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Independent Study
Notes: 

(1) This study is specifically designed to address 
domestic violence, also known as intimate partner 
violence. It does not address the separate areas of 
child abuse or elder abuse.

(2) References to law information are based on the Ohio 
Revised Code and legislation in effect at the time 
of the writing of this study. Readers are encouraged 
to review legal information specific to the areas in 
which they reside, and to check periodically for new 
laws that affect this topic.

Objectives:
1. Describe the scope of the domestic violence problem 

in the United States today.
2. Identify roles of nurses in caring for persons 

impacted by domestic violence.

This independent study was developed by: Pamela S. 
Dickerson, PhD, RN-BC, PRN Continuing Education. The 
author and planning committee members have declared no 
conflict of interest.

0.9 contact hours will be awarded for successful 
completion of this independent study.

There is no commercial support or sponsorship for this 
independent study.

This study will expire August 2013.

Introduction
Domestic violence is a significant problem in the United 

States, affecting many adults and children. The scope of 
the problem is actually not known, because there is both 
stigma attached to being a victim and fear associated with 
disclosure of this information. This study will explore some 
of the common factors associated with domestic violence, 
the issues encountered by families dealing with domestic 
violence, the legal framework related to domestic violence 
in Ohio, and nursing implications for caring for families in 
which domestic violence is a real or suspected issue. While 
it is possible for a female to be a perpetrator and a male 
a victim, the usual scenario is that the female is the victim 
and the male the perpetrator. Because of this prevalence, 
in this study, feminine pronouns will be used to describe a 
victim and masculine pronouns will be used to describe a 
perpetrator. Please be aware, however, that the reverse may 
be the case in any given situation.

Key Points
Here are three key points for nurses and other 

Addressing the Issue of Domestic Violence
healthcare providers to share with persons who are victims 
of intimate partner violence:

1. The violence is not your fault. You have not done 
anything to cause the violence, and you do not 
“deserve” to be abused.

2. You are not alone. There are people who can help 
you, and it is ok to ask for help.

3. Help is available. There are community shelters and 
resources available, and you can access the National 
Domestic Violence Hotline (www.ndvh.org) or 1-800-
799-7233 (SAFE)

Definition
Domestic violence is a common term for what is now 

being referred to in the literature as intimate partner violence. 
Intimate partner violence is defined as physical, sexual, 
or psychological harm perpetrated by a current or former 
partner or spouse. This latter term is a more descriptive 
definition, which helps to define “domestic.” When intimate 
partner violence occurs, one person (the perpetrator) is 
using specific behaviors to control another person (the 
victim) in the relationship. 

Physical violence can involve anything from a mild 
slap to murder. Examples of physically violent behavior 
include slapping or hitting, kicking or biting, pushing 
or shoving, retraining, choking, burning, stabbing, and 
shooting, among other things. The Center for Disease 
Control and Prevention statistics indicate that, in 2007, 
there were 2340 deaths specifically attributed to domestic 
violence, 70% of whom were females (http://www.cdc.
gov/violenceprevention/pdf/IPV_factsheet-a.pdf). Ohio 
statistics indicate that 345 deaths occurred in 2006 related 
to intimate partner violence and 10,484 victims received 
shelter (www.ncadv.org/files/Ohio.pdf). The concern 
with each of these statistics is that the true incidence of 
intimate partner violence is not known. Therefore, unless 
there is a clearly proven injury or death caused by intimate 
partner violence, cases likely go unreported. Victims are 
extremely reluctant to acknowledge that they have been 
abused. Sometimes this is because they feel embarrassed 
or ashamed, sometimes they feel that they are powerless to 
change, and at other times they feel that their risk of injury 
or death escalates if they share their situation with someone 
outside the relationship. Data suggests that this fear is well 
founded.

Sexual abuse includes such behavior as forcing a partner 
to have sex against her will, having sex with a person who 
is unable to understand the process or decline involvement 
due to intellectual incapability or issues such as drug and/
or alcohol use, using unwanted devices as part of sexual 
activity, and being physically aggressive in demanding 
particular sex acts, among other things.

Psychological/emotional abuse includes such behaviors 
as name-calling, demeaning, belittling, blaming, ridiculing, 

and criticizing, among other things. People are also 
emotionally manipulated when forced to acquiesce to the 
requirements of the perpetrator, forced to watch abuse 
of a pet or child, or forced to limit such activities as time 
with friends and family. Perpetrator control of money 
and property are additional behaviors associated with 
psychological abuse.

Some sources identify stalking as a form of psychological 
abuse. Other sources consider stalking a fourth type of 
abuse, along with physical, sexual, and psychological/
emotional abuse. Stalking can be physical in nature–the 
stalker follows the victim, looks in doors or windows of the 
victim’s location, sits in the lobby of the victim’s employer, 
or engages in other physical manifestations of observation. 
Stalking can take on psychological/emotional tones, 
such as harassing phone calls, unwanted mail or email, 
or sharing intimate or demeaning pictures of the victim 
on public web sites. Stalking can be a significant problem 
in the workplace, sometimes leading to violence at work 
or dismissal of the victim from employment because the 
employer does not feel comfortable with the threat of the 
stalker’s presence. Loss of income interferes with a victim’s 
ability to be self-sufficient and in control.

Major components of intimate partner violence are (1) 
a systematic pattern of abusive behavior, (2) episodes which 
recur over time, (3) episodes which become increasingly 
frequent and severe, and (4) behavior used for the purpose 
of control, intimidation, or coercion. The borderline 
between “violence” and “non-violence” is a fine line. For 
example, a husband who controls the checkbook may state 
that he does so because he is an accountant and knows 
more about finances, but the wife may perceive that he does 
not want her to know or make decisions about the family’s 
money. To understand whether this is a situation involving 
“violence,” one may consider whether the rationale is 
logical, whether the wife is always excluded from use of 
and decisions about money, and whether this particular 
“symptom” is supported by other evidence of control and 
psychological abuse.

Questions about whether a particular situation is 
representative of intimate partner violence cause concern at 
many levels–for healthcare providers who see questionable 
evidence and consider reporting to authorities or 
documenting findings, for investigators who have personal 
values which may cause conflict, and for legal authorities 
and potentially jurors who must make decisions about 
“guilt” or “innocence.” Subjective data from perpetrators 
and victims, denial or avoidance of the topic by healthcare 
providers, the fear and anxiety associated with disclosure, 
and the threat of consequences of disclosure lead to 
significant difficulty in understanding the depth and 
breadth of the intimate partner violence problem.

Domestic Violence continued on page 2
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Get your copy of Legal Regulations and 
Professional Standards for Ohio Nurses

The third edition of Legal Regulations & Professional 
Standards for Ohio Nurses is available for purchase from the 
Ohio Nurses Association. Much has changed in the health 
care environment since the initial publication of this 
resource ten years ago and this new, updated edition will 
enable students and registered nurses alike to become more 
familiar with the law, rule, and professional standards that 
define nursing practice. 

This resource is available as an Adobe© PDF available 
via email for $18.00. To order your copy, please visit www.
ohnurses.org > Practice > Legal Regulations Guide. Please 
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Editor’s Notes

All independent studies published in 
the Ohio Nurse are free to ONA members 
for 3 months and can be completed 
online at www.ce4nurses.org. Non-
members can also complete the studies 
published in this issue online for $15.00 
per study. See page 3 for more details. 
Non-members: think about joining ONA! 
See page 3 for membership information 
and five reasons for joining the only 
professional organization in Ohio for 
registered nurses.

 

 

At Mercy,
every associate 
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make a difference, 
by delivering the 
best quality care 
in accordance with 
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rewards are great: 
a clinically excellent 
environment and 
a chance to work 
alongside other 
dedicated associates.

Apply online or view 
more of our current 
job openings at 
MercyOnline.org.

Mercy Regional Medical Center | Mercy Allen Hospital

  

Learn more at 
MercyOnline.org

Experienced 
Registered Nurses

CVICU * ER * MICU
Resource Pool

Must have a minimum 
of 2+ years’ work 

experience

Palliative Care 
Nurse Practitioner

New Life Hospice
Part-Time & PRN 

positions available

Cardiac Nurse 
Practitioner

Mercy Tri-City Medicine
Full-Time position 

available

SIGN-ON BONUS!
up to $5000 

(for FT/PT staff nurse positions)

The Ohio Revised Code (3113.31 ORC; http://codes.
ohio.gov/orc/3113.31) defines domestic violence as the 
occurrence of one or more of the following acts against a 
family or household member:

•	 Attempting	 to	 cause	 or	 recklessly	 causing	 bodily	
injury

•	 Placing	 another	 person	 by	 threat	 of	 force	 in	 fear	
of imminent serious physical harm or committing 
a violation of 2903.211 (menacing by stalking) or 
2911.211 ORC (aggravated trespass)

•	 Committing	 any	 act	 with	 respect	 to	 a	 child	 that	
would result in the child being an abused child

•	 Committing	a	sexually	oriented	offense

Further, section 2919.25 ORC (http://codes.ohio.gov/
orc/2919.25) states that:

•	 No	person	shall	knowingly	cause	or	attempt	to	cause	
physical harm to a family or household member

•	 No	 person	 shall	 recklessly	 cause	 serious	 physical	
harm to a family or household member

•	 No	person,	by	threat	of	force,	shall	knowingly	cause	
a family or household member to believe that the 
offender will cause imminent physical harm to the 
family or household member.

