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Abstract

Abstract

Human trafficking is a crime that can result in both acute and chronic physical and mental health
problems for victims. Additionally, victims are often faced with various social challenges. In recent
years, many countries have recognized victims of human trafficking as a target population for their
social and health services. In the Netherlands, the number of victims of human trafficking that seek
shelter has more than doubled in the last decade and 3% of placements in shelters for victims of
violence are now for victims of human trafficking. Despite the increasing relevance of victims of
human trafficking for the Dutch social and health services, there is a dearth of evidence on how to

best facilitate recovery for this population, both in the Netherlands and internationally.

This thesis makes a contribution to redressing this knowledge deficit and explores the Dutch post-
trafficking social and health services from the viewpoints of service users and service providers. By
analysing their experiences with post-trafficking service provision and by building on theories of
both service needs and system development, the thesis provides insight into these services from
different empirical and theoretical perspectives. Its findings are based on data collected from
interviews, observations, literature reviews and documentary analyses, mainly making use of

qualitative methods of analysis.

The thesis is situated in the field of social and health services research and makes two main
contributions to this field. First, it advances insight into how recovery is conceptualized and
experienced by victims themselves. Second, it provides lessons about how that recovery can be best
facilitated by countries’ social and health services. Finally, the thesis also contributes to the
gualitative research methods literature by reflecting on the challenges that were encountered in

interviewing victims of human trafficking.
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Chapter 1: Introduction

What is human trafficking?

Each year, 1.2 to 3 million people fall victim to human traffickers and globally there are 21 to 36
million adults and children who live in conditions that are often referred to as ‘modern-day
slavery’."™ While this term is frequently used to describe these exploitative practices,”” the more
formal term is ‘human trafficking’. Human trafficking is a broad and global phenomenon: it includes
trafficking of children in Haiti for domestic labour; slave raids in Sudan, grounded in ethnic and
religious differences; forced labour and debt bondage in India; exploitation of men and women in

Bangladeshi garment factories; international organ trafficking; and the trafficking of men, women

and children for sexual exploitation.’

Various terms are applied internationally to describe situations in which individuals are exploited
through coercive or deceptive means.” ‘Forced or compulsory labour’ means all work or service
which is exacted from any person under the menace of a penalty and for which the said person has
not offered himself voluntarily.” ‘Slavery’ resembles the concept of forced labour, but also implies
ownership. All slavery is forced labour, but not all forced labour is also slavery.” ‘Debt bondage’ is
often identified as a practice similar to slavery but involves a debt that cannot be paid off in a

reasonable time, which people are forced to accept (people are often born into debt bondage).’

‘Human trafficking’ encompasses all three abovementioned types of exploitation, except that the
definition has been restricted to cases where a victim has been moved from one location to
another.® However, this facet of trafficking is being revisited. The US Department of State, the
publisher of the periodical Trafficking in Persons reports,” which describe governments’ efforts to
combat human trafficking around the world, has recently clarified that victims do not need to be
physically transported from one location to another in order for the definition of human trafficking
to apply.” International organizations are supporting this view.? This expansion of the concept has
been relevant, since the grooming of minors or young women and men into sex work within
Western European countries is now broadly viewed as a form of human trafficking.” As a
consequence, such groomers can be prosecuted under human trafficking laws. Other forms of
internal or domestic trafficking (trafficking that takes place within the boundaries of a country) are

now also seen to fall under the definition of human trafficking.™

To explain the term ‘human trafficking’ it is important to unpack the purpose of human trafficking:
exploitation. While human trafficking has been previously conceptualized and described primarily as

11,12

trafficking in women and children for the purpose of sexual exploitation, the term is now widely

recognized to include multiple kinds of exploitation. According to the UN Protocol to Prevent,
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Suppress and Punish Trafficking in Persons, Especially Women and Children, which includes the most
universally accepted definition of human trafficking, these kinds of exploitation include, at a

minimum: %2

e prostitution of others or other forms of sexual exploitation
e forced labour or services

e slavery or practices similar to slavery

e servitude

e the removal of organs

To understand the term human trafficking, it is equally important to unpack the different means by
which trafficking can take place. These are often summarized by noting that trafficking can happen
through coercive or deceptive means, but this can be subclassified further into the following means

by which trafficking can take place: *®

the threat or use of force

e coercion

e abduction

e fraud

e deception

e the abuse of power or of a position of vulnerability

e the giving or receiving of payments or benefits to achieve the consent of a person having

control over another person

These different means of trafficking have been relevant in defining the breadth of the concept of
human trafficking. For example, more subtle means of trafficking such as deception and abuse of a
vulnerable position — often employed by domestic traffickers and groomers — are explicitly included

in this definition.

Based on these definitional components, the term ‘human trafficking’, then, might be viewed as an
umbrella term. What all the different forms of human trafficking have in common is that they occur

for the purpose of exploitation, through coercive or deceptive means.
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Human trafficking and health

The first studies on the health problems of trafficked persons were published early in the 21*

B31% |1 the past decade, several others followed.™ Despite this, our knowledge of the health

century.
problems of trafficked persons remains very limited. A recent systematic review of the health

problems of trafficked persons found only 16 reports of studies that met their inclusion criteria."

Several groups are particularly under-researched in this regard, including trafficked men and victims

15,16

of labour trafficking. Certain problems have also received relatively little attention, such as

mental health and social problems (as compared to victims’ sexual health, in particular HIV, which

has been studied more extensively).”>*°

Furthermore, the generalizability of much of the existing
research evidence is limited, since health problems are likely to vary considerably between trafficked
persons based on differing trafficking experiences, socio-demographic factors, pre-trafficking health
status, pre-trafficking experiences, and the geographical context of both the origin and the
destination country.”” As an example, in the recent systematic review that included 16 studies, 11

were conducted in Asia."® For the reasons mentioned above, it is difficult to generalize the findings

of those studies to Western European or Northern American contexts.

Yet, there are valuable lessons to be learned from the studies that are available. All studies show a
high prevalence of violence and a range of different physical and mental health and social problems
among people trafficked for sexual exploitation.'*'® The few studies that have researched the
mental health of victims of human trafficking suggest a high prevalence of post-traumatic stress

15,18-20

syndrome (PTSD), anxiety disorders and depressive disorders. These symptoms are especially

prevalent in the acute post-trafficking phase, but have also been shown to endure longer-term.*

These studies have also shown that trafficked persons’ trafficking experiences are associated with
their health outcomes. Experiences such as repetitive physical and psychological abuse, rape and
confinement have been shown to have a profound impact on the mental health of victims of human
trafficking.”* Similarly, pre-trafficking experiences such as childhood sexual abuse and domestic
mental and physical violence are relatively frequently seen among victims of trafficking.** These may
play a role in the aetiology of health problems among this group and even in the factors that led to

the person being trafficked in the first place.

Besides mental health problems, a large variety of physical health problems has been found among

victims of human trafficking attending post-trafficking treatment services. These can include:'**®**
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e psychosomatic trauma-related problems (e.g. headaches, abdominal symptoms, sleeping
problems, chronic fatigue, and backache);

e problems directly related to the type of exploitation (e.g. sexually transmitted infections,
contusions, broken bones, pregnancy, and (unwanted) abortions); or

e problems associated with health neglect (e.g. dermatological problems, unhealthy weight

loss, and dental problems).

Finally, there are several other factors that further complicate social and health care for this group.

Examples are:

e pregnancy or care for children among some trafficked women;*®

o legal procedures against traffickers and immigration procedures for victims that impact the
mental health of victims;

e cultural and language barriers;*”’ and

e other social problems such as difficulties with finding work or education, a lack of social

support, feelings of shame and guilt, and social stigma.***°

See Appendix 1 for a more extensive review of what is known about the health consequences of

human trafficking.

Social and health services for victims of human trafficking

In the past decade, there has been a growing awareness of a need for social and health services for

39 Several factors may have contributed to this, including: increasing

victims of trafficking.
recognition of the human trafficking problem;>! the newly established legal imperatives to protect
victims of trafficking;® the increasing judicial attention for the crime of trafficking, leading to an
increasing number of convictions for human trafficking and increased identification of victims;** and

1415 Since victims

the development of knowledge about the health problems of victims of trafficking.
of human trafficking are often in urgent need of shelter after exiting a trafficking situation, the
development of post-trafficking services has focused on the shelter sector. In many countries,
shelter and care for victims of trafficking have been provided under the umbrella of more
established shelter care sectors, such as for victims of domestic violence, the homeless, or refugees /
asylum seekers. Very recently, however, several countries have started to establish specialized

shelters for victims of human trafficking.>*****
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To date, research to support the development of social and health services for victims of human
trafficking has been scarce. There are important gaps in our knowledge of the social and health care
needs of victims of human trafficking. One key gap constitutes what victims of trafficking themselves
perceive to be their social and health care needs. Furthermore, our knowledge of existing post-
trafficking care services in specific country contexts is limited, in particular with regards to the
experiences of both service users and service providers with these services.*® Research on both the
service needs of victims of trafficking and service users’ and providers’ experiences with existing
services is needed to help these services mature and develop further in the future.®® Yet, currently,
literature in this area remains almost completely limited to grey reports.*® A more detailed review of

this social and health services research literature is provided in Chapter 2.

Human trafficking in the Netherlands

There were several reasons why | chose the Netherlands as my research location. Partly, this was a
personal consideration; | am Dutch and this made it easier for me to read relevant policy document
and speak to care providers. Furthermore, my pre-existing knowledge of the Dutch social and health
care system was advantageous. Besides this, the Netherlands is also a good study location as, since
1990, it has been at the forefront of anti-trafficking efforts.* The Netherlands has decriminalized sex
work, providing a legal context that facilitates effective responses to human trafficking.>® Moreover,
before this research commenced the Netherlands had just undergone a shift in policy from providing
care to trafficked persons in general shelters for domestic violence and the homeless, to providing
specific shelter and care for victims of trafficking in specialized shelters (see later section “Post-
trafficking shelter and care provision in the Netherlands”). This provided an interesting and unique

opportunity to study these services soon after they had been established.

Before elaborating on the Dutch social and health services for victims of human trafficking, | will
provide some background on the scale of human trafficking in the Netherlands and the legal

framework that underlies anti-trafficking efforts in the Netherlands.

