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Abstract: Objectives. To describe health care utilization and occupational exposures during 
trafficking among foreign- born people labor- trafficked in the U.S. Methods. Retrospective 
analysis of immigration files for health data among 114 labor- trafficked individuals. Results. 
Mean age was 30. Files of 38% mentioned accessing medical services at least once, mostly 
via hospitals (73%-81%). Forty- three percent (43%) had U.S. citizen children—indicating 
their children and spouses interacted with social and medical systems during exploitation. 
Almost all (97%) had limited English proficiency, and 75% did not have legal immigration 
status. Employers/traffickers interfered with access to health care and forced victims to work 
while injured. Half (50%) had sick family members. Victims reported physical and sexual 
abuse, toxic and environmental occupational exposures, and sleep disturbances. Conclu-
sions. This is the largest study to elucidate health concerns and care utilization patterns 
among labor- trafficked people. Concerted resources must be dedicated to understanding 
health needs and health systems intervention opportunities for labor- trafficked people.

Key words: Human trafficking, labor trafficking, migrant health, occupational health, forced 
labor.

Background

The International Labor Organization Report recently estimated that, at any point, 
as many as 24.9 million people are exploited by human trafficking.1 Up to 14.2 

million people have experienced forced labor exploitation in industries such as agri-
culture, domestic work, construction, and manufacturing.1,2 Additionally, 4.8 million 
people are exploited in forced sexual exploitation.1,2 Although labor trafficking is more 
common globally than sex trafficking, it has received disproportionately little attention 
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relative to sex trafficking in the United States (U.S.).3 For example, only 11% of traffick-
ing survivors identified through law enforcement are labor trafficking cases, and only 
10% of all literature on human trafficking investigates labor trafficking.4,5 According to 
the U.S. Department of State, “federal human trafficking cases continued to involve 
predominantly sex trafficking despite service providers assisting significant numbers of 
labor trafficking survivors.”6[p.18– 19] Of the 228 federal trafficking prosecutions in 2021, 
221 were for sex trafficking compared with only seven that involved labor trafficking.6

Labor trafficking has received less attention than sex trafficking from policymakers, 
funders, and researchers. The resulting legal loopholes, lack of funding, and poor evi-
dence base have led to systemic inequities with less structural support systems for victims 
of labor trafficking. The inattention to labor trafficking is the result of a combination of 
factors. Firstly, it is due to the “devaluing of people experiencing labor trafficking, who 
are likely to be of color, including immigrants of color, [which] has roots in racism and 
xenophobia.”7[p.1483] Moreover, the media perpetuates the trope of the “typical” victim as 
a White, female, cis- gender sex- trafficking victim.8,9 Finally, there are vested economic 
interests within industries, such as agriculture, that create conditions fostering labor 
exploitation at the core of the U.S. economy.10 Together, these factors result in a large 
evidence gap to inform anti- labor trafficking responses in the United States.3

These same pernicious societal forces perpetuate inequities in health sector anti- 
trafficking research. Sex trafficking studies dominate the health sector trafficking litera-
ture, leading to a lack of health professional training, clinical assessment instruments, 
and health system protocols that address labor trafficking.11 What is known specifi-
cally about labor trafficking victim health needs and opportunities for intervention is 
minimal. In one study of trafficking survivors within the U.S., it was found that the 
majority of the cohort of labor- trafficking survivors had a touchpoint with a medical 
provider.7,12 Labor trafficking health research has demonstrated unsafe living condi-
tions, occupational hazards, poor nutrition, psychological violence, physical violence, 
and sexual violence among labor- trafficked individuals, all of which increase the bur-
den of medical and mental health disorders for this population.13– 17 Beyond this scant 
knowledge, the health care utilization patterns of labor- trafficked people during the 
trafficking are unknown. As a result, health care providers are insufficiently equipped 
to identify labor- trafficked people, to refer them to relevant resources, and to manage 
the acute and long- term needs of this population.9,18– 23

Given the dearth of data sources documenting the experiences of labor trafficked 
individuals within health systems in the U.S., one potential source of retrospective data 
is outside health care: within the legal aid system. In the course of providing services, 
human trafficking victim- serving legal aid organizations maintain files that may con-
tain crucial information about the health and health care needs of trafficked people. 
For example, a 2019 study by Kramer et al. used extracted data from the University 
of Michigan Human Trafficking Clinic’s closed case files to better describe the general 
needs of trafficked people.24 To date, there has been no health- specific investigation 
into the legal case files of labor- trafficked people.