Note that in all of these statements of law, the focus is 
on physical abuse. Emotional and psychological abuse are 
much more subtle and therefore less tangible as “evidence” 
for prosecution. 

For the remainder of this study, 
go online at www.ohnurses.org. Click 
on the CE4Nurses button and scroll 
down to Ohio Nurse Independent 
Studies.

Domestic Violence continued from page 1
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Join the Ohio 
Nurses Association 

The Ohio Nurses Association does a lot for the nursing 
profession as a whole, but what does ONA do for its 
members? 

FREE AND DISCOUNTED PRODUCTS AND 
SERVICES Members take advantage of a wide array of 
discounts on products and services, including professional 
liability insurance, continuing education, and special 
tuition rates to partner RN-to-BSN programs.

WORKPLACE ADVOCACY ONA provides members 
access to a wide range of resources to help them make a 
real difference in the workplace, regardless of work setting. 
ONA provides members with resources to create healthy 
and safe work environments in all health care settings 
by providing tools to help nurses navigate workplace 
challenges, optimize patient outcomes and maximize 
career benefits.

EDUCATION Whether you’ve just begun your nursing 
career or are seeking to enhance or maintain your current 
practice, ONA offers numerous resources to guide you. 
For example, the Ohio Nurses Foundation awards several 
scholarships annually with preference to ONA members. 
Members also save up to $120 on certification through 
ANCC, and can earn contact hours for free through 
the independent studies in the Ohio Nurse or online 
at a discounted rate, among many other educational 
opportunities.

NURSING PRACTICE ONA staff includes experts 
in nursing practice and policy that serve our members by 
interpreting the complexities of the Nurse Practice Act and 
addressing practice issues with a focus of ethical, legal and 
professional standards on a case-by-case basis.

LEGISLATIVE ADVOCACY ONA gives members a 
direct link to the legislators that make decisions that affect 
nursing practice. Members can become Legislative Liaisons 
for their district, join the Health Policy Council and 
participate in the legislative process in many other ways 
through their ONA membership.

These are just a few of the benefits nurses receive as 
ONA members. Dues range from $33–$50 a month and we 
offer reduced dues rates to new graduates, unemployed 
and retired nurses. Go to www.ohnurses.org > Join/Renew 
to start taking advantage of what ONA has to offer.

Go to 

www.ohnurses.org
to join today!

Registration Form:

Select the studies you are taking:

__ Addressing the Issue of Domestic Violence

__ Obesity

__ Understanding Human Trafficking in the Nursing Sector

Name: _________________________________________________________________________________________________

Address: ________________________________________________________________________________________________
 Street City State Zip

Day phone number: _____________________   Email Address: __________________________________________________

RN or LPN? RN LPN ONA Member  YES _ NO ONA Member # (if applicable): _________________

ONA MEMBERS:
Each study in this edition of the Ohio Nurse is free to members of ONA if postmarked by March 1, 2012. Please send 
post-test and this completed form to: Ohio Nurses Association, 4000 East Main Street, Columbus, OH 43213.

NON ONA-MEMBERS:
Each study in this edition of the Ohio Nurse is $15.00 for non ONA-Members. Please send check payable to the Ohio 
Nurses Association along with post-test and this completed form to: Ohio Nurses Association, 4000 East Main Street, 
Columbus, OH 43213. Credit cards will not be accepted.

ADDITIONAL INDEPENDENT STUDIES
Additional independent studies can be purchased for $15.00 plus shipping/handling for both ONA members and 
non-members. A list is available online at www.ce4nurses.org

ONA OFFICE USE ONLY
Date received: _______________________ Amount: ____________________________  Check No.:  __________________

To help Ohio’s nurses meet their obligation to stay current in 
their practice, two independent studies are published in this issue 
of the Ohio Nurse, with one available online.

Instructions to Complete Online
1. Go to www.ce4nurses.com.
2. Click on each study you want to take and add it to your cart. 

(ONA members will see a price of $0.00 after they are logged 
in).

3. Complete the check-out process. You will receive a 
confirmation email with instructions on how to take the test.

4. Go to the CE4Nurses Exam Manager (www.ohnurses.
org/Survey) either from your confirmation email or the 
CE4Nurses site.

5. Log in and click on “View My New Studies.” Click on the study 
you want to take, and follow the instructions provided in 
CE4Nurses Exam Manager to complete the study.

6. Please read the independent study carefully.
7. Complete the post-test and evaluation form for each study. 

Post-test
The post-test will be scored immediately. If a score of 70 

percent or better is achieved, you will be able to print a certificate. 
If a score of 70 percent is not achieved, you may take the test a 
second time. We recommend that the independent study be 
reviewed prior to taking the second post-test. If a score of 70 
percent is achieved on the second post-test, a certificate will be 
made available immediately for printing.

Instructions to Complete By Mail
1. Please read the independent study carefully.
2. Complete the post-test and evaluation form for each study.
3. Fill out the registration form indicating which studies you have 

completed, and return originals or copies of the registration 
form, post test, evaluation and payment (if applicable) to: 

 Ohio Nurses Association, 4000 East Main Street, Columbus, 
OH 43213

References
References will be sent upon request.

Questions
Contact Sandy Swearingen at 614-448-1030 (sswearingen@

ohnurses.org), or Zandra Ohri, MA, MS, RN, Director, 
Continuing Education at 614-448-1027 (zohri@ohnurses.org).

Disclaimer: The information in the studies published in this 
issue is intended for educational purposes only. It is not intended 
to provide legal and/or medical advice.

The authors and planning committee members of these 
studies have declared no conflict of interest.

The Ohio Nurses Association (OBN-001-91) is accredited as a 
provider of continuing nursing education by the American Nurses 
Credentialing Center’s Commission on Accreditation.

Independent Study Instructions

Become Your Own Boss and LOVE Your NEW Nursing Career

www.nursingsuccesssystem.com
For my FREE Special Nursing Report visit me online

New Career for Nurses, 3-Day Certification Course,

Receive continuing education credit
and a new credential,

Secret to Becoming a 6-Figure Nurse Revealed Here

“America’s Favorite Nursing Educator”
Tracy McClelland Enterprise, Inc Nursing Success System

1214 North Peterson Ave Suite P
Douglas, GA 31533

866-384-8680
ycarte@windstream.net

Graceland University
offers an ONLINE Nurse Educator master’s that prepares nurses to teach in 
a collegiate or health care setting. All of our master’s programs feature an 
outstanding faculty, an award-winning online platform and a caring student 
support staff!

Ask us about our NE/FNP Dual Track Program!

800.833.0524 ext. 4801
www.graceland.edu/OHBN
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2011-2012 CE Events
Everything You Ever Wanted to Know About 
Completing an Individual Activity CE Application
ONA Headquarters, Columbus
Dec. 6, 2011 9:00 am-12:00 pm
Feb. 8, 2012 9:00 am-12:00 pm

This session is an opportunity to get your questions 
answered about the CE criteria and rules as well as learn 
how to complete Individual Activity Application Forms. This 
is designed for people who are not involved in approved 
provider units.
No contact hours awarded.
Fee: $30.00

Becoming An Approved Provider
ONA Headquarters, Columbus
10:00 am-2:30 pm
March 14, 2012
July 18, 2012
October 10, 2012

Purpose: Assist learners to understand the criteria for 
CE from the ANCC Commission on Accreditation and the 
rules from the OBN so they can establish and maintain an 
approved provider unit.

Objectives:
1. Identify the background for the continuing 

education process.
2. Discuss the rules and criteria to be used to develop 

an approved provider unit.
3. Describe the process to become approved as a 

provider.

FEE: $65.00 per person. Registration includes lunch, 
handouts and contact hours.

Common Health Issues in APN Practice 
March 7, 2012
ONA Headquarters, Columbus

Purpose: Highlight specific problems that APNs in 
primary practice and clinic settings may face.

Objectives:
1. Discuss cardiac problems clients may face and the 

appropriate current and upcoming treatment for 
each problem. 

2. Discuss complicating factors clients with diabetes 
may face and the appropriate current and upcoming 
treatment.

3. Discuss common psychiatric issues seen in the 
office, the impact on overall management and the 
appropriate treatment. 

Contact awards will be awarded.

7th Annual CE and Staff Development Educators 
Conference
April 20, 2012
Conference Center at OCLC, Columbus

More information available in next issue. 

Retired Nurses Conference
June 5-6, 2012
ONA Headquarters, Columbus

More information available in next issue. 

