondents attributed this
to a lack of knowledge and priority among police.
“Sometimes the police don’t even record the case,
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especially if it is something they can’t solve,” noted
one respondent.
Another respondent engaged in advocacy work
described an interaction with a law enforcement
representative who was managing the case of a newly
rescued trafficked girl:
The NBI [National Bureau of
Investigation] agent who was handling
the case was complaining that he didn’t
have money to pay for the health tests
that this girl needed. Basically he said
that, “You know we have to do HIV,
pregnancy, etcetera, etcetera, so many
tests,” but [the NBI agent] said “I don’t
have any budget for, you know to help
the girl undergo all these other tests that
are necessary, not just the medical, legal
examinations.”
Health care services to girls in residential rehabilitation facilities were described as being extremely
expensive. Noted one social worker, “You have to pay
for it, so that the girl will have access to it. Even the
check, the HIV test, the HIV/AIDS testing, we have
to pay for that. So it’s not for free.”
Rehabilitation services offered at government rescue
homes (also known as government crisis centers) are
reportedly intended to help survivors of child abuse,
domestic violence, and trafficking. Yet many respondents indicated that workers at these centers lack the
required technical skills and training to effectively
respond to the health and mental health challenges of
victims. One physician told us,
It also depends on when you rescued
them, you know. When you rescued
them on the way to being trafficked,
they’ve not yet been trafficked, it’s just
en route . . . so they have not yet experienced being raped. [The victims tell
us,] “You’re in the way, you’re not being
helpful; what can you offer us, you
know, because we’re being promised
a job and a livelihood. What can you
offer us . . . because you’re preventing
us from . . . helping our families.”
Similarly, a major barrier identified by respondents
is the lack of awareness among doctors, psycholo142 • health and human rights

gists, and nurses regarding the particular needs facing
trafficking victims, and how these needs differ from
abuse survivors. An advocacy worker emphasized that
[h]andling trafficking victims is somehow more challenging compared to
handling victims of child sexual abuse
or interfamilial abuse . . . how [forensic
doctors] interview or how they draw
out the situation of child sexual abuse
. . . is very different from getting information about the trafficking incident . . .
so, I think it’s not yet as, it’s not within
the awareness, even of child trafficking
practitioners or even child protection
practitioners to really get more involvement of the medical profession.
Among our respondents, two senior level health
care administrators thought that curricular materials
about trafficking do not exist in schools of nursing,
public health, or medicine in the Philippines.
opportunities for local health system
response to sex trafficking

Policy actions
Collectively, interview respondents called for coordinated anti-trafficking efforts at local and national
levels of government that explicitly involve a health
care component. DOH representation on IACAT
was seen as an essential and practical step that could
begin to integrate public health perspectives into
national policies and services. As one doctor who
treats survivors of abuse and trafficking at a government hospital reported:
The way that the Department of
Health is acting is that they really
look at child trafficking, child abuse,
as not a health problem. . . . They
really look at it as a problem mainly
belonging to the hands of either the
Department of Social Welfare or the
Department of Justice. I think we
were lucky . . . when we decided that
[our child abuse center] was going to
be hospital-based, because it more
or less forced . . . the hand of [the
Department of H]ealth to look at
it as, to take ownership, that it is a
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health problem, too. That it’s not just
social welfare and . . . justice.
Many respondents believed that an effective public health response to trafficking could be achieved
through improved utilization of existing resources.
For example, one respondent thought the government could provide tax incentives for hospitals that
demonstrate competency in treating trafficking survivors and victims of violence or abuse. The respondent
also advocated for a coordinated effort for service
delivery:
[T]he social welfare offices should really
devote the resources, not entirely in
coming up with their own programs,
but in mapping programs that are
already in the community and finding
links and helping them improve those
programs. Because . . . we have community health centers that are available
and that we utilize as some kind of focal
point for stability for the social workers . . . they should have more rational
process of allocating funds. There are a
lot of actions, so, we have funds for livelihood programs but usually the livelihood programs that could be accessed
by trafficked victims and their families
are usually given to municipalities or to
barangays that are politically connected
with [for example] . . . the decision
maker from that agency.

Mental health services for trafficking victims
Respondents also called for survivor-centered, rightsbased psychosocial systems of care and support
immediately following the rescue of victims. One
NGO respondent who works with rescued children
thought that many existing barriers to service delivery
in Metro Manila could be lowered by offering a “onestop shop” for victims, post-rescue:
You go there, you don’t have to be
transferred from one agency to another;
you get your initial medical exam; you
get dental aging there . . . that’s where
they could also meet psychologists and
social workers who can help out in
counseling.

The Philippine Government’s current policy of subsuming rescued trafficked victims under existing services and infrastructure for survivors of other forms
of abuse was viewed by many as ineffective, because
it fails to account for the complexities specific to victims of sex trafficking.
Respondents also called for curriculum development
to train doctors, nurses, forensics specialists, mental
health professionals, and social workers on the specific health needs of trafficking victims. As a recent
International Labour Organization report on child
trafficking in the Philippines notes, “Most medical
curricula [in the Philippines] often capacitate medical professionals to diagnose the biomedical aspects
of illness but lack child- and gender-friendly protocols.”28
Respondents emphasized, in particular, how the
needs of sex trafficking survivors may differ from
the needs of survivors of other forms of abuse. As
one advocate observed, “I think doctors may know
about trafficking, but responding to a trafficking
victim is different from responding to a child sexual
abuse victim.” Several respondents suggested the
possibility of integrating sex trafficking into medical
or nursing schools through existing social medicine
modules covering child abuse, domestic violence, or
sexual assault.