Using legal aid organization data, the purpose of our study is to describe the health 
care utilization and occupational exposures during trafficking among foreign- born 
people labor- trafficked in the U.S.



847DeCicco, Prakash, Rapkin, Brown, and Stoklosa

Methods

The authors, legal advocates and medical professionals, conducted a retrospective 
review of the immigration files of survivors of labor trafficking. Subjects had received 
services from a Pennsylvania (PA)- based non- profit legal aid organization. To receive 
services at this organization, survivors would generally have to fall under 187.5% of 
the federal poverty line. Subjects’ case files were selected for review if: 1) they had been 
granted a T visa and thus been adjudicated as survivors of a severe form of trafficking 
by United States Citizenship and Immigration Services (USCIS) officials, and 2) the 
application for T nonimmigrant status was based on indicators of labor trafficking. The 
Trafficking Victims Protection Act of 2000 (TVPA) defines labor trafficking as “the 
recruitment, harboring, transportation, provision, or obtaining of a person for labor 
or services, through the use of force, fraud, or coercion for the purpose of subjection 
to involuntary servitude, peonage, debt bondage, or slavery.”20 In an effort to create 
immigration protections for foreign- born workers subjugated to labor trafficking, the 
T Visa was created by Congress as part of the TVPA.8,23

The 114 eligible subject case files were submitted to USCIS between 2012 and 2021. 
The primary document reviewed from each case file was the personal narrative statement 
included in support of the subject’s T visa application. These personal narrative state-
ments are drafted by legal advocates from the first- person perspective of each subject. 
The personal narrative statement drafting process includes multiple interviews where 
advocates gather facts, clarify details, and structure the subject’s trafficking experience 
into a cohesive narrative for submission to immigration officials. Additional documents 
that were reviewed for each subject included legal memos prepared by their attorneys 
for their applications, case notes documented by legal advocates, and supplemental 
evidence included in the applications. Prior to reviewing subject files, the entire author 
team developed the list of data points that would be extracted from each case file. This 
list was developed based on the legal advocates’ knowledge of what medical informa-
tion may have been collected over the course of the immigration application and the 
medical professionals’ knowledge of the current state of the literature regarding health 
outcomes and health care utilization patterns of labor- trafficking survivors.

In order to protect subject privacy, the research team neither contacted nor com-
municated with the survivors. All data were collected from pre- existing legal case files, 
which were stored on a secure server and accessible via secure laptops protected by 
individual identification and passwords. The team of authors that reviewed the case files 
were legal advocates employed by the legal aid organization where subjects sought ser-
vices. As such, they were authorized to view confidential subject information, and were 
the only team members who had access to the information. Additionally, all information 
was gathered in compliance with the PA attorney rules of professional conduct. After 
extracting the data, the legal advocate authors de- identified the password- protected 
information to be shared with the rest of the medical professional author team for 
analysis. Upon review by the Harvard Longwood Campus Institutional Review Board, 
this project was found to be IRB exempt.

For each subject, the legal advocate authors reviewed the case file and extracted 
demographic information, details about the trafficking experience, medical vulner-
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abilities present prior to the trafficking experience, health- related information from 
the time of the trafficking experience, and details on each workplace injury event 
and medical condition that occurred or developed during the trafficking experience. 
Narrative information from the immigration files was then coded into data points. For 
example, legal advocate authors collected information on the outcome of each instance 
where a subject described a workplace injury (i.e., as a binary value for whether the 
subject described any actions their employer took to interfere with their accessing 
medical services) and a categorical value for where they sought medical treatment, if 
at all. Notably, the variables, “clinic” and “private practice” referred to licensed facilities. 
Since the information was in narrative form, and given that the nature of immigration 
applications did not necessarily require the collection of complete medical informa-
tion at the time of filing, some data were described qualitatively in the files. In these 
instances, legal advocate authors documented this information using the most con-
servative estimate possible. For example, if a subject reported being injured on the job 
“several times,” this was coded as two instances of workplace injuries, since more than 
one injury is referenced, but no further details about the specific number are available.