The Ohio Nurses Association (OBN-001-91) is accredited as a 
provider of continuing nursing education by the American Nurses 
Credentialing Center’s Commission on Accreditation.
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GRADUATENURSING

Doctor of Nursing Practice (DNP)
     • Online

Master of Science in Nursing (MSN)
     • New Curricula
     • Choose from 5 majors:

  For more information contact:
  Dorothy Crider, MS, RN
  phone: (614) 823-3210
  email: dcrider@otterbein.edu

– MSN/MBA 
   (2 degrees in 3 yrs)
– Nursing Service 
   Administration (NSA)
– Clinical Nurse Leader
– Family Nurse Practitioner
– Nurse Anesthesia 
   (7 semesters, full time)

Department of Nursing

TRANSFORM 
HEALTHCARE

Nurse
Anesthetist

The Air Force operates full-service medical facilities around 
the world, including first-class surgery centers. As a Nurse 
Anesthetist, you’ll work in one of these facilities as a member 
of the surgical team caring for Airmen and their families. And 
since you’ll enter the Air Force as an officer, your rank along 
with your skills will earn you the instant respect of your 
peers.

Minimum Education Requirement:
Master’s degree awarded from a graduate nurse anesthesia 
program and having successfully passed the national 
certifying examination within one year of completion of 
required didactic and clinical requirements.

Many bonuses available.

For more information, contact Scott E. Myers, MSgt, USAF
Air Force Health Professions Recruiter
(724) 743-5852 x 103      scott.myers.3@us.af.mil
www.airforce.com/healthcare

Sign-On Bonus
$10,000 for RNs
$5,000 for CNAs

Plus Relo Assistance!

FOR FREE INFORMATION CALL
Stacy Warner, Senior RN 

Staffing Consultant
800-839-4728 ext 106

Email: swarner@beck-field.com

•	 North	Dakota’s	oil	boom	=	jobs	+	$$$!!
•	 Experienced	RNs	and	CNAs	needed	for	

perm, FT hospital positions in not-for-
profit facility in “majestic” North Dakota

•	North Dakota known for its blue skies, 
friendly people, top ranked public schools, 
low	crime,	and	booming	economy!!

•	 Sign-on	bonus	paid	your first day of 
work.	$5000	for	RNs,	$2500	for	CNAs.	
Complete 1 year agreement and get 
option for 2nd year and the remainder of 
bonus money .

•	 Relo	assist	-	Option	of	your	goods	
moved & direct billed to the hospital . No 
upfront	costs	to	you!	Reimbursement	up	
to	$5,000	for	RNs	and	$2500	for	CNAs.

•	 Free Retirement Pension, fully funded 
by employer, no employee contributions 
required	=	more	$$	in	your	pocket.

•	 Low	cost	health	insurance	premiums;	
coverage begins within 2 wks of start .

Instructor, Nursing

To learn more about the specific qualifications  
and description for this position, visit 

www.starkstate.edu/employment
Stark State College is an equal opportunity employer

Nursing is a rewarding profession that  
combines technology with caring to assist people 

in obtaining and maintaining optimal health.
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by Jean Swaney, MSN, RN, CRNP

Independent Study
Objectives:

1.  Identify 3 causes of obesity.
2. Name at least 5 chronic diseases that can be 

attributed to obesity.
3. Discuss 3 strategies to prevent obesity throughout the 

lifespan.
4. Discuss 4 types of weight loss strategies.

This independent study was developed by: Jean Swaney, 
RN, MSN, CRNP. The author and planning committee 
members have declared no conflict of interest.

1.0 contact hour will be awarded for successful 
completion of this independent study.

There is no commercial support or sponsorship for this 
independent study.

This study will expire July 2013.

Obesity has evolved into one of the nation’s most 
insidious health problems. America is getting heavier and 
the consequences of the weight gain are tremendous. It is 
estimated that 47.5% of the adult population in the United 
States will be considered to be obese by the year 2018 
(Future Costs of Obesity). The Surgeon General (Benjamin, 
2010) calls America’s weight problem an epidemic which 
threatens our nation’s progress toward improved quality of 
life. She advocates for increased education geared toward 
healthier lifestyles.

Obesity is defined as an excess of body fat (Primary 
Fact Sheet, 2009). It can be accurately measured by skin 
fold thickness instruments and bioelectrical impedance 
analysis. Both measurements are difficult to perform. Both 
also require expensive instruments and trained personnel 
to perform them. For most, the Body Mass Index (BMI) is 
an accurate and inexpensive measurement of body fat. The 
BMI is the sum of a calculation based on weight and height. 
It is widely accepted and easy to determine. Most medical 
calculators let you “plug in” numbers to obtain the value. 
Persons for whom the BMI might not be as accurate would 
include the highly trained athlete who has little to no body 
fat. For these, calculations would tend to be somewhat 
higher because of the heavier muscle mass. Normal 
BMI ranges from 18 to 25. A BMI between 25 and 30 is 
considered overweight, which is defined as excess weight 
for height. Any BMI greater than 30 is clinically considered 
to be obesity and a BMI greater than 40 (or greater than 35 
for someone with co-morbid conditions) is termed severe 
or morbid obesity (Bray, 2009). In 1999, the Centers for 
Disease Control and Prevention (CDC) determined that 
about 65% of adults in the United States have a BMI greater 
than 25. In the 20 years from 1980 to 2000, the number of 
obese adults (BMI greater than 30) rose from 15 to 31%. 
In 2002, 28.7% of men and 34.5% of women in the United 
States were reported to be obese (Hitti, 2006).

The 1999 to 2000 CDC study looking at prevalence of 
overweight children and adolescents found an increase 
of about 16% from the earlier study looking at the years 
1988 to 1994. Children and young adults are becoming 
obese at younger ages (Dotinga, 2010). Severe obesity (BMI 
greater than 40) among children and adolescents is now 

Obesity
more common than the combination of juvenile diabetes, 
cancer, HIV, and cystic fibrosis (Primary Fact Sheet, 2009). 
Furthermore, obesity is an antecedent for health problems 
and increased medical spending. 

Causes of Obesity
Causes for obesity can be attributed to many factors. 

Causes can include ingesting too many calories, not getting 
enough exercise, genes, metabolism, environment, behavior, 
and culture (Benjamin, 2010). Rapid eating or eating while 
performing another task frequently results in mindless 
overeating. Dietary changes over the years have provided 
more calorie dense foods that are readily available. Portion 
sizes have increased and overeating is the norm. Salty and 
fatty snacks are advertised in all the media and priced 
inexpensively. More sugar sweetened and caffeinated 
beverages are being consumed at the expense of water 
and low or nonfat milk. Healthier foods are often more 
expensive and not available in low income neighborhoods. 
Fast food is everywhere. In addition, new evidence shows 
the addictive nature of certain types of calorie dense foods. 
Some animal/ brain imaging studies have discovered areas 
in the brain that respond to sugar almost in the same way 
as narcotics, nicotine, or alcohol (Kessler, 2009; Benjamin, 
2010; Brownell, 2010). However, not all of the blame should 
be placed on dietary changes alone. 

Physical inactivity due to technology is a major factor for 
some of the increase in weight gain. Time spent in front of 
the television for both children and adults have contributed 
to weight gain (Benjamin, 2010). Our communities 
have been planned so we need to drive to get anywhere, 
including to schools and grocery stores. Our banks, 
pharmacies, and restaurants all provide drive in service. 
Many of our communities are not safe enough to permit 
our children to play outside. Most schools have eliminated 
or decreased time allotted to physical education. 

Diamond (2010) explored various mental health 
problems with a direct link to obesity. Anxiety and 
depression can lead to compulsive overeating, reduced 
activity, and self medication with food. She cites studies 
which show decreased ability to lose weight in depressed 
patients. Conversely, successful weight loss helps alleviate 
depressed symptoms. There is a 32.6% rate of obesity found 
for those diagnosed with Post Traumatic Stress Disorder. 
Childhood sexual abuse is frequently an antecedent for 
severely obese females. Night Eating Syndrome is a disorder 
whereby patients eat more than half their daily calories 
during the evening and night. This disorder combines an 
eating disorder, insomnia, and mood disorder. Medications 
used to treat many of the mental health problems also 
contribute to obesity. Psychotropics, serotonin selective 
uptake regulators, and atypical antipsychotics all tend to 
stimulate the appetite. 

Consequences of Obesity
Higher BMIs are associated with increased mortality 

from all causes (Bray, 2009). Although intuitively one 
would associate being severely obese with earlier death, 
merely being overweight could lead to earlier death as well. 
Estimates for early death attributed to excess weight in the 
United States range from 112,000 to 365,000 annually. 
The Prospective Studies Collaboration analysis showed a 
significant increase in mortality with each 5kg/m2 increase 
in BMI. Studies on life expectancy in adults show that those Obesity continued on page 6

who are obese can expect to live 6–7 years less than their 
non-obese peers. Those who are overweight died about 
3 years earlier. The combination of smoking and obesity 
lead to approximately 13–14 fewer years of life than normal 
weight nonsmokers. Furthermore, years of life lost were 
greater for white males. Being overweight as an adolescent 
may also increase the risk of premature death as an adult. 
It has been observed that the gains in life expectancy 
sustained over the past few centuries may decrease because 
of the rising obesity levels (Bray, 2009).