Scale of human trafficking in the Netherlands

The number of potential victims of human trafficking identified annually in the Netherlands has risen
steadily over the past years (see Figure 1.1). Potential victims are registered with the Dutch
Coordinating Centre for Human Trafficking (CoMensha). The number of registrations was 1711 in

2012 and 1437 in 2013.* Of these, 274 and 212 made a request for shelter and care respectively.’’
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These numbers have more than doubled in the past decade * and constitute 3% of all placements in

shelters for victims of violence.*

These numbers likely underrepresent the actual annual number of victims of human trafficking in
the Netherlands. The hidden nature of the population makes identification of victims difficult.
Internationally, it is estimated that only a small percentage of victims is identified."***** FairWork, a
Dutch civil society organization working on human trafficking-related issues, estimates the number
of people trafficked in the Netherlands to be 30,000, of which 9,000 are exploited in the sex
industry.42 This number, however, should be considered a ‘guesstimate’; a strong evidence base for

estimates of this kind does not exist.**

Number of potential victims of human
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Figure 1.1. Number of potential victims of human trafficking registered at CoMensha 7

Identified victims were most often trafficked for sexual exploitation. This was especially true for women (72%). Men were
more often exploited in other sectors (23% trafficked for sexual exploitation). Victims were most often (32%) of Dutch
nationality (i.e. victims of domestic/internal trafficking; a large proportion of these victims are ‘groomed’ into sex work by
so-called ‘loverboys’ 9). Women constituted 88% of the total number of registered victims, men 12%. Of the total, 18%

were minors (<18 years of age).

Legislative framework for trafficking responses in the

Netherlands

There are three laws that are relevant to human trafficking in the Netherlands: *

1. Section 273f of the Dutch Criminal Code specifies what exactly ‘human trafficking’ is under

Dutch criminal law and the appropriate punishment.
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2. Chapter B8/3 (formerly B9) of the Aliens Act implementation guidelines specifies: **™°

e The right of victims to a reflection period of three months, in which the victim can
decide whether or not to cooperate with police and prosecutor and/or press charges.
e The right to a temporary residence permit for the time the trial of the offender(s)
lasts. Cooperation with police and prosecutor in the prosecution of the offender(s) is a
precondition for the temporary residence permit.
e The right of victims to receive (both in the reflection period and when temporary
residence status is obtained):
o medical care;
o social benefits;
o legal assistance; and
o shelter.
e A detailed overview of the responsibilities of different organisations and agencies that
come into contact with victims of human trafficking.

3. Chapter B9 (formerly B16/7) of those same guidelines sets out that continued residence
(after temporary residence status on the basis of B8/3 has expired) can be requested if the
victim has cooperated in the prosecution of an offender, which led to a conviction; if the
criminal procedure lasted more than three years; or on the basis of humanitarian

circumstances.”’

Post-trafficking social and health services in the Netherlands

The COSM programme
Previously, shelter and care was provided for victims of trafficking in the Netherlands in shelters for

33,34

victims of domestic violence, the homeless or migrants. In recent years, recognition has grown

that the provision of shelter and care for victims of trafficking among these other populations cannot

33,34

be tailored to their specific service needs. Therefore, a new programme, called the ‘Categorical

Care for Victims of Human Trafficking’ (COSM),” was established in 2010.3334>4849

The COSM programme started in June 2010 as a two-year pilot, was extended for two and a half
years in 2012, and again in 2014. In 2010 and 2012, three ministries, the Ministry of Health, Welfare,
and Sports, the Ministry of Security and Justice, and the Ministry of the Interior and Kingdom

Relations,”® jointly extended funds for shelter and care services under the COSM programme to

’ ‘Categorical care’ refers to care that is provided exclusively for one population, in this case for victims of

human trafficking.
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three different shelters by means of a public tender. The three shelters that won the tender in 2010
were the same three shelters that won the tender in 2012. In 2014 the Ministry decided to continue
care provision through the three shelters that had won the tender in 2010 and 2012 without a
tender, pending decisions on the integration of the COSM into the regular social care framework of

the Netherlands (see Chapter 6 for more detail on these developments).

At the time of the study, the three shelters in the Netherlands that were part of the COSM pilot had
a total of 50 beds. Two shelters were for women only and had 20 beds each; one shelter was for
men only and had 10 beds. Since then, these numbers have increased to 27 and 16 respectively,
bringing the total number of beds for the COSM to 70. All shelters provide shelter exclusively to
adults (and their children). Different shelter arrangements are available in the Netherlands for

victims of trafficking who are minors.™

In 2012, 113 victims of human trafficking were placed in one of the three COSM shelters. Although a
substantial percentage of trafficking victims identified in the Netherlands are of Dutch nationality,
the majority of victims who entered the COSM shelters at the time of this research were of foreign
nationality (>95%) (later this became 100%, because the entry requirements for the COSM shelters
were restricted and only foreign victims were allowed to receive shelter under the COSM
programme).”® Most victims in the COSM shelters at the time of the research were trafficked for the
purpose of sexual exploitation (both women (>95%) and men (75%)) [personal communication T. van

Driel from CoMensha d.d. 24 May 2011].

The COSM shelters are a form of crisis shelter (Figure 1.2). They are intended to provide shelter and
care for a maximum of three months. After this, the intention is that victims move towards long-
term shelters, supported housing facilities or a house of their own in the Netherlands, or travel back
to their home country. The period of three months coincides with the reflection period that victims
are entitled to, during which they can decide to cooperate with law enforcement or not (see earlier
section “Legislative framework for anti-trafficking efforts in the Netherlands”). There are individual
differences between the three shelters, but they all offer secure and safe crisis shelter; facilitate the
provision different types of social and health care (either in the shelter or by service providers
outside the shelter); and provide information on legal matters and assist service users in acquiring a

legal counsellor if required.
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Figure 1.2. Dutch chain of social care
The Dutch chain of social care comprises five steps: Emergency shelter (one day commonly; crisis shelter (commonly
maximum six weeks to sometimes three months); long-term shelter; supported housing; and independent living (if

necessary with provision of outpatient social services). Note: Not all service users go through all steps in the chain.

Other shelters and services

The COSM shelters are not the only shelters that provide care to victims of human trafficking.” The
regular shelter sector still has places for this group, mostly in shelters for a broader group of victims
of violence or homeless people (and sometimes categorically). When both crisis-shelter and long-
term shelters placements are included, the number of shelter placements for victims of human
trafficking in non-COSM shelters was 447 in 2012 (numbers not available for 2013).>* This number
appears high compared to the aforementioned 274 victims who requested shelter and care in 2012,
because victims who received shelter in multiple non-COSM shelters are double counted.” An
important difference between this group of victims and the victims of human trafficking that receive
care in the COSM shelters is that this group includes Dutch victims and victims below the age of 18
years of age, who are not eligible for the COSM programme. Most non-COSM placements for
foreign, adult service users consisted of long-term shelter care.® Besides shelters, there are
outpatient social services for victims of human trafficking in the Netherlands. In total, 798 victims of

human trafficking made use of some type of outpatient service in 2012.>

Terms, punctuation, notation and chapter format

There are various terms in this chapter that require further explication, such as ‘recovery’ and

‘victim’. | define these terms and all others that are relevant to my doctoral research in Chapter 2.

| also wish to make a brief note here on punctuation and notation. | have consistently used the
inverted commas (‘ and ’) for highlighting terms that | wished to discuss, such as ‘recovery’. To quote
people or documents, | have used the double quotation mark (“ and ”). In quotes, (...) means that |

omitted a section of the quote, [...] means that | omitted a section of the text for confidentiality
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reasons, and [word] means that | added a word to clarify the quote. Words that | have quoted in
CAPITAL letters were emphasized by participants. Words that | have written in jitalic are words that |

wished to give emphasis.

Finally, the chapters that present results, that is Chapter 4, 5, 6, 7 and 8, are mostly written in an
‘article format’, structured in four sections (Introduction, Methods, Results and Discussion) and
providing a Summary at the beginning. | chose this format because | wanted these chapters to be
readable independently from the rest of the thesis and to facilitate later publication of the chapters.
Chapters 4 and 7 are written in variations to this format: Chapter 4 is a methodological article that
presents most of the results and discussion together in one section; and Chapter 7 is written as a
policy commentary (rather than a research article) and therefore adheres to a freer structure than

the other results chapters.

Rationale, aim and objectives

The rationale for this research is:

There is a dearth of evidence on the social care and health care needs of victims of human trafficking
and the experiences of service users and providers of existing social and health services. More
research is needed to improve our understanding of how to provide appropriate shelter and care for

this population.

The aim is:

To improve understanding of how social and health services can provide appropriate shelter and

care for victims of human trafficking.

The objectives of this thesis are:

1) To investigate how service users of the Dutch COSM programme conceptualize and
experience their own process of recovery.

2) To explore service providers’ views on the challenges encountered in providing social and
health services for victims of human trafficking as part of the COSM programme.

3) To investigate how the broader set of social and health services for victims of human
trafficking is monitored in the Netherlands.

4) To discuss how these investigations improve understanding of how social and health services

can provide appropriate shelter and care for this population.
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These objectives are further discussed in the next section (“Research outline”), which also provides a

description of how the objectives link together.
Furthermore, the thesis addresses a separate methodological objective:

e To describe the challenges of interviewing victims of human trafficking in the COSM shelters

and the measures that | took to address these challenges.

Research outline

Chapter 2 provides a review of several topics, terms, concepts and theories that are of importance to
this thesis. In section one, | explore the political economic theories in which the research has been
grounded. In section two, | discuss several relevant terms and concepts and bring these together in a
conceptual framework. In section three, | review the literature on social and health service provision
for victims of human trafficking in Western Europe, the United States, Canada, Australia and New

Zealand.

Chapter 3 provides a detailed description of the methods and methodology employed for my
research. While Chapters 4 through 8 also contain methods sections, this chapter describes all
methods that | used in my doctoral research, provides more detail about the methods than | could

give in the individual chapters, and offers additional justification for the methods that | employed.

Chapter 4 provides an account of the methodological challenges that | encountered in interviewing
victims of human trafficking in the COSM shelters, the measures that | took to address these
challenges and the dilemmas that | faced in doing so. The chapter adds to the methodological

discourse on conducting interview-based research among this population.

Chapter 5 addresses the first objective of this thesis. Based primarily on interviews with 14 service
users in three COSM shelters, it provides an analysis of service users’ conceptualizations and

experiences of their journey to recovery.