It is important to note that these case files were created for immigration applica-
tions, not medical records. Thus, any medical information was collected either because 
a subject voluntarily shared it with their legal advocates or was prompted by their legal 
advocates in the setting where it was relevant. Thus, while these files contain significant 
amounts of relevant medical information from the time during a subject’s trafficking 
experience, details or additional data may be missing. Thus, all information must be 
considered a lower estimate of the incidence of each medical outcome.

A linear regression analysis was conducted using STATA.25 The number of injury 
events and the number of access points to medical service providers were regressed 
against subject demographics, specifics of trafficking experience, and select health- 
related outcomes measures.

Results

Demographic, injury, and medical data are summarized in Table 1 and Table 2. Most 
labor- trafficking victims identified as male (82%) and were trafficked in the agricultural 
and landscaping industries (78%). Subjects’ age at the beginning of their trafficking 
experience varied widely, ranging from minors to individuals over the age of 65, with 
a mean age of 30 and a median age of 28. Subjects were almost exclusively from Latin 
America (92%), 70% from Mexico specifically. Language barriers were particularly 
widespread among subjects, 97% of whom had no or limited English proficiency. Most 
of the subjects did not have legal immigration status during their trafficking experi-
ence (75%), and those that did have legal immigration status were H- 2A temporary 
agricultural workers. Lastly, 43% of subjects had U.S. citizen (USC) children, and 50% 
of subjects reported having sick family members prior to or during their trafficking 
experiences.

Injury rates among subjects was high. Nearly half (48%) of subjects reported expe-
riencing at least one workplace injury event during their trafficking experience. Thirty- 
eight percent of all subjects reported accessing medical services at least once during 
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their trafficking experience, including subjects who reported no workplace injuries but 
who did access medical services for another reason during their trafficking experience. 
Ninety- eight individual points of access to certified medical service providers were 
reported among all subjects.

In total, 112 workplace injury events were documented among all 114 subjects. Sub-
jects were able to access medical care in 31 (28%) of those injury events from a certified 
medical provider. That care was accessed through hospitals by 81% of our sample, and 
the remaining 19% of injuries were treated at clinics or at a formal health care facility 
of an unknown type. Notably, subjects reported that their trafficker/employer inter-
fered with access to medical care in 100% of those 31 injury events. Subjects reported 
employer interference in 78 (96%) of the 81 injury events where subjects were not able 
to access medical care. Trafficker/employer interference took various forms, such as 
fear of seeking care because of potential retaliation by the trafficker/employer, specific 
threats by the trafficker/employer against seeking care, or the trafficker/employer 
directing subjects to lie to medical providers about where the injury occurred. In a 
few instances, traffickers/employers even accompanied subjects to the hospital, posing 
as family friends or acquaintances, served as interpreters, and/or falsified information 
on behalf of subjects. Overall, 71% of subjects and 86% of all workplace injury events 
involved a situation where survivors were forced to return to work while still injured 
and/or before a doctor- recommended recovery period.

Fifty- eight percent (n=66) of subjects reported developing at least one medical condi-
tion during their trafficking experience and reported access to medical care in response 
to only 23% of those medical conditions. Medical services for medical conditions 
were accessed primarily through hospitals (73%). Preexisting medical vulnerabilities 
were also present among subjects. Half of subjects had family members that had or 
developed chronic or emergency medical conditions before or during their trafficking 
experiences. Additionally, 12% of subjects had preexisting medical conditions before 
the beginning of their trafficking experiences.