The health implications of obesity are numerous and 
include diabetes mellitus, hypertension, insulin resistance, 
high triglyceride levels, low HDL syndrome, hyperlipidemia, 
gout, heart disease, heart failure, stroke, venous thrombosis, 
dementia, atrial fibrillation/flutter, hepatobiliary disease, 
GERD, esophageal cancer, osteoarthritis, sleep apnea, 
asthma, certain other types of cancer, skin changes, kidney 
disease, renal calculi, and psychosocial issues (Jackson, 
2009). 

Obesity induces insulin resistance, which results in 
hyperinsulinemia. This increases production of triglycerides 
in the liver as well as changes in sympathetic nervous 
system activity and sodium reabsorption, contributing to 
hypertension and hyperlipidemia. Abdominal adiposity, 
defined as a waist circumference greater than 35 for 
a woman and 40 for a man, is frequently associated 
with insulin resistance. (Bray, 2009)  Type 2 diabetes is 
strongly associated with obesity across all ethnic and racial 
groups. Bray (2009) further reports that obesity is directly 
implicated as a cause for more than 80% of cases of type 
2 diabetes. Lack of exercise or sedentary lifestyle increases 
the risk, whereas consistent exercise decreases it. Risk also 
increases when there is modest weight gain after the age of 
18 in women and 20 in men compared to those individuals 
with a more stable weight over their lifetime. Children who 
develop type 2 diabetes reportedly lose 20–28 “life years” 
and 28–35 “quality adjusted life years” (Primary Fact Sheet, 
2009). Other endocrine problems that can be linked to 
obesity include erectile dysfunction, disorders of sexual 
arousal and orgasm, irregular menses, anovulatory cycles, 
decreased fertility, and pregnancy induced hypertension 
(Bray, 2009). 

According to the American Heart Association, obesity 
has been identified as an independent risk factor for 
cardiovascular disease (Jackson, 2009). Physiologic and 
metabolic changes associated with obesity contributing 
to cardiovascular disease include insulin resistance, 
diabetes, lipid abnormalities, hypertension, left ventricular 
hypertrophy (LVH), obstructive sleep apnea, and 
sympathetic nervous system dysfunction. Volume overload 
and increased filling pressures in the heart combined with 
hypertension, often contribute to LVH. In turn, the LVH 
can lead to heart failure, sudden cardiac death, ventricular 
arrhythmias, and death after an MI. 

Abnormalities in the sympathetic nervous system 
can predispose persons to prolonged QT intervals and 
arrhythmias. The Framingham study showed a higher 
incidence of atrial fibrillation/flutter among persons with 
a BMI >30 (Bray, 2009). Sleep apnea can also predispose 
to hypertension, excess mortality, left and right ventricular 
dysfunction, and arrhythmias. The Nurse’s Health study 
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showed an increased relative risk for cardiovascular 
mortality among women with more abdominal fat, 
regardless of weight (Jackson, 2009). The Nurse’s Health 
study also showed an increased risk of ischemic stroke 
among women with a BMI > 27 who gained weight after the 
age of 18. This relationship was not seen for incidence of 
hemorrhagic stroke (Bray, 2009). 

The Prospective Studies Collaboration analysis revealed 
evidence that higher BMIs contributed to increased 
mortality from cancers of the kidney, liver, breast, colon, 
prostate, and endometrium (Bray, 2009). In another study, 
a prospective cohort of 900,000 adults in the United States 
over a period of 16 years showed a higher risk of death from 
cancer for those with a BMI >40. Relative risk for death 
was 1.5 for men and 1.6 for women (Bray, 2009). Deaths in 
this cohort were due to cancers of the esophagus, colon, 
rectum, liver, gallbladder, kidney, multiple myeloma, and 
non-Hodgkin’s lymphoma. Incidence of stomach and 
prostate cancer were also higher for obese men. Women 
who were obese had a higher incidence of breast, uterine, 
cervical, and ovarian cancer. The study’s authors surmised 
that being overweight or obese can cause 14% of cancer 
deaths in men and 20% of cancer deaths in women (Bray, 
2009). 

Obesity is associated with diseases such as hypertension, 
metabolic syndrome, and diabetes, all of which can 
contribute to renal disease. However, the Framingham 
Offspring study, Hypertension Detection and Follow-Up 
Program, and the Multiphasic Health Testing Services 
Program suggest that obesity alone may be associated with 
the risk of developing chronic kidney disease. Obesity 
and weight gain can also be a contributing factor in the 
development of kidney stones (Bray, 2009). 

There is frequently a bias against obese individuals. 
This has been observed in health care, employment, social 
situations, and education. In the Nurse’s Health study, 
women with weight gain saw deterioration in quality of life 
indices. When weight was lost, quality of life improved. In 
another study looking at over 10,000 adolescents, women 
who were overweight tended to have lower incomes, 
completed less schooling, were less apt to be married, and 
were more likely to live in poverty than their cohorts with a 
normal weight and similar aptitude scores (Bray, 2009). 

Benefits of Weight Loss
Cardiovascular disease can be prevented, averted, or 

improved by weight loss. A 5 to 10 pound weight loss can 
improve blood pressure in a hypertensive individual. It 
can decrease the chance of acquiring type 2 diabetes and 
decrease insulin resistance. Cholesterol levels improve as do 
endothelial function and C-reactive protein concentrations. 
A prospective study of over 28,000 overweight women 
with no pre-existing illnesses between the ages of 40 
to 64 showed that an intentional weight loss of > 20 
pounds resulted in a 25% decrease in all cause mortality, 
including cardiovascular disease and cancer (Jackson, 
2009). Women who had pre-existing conditions such as 
diabetes or cardiovascular disease had a 10% reduction in 
cardiovascular disease and a 20% reduction in all cause 
mortality with any intentional weight loss (Jackson, 2009). 

Regaining lost weight is a problem. Energy expenditures 
are generally reduced with any weight loss. Gastrointestinal 
bypass surgery for obesity can cause and maintain weight 
loss. It has also been found to decrease cardiovascular 
risk. Weight loss from liposuction does not achieve this 
goal(Jackson, 2009). 

Although there are limited studies related to long 
term benefits of weight loss and problems associated with 
maintaining weight loss, individuals should receive lifestyle 
counseling if BMI is > 25. More intensive counseling should 
be offered for those with cardiovascular disease or risk 
factors. For those without disease, obesity prevention early 
in life is recommended (Jackson, 2009). These suggestions 
do not apply for the elderly, however. A robust Australian 
study of 9200 men and women between the ages of 70 to 
75 showed that overweight individuals (BMI 25 to 30) had 
a 13% lower 10 year mortality rate than those classified as 
underweight, normal weight, or obese. The study further 
showed that regular exercise decreased mortality rates in 
men by 10% and by 50% in women (Editorial, Annals of 
Long Term Care, 2010). 

Costs of Obesity
Obesity has financial implications for both public 

and private payers. There are medical, surgical, and 
pharmacological treatments available for obesity. However, 
most of the cost of treating obesity stems from treating 
diseases brought on by obesity (Finklestein, Trogdon, 
Cohen, and Dietz, 2009). Health insurance costs to 
employers account for approximately $8 billion per year, 
while paid sick time costs approximately $2.4 billion. Life 
and disability insurance paid by employers cost $2.8 billion. 
Furthermore, obesity related disability costs an employer 
over $8700 per person per year. Being obese is associated 
with 39 million lost work days, 239 million light duty days, 
and 63 million physician visits (Primary Fact Sheet, 2009).  
A major and potentially changeable factor contributing 
to costs include an overall increased number of obese 
persons within the population. In 2008, 33.9% of Ohio’s 
population was obese. By 2018, if current trends continue, 
it is projected that the number will rise to 50.9%. Increased 
costs of providing health care for obesity related illness 

is also a factor in projected rising costs (Future Costs of 
Obesity, 2009). About $75 billion of public health care costs 
nationwide from 2003 were attributed to obesity and one 
half of that amount was paid for by public funding (Future 
Costs of Obesity, 2009). Finklestein et al (2009) reports that 
Medicare and Medicaid spending would be decreased from 
20.4% to 11.9% if obesity related treatment was not needed. 

Approximately 10% of total medical care expenditures 
can be linked to obesity and, if trends continue as they have 
been, nationwide costs could rise to an anticipated $343 
billion in 10 years (Future Costs of Obesity, 2009). Costs in 
Ohio can be expected to rise from $3.66 billion to $16.22 
billion by 2018 (Future Costs of Obesity, 2009). 

Obesity contributed to a 27% medical cost increase from 
1987 to 2001. Obese individuals utilize more healthcare 
than those who are not obese. According to Finklestein et al 
(2009), Medicare pays out $600 more annually in medical 
costs per obese person. There is a 77% higher medication 
spending rate. There is a 36% overall higher spending rate 
in both outpatient and inpatient settings. More hospital 
days are utilized for obese individuals (Primary Fact Sheet, 
2009).