Chapter 6 addresses the second objective of this thesis. Based primarily on interviews with 25
service providers, civil society members and policymakers in the COSM programme, it provides an
analysis of the challenges that emerged in developing service provision as part of the newly
established COSM programme, the changes that took place in how these challenges were addressed,

and the factors that facilitated or impeded those changes.
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Chapter 7 addresses part of the second objective and provides an in-depth study of a key challenge
that emerges from Chapter 6: developing expertise among service providers. It does so by exploring
what would be needed to ensure adequate professional responses to victims of human trafficking in
the Netherlands. The chapter was written as a policy commentary and, as a result, is shorter than

the other chapters.

Chapter 8 addresses the third objective of this thesis. It goes beyond the COSM programme, taking a
more inclusive view of all social and health services for victims of human trafficking in the
Netherlands. Since it was beyond the scope of this thesis to study the other parts of the social and
health care system in as much detail as the COSM programme, this chapter investigates how the
Dutch government monitors the availability of social and health services for victims of human
trafficking throughout the country. This chapter is the only chapter that did not follow directly from
my investigation of service users’ or service providers’ experiences with service provision, but is
instead based on a documentary analysis of public health monitoring documents published by

municipal health councils.

Chapter 9 addresses the fourth objective of this thesis and explores how Chapters 5 to 8 improve
understanding of how social and health services can provide appropriate shelter and care for victims
of human trafficking. Although this objective is addressed in part in the Discussion sections of
Chapters 5 to 8 for their respective topics, this chapter brings together the findings from these

chapters and provides a discussion of the dominant theme in my doctoral research.
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Chapter 2

Political economic background of the
research, terms and concepts in human
trafficking, and a review of the health

services literature on human trafficking
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This Chapter consists of three sections.

In the first section, | explore the political economic theories in which this research has been
grounded. This section explicates the preconceptions with which | entered this research and

uncovers the question that has driven the development of my aim and objectives.

In the second section, | define the terms and describe the concepts that have played a key role in my
doctoral research. At the end of this section, | present a conceptual framework that combines many
of these concepts. This framework shaped my aim and objectives and provides a conceptual context
for the other chapters. The Discussion, Chapter 9, demonstrates how my views on this framework

have changed over the course of my research.

In the third section, | review the research that has been conducted on social and health service

provision for victims of human trafficking, which provides the scientific background for this thesis.

Section 1: Political economic background

| was born in 1983. | am a child of a generation that has never seen a non-welfare state in Western
Europe and other countries belonging to the Organisation for Economic Co-operation and
Development (OECD). It is my own belief in, and perhaps even tacit acceptance of, a public
responsibility for the vulnerable in society that has driven the research in this thesis and has led me
to ask the question that underlies all other research questions in this thesis — what knowledge might

help to make social and health service provision for this vulnerable group better?

Therefore, to explicate these preconceptions, | describe the rise of the welfare state in this section,

and its consequences for society, particularly for social and health service provision.

The rise of the welfare state in the previous century in what are now the OECD countries has its roots
in the rise of social liberalism in the late 19" century and of social democracy in the early 20" century
in Western Europe. At the end of the 19" century, liberalism — a prevailing political perspective of the
time — began to divide into two streams. On one side were the classical liberalists, who felt that
individuals’ freedoms were endangered by too large a state and whose ideal was “a state that left us
alone to get on with our lives”.”® On the other side, there was the social (or ‘new’ or ‘modern’ or
‘social justice’) liberalism, which “also valued political freedom, also thought that the state should as
far as possible leave us alone to make our own decisions on how to live our lives, also opposed

militarism and also believed that international free trade was a way to preserve peace, but it

believed in addition that liberalism required a commitment to a fair distribution of wealth and
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power.”** The rise of social liberalism was followed by the rise of social democracy in the early 20"

century.”® Social democracy had its roots in socialism and constituted a political ideology that
“advocated a peaceful, evolutionary transition of society from capitalism to socialism using
established political processes”.” The ideological socialist foundation of social democracy was in
stark contract with the focus on individual freedom in social liberalism. Despite these ideological
differences, the two political ideologies shared several important practical considerations around

statesmanship that led to the rise of the welfare state in the 20" century.

The welfare state is a “concept of government in which the state plays a key role in the protection

» 5

and promotion of the economic and social well-being of its citizens.” *° For social liberalism, moving

towards a welfare state constituted a way of fairly distributing wealth, which it views as “a condition
for meaningful freedom”.> For social democracy, fair distribution of wealth constituted an end-goal

in itself and it saw the welfare state as an opportunity to humanize the political system.

The welfare state is characterized by several concrete policy directions, including redistributive
taxation and public services such as the public provision of basic education, health services and
housing.”® Both redistributive taxation and public services constitute approaches to redistributing
wealth.”” But perhaps the most fundamental component of the welfare state is social insurance.>®
Although the foundations for these policies were laid at the beginning of the 20" century, the second
part of the 20" century saw a vast expansion of these policies, with especially insurance programs
increasing in coverage from basic to comprehensive and overall social expenditures by states
doubling in most of Europe and growing by 40/50% in other OECD countries between 1960 and
1985.%

These developments had far-reaching consequences for the development of social and health service
provision in these countries. The welfare state “is based on the principles of equality of opportunity,
equitable distribution of wealth, and public responsibility for those unable to avail themselves of the
minimal provisions for a good life” (emphasis added).” This “public responsibility” for the vulnerable
in society has its roots in social liberalism. Providing care for the vulnerable in this political
perspective is not an end-goal, but a means to an end, i.e. the meaningful freedom of every

individual. As Howarth writes:

“Nearly all social liberals accept that the existence of formal political rights cannot be enough
by itself to create a liberal society. Citizens need to be in a position to exercise their rights.
That principle, which sounds modest, in reality implies a far-reaching programme of public
services that goes beyond the classical liberal list of ‘public goods’ (such as defence). It

implies in particular a commitment to the broadest possible provision of education, not for
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the sake of economic development, as in the socialist and utilitarian traditions, but to ensure
that citizens can exercise their democratic rights in practical ways and not fall victim to
political fraud and demagoguery. It also implies government guarantees in health care, since
citizens who are ill or constantly in fear of illness are hardly in a position to give their time to

public affairs.” >

With these principles of the welfare state and social liberalism in mind, it is useful to observe that all
modern governments of what are now the OECD states, as they grew richer, have become welfare
states. There are hardly any classical, minimalist liberalists left. The difference today between
liberalist parties and social liberalist parties lies more in the relative priority that they place on social
justice and fairness, rather than whether the redistributive policies of the welfare state should exist
at all. It is this advent of social liberalism and social democracy, ultimately resulting in the creation
and further development of the welfare state over the course of the 20" century, that lies at the root
of the development of social work as a profession over that same period *° and the acceptance of a
public responsibility for the vulnerable in society. This is the political economic background against

which my research is set.

Section 2: Terms and concepts

Here, | present several terms and concepts of importance to my research. The concepts are

combined into a conceptual framework that | present at the end of this section.

Health

The concept ‘health’ was defined by the World Health Organization (WHO) in 1946 as “a state of
complete physical, mental and social well-being and not merely the absence of disease or
infirmity”.® Since then, this definition has been a matter of debate.’’® Although most agree that
“the conjunction of the physical, psychological, and social remains powerfully relevant to this day”
some have criticized the static conceptualization of ‘health’ in the WHO definition.** They have
expressed support for what was first described by Canguilhem in 1943, that there are no normal or
abnormal states of health, but that health should be defined as “the ability to adapt to one's
environment”.** Huber has recently advanced these ideas and proposed the following definition of
health: “The ability to adapt and self manage in the face of social, physical and emotional

1
challenges”.’
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For victims of human trafficking, a range of social problems (such as social stigma, isolation, and
difficulties with finding work and education) lies central to their physical and mental health problems
and influences strongly their post-trafficking service experiences (see Appendix 1 and Chapter 5).***®
As Huber et al’s definition of health allows for an inclusive view of the broad spectrum of challenges

that victims of trafficking face | have chosen to adopt this definition for my research.

Health consequences of human trafficking

The health consequences of human trafficking are discussed in Chapter 1 and are reviewed more
extensively in Appendix 1. Here, | wish to describe specifically a publication by Zimmerman that |
have found particularly useful in considering the health consequences of human trafficking. She
writes: “The health risks, consequences, and barriers to services for trafficked women are similar to

those experienced by other marginalised groups, including:

migrant women;
women experiencing sexual abuse, domestic violence, or torture;

women sex workers; and

P wonNoe

exploited women labourers.” **

In this thesis, | draw comparisons at various points to other vulnerable populations with overlapping

needs profiles, especially to these groups.

Victims

Use of the term ‘victim’ when referring to trafficked persons has been criticized for several reasons.
Many trafficked persons do not consider themselves to be victims. Referring to them as such can be
confusing and potentially judgmental, and may even result in inappropriate intervention strategies.®
Moreover, the term may imply powerlessness and fail to recognize the survival and coping strategies
that a trafficked person develops at the time of an assault.®® The term ‘survivor’ has been suggested
as a more suitable alternative.®’” However, this term also has its problems. Most importantly, its use
across the scientific discourse on human trafficking is not consistent. Some talk about the transition
of victim to survivor in the context of post-trafficking recovery, suggesting that one starts as a victim
and recovers to be a survivor.® Others explain that during the long periods of abuse, violence, and
rape that can occur in trafficking situations one ceases to be a victim at some point and becomes a
survivor, using the term to describe a change in psychological state that results from a coping

strategy.’ Yet others refer to survivors simply as those who have exited a trafficking situation.®
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| have chosen to use the term ‘victim’ throughout this manuscript to avoid potential confusion about
the meaning of the term ‘survivor’, because the term ‘victim’ offers a better reflection of the fact
that people have been the victim of crime ® and because in Dutch discourse on human trafficking,
the term ‘“victim’ is common and the term ‘survivor’ is hardly ever used.®’° | have also used the term
‘trafficked persons’ interchangeably with the terms ‘victims of human trafficking’ and ‘victims of

trafficking’ to refer to my study population.