Prevention and community education
Another recommendation from respondents was for
the health community to engage in primary prevention of trafficking by piggybacking onto existing
community-based health projects in source areas
of trafficking. For example, respondents recognized
that the service needs of sex trafficking victims differ from those of other survivors of abuse. However,
since childhood abuse was identified as a key trafficking determinant, respondents suggested linking local
barangay health workers’ ongoing efforts to identify
and prevent child abuse with trafficking prevention
activities. As one policy advocate observed,
We’re finding that a lot of the trafficking victims have already been victims of
abuse within the home or in their community before they are trafficked, so if
we can find ways to assist them at an
early stage, you know when the family
is not protecting enough, you know, to
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put in the protective mechanisms early
enough then maybe we can prevent trafficking in the long run.
Another respondent, a service provider, noted:
I also would like to see trafficking,
migration, and violence against women
and children’s issue integrated with the
training that’s being provided . . . we
have barangay health workers. These
are volunteer health workers, so they
should also at least receive information about this; they should be able to
detect, because they’re at the community levels, so we could detect whether a
house is being used as a prostitution den
or suspected recruitment or trafficking
situation that’s being initiated, so they
should be part also of the solution.
conclusions
This case study underscores how and why sex trafficking has become a health and human rights concern in Metropolitan Manila. For instance, the mere
presence of child trafficking in Manila undermines
core tenets of the UN Convention on the Rights of
the Child. Our study illustrates the complexity of the
sex trafficking trade and the myriad factors at multiple levels that underpin its existence and perpetuation. The interviews extend our understanding of the
risk factors for sex trafficking at multiple levels, and
their important interactions; factors include individual (such as childhood abuse), socio-cultural (for
example, gender inequality and a “culture of migration”), and macro (such as profound poverty caused,
inter alia, by environmental degradation disrupting
traditional forms of labor). The case also underscores
the severe health problems trafficking victims suffer
across their life course, that is, prior to, during, and
after their enslavement.
We have also presented evidence of the purported
failure of the Manila health system to both recognize
and intervene effectively on behalf of trafficking victims. Promoting health equity requires an integrated
response that considers the complex and contextual
realities facing this vulnerable population. However,
mental health services in the city are insufficient to
meet the needs of many trafficking victims. At a policy level, the Department of Health lacks representation and visibility on IACAT, the country’s leading
144 • health and human rights

initiative related to trafficking. At present, trafficking
prevention does not appear to be even remotely a
priority of the local health system. The participation and leadership of the Department of Health on
IACAT is one example of a pragmatic step that the
government could take toward creating an integrated
response for sex trafficking prevention and treatment
in Metro Manila.
Furthermore, it is worth exploring how anti-trafficking initiatives could be integrated into existing
health care and social services offered to communities, particularly in known source areas of trafficking.
For example, despite the several important differences
in service needs for survivors of sex trafficking and
those of child abuse, child abuse was identified as a
key determinant of sex trafficking. For this reason,
respondents recommended an alliance between antitrafficking programs and existing child abuse health
care services at the barangay level to help prevent
sex trafficking. In a similar vein, upon reintegration,
barangay level health systems could be strengthened
and engaged to integrate a victim girl back into her
community and provide appropriate follow-up health
and mental services.
At the same time, many respondents expressed frustration that the current government rehabilitation
services for trafficking victims are often packaged
into existing services for survivors of other forms of
abuse without considering the wide range of health
issues specific to sex trafficking victims, particularly
around mental health. Sex trafficking victims warrant
care and support by mental health professionals who
are trained to address the particular circumstances
victims face. Schools of medicine, nursing, or social
work should consider incorporating a trafficking
component into existing modules that discuss child
abuse, domestic violence, or sexual assault.
Anti-trafficking strategies must be mindful of the
multiple levels at which trafficking determinants
occur. They must recognize the complex social factors that drive girls into sex trafficking and create the
high demand for commercial sex. Many parallels can
be drawn between strategies to address sex trafficking and those designed to eliminate health inequities. Interestingly, the major strategies proposed by
the WHO Commission on Social Determinants of
Health to reduce health inequities — “improve daily
living conditions,” “tackle the inequitable distribution of power, money, and resources,” and “measure
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and understand the problem and assess the impact
of action” — would also likely disrupt sex trafficking and mitigate its harmful impacts.29 For example,
the Commission on Social Determinants of Health
emphasized a need to redress “gender inequities”
because of the hypothesized pathways through which
these inequities translate into adverse health outcomes for women. Specifically, the Commission calls
for “policies and programmes that close gaps in education and skills, and that support female economic
participation.”30 Such action, if specifically applied
within the anti-trafficking field, would also blunt
some of the major drivers of trafficking.
We recognize that our study had several inherent
limitations. For example, we limited our focus to
women and children without examining exploitation and trafficking of men and boys. Furthermore,
this case study is intended to represent a first phase
of research toward the eventual development and
refinement of theories on sex trafficking that will
contribute to evidence-based theory-grounded intervention. While we spoke with a wide range of service
providers who work directly with trafficking victims,
we did not speak directly to sex trafficking victims.
Hearing the perspectives of trafficking victims would
strengthen the findings of the present study.
Ultimately, societies in which sex trafficking and
severe health inequities continue to persist cannot be
viewed as “healthy” in any sense. The underlying conditions that contribute to their existence must end if
strides are to be made to improve population health.
As one Manila interview respondent noted about
strategies to address sex trafficking, “Livelihood,
transport, housing, clean water . . . and all that. I
mean that’s a holistic view to address the problem.”
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