Subjects also reported various types of detrimental workplace exposures. Nineteen 
percent (19%) of subjects reported exposure to chemicals or other hazardous substances 
without personal protective equipment. Twenty- eight percent (28%) of subjects reported 
living or being housed in unsanitary or insufficient housing. Notably, 70% of those 
subjects who were present in the United States on an H- 2A visa, which requires the 
employer to provide housing, reported living in unsanitary or insufficient employer- 
provided housing. Thirty- six percent (36%) of subjects reported being exposed to 
extreme cold or heat without appropriate protection. Up to 51% of subjects reported 
sleep disturbances caused by being forced to work longer than expected, and 21% of 
subjects reported sleep disturbances caused by trouble falling asleep or nightmares. 
Physical and sexual assault were experienced by 19% and 11% subjects, respectively. 
Lastly, 46% of subjects reported a long- lasting negative medical outcome that persisted 
after they escaped their trafficking experience.

Summaries of the regression analyses are in Tables 3 and 4. Both the regression on the 
number of injury events and on the number of access points to medical services were 
good fit models. Both models pass an alpha = 0.01 F test (prob > F = 0.006 and 0.003, 
respectively) and have adjusted R-squared values of 0.2062 and 0.2318, respectively. 
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Table 3
REGRESSION RESULTS REGARDING NUMBER OF INJURIES

The low F-scores indicate that our models are statistically significant in predicting the 
number of injury events and access points to medical service providers based on the 
various demographic and health- related variables that were coded.

Discussion

In this paper, we use data from a legal aid provider to describe the demographics, 
occupational health exposures, self- reported medical data, and health care utilization 
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Table 4
REGRESSION RESULTS REGARDING NUMBER OF ACCESS POINTS 
TO MEDICAL SERVICE PROVIDER

patterns of labor- trafficked people. This study is the first of its kind to make use of 
medico- legal partnerships in presenting health care information among labor- trafficked 
people who were not identified by medical providers.

Our data indicate that labor- trafficked people experience adverse health outcomes 
and abuses throughout their exploitation, which is consistent with past research.22 We 
found that 38% of labor- trafficked people had at least one established medical access 
point—with the majority receiving treatment at a hospital. All medical access points 
coded were instances where subjects sought treatment from a certified medical provider 
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at a hospital, urgent care facility, clinic, or private practice. In other words, a significant 
subgroup of this population accesses medical care via a formal health care touchpoint 
with some frequency during labor exploitation. However, given that the survivors in our 
sample were not identified as trafficked people by the health system, these were clini-
cal encounters in which trafficked patients were either not screened or not identified.

Trafficker interference in accessing medical services was reported by 97% of our 
participants. It was found to be present across all injury events, including those for 
which medical care was accessed (100%) and for which medical care was not accessed 
(96%). This interference took various forms, such as direct threats of deportation, implied 
threats of losing a job, directing subjects to remove company clothing before accessing 
care, or attending medical visits with subjects and acting as interpreters. Besides traf-
ficker/employer interference, subjects who did not access medical care were also limited 
by social determinants outside of trafficker/employer interference. As we have shown, 
most of our subjects were undocumented, had limited English proficiency, lived below 
the federal poverty line, and were originally from countries or regions with limited 
access to medical services. They were from a demographic that is known to be less 
likely to access medical care because of lack of money, lack of knowledge in navigating 
medical services, and non- trafficker/non- employer related fears regarding immigration 
status.4– 6,13– 16,22,24 Notably, we also found that employer interference continued after care 
was accessed in the form of refusing to pay medical bills, discouraging follow-up visits, 
and threatening to call the police or immigration officials if subjects did not cover their 
own expenses. For example, in up to 86% of injury events, subjects reported having to 
continue working or return to work before being fully recovered. Thus, our data sug-
gest that labor traffickers significantly and purposefully interfere with survivors’ ability 
to access medical care. However, even if survivors overcome this pressure from their 
traffickers, they still face significant social and economic barriers to accessing care, as 
trafficker/employer interference did not seem to be correlated with more or less access 
to medical services following workplace injuries.