Vulnerability

In this thesis | frequently refer to victims of human trafficking as a ‘vulnerable group’. Therefore, |
explain my use of the term vulnerability here. The definition that | adhere to is the following
definition of vulnerability in the context of health: “Vulnerable populations are those at risk at any
particular point in time for unequal opportunity to achieve maximum possible health and quality of
life”.”* The “unequal opportunity” that may lead to vulnerability can be caused by either different or

increased health care needs or by decreased access to prevention or care.”*””

Recovery

While the term ‘recovery’ is sometimes used as synonymous with recovering from some specific
problem, such as from mental health problems or addiction, my use of the term in this thesis is
broader. The definition of ‘recovery’ that | adhere to is: “The act or process of returning to a normal
state after a period of difficulty”.”* | have found this broader definition to be more appropriate
because, as my definition for health, it allows for an inclusive view of the spectrum of challenges that

victims of human trafficking face after having exited a trafficking situation.

It has been noted that recovery is a personal journey, different for everyone, that it can and does
occur without professional intervention, and that it emphasizes the role of the subject as a self-

determining agent of change.”’® These descriptions fit well my view of what recovery entails.

Social and health service needs and experiences

In the context of health care provision, ‘service needs’ have been defined as “the ability to benefit in

» 77

some way from healthcare”.”” Different types of need can be distinguished: #”°

e Felt need: This constitutes the views of care consumers on their own health care needs.
e Demand: Based on their felt need, consumers can make a demand for health care, also

known as expressed need.
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e Professionally defined need: This constitutes the views of health professionals on the health
care needs of service users.

e Met/unmet need: When services are provided or not in accordance with what is needed.

| have defined ‘service needs’ in this thesis as the need for any service that can help service users to
recover. What the different types of need indicate is that service users’ and service providers’
perspectives on service needs may differ — one of the prime reasons why | explored both service

users’ and service providers’ perspectives on post-trafficking service provision.

Similarly, service users’ and providers’ experiences of social and health services differ. Service
providers are generally more able to provide insights into aspects of a clinical, managerial, or

80-83

organisational nature. Service users’ accounts of their experiences with service provision are

generally focused more on the humaneness of care %%

A system of social and health service provision: a ‘system of care’

To describe the system of social and health services that is in place for victims of human trafficking in

the Netherlands, | have made use of several theoretical frameworks.

There are numerous frameworks that provide insight into different aspects of health systems, such

8788 The best-known and most-used framework

as the actors in that system or its different functions.
is the WHO Health Systems Framework.® This framework is useful because it describes the six
building blocks of any health system: leadership / governance; financing; workforce; products and
technologies; information and research; and service delivery.?’ These building blocks were helpful for
me in considering in which areas various challenges to service provision might exist, as will become

clear in Chapter 6.

However, what defines social and health service provision for victims of human trafficking is that a
broad range of social and health services is needed for this population in the post-trafficking stage
(see later section “Review”) and that these services are interdependent. This complex arrangement
of services and the interplay between them is not captured well by general health system
frameworks. In search for a term to better describe the coordinated network of services that is in
place for victims of trafficking in the Netherlands, | came across a body of literature around social

and health service provision for children with mental health problems.?*®*

For this group, a broad
range of interdependent social and health services is also needed. In this literature, the term ‘system
of care’ is used to describe the coordinated network of social and health services available for these

children. It emphasizes the broad range of services that is needed, the need for coordination
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between these services, and that there are many factors outside these services (e.g. in broader
society or children’s families) that influence the wellbeing of the children who use the services. The
term has given a common language and coherence to the scientific debate on social and health

92-% Bacause | felt that this description was a particularly good fit for

service provision for this group.
the services needed and in place for victims of human trafficking in the Netherlands, | have used the
term ‘system of care’ at various points in this thesis to describe the social and health services
available to this group. | have used the terms ‘COSM pilot’ and ‘COSM programme’ interchangeably
to refer to the entire system of care that has been built around the COSM shelters for victims of

human trafficking in the Netherlands.

Finally, there are different ‘levels’ in the system of care for victims of human trafficking in the
Netherlands at which actors influence service provision. If the ‘building blocks’ from the WHO Health
Systems Framework described above are a horizontal delineation of those services, these levels are
the vertical delineation. There are multiple frameworks that have described such levels for health
systems.”®**'% Based on these frameworks, | have defined three levels at which actors can influence

social and health service provision in a system of care. These are:

e Policy and governance level
e Organizational level

e Service delivery level

These three levels have especially helped me to consider at which levels of the system of care for
victims of trafficking in the Netherlands various challenges to service provision might exist (see

Chapter 6).

Conceptual framework

The conceptual framework described here combines the concepts discussed above and has assisted
me in various stages of my research (Figure 2.1). For example, it led me to arrive at a focus on both
service users’ and providers’ experiences with service provision in my Aim and Objectives, it provided
me with the background for drawing comparisons to social and health service provision for other
populations in various chapters, and it provided the structure for identifying challenges to providing

social and health services in the COSM programme as part of Chapter 6.
The framework consists of four components:

o Health problems
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This section is placed in the upper-left corner of Figure 2.1. It describes that the health
problems that victims of human trafficking can face are characterized by a complex spectrum
of physical and mental health and social problems that are partly similar to the problems of
four other vulnerable groups. The figure also makes clear that there is individual variation in
experienced health problems between different service users and that health problems in
one area often influence health problems in other areas (comorbidity).

Social and health service needs and experiences

This section is placed at the middle-left of Figure 2.1. It shows that social and health service
needs follow from existing health problems and that these needs influence each other. It also
makes clear that service users’ perspectives (felt needs) and service providers’ perspectives
(professionally defined needs) on service needs are different. The existence of individual
variation in the social and health service needs of different service users is also recognized.
Society and the health system

This section is placed in the upper-right corner of Figure 2.1. It shows that the system of care
for victims of human trafficking in the Netherlands consists of three different levels, the
policy and governance level, the organizational level and the service delivery level. It also
makes clear that all these levels influence each other and, ultimately, service provision.
Finally, it demonstrates that service provision is not influenced by factors in the system of
care alone, but also by broader societal factors.

Service experiences

This section is placed at the bottom of Figure 2.1. It makes clear that service experiences
follow from whether existing services match needs for service provision. It also shows that
service users and service providers have a different focus in speaking about their experiences
with social and health service provision. Finally, it recognizes that individual differences

among service users and among service providers will lead to different service experiences.
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Factors leading to vulnerability
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aspects of an
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Figure 2.1.The conceptual framework that has been the background to my research. Arrows indicate a direction of influence; circular arrows indicate that the concept influences itself

(various health problems can influence each other (comorbidity), as can people’s social and health service needs and experiences).
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Section 3: Review of social and health services research on

post-trafficking care for victims of human trafficking

This section describes the results of a review of the literature on research that has been undertaken

to investigate social and health service provision for victims of human trafficking.

Methods

| conducted a search of the following journal databases on 26 august 2011 and updated this review

on 4 March 2015:

e Medline

e Embase

e Social Policy and Practice
e Global Health

e Psychinfo

In searching these databases, | combined search terms for human trafficking (such as ‘human
trafficking’, ‘sex trafficking’, and ‘trafficked persons’) and for social and health services research
(services, needs, audit, satisfaction, experiences, quality). | also conducted a grey literature search by
searching Google using similar keywords. The search included publications and reports from all
years. Only English- or Dutch-language publications were included. Precise search terms are

provided in Appendix 2.

| screened the titles and abstracts of identified articles and reports and included those that complied
with a set of inclusion criteria that limited the scope of the review and matched the characteristics of

my own study population. The inclusion criteria were (all had to be met for inclusion):

e Studies (or reviews) that evaluated service users' or service providers' experiences with post-
trafficking shelter and/or care facilities

e Studies (or reviews) that included investigation of shelter and/or care facilities for adult,
foreign victims of human trafficking, who were trafficked for the purpose of sexual
exploitation

e Studies (or reviews) that investigated shelter or care provided in Western Europe, the United

States, Canada, Australia or New Zealand
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Exclusion criteria for the title/abstract screening process comprised:

e Studies researching solely health problems of victims of trafficking (e.g. *°)

e Reports providing only descriptions of shelter and care programmes (e.g. '°'%)

e Studies researching solely services for victims below the age of 18 years (e.g. >*¢"1% 1)

e Studies researching solely services outside Western Europe, the United States, Canada,
Australia and New Zealand (e.g. **'*'%)

e Studies researching solely services for victims of other types of exploitation than sexual
exploitation

e Studies researching services that are not post-trafficking but provide interventions to
(potentially exploited) sex workers (e.g. **%)

e Studies researching solely services for domestic victims of trafficking (i.e. victims who come

112,125)

from the country itself, often trafficked via grooming practices; e.g.

e “Viewpoint” articles, opinion pieces, or reports that are not based on primary research (e.g.

126-128
)

After title abstract screening was completed, full texts of the articles that were included based on
their title and abstract were screened using the same in- and exclusion criteria as for the

title/abstract search.

Results
Here | describe the main outcomes of this review. There are three parts to these outcomes.

First, an overview of the post-trafficking service needs of victims of human trafficking. While the
service needs for victims of trafficking have been reasonably well described and reviewed,* | aimed
to develop a framework of those social and health service needs with relevance to the Dutch context

as background for my thesis.

Much less evidence is available on best practices for service provision and barriers to service
provision. Second, | provide a summary of what the documents in my review said about best

practices for and barriers to good care provision.
Finally, | describe my conclusions from this literature review and highlight key research gaps.

Post-trafficking social and health service needs
Because of the wide range of different, yet interrelated, physical and mental health and social

problems in this population, a comprehensive range of social and health services needs to be in
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place for this population after they have exited a trafficking situation. Several studies have assessed

the needs of victims of human trafficking for post-trafficking social and health services

13,14,18,26,30,33,41,65124,129-139 311 have suggested frameworks to create structure in the range of services

that needs to be available. #263041134-139

In order to create a framework of these services that was relevant both to the study population and
to the Dutch context, | have combined frameworks from international research on the service needs
of victims of trafficking with frameworks for service provision by Dutch shelters to comparable

14,26,136,140-142

groups. The resulting framework is presented in Table 2.1.

Table 2.1. Needs for services in a shelter for victims of human trafficking and descriptions of provided services in the

Netherlands

Services that are

needed

Descriptions of services that are provided in the Netherlands as part of the COSM

programme

Physical health care

Care that is provided when service users experience physical health problems. This care can
be provided by social care workers in the shelter or by a GP that is affiliated with the shelter.
Service users are offered separate screening for sexually transmitted infections (STls)

(voluntary) and tuberculosis (obligatory) with the municipal health services.