 
STRATEGIES TO COMBAT OBESITY

Treatment Options
It is clear that no single strategy fits everyone’s needs. 

Most individuals who desire weight loss will often try a 
variety of methods. Results generally improve when efforts 
are begun early in the weight gain cycle. Weight loss 
strategies include behavior modification and counseling, 
non-medical weight management programs, physician 
supervised weight loss, and weight loss surgery. 

Self monitoring is a major component of behavior 
modification. Self monitoring involves an awareness of 
calorie intake, exercise patterns, and outcomes. It can be 
accomplished by use of food diaries, pedometers, regular 
weight checks, counseling, or weight and calorie tracking 
software. Modified behaviors include a change in eating 
habits, an increase in exercise, participating in a support 
group, extracurricular activities, becoming educated about 
healthy bodies, and setting realistic weight loss goals (OAC, 
2010). 

Regular physical activity of some type is important 
for maintaining overall health, leading to healthy bones, 
joints, and muscles. Physical activity is very important for 
an individual attempting to lose weight. When initiating 
a new exercise program, an individual should consult a 
health care provider to determine fitness for the activity 
and build up the activity gradually until able to accomplish 
30 minutes or more of moderate intensity activity per day. 
Maintaining consistency is an important component of an 
activity program. Moderate intensity exercise is defined as 
activity lasting 30 minutes or more for 5 or more days of the 
week. It is activity that achieves 40 to 60% of the maximal 
heart rate. Types of moderate intensity exercise include 
house and yard work, leisurely walking or bicycling, and 
light swimming (OAC, 2010). 

Vigorous activity, on the other hand, will bring the 
maximal heart rate above 60%. Examples of vigorous 
intensity activity include aerobics, running, brisk walking, 
hiking, and cycling (OAC, 2010).

The US Department of Health and Human Services 
recommends that at a minimum, children and adolescents 
should have 1 or more hours of physical activity per day. 
Adults should have 2.5 hours of moderate intensity activity 
or one hour and 15 minutes of vigorous intensity activity 
per week, or an equivalent combination of the two. The 
vigorous intensity exercise should last at least 10 minutes 
per session, spread out over several days of the week. Older 
adults should follow adult recommendations as their 
physical conditions allow (OAC, 2010). 

Exercise should be simple, realistic, fun, and easily 
accomplished. Goals for an individual exercise routine 
should be specific “walk,” measurable “for 20 minutes three 
times a week,” attainable or action based “I will,” realistic 
(something you are willing to do), and timely (something 
you are able to do right now). Exercise is a commitment 
toward your health and well being. (OAC, 2010).

Non-medical weight management programs are 
frequently commercially operated and include weight loss 
center, books, interactive web sites, support groups, and 
counselors. There may be fees involved or there may be 
specific foods and supplements required. Quick results are 
often accomplished by strict restrictions, such as not eating 
any carbohydrates for several weeks. Some programs offer 
low calorie diets and teach principles of healthy eating. 
Frequently, individuals become discouraged by the lack 
of variety or by “stalling” weight loss. Weight regain is 
frequently seen when these programs have been stopped. 
The best types of programs offer educational materials 
and counseling that have been reviewed and approved by 
a licensed health care professional. The materials and 
counseling should provide information on healthy eating 
plans, exercise, and behavior modification techniques. 
(OAC, 2010).

Physician supervised weight loss programs generally 
include input from dieticians, physicians, nurses, and/or 
psychologists in a clinical setting. Services offered include 
nutrition education, behavior modification, and physical 
activity. Cost is generally comparable to a non-medical 
weight loss program. Sometimes, insurance will cover 
costs for those with chronic diseases such as heart disease, 
diabetes, or metabolic syndrome. Initially, a health care 
provider will perform a focused medical evaluation, weight 

history, and a thorough psychological history. Blood tests 
are often drawn. Treatment includes diet, which at times 
is a very low calorie liquid supplement, exercise, behavior 
modification techniques, and pharmacotherapy. Follow up 
visits are with other support personnel in the clinic and are 
frequently monthly or more often in the beginning. After 5 
to 20% of the initial weight is lost, visits can be decreased to 
three to six month intervals, depending on the needs of the 
individual. Weekly weigh-ins are a useful tool in keeping 
dieters on course. Weights should be obtained at the same 
time of day, same day of the week, and same scale when at 
all possible. Being weighed by someone else has been shown 
to decrease calorie intake by approximately 20% (OAC, 
2010). 

Dietary Programs
Starvation (calorie consumption of less than 200cal/day) 

is never medically indicated as a means of losing weight. It 
can lead to significant starvation ketoacidosis, electrolyte 
disturbances, vitamin and mineral deficiencies, and an 
increased potential for morbidity and mortality. Very low 
calorie diets (VLCDs) can be used under close medical 
supervision. Caloric intake will be 800 calories or less and 
can result in weight loss of up to 40 pounds over 12 weeks.

Pregnant women, people with protein wasting diseases, 
and those with significant heart, renal, liver, psychiatric, 
or cerebrovascular diseases should not use these diets. The 
elderly, children, and adolescents should be monitored 
very closely if utilizing this type of diet. Much of the early 
weight loss is mobilized from lean muscle mass. Overall 
compliance is often poor. VLCDs should not be used 
more than 3 – 6 months. Major problems associated with 
this type of diet include hair loss, electrolyte disturbances, 
hypothermia, skin thinning, and gallstones. Unless long 
term maintenance programs are introduced after finishing 
the extreme calorie restriction, weight regain is rapid.  
(Uwaifo, 2010). 

There are many types of commercial or conventional 
diets available. Factors to examine when choosing a 
commercial diet include:

•	 Inclusion	of	all	major	food	groups
•	 Promotion	of	gradual	weight	loss
•	 Inclusion	of	other	behavior	modifications
•	 Encouragement	of	exercise
•	 Non-use	 of	 labels	 for	 food	 such	 as	 “bad”	 (OAC,	

2010). 

Conventional diets can be classified as:
•	 Low	calorie,	balanced	diets	(smaller	portions)
•	 Low	fat	diets
•	 Low	carbohydrate	diets
•	 Midlevel	diets	such	as	the	Zone	Diet	
•	 Fad	diets	such	as	the	cabbage	soup	or	grapefruit	diet	

(Uwaifo, 2010). 

Balanced low calorie diets (800–1200 cal/day) are 
commonly prescribed by dieticians, health care providers, 
and programs such as Jenny Craig, Weight Watchers, TOPS, 
and Overeaters Anonymous. Food diaries are frequently 
used throughout the program. Total daily calories are 
divided over 3 or more planned feedings a day. Regular 
food can be eaten or meal replacement items such as 
shakes, bars, or meal entrees can be utilized. Alcohol, 
fruit juices, sodas, and other highly concentrated sweets 
are generally avoided because of the empty calories 
associated with them. Total weight loss of 12–16 pounds 
can be attained. Major complications to watch for include 
gallbladder disease, starvation ketosis, vitamin deficiency, 
and electrolyte disturbances. This diet is also only indicated 
for short term use (Uwaifo, 2010).

Normal calorie diets are always over 1200 calories.  
Food diaries are once again used and information from 
the diaries is used to determine a reduction in a person’s 
normal caloric intake anywhere from 500 to 1000 calories. 
Protein intake should consist of 0.8–1.5g/day of body 
weight (not to exceed 100 g/day). Ten to thirty percent 
of total calories should come from fat with less than 10% 
from saturated fat. Water intake should be > 1 liter/day and 
carbohydrate intake should consist of  > 50g/day (Uwaifo, 
2010). 

Low carbohydrate diets (Adkins) are popular, but have 
no scientific data to support their efficacy. These diets 
induce ketosis by very high protein and/or fat consumption. 
They produce very good short term weight loss over a period 
of 2–4 weeks, primarily from water loss. Noncompliance 
with dietary restrictions is a frequent finding. Weight regain 
is typical (Uwaifo, 2010). 

The South Beach diet is a more liberal low calorie 
diet than the Adkins and compliance can therefore 
be improved. This diet labels foods “good” or “bad” 
based on glycemic index. It encourages increased fiber 
intake which can cause weight loss even in the setting of 
unchanged caloric intake. Persons utilizing a diet such 
as the South Beach diet should choose heart healthy fats 
(monounsaturated, polyunsaturated, and fats rich in 
omega 3 fatty acids) and proteins such as lean poultry, fish, 
nuts, and legumes (Uwaifo, 2010).  

Medications
There are currently only two types of FDA approved 

weight loss medications available in the U.S. These 
medications should only be used for individuals with a 
BMI >30 or for those with at least one cardiac risk factor 
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(diabetes, heart disease, high cholesterol, or hypertension) 
and a BMI >27. 