Interestingly, those labor trafficking survivors who were in the U.S. under an H- 2A 
visa did not have fewer adverse health outcomes and/or injury events, and nearly 70% 
reported living in unsanitary or insufficient employer- provided housing. The structure of 
the H- 2A visa program is well known to leave workers vulnerable to exploitation.24,26,27 
For example, recruitment fees, debt bondage, and visas tied to specific employers are 
all ways in which traffickers can exploit agricultural workers even through participa-
tion in the program.25 Moreover, H2-A workers live in employer- provided housing, 
often on the same farm where they are employed. This means that H2-A workers were 
often in extremely rural and isolated communities and rely almost entirely on their 
trafficker/employer for reliable transportation to access services. This dependence on 
employers and isolation leaves survivors vulnerable to abusive employers/traffickers.27 
For example, a labor contracting company contracting H- 2A agricultural workers 
was recently found guilty of coercing hundreds of hours of forced labor through debt 
bondage, confiscation of documentation, unsanitary living conditions, abuse, threats, 
isolation, and blackmail.26,28

We found that subjects were also likely interacting with their surrounding social 
systems through their children. For example, a notable portion of subjects (43%) had 
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USC children during all or part of their trafficking experience. Based on requirements 
for school and free access to health care for USC children, this indicates that subjects 
were likely interacting with social and medical systems to a significant degree on 
behalf of their children even amid labor exploitation. Their USC children were possibly 
interacting with the education system as well. Given contact between labor- trafficked 
parents of USC children and the health system, we predict that this population of sur-
vivors and their spouses potentially interacts with several health care settings: OB/GYN 
appointments, births, and pediatric appointments.29,20 As our study cohort consists of 
individuals who were not identified by the health system, we believe it is a matter for 
concern that—even while interacting with existing social and medical systems— these 
survivors were not identified and connected with resources.

Regarding the regression analysis, our overall good model fits and R-squared values 
indicate that there are some underlying correlations between the variables we captured 
and the health outcomes of subjects. This illustrates a key opportunity for future work. 
Similar analyses with larger sample sizes may yield more detailed insights that could 
help better predict the interplay among exposures, health outcomes, and access to 
medical care among survivors of labor trafficking. Our findings suggest that we suc-
cessfully captured important determinants of health outcomes and access to medical 
care for survivors of labor trafficking during their trafficking experience. Although 
our limited sample size constrains the generalizability of our prediction model, it is 
likely a manifestation of the degree to which the subgroup of labor- trafficked survi-
vors unidentified by health care providers is also not represented in research efforts. 
We believe that presenting risk predictors, even if exploratory, for a population that is 
marginalized and often not incorporated into aggregate research studies represents an 
important contribution to the current body of literature.

There were a few major limitations to this paper. As stated in the introduction, the 
primary information sources used in this paper were personal narrative statements, 
case files, and supporting documentation in immigration applications. There are several 
aspects about the immigration application development process that likely led to an 
undercount in the health information collected from subjects. The medical experience 
of each individual subject is not necessarily a central component of the trafficking narra-
tives described in applications for T visas. Following the T visa definition discussed 
previously, negative health outcomes are not in and of themselves a qualifying factor. 
Instead, they are among a series of facts that can be used to demonstrate a pattern of 
force, fraud, or coercion. Additionally, trauma- informed interview practices limit the 
amount of non- essential information that advocates will gather. Unless information 
about health care outcomes and injuries is needed to further the application narrative or 
is provided by the subject without prompting, advocates are likely to not seek additional 
information to not unnecessarily re- traumatize the interviewee. Thirdly, minutiae that 
may be of intense interest to medical advocates may be of little to no importance to 
legal advocates. For example, the precise number of medical appointments a subject 
attended may not be relevant to a given subject’s immigration application. Thus, per-
sonal narrative statements often refer to a subject attending “several” or “a few” doctor’s 
appointments, or that they attended follow-up appointments without specifying how 
many. In quantifying this information, the researchers were conservative, noting the 
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lowest possible number of medical access points that could be interpreted was listed 
(for example, “several” would be noted as two, “I visited the doctor again after my 
injury for follow ups but don’t remember how many times” would be noted as one). 
Thus, the information previously discussed constitutes a lower bound estimate of the 
true extent of the prevalence of the various health outcomes and exposures described. 
Additionally, given the narrative and qualitative format of certain documentation, 
interpretation of these data was necessary in data extraction and coding that could 
limit internal and external validity. Finally, our assessment of health care utilization 
was largely restricted to if treatment was received, where treatment was received, the 
number of times medical care was accessed, and if the trafficker/employer interfered 
with access to medical care. Further, given the nature of self- report, specific details of 
the medical care provided were unknown.