Mental health care

Care that is provided when service users experience mental health problems. This care can
be provided by social care workers in the shelter. Additionally, mental health care is offered

via mental health care institutions.

Safety

This service consists of advice to service users on how to increase safety, ensuring security at
the shelter itself, accompanying service users to places if necessary, and assisting service

users in contact with the police if necessary.

Emergency shelter

Shelter is provided by the COSM programme. All three shelters have sleeping quarters and

communal areas that are arranged in varying manners.

Longer-term housing

This service consists of helping service users with looking for a different place to live after

they have to leave the COSM shelter and wish to remain in the Netherlands.

Legal assistance

Service users receive legal assistance. This is offered in the form of basic advice by social care
workers in the shelter. Service users are referred to a counsellor for more advanced legal
assistance. Assistance includes help with acquiring residency status, representation of the
service user in the trafficker's criminal case, and other matters such as acquiring financial

compensation from the government.

Translation

Translation services by the Tolk- en Vertaalcentrum Nederland (TVcN) are freely available to

the COSM shelters.

Daytime activities

A range of day activities is offered by the COSM shelters. The nature of activities differs by
shelter, but can include cultural orientation such as help with understanding the Dutch

culture, language training, occupational skills training and arts classes.
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Help with education /

employment

Services differ by shelter but can include occupational skills training, advice on possibilities
for (voluntary) employment during stay in the COSM shelter, help with finding education,

and referral to organizations that assist people in finding employment.

Financial and
administrative

assistance

Services include help with getting subsidies and social benefits, help with filling out papers

and forms, advice on how to get by with little money, and help with debts.

Empowerment

Key to services that aim to empower service users is that they are founded on service users'
strengths. The central goal of empowerment is that service users (re)gain control over their

own life and their surroundings, so that full participation in society can be achieved.

Self-maintenance and

-Ccare

Helping service users take care of themselves. Services can include help with cooking,

grocery shopping, and laundry.

Child care

Services differ by shelter but can include helping service users with taking care of their
children, advising on possibilities for helping children, helping to establish contact with

relevant agencies.

Social contacts

Help with establishing rewarding and fruitful social contacts (including family and friends but
also others such as care providers or colleagues). Services can include advice on ways to get

to know other people, advice on discussing problems with people, learning how to say no,

and learning how to ask for support.

Finally, three crosscutting, broad characteristics of the social and health service needs of this

population became clear from the review:

1.

Needs bear resemblance to other vulnerable groups

In line with the similarity between the health problems experienced by victims of trafficking
and other populations (see earlier section “Health consequences of human trafficking”), the
service needs of trafficked persons resemble those of several other vulnerable groups.™
Needs differ by individual

In line with the variation in health problems experienced by victims of trafficking (see earlier
section “Health consequences of human trafficking”), the social and health service needs of
victims of trafficking vary depending on their trafficking experiences, socio-demographic
factors, pre-trafficking health status, pre-trafficking experiences and the geographical
context of both the origin and the destination country.?*34143745

Needs change over time

Finally, victims’ needs change over time and several stages of need can be described (e.g.

immediate needs, ongoing needs, and long-term needs).***°
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Post-trafficking social and health service evaluations

Social and health services research that goes beyond identifying the social and health service needs
of this population appears very limited. | found no interventional studies comparing various medical
or social treatment approaches for this population. However, reports presenting evaluations of post-
trafficking programmes based on service users’ or care providers’ experiences were available. |

found 48 reports, articles or theses that presented such evaluations. Ten were published

30,65,129,137,145-150 13,14,26,33,34,41,66,130-132,135,136,138,139,143,144,151-168

articles, 34 were published reports, , one

169 170-172

was an unpublished report (received via email from the author) = and three were PhD theses.

The remainder of this section discusses the best practices and barriers to good care provision that

were discussed in these 48 documents.

Best practices for social and health service provision to victims of trafficking
There were several best practices for social and health service provision that emerged from this

review. These were that social and health services should:

e be comprehensive

e beintegrated and/or coordinated

o allow for continuity of service provision
e be population-specific

e provide individually tailored care

e provide culturally appropriate care

e be trauma-informed

offer case management
These best practices are described in more detail below.

Comprehensive social and health services

In addition to potentially experiencing a wide range of physical and mental health and social
problems, victims of trafficking have the status of migrant, often with a wish for residency status,
and are frequently involved in legal proceedings against their trafficker. Therefore, a comprehensive
range of services needs to be in place for this population after they have been able to exit a
trafficking situation, that can address the myriad needs of victims.'*® As one report states: “The
complex needs of victims of human trafficking appear to require a comprehensive approach to
service delivery that includes the provision of core services such as housing, legal assistance, medical
assistance, social services, trauma therapy, and substance abuse treatment.” 138 And: “Ancillary

services, including safe housing, parenting and other life skills, health care, legal services, and

40



Chapter 2: Political economic background, terms and concepts, and review

vocational supports, are critical to comprehensively meeting the needs of individuals who have

» 138

experienced trauma. The range of services that needs to be available has been discussed

extensively in the previous section “Post-trafficking social and health service needs” (Table 2.1).

Integrated and/or coordinated services

The physical and mental health and social problems that victims may suffer are often
interconnected. As a result, the various social and health service needs of victims are
interconnected. Because of this, it is important that within the comprehensive spectrum of services

that should be available, services are integrated or at least well-coordinated. *¥°%16¢

This applies to
the collaboration between social and health service providers and other related service providers,
such as lawyers. As one report notes: “The importance of collaboration in meeting the needs of
victims of human trafficking cannot be overstated. Law enforcement and service providers stress the

» 26

importance of working together to meet the diverse and complex needs of this population.” © Some

reports mention the potential for comprehensive care centres,*****

akin to centres for rape victims
that have emerged in recent years where victims receive all available care in one place.'”?
Integration appears to be preferred by most reports, but reports also stress that “because victims’
needs are complex and extensive, it is impossible for a single agency to respond effectively to this
population”.”®® In that case, the development of service networks is considered as beneficial for

stimulating collaboration and coordination. ***

Continuity of service provision

As explained earlier, trafficked persons’ social and health service needs vary over time. Several
reports indicate distinct needs-phases each with its own characteristics."*** From this, several best
practices result. First, services should be available both in the short term and in the long term.
Second, service provision should be stable, to allow victims to develop relationships with care
providers. This is of particular importance given the particularly dented sense of trust among many
victims of trafficking. Third, service provision should be flexible, addressing changing needs over

time.X*°

Population-specific services

Many reports discuss the importance of population-specific service provision, i.e. that services
should be provided exclusively to victims of trafficking and not be integrated with services for other
target populations such as victims of domestic violence or refugees.’*?*?**-1321L174 This hest
practice is synonymous with the ‘categorical’ nature of the COSM programme in the Netherlands

(see Chapter 1). The importance of population-specific services is discussed in particular with

reference to shelters.
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Benefits of the provision of population-specific services that are discussed in these reports include:

e |t allows for specialization by care providers.

e Some reports note that population-specific shelters may be able to better implement
security measures.

e Itis better if victims of trafficking are housed with others who have had similar experiences

as some reports report discrimination of victims in other care facilities.

Individually tailored services
In addition to the broad recognition that victims of trafficking constitute a unique group with unique
needs requiring specialized care, several reports also stress the differences between subgroups of

3341937195 Many note the need for

victims and the variation between individual service users.
individually tailored care, i.e. client-specific, flexible approaches. One report noted specifically that

the involvement of victims in developing and providing services is beneficial.**®

Culturally appropriate services

One component of the social and health service needs of victims of trafficking is caused by
migration-related issues.* Victims of trafficking are in an unfamiliar country, with an unfamiliar
culture, around people who speak a language they may not understand. As a result, many reports

148164 Reports speak in less detail about what

mention the necessity for culturally appropriate care.
this should entail, but mention availability of translation services, the ability to recognize culturally-
specific physical and mental health problems (e.g. the somatization of mental health problems in
African cultures is sometimes mentioned), culture-specific methods of communication, and even
traditional food. Some note innovative care approaches such as involving churches in responding to

voodoo practices utilized by traffickers on the African continent to control victims."**

Trauma-informed services

Another component of the service needs of victims of trafficking is related to the trauma that many
victims have experienced. Several reports suggest the need for trauma-informed care,***3>13814>162
Trauma informed services are described as entailing knowledge of “the history of past and current
abuse in the life of your clients” and understanding of “the role that violence and victimization play
in the lives of most consumers of (...) services and to use that understanding to design service
systems that accommodate the vulnerabilities of trauma survivors and allow services to be delivered

” 182 Another report suggests that

in a way that will facilitate consumer participation in treatment.
the characteristics of trauma informed care include: understanding that trauma is a defining and
core life event; understanding that the victim’s complaints are coping mechanisms and original

sources of strength; understanding that the primary goal of services is empowerment and recovery;
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understanding that the service relationship is collaborative and that it is important to involve service
users in making decisions about care provision; screening and assessment for trauma; training all
staff about trauma and its impact; hiring staff members who are knowledgeable about trauma
dynamics; and reviewing agency policies and procedures to identify any that are potentially harmful

to trauma survivors.**®

Case management
Case management — one point of contact for the service user — was frequently mentioned to be one

of the most beneficial developments in service provision for victims of trafficking.'*®**%*%*'"2 Th

e
benefits are often related to the best practices outlined above. The presence of a case manager
makes it more likely that service users have information about and access to a comprehensive
package of services, and is likely to improve collaboration between different social and health
service providers and other stakeholders (such as lawyers, the city council, insurers). Similarly, a case
manager can see to it that service provision for a victim is continuous over time and galvanize
smooth transitions in provided services in response to the changing needs of a service user. A case
manager is also likely to have the specialist skills needed to address the needs of trafficked persons
and a case manager can develop a trusting relationship with service users because he or she remains
the same regardless of where the service users receive care. Case managers are also, because of

their positions, well suited to raise attention to systemic problems in the provision of care for this

population and to advocate for change.