Orlistat (Xenical, Alli) is a non-centrally acting drug 
that works by decreasing fat absorption in the intestines. It 
eliminates about 1/3 of the fat eaten. It is very safe and now 
available over the counter. Major side effects are diarrhea, 
flatulence, oily stools, and fecal incontinence. It eliminates 
fat soluble vitamins, so a supplement must be taken at 
bedtime. It can interfere with coumadin and cyclosporine 
effects, so caution should be used when taking these drugs 
together (Epocrates, 2010). 

Nonadrenergics, such as Phentermine, is an 
amphetamine-type medication used for short term (less 
than 12 week) weight loss. These medications suppress 
appetite by altering chemical signals in the brain. It should 
not be used in individuals with uncontrolled hypertension, 
seizure disorder, heart disease, or anxiety. Side effects can 
include dry mouth, constipation, jitteriness, hypertension, 
and tachycardia. It should not be used with antidepressants, 
dextromethorphan, migraine medications, over the 
counter cold medications, tramadol, and caffeine. There is 
a dependency factor associated with the medications as well 
(Epocrates, 2010). 

Sibutramine (Meridia) was recently removed from the 
market because of safety concerns, primarily increased 
incidence of myocardial infarction and stroke. Meridia 
worked with chemicals in the brain to help decrease food 
cravings and improve satiety. Those with hypertension, 
heart disease, cardiac arrhythmias, heart failure, or a 
history of stroke were not supposed to use this medication. 
It potentially could raise blood pressure and heart rate, 
cause seizures in those with seizure disorder, and precipitate 
psychiatric disorders. It interacted with medications such 
as SSRI antidepressants (Paxil, Cymbalta, Effexor, Zoloft, 
Prozac among others), certain pain medications such as 
Ultram and migraine treatments, dextromethorphan, some 
antibiotics, and certain herbal supplements because of a 
chance of precipitating serotonin syndrome. Concurrent 
alcohol use was also a contraindication. (Epocrates, 2010). 

A few medications have been under consideration by 
the FDA. A very promising new drug called Rimonabant, a 
central cannabinoid type 1 antagonist, seemed to be ready 
for FDA approval. This medication caused a mean weight 
loss of 6–12 pounds over a year. Side effects primarily 
included dizziness, diarrhea, nausea and vomiting, and 
mood swings. A review of the FDA website in November 
2010 revealed that this drug was rejected because of safety 
concerns (www.fda.gov). Locarserin, a selective serotonin 
2c agonist was also rejected by the FDA in September, 2010 
(www.fda.gov). 

Ephedrine and caffeine have historically been used 
as adjunct weight loss drugs. They purportedly induce 
thermogenesis, but food intake is also frequently decreased 
when they are used in conjunction with another weight loss 
medication. Ephedrine and caffeine both increase energy 
expenditure but can cause tachycardia, palpitations, and 
increased blood pressure (Uwaifo, 2010). 

There are several medications available to obese type 
2 diabetics that do not cause weight gain. Metformin 
is weight neutral or promotes mild weight loss while it 
improves insulin resistance. Byetta and Victoza, newer 
injectable diabetic medications, also have shown some 
tendencies for modest weight loss. They are glucogon-like-
peptide-1 (GLP-1) activators. As part of their mechanism 
of action, they delay gastric emptying, leading to a feeling 

of fullness (Epocrates, 2010). Amylin (synthetic version 
of pramlintide/Symlin) is another investigational drug 
and associated with variable weight loss in type 1 and 2 
diabetics (Uwaifo, 2010). The exact mechanism of action 
in unknown, but it also promotes satiety and slows gastric 
emptying (Epocrates, 2010). 

Other investigational drugs include ghrelin antagonists, 
alpha-MSH analogs, enterostatin, neuropeptide YY 
antagonists, beta-3-adrenergic antagonists, and numerous 
herbal products including Hoodia gordonii, which is 
an extract from an African cactus. Studies are being 
performed on another antiseizure medicine, zonisamide, 
which is showing a baseline weight loss of about 6% and few 
side effects (Uwaifo, 2010). 

Several antidepressants have been used off-label for their 
side effects of anorexia. Many SSRIs (Prozac, Paxil) have 
been used for this purpose. Buproprion and Effexor can 
have some anorexia-type side effects. Buproprion also has 
indications for smoking cessation and probably has some 
other properties to help decrease the desire for overeating. 
However, unless these medications are used as adjuncts, 
side effects tend to diminish over time (Uwaifo, 2010). 

Topamax is an adjunct antiseizure medicine that was 
found to decrease baseline weight by as much as 15–18%. 
The degree of weight loss seems to be higher for those 
with a higher BMI. The mechanism of action is still under 
investigation. This medication is also used off-label and has 
no FDA approval for this indication. Dosing is lower than 
for treatment of seizure disorder. Side effects are a limiting 
factor in its use. Most people complain of parasthesias, 
significant memory loss, drowsiness, and confusion 
(Uwaifo, 2010). 

Drugs used for weight loss in the past that are known 
to be ineffective include chitosan, leptin, St John’s Wort, 
psyllium, conjugated linoleic acid, chromium, ginseng, and 
guar gum (Uwaifo, 2010).

Surgical Options
Weight loss surgery (bariatric surgery) is indicated 

only for those who are morbidly obese (BMI> 40) or obese 
(BMI >35) with one or more cardiovascular risk factors. 
Surgery has to be combined with behavior modification, 
diet and psychological changes in order to be effective. It 
can be an effective option, however, for those unable to 
lose weight conventionally. It is currently the only modality 
that effectively maintains weight loss. Surgery, however, 
should not be considered an “easy fix” to the obesity 
problem. Risks and benefits should be discussed with a 
reputable surgeon. Complications can include emboli, 
bleeding, wound infection, or death, as well as anastomotic 
leak, incisional hernia, nutritional deficiencies, abscess 
development, or stricture. Insurance may not pay all or part 
of the costs associated with the surgery (OAC, 2010). 

Medical comorbidities are not a contraindication to 
the procedure, however the patient’s condition must be 
optimized prior to undergoing surgery. Conditions to 
be optimized include diabetes mellitus, heart failure, 
hypertension, sleep apnea, asthma or other respiratory 
disorder (Uwaifo, 2010).
Types of surgery include:

•	 Roux-en-Y	Gastric	Bypass
•	 Laparoscopic	Adjustable	Gastric	Banding

•	 Biliopancreatic	Diversion	with	Duodenal	Switch
•	 Laparoscopic	Sleeve	Gastrectomy
•	 Horizontal	gastroplasty
•	 Silicone	gastric	banding
•	 Jejunoileal	bypass	procedure

The bypass procedures are primarily malabsoptive, or 
alter digestion. They can also simultaneously be restrictive. 
In the case of the Roux-en-Y procedure, a pouch is created 
as a first step in the surgical process. The pouch generally 
holds only a volume of 15cc, but will eventually stretch to 
accommodate a larger volume. The second step involves 
bypassing a portion of the small intestine and connecting 
a distal aspect of the small intestine to the newly created 
pouch. Other malabsorptive procedures include bypassing 
pancreatic and/or biliary drainage, along with creating a 
smaller area of stomach (OAC, 2010, Condosta, 2010).

The malabsorptive procedures can cause severe 
nutritional deficiencies over time. The deficiencies 
primarily include vitamin B12, calcium, folate, copper, iron, 
and vitamins D, K, and A. In addition, if there is dumping 
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or diarrhea, there is a high potential for deficiencies in fat 
soluble vitamins, potassium, or magnesium. A chance for 
anastomotic leak, stricture, fistulas, or wound dehiscence 
can also occur when a malabsorptive procedure is 
performed. Those undergoing malabsorptive procedures 
can potentially develop complications such as gallstones, 
liver cirrhosis, kidney stones, or metabolic encephalopathy 
(Uwaifo, 2010). 

The banding or sleeve procedures are considered to be 
restrictive, or limiting. This type of procedure limits the 
size of the stomach with an adjustable band. Overall, it is 
safer and causes minimal stress at the time of surgery. The 
patient may be able to go home the day of surgery. Weight 
loss is not as dramatic, but patients can eventually lose up 
to 55% of excess weight. Many patients have to undergo 
adjustments to the band on occasion and will need to follow 
up on a long term basis with their surgeon. Because the 
procedure is restrictive, patients don’t have the nutritional 
deficits seen with the malabsorptive procedures. This 
patient needs to refrain from eating calorie dense foods 
or sweets in order to maintain loss. About 10% of these 
patients will require conversion to a bypass procedure or 
redo of the banding (OAC, 2010). 

All of the above procedures produce long term effective 
weight loss. Physical, psychological, and behavioral changes 
from the patient are required for maintaining healthy 
weight loss. 

Prevention Strategies
Satisfactory weight loss and maintenance is often 

difficult at best to attain. Prevention takes planning and 
forethought. Interventions can occur in the home, in 
schools, in the work place and child care, as well as in the 
health care system and community. Interventions should be 
individual as well as community based. 