To better understand and address labor trafficking, we must take an interdisciplinary 
approach that integrates perspectives and services of health care providers, lawyers, 
survivor- advocates, law enforcement, researchers, and public health practitioners.31 
This is necessary for 1) research to better understand the needs and experiences of the 
labor-trafficked population, 2) assessment to better identify labor trafficking survivors, 
as well as 3) intervention development to ensure labor trafficking survivors receive the 
care and support they need.31

We provided one example of this interdisciplinary collaboration through our medico- 
legal approach in data collection and analysis. It allowed us to address a clear gap in 
the preexisting literature at a time when there is virtually no clinical data on labor 
trafficking. We recommend that medico- legal partnerships be used for future investiga-
tions into the relationships between labor- trafficked individuals, their health outcomes 
during trafficking, their health care utilization patters, and the ways they are (or are 
not) identified by medical service providers and connected with specialized resources.

Our findings, while not generalizable, provide new information that warrants 
further investigation and consideration by the health sector. Given the frequency of 
labor- trafficking survivor touchpoints with clinical care, hospitals, federally qualified 
health centers, urgent care centers, and private practice clinics should incorporate labor- 
trafficking assessment into their abuse, violence, and neglect policies and procedures. 
Our findings underscore the need to utilize professional interpreters in medical service 
provision: when English is not a patient’s preferred language, a professional interpreter 
must be employed.17,32– 34 Learning about a patient’s occupation is important, as some 
sectors are more likely to experience labor exploitation including trafficking. During 
an assessment for labor trafficking, medical service providers might consider asking 
about 1) whether there was employer interference with medical visits and concerns;  
2) whether the patient got time off from work to recover from injury events; 3) housing 
conditions, particularly for those on H-2A visas; 4) sleep disturbances; 5) need to work 
to pay for medical care for a sick family member; and 6) physical and sexual abuse. In 
one study, a fear of deportation was the number one reason labor- trafficking survivors 
did not disclose their trafficking experience to a health professional, so particular sen-
sitivity must be taken in assuring patients of their rights.35 The amount of trafficker/
employer interference observed in our study underscores the crucial need for privacy 
among health professionals and patients. This privacy enables effective education on 



859DeCicco, Prakash, Rapkin, Brown, and Stoklosa

rights and facilitates open discussions to address issues of exploitation.36,37 A frame-
work that accounts for many of these factors can be applied to conduct conversations 
with patients with concern for exploitation: the PEARR Tool.38,39 This evidence- based 
instrument guides trauma- informed survivor assistance in health care settings through 
the following steps: 1) privacy, 2) education, 3) asking questions, and 4) respecting as 
well as responding to patients’ wishes.

Globally, labor trafficking is more common than sex trafficking, yet we know little 
about the health care experiences and opportunities for health professional intervention 
for labor trafficking survivors in the United States. This study, despite all the limitations 
that come from its data source, provides a small window into that experience. Large- 
scale studies of those who have experienced trafficking, with primary data collected 
from survivors themselves, will allow us to better describe health care needs, health care 
utilization patterns, and health care opportunities for intervention and prevention.31 
There must be concerted resources dedicated to understanding how labor trafficking 
survivors access health care, their health care needs, and possibilities for intervention, 
guided by those with lived experience.
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