Barriers to good service provision
The barriers to good service provision (‘good’ as defined by the included documents) for victims of

human trafficking that emerged from my review can be categorized as the following groups:

e Demand-side barriers

e Supply-side barriers
o Policy and governance-level barriers
o Organizational-level barriers
o Service delivery-level barriers

e Broader societal barriers
These are discussed in turn below. The individual barriers are italicized in the text.

Demand-side barriers

Demand-side barriers consist of barriers that exist because of certain characteristics of the service

user population, which prevent them from accessing or utilizing available care.
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Language and culture are often-mentioned demand-side barriers and may impede service access
and effectiveness. Service users may return from visits to health clinics without receiving care simply
because they could not make themselves understood at the clinic; explaining what services are
available to service users can be challenging because of language and the service user’s lack of
knowledge of the destination country’s society; and language can be a barrier in expressing

emotions and in discussing sensitive issues.'** The problem of illiteracy in the native language among

138

some service users may further exacerbate language problems.” Furthermore, several reports

specifically note the importance of cultural differences as a barrier in accessing health care
provision, in particular mental health services.® Some reports also note that placing victims of
varying cultural backgrounds in one shelter can result in tensions.*® Isolation — in itself an

undesirable health outcome — was also noted as a barrier to health service access related to

131

language and culture.”" One report notes: “Isolation due to these language barriers as well as

cultural differences can be hard for any new immigrant but are particularly devastating for

» 162

trafficking victims by reinforcing their captivity. Linked to the issues of culture, language, and

isolation, several reports noted that service users have a limited knowledge of their entitlements,

130,132,146,166,167

rights, and ways to access services. The social networks that service users have access

to may have similar limitations.™*°

Given the prominence with which language and culture are noted
as barriers to access or effectiveness of care in many reports, it is noteworthy that many also
describe an absence of translation services and a lack of culturally appropriate care (see later section

“Supply side: Organizational- and service delivery-level barriers”).

Transportation was noted as a pragmatic barrier to social and health service access for services
users. One report explains, for example, that service users may have difficulties in finding
transportation in smaller communities and in navigating the transportation systems of large cities,

resulting in missed appointments with other service providers.?

Several reports noted that the /imited ability to pay for services results in limited access to paid care

for victims, including access to dental care, medical care, and certain social care

131,132,146,154

provisions. One report notes the long waiting lists for people with limited ability to pay.**?

66,130,166,167

A fear for one’s safety and a fear of traffickers were also noted as barriers. Some mention

65,146,156,165-167

specifically a lack of trust, in particular of authoritative institutions or persons. Shame

138,162,165
As one

and stigma are also identified as barriers particularly present for this population.
report writes: “For most victims, shame is seen as one of the greatest barriers preventing them from
seeking mental health services. Providers note that the stigma associated with mental illness is an

especially prominent challenge in engaging foreign born and male victims in treatment.” '** This
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guote also reveals the interrelatedness of several barriers outlined in this section (such as culture
and stigma) and makes clear that certain subpopulations of victims of human trafficking (such as

trafficked men) may experience different barriers to others."”

Another barrier is that victims sometimes do not see themselves as victims, impacting on victims’
help seeking behaviours. This may be due to denial of traumatic experiences. However, it may also
be because women do not consider the exploitative conditions as defined under national laws to be

victimizing or, indeed, exploitation.138

129,132
% and

Finally, some reports noted that service users are sometimes disinclined to ask for help
may need persuasion to access care.™ One report noted that this occurred because service users did
not want to further burden overstressed staff.*** However, another noted that victims did not seek

122 The authors speculate that

out help, particularly mental health care, despite its ready availability.
this might be due to cultural factors, since similar patterns have been found in research among

immigrants.

Supply side: Policy and governance-level barriers

| identified two main reported barriers to good service provision at the policy and governance-level.

First, in several countries, an imbalance between the focus on protection (of victims) and prosecution
(of traffickers) is noted — with a disproportionally large focus on prosecution:**+13814615L176 « [N
governmental organizations (NGOs)] in some countries report that their goals contradict those of
governmental policy. On the one hand, the NGOs work on the integration of victims of [trafficking in
human beings] into society, on the other hand a residence permit is not issued unless certain
conditions are met which are related to the results of the criminal proceedings (e.g. the testimony of
the victim has to be considered relevant and the crime qualified as [trafficking in human beings]).” **
Policies that make service provision for victims conditional on their cooperation in the judicial
process against the trafficker are reported by several others. One article called “Health care for
victims of human trafficking — a human right or a reward?” is devoted to this issue entirely.'”’
Another author, Rijken, writes: “The current practice of forcing victims of trafficking to testify against
their will and repeatedly about their traumatic experiences does not seem therapeutically

defensible.” *

She continues: “Although the protection of victims is an explicit target of international
and Dutch human trafficking policy, victims of this grave crime have much fewer entitlements than
victims of other crimes.” She concludes by making a plea for an independent, multidisciplinary
committee of experts to judge whether someone deserves to have access to help for being

trafficked, rather than this being dependent on judicial procedures.
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Second, in many countries, a policy focus on border protection is noted.'*3%146151164170178 gy ofja|d
writes: “The imperative to control border transgressions to maintain state sovereignty and integrity
is the main driver of policy related to trafficked women. Virtually no women who are publicly
identified as victims of trafficking are allowed to stay in Australia. As a consequence, while trafficked

women are rendered victims, they are nevertheless also perpetrators of border violations.” **

For victims, policy foci on prosecution and on border control together shape a situation in which
legal status — or rather the lack thereof — is an impediment to receiving a range of services.>***%**°
Legal status can impede service provision because: delays in receiving a status can impede access to
services; temporary residency status as asylum seeker or victim of trafficking sometimes only
provides limited access to services; sometimes there is a complete absence of status because a
person is undocumented (e.g. because a victim refused to cooperate with judicial procedures). Van
Selm writes: “It is useful also to draw out the central role of status in terms of access to rights and
entitlements, in addition to its importance as a foundation to integration, and how the different
statuses (...) result in sometimes non-intuitive distinctions in access to those elements that together

produce an integrated society.” ™!

The ineligibility for employment because of residency status was
noted as a particular problem by some reports. Van Selm writes again: “Status, having the official
papers permitting residence and employment is key to the security of the individual, allowing them

to embark on a process of integration.” ™'

The problems around status may even prevent
organisations from providing care to whom they wish. Zimmerman writes: “Organisations may risk
legal or funding penalties and be accused of harbouring illegal immigrants if they assist women who

have not regularised their immigration status”.**

Supply side: Organizational- and service delivery-level barriers

| discuss the organizational- and service delivery-level barriers jointly here because they often
overlap. The most prominent organizational-level supply side barrier that emerged from my review
is the lack of availability of a range of different services for victims of human trafficking during the
post-trafficking stage.'® Access to the following services was mentioned as being absent or limited

34,168

in at least one post-trafficking service context: availability of housing, in particular of post-

shelter follow-up housing (“this group is labour-intensive, you get no money for them, and you can’t

get rid of them anymore” ™)

; categorical shelter; categorical / specialized care; comprehensive

. - . . . . . 154, . .
service provision (multiple services) in-house; mental health services ~"; psychosocial support;
extensive services (only basic care available); daytime activities; dental care; parenting help;
language classes; translation services; physical health care services ***®; outreach services for those
not residing in a shelter; family re-unification; opportunity for contacting family in origin country;

long-term service provision (services only available short-term — which was noted to be “insufficient
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7 13%). and specific services that may be needed for

to allow clients to work through their trauma
specific subpopulations of human trafficking, such as those who are illiterate, those with mild mental
retardation, domestic victims of trafficking, undocumented migrants (or more broadly — those with
different entitlements because of their residency status), those in ‘extreme situations’,”** those
below the age of 18 years, those with addictions, those with children, pregnant girls or women, male
victims, transgender victims,'®® and those with severe psychiatric problems. In addition, services
were sometimes noted not to be well-equipped to adapt to individual differences in needs, or
changing needs over time.*! The most extreme form of lack of access to services that was noted was
that victims of trafficking were sometimes imprisoned after they had exited their trafficking

situation.™ In short, all necessary services (see Table 2.1) have been reported to be absent in one or

more contexts.

Many reports noted that in-shelter services could not always be offered, or were limited, because of

34,131,146,153,154,167,172
It was

inadequate funding and capacity for the provision of services by shelters.
also noted that in comparison to other vulnerable groups, such as victims of domestic violence,
service provision for victims of human trafficking was extremely undervalued by policymakers. One
key consequence of this was that at shelters the majority of service providers’ time was spent on
making basic administrative arrangements essential to service provision, leaving little time for

psychosocial care.™

Three reports, all from the Netherlands, noted that lengthy administrative procedures hampered the
efficient provision of care — and took up too much of care providers’ time.”>*>* Linked to this,
service users indicated in several reports that the slow rate with which the legal case against the
trafficker progressed, and the slow rate of progress on the application for residency visa, were

unhelpfu|.14’152’169

Translation services were one of the services that were frequently reported to be absent or of poor

14,131,132,143,146,171

quality. Organizations were often also ill-equipped to provide culturally sensitive

care, or to provide care providers with the opportunity to develop skills for providing culturally

14,26,41,131,132,138,143,146,155,161,171 . .
Schofield writes, for

sensitive care (often due to a lack of resources).
example: “As our interview participants stressed, specifically dedicated accommodation and the
provision of linguistically accessible and culturally sensitive psychological/mental health services for
trafficked women are critically important, but there have been no reports to date of such

” 198 As noted before, given the foreign nature of this

developments by the Australian Government.
service user population, it is noteworthy that so many reports describe translation issues and a lack

of culturally sensitive care. This problem is linked to the issue of isolation (see earlier section
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“Demand-side barriers”). Some reports highlight specifically the importance of cultural sensitivity in

mental health care provision.'***%

A lack of knowledge about human trafficking among care providers was often noted as a concern, in

26,41,138,143

particular with regard to providing culturally sensitive care. Reports mentioned that

training is needed to redress that knowledge deficit. Yet, a lack of training for service providers was
Often Signa“ed as a barrier to gOOd care provision.26,131,135,136,138,139,147,154,155,157,160,164,166,167,171,172
Training was mentioned to be lacking in the following areas: training for medical care providers
specifically; training on victim identification, victims’ needs and rights; and training on providing

culturally sensitive and trauma-informed care.