Individual healthy choices can include decreasing 
consumption of sodas and juices with added sugars, 
decreasing consumption of calorie dense foods with added 
sugars and fats, and portion control. Drinking more water, 
choosing low-fat dairy products, and eating more fresh 
produce, whole grains, and lean proteins are also healthy 
choices. Breastfeeding infants exclusively for 6 months 
has been determined to be a major factor for controlling 
overweight in children. Becoming more physically active 
and decreasing television viewing as well as computer time 
are all good preventive choices as well. 

A healthy home environment is a great beginning. The 
earliest risks for childhood obesity begin in pregnancy. 
These risks include maternal diabetes, smoking, alcohol 
and illicit drug use, and excess weight gain. Adults should 
be good role models and teachers. Early decisions about 
food, activity, and television viewing should, therefore, 
begin at home (Benjamin, 2009). 

The Weight Realities Division of the Society for 
Nutrition Education (SNE) developed guidelines in 2002 
for promoting healthy weight in children and preventing 
obesity. Their recommendations include a statement that 
policy makers should have input from eating disorder 
specialists, health professionals, teachers, and the general 
public. The SNE suggest policy makers’ primary focus 
should be to promote and support healthy lifestyles for 
children of all ages and in all settings. Activities should 
create a nurturing environment, provide education on 
healthy eating, and promote and support enjoyable physical 
activity.

An interesting premise of the SNE is that goals should 
be set for health, and not weight, for growing children. 
Expecting all children to fall into an ideal weight range 
would be unrealistic and possibly problematic. The SNE 
suggest defining a healthy weight as “the weight a body 
adopts when it is given a healthy diet and meaningful levels 
of activity” (SNE, 2002). 

Another major SNE goal would include provision of a 
nurturing environment in order to promote all aspects of 
healthy growth and development. This goal could foster 
qualities facilitating health promoting behaviors such as 
self -esteem and positive body image. This environment 
would assist in overcoming the current extreme media 
focus on appearance. Diversity programs in schools could 
and should address weight and size discrimination as well 
(SNE, 2002). 

SNE advocates that goals should be set for healthy 
eating and physical activity. Dietary guidelines such as 
the Food Pyramid should be utilized. Optimal meal 
times would be spent as a family function in a relaxed 
atmosphere. Children would be able to stop eating when 
satiety is experienced. Activity would be geared for specific 
age groups, with younger children given opportunities 
for active free play and movement. Older children need 
to master movement skills so activities can be learned and 
enjoyed throughout their lifetimes, regardless of size or 
weight. They should be taught to understand that fitness 
is positively related to long term health and well-being.  
Opportunities for activity should be available during 
school time, after school, and at home with friends and 
family. Communities should support optimal fitness with 
safe, appealing, convenient, and affordable places for all to 
spend time (SNE, 2002). 

Safe and respectful treatment of children and their 
bodies include teaching children that self-worth and self-
esteem is not contingent on a perfect body size or shape. 
Assessment of weight or size should be conducted privately 
and labels to describe children should be avoided. Safe 
and effective childhood obesity programs would focus 

on healthy lifestyle changes for the entire family, in an 
environment whereby a child can be physically active, eat 
to satiety, and grow into his/her weight. Placing children 
on weight loss diets has been found to be neither safe nor 
effective. This practice typically results in weight cycling 
and overeating (SNE, 2002). 

Childhood Obesity and Specific Environments
Healthy child care settings should utilize expert 

recommendations concerning physical activity, 
television viewing time, nutritional practices and sleep 
hygiene. Providers should practice and promote healthy 
lifestyles, encouraging parents to do the same at home. 
Recommendations for finding a healthy child care setting 
include asking childcare providers about their approach 
to promoting healthy lifestyles for children under their 
care, visiting the setting to see how they implement their 
approach, finding out how parents are kept informed 
regarding continuation of the approach at home, and 
asking providers about their views on breastfeeding, breast 
milk storage, and handling. Because state regulations 
regarding child care settings vary by state and type, a move 
toward standardized federal guidelines for early child care 
should improve quality. Standardized guidelines could 
include establishing nutritional requirements, requiring 
60 minutes of structured and unstructured daily physical 
activity, and giving parents materials to reinforce practices 
begun in the child care setting (Benjamin, 2009). 

Healthy schools can be an easy transition from the 
healthy child care setting. According to the Surgeon 
General, school programs could have the ability to promote 
healthy eating and physical activity, thereby improving 
academic success and preventing obesity. Healthy eating can 
be provided through nutritious food and beverages served 
in cafeterias, concession stands, and vending machines. 
These should include fresh fruits and vegetables as well as 
lean protein and whole grains. Beverages offered should be 
low fat, non-fat, or water. Comprehensive activity programs 
can be offered through recess, physical education, 
intramurals, and other initiatives provided by physical and 
health education specialists. Physical education should be 
a daily requirement. The Surgeon General further notes 
that schools should have comprehensive wellness plans 
in place. These should include a school health council to 
guide health related policy decisions, standardized physical 
education curricula for pre kindergarten through grade 
12, policies that permit school employees to model healthy 
behaviors, partnerships with the community to support the 
wellness programs, and professional development programs 
for staff (Benjamin, 2009).

As noted earlier, obesity reduces productivity and 
increases health care costs. Health care programs and 
wellness initiatives in the workplace can be cost effective 
and can add to the value of the community where they 
are located. They can be a first step in providing healthy 
work sites. Ways in which employers can promote healthy 
workplaces include creating programs and setting up 
challenges to promote health. They can provide support 
for individuals who want to breastfeed by providing clean 
and private areas to pump or feed. They can provide onsite 
exercise facilities or programs, personal training, or group 
classes. Healthy foods and beverages can be made available 
at a reasonable cost to employees in the workplace. They 
can become active partners in community task forces 
and groups or sponsor community events. Employers can 
support governmental and legislative initiatives promoting 
health and wellness in the workplace and community. And 
lastly, they can offer insurance benefits that will cover 
obesity related services and programs (Benjamin, 2009).

The medical community should prioritize health and 
wellness in dealings with the community through their 
modeling and teaching. Beneficial anticipatory guidance 
could cover managing stress, selection of healthier foods, 
exercise suggestions, and the importance of maintaining 
a healthy body through lifestyles changes. BMI should be 
measured at office visits and patients should be aware of 
its significance. Clinicians should check on patient activity 
goals at each visit. They should also be willing to refer to 
outside resources when needed. Routine or disease-specific 
medications prescribed should be weight neutral for those 
at risk for obesity. Best practice guidelines regarding obesity 
counseling should be utilized, both for patients and when 
teaching students in the medical community. Prenatal 
counseling on weight gain, breastfeeding, and avoidance of 
tobacco, alcohol, and drug use should be available for all 
pregnant women and those who are considering becoming 
pregnant. Lastly, the medical community should be active 
in encouraging healthy initiatives public policy matters 
(Benjamin, 2009).

The Ohio Obesity Prevention Plan was initiated to 
halt the growth rate of obesity in Ohio by 2014. It will be 
implemented and evaluated by the Ohio Community 
Wellness Alliance, a part of the Healthy Ohio Advisory 
Council. Focus of the Plan centers on prevention, 
population-based strategies, identifying and working with 
the most at-risk populations, and evaluation of efforts. 

Goals include:
– Improving physical activity options and 

opportunities
– Improving nutrition and access to healthy food 

choices and limiting access to unhealthy food and 
beverage choices

– Improving the coordination of policy and resources 
directed to the prevention and reduction of obesity, 
especially among those populations most at risk 

(Healthy Ohio, 2009).

The Plan’s goals will be assessed and revised as needed 
on an annual basis. Decisions for the revisions will be 
data-driven (Healthy Ohio, 2009). Immediate strategies 
were initiated in December 2009. These included working 
with the federal government to increase United States 
Department of Agriculture (USDA) meal reimbursements 
in order to provide high quality nutritious meals within the 
schools. The Alliance created a plan to promote healthier 
nutrition and enhanced physical activity in the schools. 
They created a farmer’s market management network as 
a means of increasing access to fresher, healthier foods to 
Ohioans. They identified areas of little to no access to full 
service groceries within the urban as well as rural parts 
of the state. The Plan will be evaluating Ohio’s trails and 
walking paths in order to link them and provide a means 
for funding the initiatives. As part of the Plan, marketing 
will be initiated to give families information and tools on 
obesity prevention. There will be a centralized database of 
obesity prevention activities occurring throughout the state 
and referral listings for obesity prevention services (Healthy 
Ohio, 2009).

Short and long term strategies continue to focus on 
providing Ohio-grown healthy foods in easily accessible 
areas, providing more areas for safe, public activities, and 
assisting workplaces in proving healthy options for their 
employees. Opportunities will also be provided to health 
care professionals to further the impetus toward a healthier 
Ohio (Healthy Ohio, 2009).

In June 2010, Governor Ted Strickland signed HB 373 
into law. This bill establishes nutritional standards for food 
and beverages sold in public schools, set requirements for 
periodic BMI measurements, and require daily physical 
activity and changes to physical education programs. In 
addition, it also establishes a Healthy Choices for Healthy 
Children Council. Schools, however, would be able to opt 
out of the program (Ohio Legislation, 2010).