A lack of knowledge was also noted to be a problem among service users, as noted earlier (see
section “Demand-side barriers”). Some reports noted inadequate information provision about legal

41,162,169

procedures related to the case against their trafficker and their migration case. Inadequate

information provision about available social and health services was noted in other

41,66,131,135,144,146,158

reports. In addition, service users’ participation in decision-making processes is

often lacking.®®'"

Balancing victim autonomy and dependency also emerged as a difficulty at service delivery- and
organizational level, in particular with regards to ensuring victims’ safety. Many reports noted the
issues that victims have with the rules that many of the shelters have put in place to ensure victims’
safety; Brunovskis and Surtees even devoted an entire article to this issue.*’ Difficulties for shelters
in striking the right balance between providing safe environments for victims, while also leaving
victims’ sense of autonomy intact, were frequently described. Multiple reports mentioned that there
had been very few security incidents in shelters, with a few important exceptions where the safety
of victims was at stake.”" Besides the balance between autonomy and safety, one report warned
against mandated mental health care treatment as an issue that jeopardizes victim autonomy.™®
Related to the difficulties involved with striking the right balance between victim autonomy and
dependency is that service providers were reported to conceptualize victims of trafficking as people
in need of rescue and rehabilitation, including the conception that entry into sex work is a

consequence or sign of pathology.>****’

A conceptualization issue of a different order is that mainstream service providers are reported to
discriminate against victims of trafficking in certain countries, potentially due to stigma about sex

work. "
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Communication and collaboration among and between various social and health service providers
and other stakeholders (such as the police, city councils, lawyers, insurers) was also often mentioned

14,26,34,131,135,136,138,143,146,147,154,156,161,171 .
Given the complex spectrum

as a barrier to good care provision.
of comprehensive services that is needed for this population, it can be challenging to ensure that all
service providers communicate and collaborate. One specific problem relating to collaboration is the

lack of proper assistance for victims in origin countries upon return.”***”®

Another organizational-level barrier is that organizations were noted to lack policies, procedures and

13131136160 This was true in particular for non-categorical

protocols for assisting victims of trafficking.
care providers for whom care provision for victims of trafficking was only one part of their
responsibilities. When policies, procedures and protocols did exist, some reports noted that
different organizations adhered to different policies, procedures and protocols, caused by the dearth

33,34

of evidence that exists on best practices for service provision for this population. One aspect of

deficient protocols deserves specific mentioning for this population, namely the concerns that exist

around confidentiality and privacy in health service provision in many countries.'*®***

A problem relating to all the other barriers to good care provision is that quality assurance

mechanisms were sometimes noted to be lacking in shelters for victims of trafficking.®®**’

Broader societal barriers

Broader societal barriers to good service provision are not frequently mentioned in reports. Surtees,
however, notes the importance of the re-integration environment (family and community) and more
systemic obstacles to re-integration, such as a lack of economic opportunities or education.'® The
latter is mirrored in other reports that note the lack of employment opportunities for victims as a
barrier to good care provision. This is partly in relation to an ineligibility to enter employment
because of residency status (see earlier section “Supply side: Policy and governance-level barriers”).
Moreover, as one report notes, “beyond the right to work, in actually seeking employment former
victims of trafficking face some of the same barriers regarding equivalence of qualifications,

documentation of past work or professional experience, as many other immigrants.” ™

Conclusion and research gaps
The main conclusion from this review is that there is a dearth of evidence on best practices and

barriers in social and health service provision for victims of human trafficking,#3%6>131.138146

Some distinctions can be made in the availability of evidence for service provision for this
population. Needs frameworks are generally well developed. Social and health services research

beyond needs evaluations is almost exclusively limited to qualitative evaluations of service users’
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and service providers’ experiences with service provision, the majority of which is published as grey
reports. A critical research gap is the absence of interventional studies that provide evidence for the
effectiveness of specific interventions. Until such research is conducted, practitioners will be forced
to make inferences about appropriate treatments for victims of human trafficking based on research

138,162,178

among other vulnerable populations and based on findings from service evaluations.

Moreover, the quality of the available evidence is concerning. The majority of available evidence is
published as grey reports. Often studies, in particular the grey literature, do not distinguish between
different contexts (such as destination and origin country services), between different
subpopulations (such as minors and adult victims, victims of sex-trafficking and labour-trafficking,
and foreign and domestic victims of trafficking), and between service providers' and service users'
perceptions of service provision. Finally, studies’ conclusions often remain general. For example,
while many reports noted the importance of providing ‘culturally appropriate care’, few described

what that should entail.

In addition to the lack of interventional research and the concerns about the quality of the available
evidence, there are several other research gaps in the available social and health services literature

that merit mentioning:

e Several reports have included the perspectives of trafficked people on their own process of
recovery and on post-trafficking social and health service provision, however, few peer-
reviewed articles have been published that have included service users’ views.

e Some subgroups of victims of human trafficking have received less attention than others:

o Men: Almost all studies focused on evaluating shelter and care for women.
o Parents and their children: Few reports focused on what services should be provided
for victims of trafficking who are parents (and their children).®'®

e The needs for, experiences with, and outcomes of long-term social and health service
provision for victims of human trafficking is an important knowledge gap.**°

e Since the outcomes of service evaluations are highly contextualized, it is important that
existing programmes of social and health service provision for victims of trafficking are

evaluated. However, while social and health services are provided to victims of human

trafficking around the world, few programmes that do so have been rigorously evaluated.®
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This chapter consists of the following sections:

Method of inquiry
Theoretical perspective
Methodological approach
Data collection procedures

Data analysis procedures

YV V. V VYV V VY

Ethics approval

Method of inquiry

My aim in this PhD has been to improve understanding of how social and health services can provide
appropriate shelter and care for victims of human trafficking. Given the paucity of research on social
and health service provision for victims of human trafficking (see Chapter 2) | felt that an exploratory
approach to address the aim and objectives of my research would be most appropriate. Moreover,
because of the small size and heterogeneous nature of the study population in the Netherlands, a
guantitative approach might have been problematic in terms of feasibility. For these reasons, |

adopted a qualitative method of inquiry for the research.

Theoretical perspective

My approach to data collection and analysis has been in accordance with pragmatist perspectives on

research.”®™® Pragmatism "seeks to produce consequences in our lived realities based on the

n 182

observations made in inquiry and because of this focus on achieving change, it has been

suggested to be specifically suitable for more applied areas of research such as social and health

184

services research .*® Here | describe the most important assumptions that stem from this

perspective.

My first assumption is that perceptions of events and processes vary by observer. Pragmatism notes

» 182

that “we are the experiences we have and that we are all inherently biased in perceiving the

world around us because of those experiences. When a social worker, a service user, another service

" The aim of health services research is to provide evidence to influence health services policy at all levels so as
to improve the health of the public;412 it seeks knowledge which will lead to improvements in the delivery of

413
health care.
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user, and |, all observe a social worker shouting to one of the service users, we will all perceive that
event differently; we will each interpret the event against a background of our own experiences.
Another way of saying this is that knowledge is created through subjective interpretation and that,
epistemologically, | assume a relativist approach in this research. Moreover, to use the same
example, if we all see the same service provider shouting to the same service user one month later,
we will perceive the event differently than before, because we interpret it against a new set of past

experiences. Therefore, perceptions of events not only differ by individual, but also over time.

From the perspective that | have taken in this research follows another assumption: that as a result
of my past experiences | have entered this research with preconceptions, values and interests. |
agree with Charmaz that it is impossible to enter a research project with an empty head, but that
one can still have an open mind.’® Many of my preconceptions about service provision for this
population were shaped by my review of the literature. My personal background has also shaped my
preconceptions and defined my values and interests. | am from the Netherlands; | trained as a
medical doctor and as a public health professional; | am interested in vulnerable groups as a
research subject; and | have certain political views and opinions, in particular about the welfare state
(see Chapter 2). All these things, and many others, have led me to where | am today and have

influenced my data collection and analysis.

Potentially as a result of my medical and public health background, | have placed my research within
the field of social and health services research, whereas it could have certainly also been situated in
a number of other research fields, such as sociology or psychology. | went into my data collection
phase with a focus on service users’ social and health problems and the corresponding services that
were needed to address those problems. This has changed a little bit: when | think about my
research now | also see people’s stories and my view of what ‘health problems’ are has changed and
broadened (as will become clear in Chapter 5). However, my main focus in this thesis remains on
social and health services research. All chapters focus on investigating post-trafficking shelter and
care for victims of human trafficking in the Netherlands, be it the goals that that these services
should have according to service users (Chapter 5), the challenges that were experienced by service
providers in establishing these services (Chapters 6 and 7), or the manner in which the broader set
of services available to victims of human trafficking is safeguarded by the Dutch government

(Chapter 8).

Besides influencing the direction of the research, | will have also influenced the data itself.
Schrodinger said that “the act of observing disturbs the observed”, a statement that is, apparently,

true for many areas of research.'®® One way in which | have affected the data is that | will have had
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an effect on how participants presented themselves. In the words of Gheorghiu: “Interviewees’

»187 A consideration is

accounts are constructed in the interaction between narrator and interviewer.
that people might have had agendas in their conversations with me. Service users may have
established certain stories about themselves that they felt increased the likelihood of them attaining
certain goals, such as residency status, either consciously or unconsciously. Service providers may
have wanted to realize certain changes in social and health service provision. | explore these

limitations in more detail in Chapters 5 and 6, respectively.

Finally, | should note that | never divulged that | was a medical doctor unless specifically asked. | felt
it was important to be viewed as a researcher and not as a service provider, in particular by service
users. Being viewed as a service provider might have resulted in unwanted associations between me
and the other service providers in the shelter in the eyes of service users. It would also have likely
changed my relationship with them, which now was one in which | aspired to learn from their

experiences (rather than a relationship in which they may have called on me for medical advice).

Methodological approach

To develop new knowledge about service users’ and service providers’ experiences with post-
trafficking social and health service provision (Objectives 1 and 2), | have mainly used grounded
theory as my analytical approach, although | incorporated elements of other approaches where
appropriate. | chose grounded theory as my main approach because it fitted well with the aim and
objectives of my research. Creswell writes that the intent of a grounded theory study is “to generate
or discover a theory”.'®® He also notes that “participants in the study would all have experienced the
process, and the development of the theory might help explain practice or provide a framework for
further research. A key idea is that this theory-development does not come ‘off the shelf,” but rather
is generated or ‘grounded’ in data from participants who have experienced the process.” '® This
approach fits well with the aim and objectives of my research for two reasons. First, although | had a
well-defined direction for my research when | started my data collection (see Chapter 1), my
research questions were not yet precisely defined at this time. | knew | wanted to write about how
service users viewed their own recovery and how service providers experienced challenges in the
service provision system, but | was unsure about what would emerge from these explorations. This
lack of certainty about a study’s precise research questions suits a grounded theory approach,
because it allows researchers to start with a topic that they wish to study, and for theories around
that topic to be developed inductively from the data. Second, | specifically wanted my research to be

grounded in data from participants, shedding light on service users’ views of their own recovery and
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on service providers’ experiences with challenges in the service provision system. Grounded theory,

as explained by Creswell, is well-suited to do that.

In terms of data collection, my methodological approach meant that | took an open, relatively
unstructured approach to data collection. This approach matches well with grounded theory
because it is conducive to theorizing about themes that emerge, inductively, from the data. A
specific element of grounded theory that | incorporated was that | performed preliminary analyses
during data collection to see what themes were coming out of the data. As a result, the topic guides
that | used in my interviews changed over the course of the research and were modified to

accommodate themes emerging from the data (see later section “Data collection procedures”).

In terms of data analysis, my methodological approach meant that | open-coded a number of
interviews, identified a core phenomenon in my analysis (axial coding), and developed my analysis
around that core phenomenon (selective coding). These steps are common in a grounded theory
approach to data analysis, because they allow the researcher to ‘fracture’ or break up the data and

189

develop theories inductively * (see later section “Data analysis procedures”).

As | noted in the beginning of this section, | also incorporated elements of other methodological
approaches where appropriate, in particular for the interviews with service users. My main reason
was that some approaches apply techniques that have been described as particularly appropriate for
use in data collection among vulnerable groups or for research on sensitive topics (see later section
“Measures to safeguard the ethics of the research”). An example of such a technique was self-
disclosure, advocated by feminist approaches.’® This is a technique by which the researcher shares
information about him- or herself to the research participant, just like the research participant
shares information. It is aimed at reducing power differences between the interviewer and the
research participant. | did not decide to adopt the feminist approach fully; | felt that overall a
grounded theory approach was more suitable given my aim and objectives. However, | did decide to
incorporate the self-disclosure technique, because | felt it would be conducive to rich and ethical
data collection given the nature of the population. Similarly, in my analysis of my interviews with
service users, my approach included elements of narrative research. | decided to include these
elements because | found that service users’ stories about their pasts, presents and futures were
very important to the themes that were emerging from my data. Therefore, | wrote individual
narratives about service users. This helped me to familiarize myself further with the data and think
about how service users were experiencing their lives in the shelters. Later in this chapter | will
outline in more detail how | incorporated elements of narrative research in my grounded theory

approach to data analysis (see section “Writing Narratives”).
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Finally, | made use of different methodological approaches when one of my research questions
called for this. To investigate how the broader set of social and health care services for victims of
human trafficking is monitored in the Netherlands (Objective 3), | took an approach that compared
how social and health care services for this group were monitored between the 28 municipal health
services in the Netherlands. | made use of a documentary analysis to develop this comparison. To
describe the challenges of interviewing victims of human trafficking in the COSM shelters (my
Methodological objective), | took an approach that specifically collected data on these challenges
during my interviews and employed a thematic analysis to analyse these challenges and the
measures that | took to address them. The data collection and analysis methods for both these
objectives are described in more detail below (see sections “Data collection procedures” and “Data

analysis procedures”).

Data collection procedures

My data collection procedures were different for each chapter:

e Chapter 4 is a supplement to this chapter and explicates the ethical and methodological
challenges | faced in interviewing victims of human trafficking. The data consist of interviews
with COSM programme service users.

e Chapter 5 sheds light on service users’ views of their own recovery process and the data
consist of interviews with COSM programme service users, a review of their case records
and participant observation.

e Chapter 6 sheds light on the challenges that service providers encountered in delivering and
developing service provision as part of the COSM programme. The data for this chapter
consist of interviews with service providers from the COSM programme and participant
observation.

e Chapter 7 provides a policy commentary on what is needed to enable adequate professional
responses to victims of trafficking by social and health providers in the Netherlands. This
chapter is based on interviews with service providers from the COSM programme,
participant observation and an exploration of the literature around expertise development
among social and health service providers.

e Chapter 8 provides insight into how the Dutch government monitors the broader set of
social and health services for victims of human trafficking in the Netherlands. It is based on a
documentary review of public health monitoring documents published by all Dutch

municipal health services.
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Thus, for Chapters 4 to 8 my data collection consisted of interviews, participant observation, case
record review, literature review and documentary analysis. Below, | describe these approaches to
data collection, why they were used, and how they were used to address the objectives of my
research. Each individual chapter also contains a description of the methods that were used to

develop that chapter.

Interviews (Chapters 4, 5, 6 and 7)

| chose to conduct interviews to collect data for my research, because interviews are known to be
more likely to elicit information about sensitive discussion topics than other methods of data
collection, such as focus groups.’ With service users, topics could be sensitive because they were
receiving shelter and care because they were victims of human trafficking; with service providers,
topics could be sensitive because we spoke about the services provided in the shelters, which is a
topic employees of the shelter may have felt less comfortable to discuss in the presence of their

boss or colleagues.
Participants were interviewed between 14 February and 12 December 2012.

Study population
Interviews were conducted with 14 service users in all three shelters of the COSM programme and

with 25 of the service providers.

The study population of service users consisted of adult, male and female victims of human
trafficking of foreign nationality, who were trafficked for the purpose of sexual exploitation, received
shelter and care in one of the three shelters that were part of the COSM programme, and had
entered the shelter at least six weeks prior to the interview. | defined the study population as such
prior to data collection for theoretical and practical reasons. The theoretical reason was that there
are differences in social and health care needs between various subgroups of victims, such as victims
of sexual exploitation and victims of labour exploitation ** and adult victims and victims below the
age of 18 years '. Focusing on one subgroup allowed me to draw more precise conclusions about
the group’s service experiences. The practical reason was that the study population in the three
COSM shelters consisted largely of adult, foreign victims of human trafficking for the purpose of
sexual exploitation (two shelters were for women; one for men). The reason why | interviewed
service users only after they had stayed in the shelter for a minimum of six weeks is explained in the

section “Measures to safeguard the ethics of the research” later in this chapter.

57



Chapter 3: Methods

| defined the study population of service providers as all actors in the service provision system of the
COSM programme, including those employed in the COSM shelters, the social or health services
linked to the shelters (e.g. general practitioners, mental health care institutions), employees of non-
governmental organizations (NGOs) engaged in work on human trafficking issues, or employees of
the government engaged in work on human trafficking. | realize that not all these groups provided
services directly. However, it is useful to be able to talk about this group as a whole. Because they
were all involved, directly or indirectly, in the system that provided social and health services for
victims through the COSM programme, | refer to all these actors as service providers throughout my

thesis.

Interview format

The primary method of data collection consisted of semi-structured interviews with service users
and service providers. | chose to use semi-structured interviews because | felt these would allow
participants to tell their stories, while focusing on themes around service provision that | wanted to

explore.

Usually, | conducted interviews with one participant at a time. With service providers, | usually
conducted one interview, while with service users | usually conducted two interviews at different
dates to enable the development of rapport and trust and to allow for enough time for service users
to tell their stories. | considered it important to take time to develop rapport and trust, given the
vulnerable nature of the population under study and the potential sensitivity of interview topics.'**
%% Linguistic barriers and the use of interpreters during the interviews complicated data collection

and often necessitated longer interview times with service users (see later section “Measures to

safeguard the ethics of the research”).

The reason | have written “usually”, is because these decisions were applied flexibly. One service
provider was interviewed twice and some service providers were interviewed together. One service
user had only one interview and with two others had three interviews. Guiding these decisions were

participants’ preferences and the nature of the data derived from the interviews.

The sequence of interviews

In preparing my data collection, | thought about what would be the most appropriate sequence. |
considered the advantages and disadvantages of interviewing service providers first or interviewing
service users first or interviewing both groups simultaneously. | concluded that it was undesirable to
interview service users and service providers at the same time, because the two sets of interviews

would produce different kinds of data. As | wanted to focus on one group at a time | decided to
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interview five service providers first, then the service users, followed by the remainder of the service

provider interviews.

This approach had several benefits. First, interviewing several service providers at the beginning of
my data collection allowed me to gain an understanding of the type of care that was provided in
each of the shelters, which was important baseline information for the service user interviews. It
also allowed me to gain a better understanding of the nature of the service user population through
the eyes of the service providers. Furthermore, it provided me with practical tips from service
providers about interacting and communicating with service users. An additional advantage of my
expressed interest in service providers’ expertise in these matters was that this interest was
generally appreciated. Perhaps it made them also feel better about me — an outsider — coming into
the shelter and interviewing their service users. Second, for the most part, service users were
interviewed before the service providers. This allowed me to build a sense of priority into my data
collection for the voices of service users. This was an important consideration to me, because
victims' voices are largely absent from the health services literature on post-trafficking care services

129

(see Chapter 2).

Recruitment

Service users were selected in consultation with the shelter managers and/or other service
providers. This was mainly for safety reasons. Given the potential vulnerability of the group, | felt
that it was necessary to incorporate a check with service providers to see if they felt a service user
was able to take part in an interview. Although a concern might be that service providers only chose

1% this was not my experience, as will become

service users with positive opinions about the shelter,
clear in Chapter 5. | made efforts to include a diverse sample of service users, in terms of sex, region
of origin and the shelter where service users resided. After a service user was identified, | would
explain to the service user the purpose of the interview and what the interviews would entail and
ask her or him whether she or he wanted to participate. In doing so | was accompanied by a service

provider who would introduce me.

Service providers were selected mostly by me and sometimes in deliberation with the shelter
managers, who provided some insights about who might be willing to be interviewed and be able to
provide a rich account of the services provided in the shelter. | made efforts to include a diverse
sample of service providers, in terms of discipline and the shelters (and other locations) where

service providers were employed, to be able to include a diverse range of views in my research.
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Chapter 3: Methods

Preparation
| prepared for the interviews in several ways. My initial literature review provided helpful
background knowledge. In addition, | always carried with me several syntheses of information, which

| reviewed before an intervie