We are in a position to curb the obesity epidemic 
within our homes, communities, schools, and workplaces. 
Becoming familiar with the causes and consequences of 
obesity is the first step in halting this growing public health 
problem. Becoming a part of the solution to the problem 
is certainly within a nurse’s scope of practice. We can 
influence healthy initiatives and practice healthy lifestyles. 
Increased awareness of the benefits of healthy weight and 
activity levels, along with access to healthy foods and safe 
communities can help to stop the growth of obesity within 
the United States.
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DIRECTIONS: Please complete the post-test and 
evaluation form. There is only one answer per question. 
The evaluation questions must be completed and 
returned with the post-test to receive a certificate.

Name: ___________________________ Final Score:  _____

Please circle one answer.

1. Causes of obesity can include:
 a. Genetic makeup
 b. Culture
 c. Excessive caloric intake
 d. Sedentary lifestyle
 e. All of the above

2. Obesity rates in adults:
 a. Are lower for college graduates
 b. Decrease with increasing age
 c. Are highest for non-Hispanic Black men and 
  women
 d. All of the above
 e. All but B

3. Diseases associated with obesity include:
 a. Cardiovascular disease
 b. Sleep apnea
 c. Stomach cancer
 d. Type 2 Diabetes 
 e. All but C
 f. A and D

4. Benefits of weight loss do not include:
 a. Decreased insulin resistance
 b. Improved cholesterol levels
 c. Enhanced immune status
 d. Improved endothelial function

5. Strategies to treat obesity could include:
 a. Regular physical activity
 b. Non-medical weight loss programs
 c. Prescription weight loss medications
 d. Behavior modification
 e. All of the above

6. Weight loss surgery:
 a. Is effective in decreasing complications from 
  obesity
 b. Is indicated for anyone with a BMI >25
 c. Must be combined with behavior modification 
  to be effective
 d. A and C
 e. All of the above

7. Obesity prevention strategies:
 a. Are ineffective
 b. Are easy to implement and maintain
 c. Can only be effective when started in early 
  childhood
 d. Include breastfeeding solely for 6 months
 e. None of the above

8. Strategies included in the Ohio Obesity Prevention 
Plan include:

 a. Provide safe areas for public activities
 b. Educate health care professionals
 c. Provide locally grown healthy foods in easily 
  accessible areas
 d. Help workplaces provide healthy options for 
  employees
 e. All of the above

True or False

9. Liposuction confers the same benefits as other weight 
loss surgeries.

 A. True
 B. False

10. Childhood sexual abuse is frequently associated with 
severe obesity in older females.

 A. True
 B. False

11. The earliest risks for childhood obesity begin with 
pregnancy.

 A. True
 B. False

12. Health care programs and wellness initiatives can add 
to the value of a community.

 A. True
 B. False

13. BMI is an accurate indicator for body fat for all 
persons.

 A. True
 B. False

14. A BMI from 20–25 is optimal for anyone over the age 
of 75.

 A. True
 B. False

15. Technology has been found to be a factor leading to 
obesity.

 A. True
 B. False

16. Morbid obesity is the term used for someone with a 
BMI >35 with no other co-morbid condition. 

 A. True
 B. False

17. Environment is one of the factors contributing to the 
obesity epidemic. 

 A. True
 B. False

18. The incidence of juvenile diabetes is more common 
than obesity for children and adolescents.

 A. True
 B. False

19. Early death is associated with morbid obesity but not 
overweight. 

 A. True
 B. False

20. Being overweight as an adolescent may increase the 
risk of premature death as an adult. 

 A. True
 B. False

21.  There are currently many FDA approved weight loss 
medications available.

 A. True
 B. False

22. The Society for Nutrition Education advocates for 
childhood healthy weight goal setting based on 
weight and not health.

 A. True
 B. False

23. Earliest risks for childhood obesity include maternal 
diabetes, maternal alcohol or drug use, and maternal 
use of tobacco products.

 A. True
 B. False

24. Weight loss surgeries can either be restrictive or 
malabsorptive.

 A. True
 B. False

25. Weight loss diets for children frequently result in 
weight cycling and overeating and are neither safe 
nor effective.

 A. True
 B. False

___________________________________________________

Evaluation:

1. Were the following objectives met?
 a. Identify three causes of obesity.  ___ Yes  __ No

 b. Name at least five chronic
  diseases that can be attributed
  to obesity.  ___ Yes  __ No

 c. Discuss four types of weight 
  loss strategies.  ___ Yes  __ No

 d. Discuss three strategies to prevent
  obesity throughout the lifespan.  ___ Yes  __ No

2. Was this independent study an 
 effective method of learning?  ___ Yes  __ No 

 If no, please comment:

3. How long did it take you to complete the study, the 
post-test, and the evaluation form? 

  _______________

4. What other topics would you like to see addressed in 
an independent study?

SEND WITH REGISTRATION FORM ON PAGE 3

Obesity 
Post Test and Evaluation Form
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by Christine Conrad, LSW

Independent Study
Objectives:

1. Define human trafficking.
2. Discuss the role of the nurse in identifying and 

communicating with potential victims of trafficking.

This independent study was developed by: Christina 
Conrad, LSW, Anti-Human Trafficking Case Manager, The 
Salvation Army, Columbus, Ohio.

The author and planning committee members have 
declared no conflict of interest.

1.36 contact hours will be awarded for successful 
completion of this independent study.

There is no commercial support or sponsorship for this 
independent study.

This study will expire Nov. 2013. 

STUDY
The red number two just clicked to a three on the digital 

clock that sits crooked on the end of the cabinet across 
the room. It’s now 11:53 pm. The time is difficult to read 
because this guy didn’t even bother to turn off the lights 
when he came in to see you; the numbers are faint. The 
rank smell of the sheets is infiltrating your senses as your 
face is being thrust into the bed. A headache ensues as you 
taste the dry smell of cigarette smoke that permeates the 
fabric from years of people ignoring the “no smoking” sign. 
Click. The clock changes again, one of the lights is dim 
but you can tell it is a four. This comes with relief because 
you know there are only six minutes left before you can go 
take the shower you were promised. The hot water will feel 
good because this man makes you feel even dirtier than 
the others you had to see that night. He is in his late 50’s 
and overweight, much like your grandpa Pap who used to 
rock you to sleep when you were scared of thunderstorms. 
His waxy skin engulfing your body makes you feel more 
trapped than the pimp outside the door, waiting to take 
his money for the service you’re providing. When his awful 
grunting stops resounding in your ear you can tell the old 
man just ejaculated and the deed is done. You can finally 
take a breath as the pressure of his massive body on top of 
yours is lifted. He sits on the edge of the bed for a minute 
before getting dressed. He collects his watch and keys, and 
walks out without so much as a word spoken or a glance 
your way. 

At this point it is two minutes after midnight. The pimp 
enters, you’re still naked but these days you don’t even 
bother to cover yourself anymore. He tells you “That guy 
paid me what he owed but said you didn’t do good enough. 
You better re-learn how to put on that happy face for the 
next one or else I’ll give you something to be sad about!” 
Knowing another beating would result if you ignore his 
instructions you smile at him. It’s less than half hearted; 
smiling now means nothing more than facial tension. “That 
will have to do,” he says, “now go clean your filthy body 
whore. The next guy is going to be here in 20 minutes.”

This sounds like a nightmare concocted from one of 
those tragic stories you’ve heard maybe once or twice, 
but never really allowed yourself to believe could be real, 
or happen to anyone you love. Unfortunately this is not a 
terrifying dream. This is a depiction based off of survivor 
testimonies about just one night in the life of a sex 
trafficking victim.

The Crime of Human Trafficking
Sex trafficking accounts for the largest portion of 

victims and profits in the ever present tragedy of human 
trafficking. Human trafficking is more commonly referred 
to as Modern Day Slavery because it exists when men, 
women, and children are forced into physically laborious 
situations to profit another individual. The U.S. Department 
of Health and Human Services reports that globally human 
trafficking is the second largest form of organized crime 
and fastest growing (The U.S. Department, 2011). 

This criminal enterprise is tied with arms dealing 
(illegal weapon sales) and second only to the dealing of 
illegal drugs worldwide (The U.S. Department, 2011). 
The Trafficking in Persons Report of 2010 tells us that 
the major forms of trafficking in persons include: Forced 
Labor, Bonded Labor (including Debt Bondage Among 
Migrant Laborers), Involuntary Domestic Servitude, Forced 
Child Labor, Child Soldiers, Forced Prostitution (Sex 
Trafficking), and The Commercial Sexual Exploitation of 
Children (including Child Sex Tourism) (U.S. Department 
of, 2010). These categories are all roughly placed into 
two different groups; that of Sex Trafficking and Labor 
Trafficking. The estimated global annual profits made from 
the exploitation of all trafficked persons or forced labor is 
$31.6 billion based on U.S. currency (Belser, 2005).

 
Breaking Down the Definition

Generating a solid understanding of the definition 
of human trafficking is important as this crime involves 
many forms of abuse and related offenses. Deciphering 
the parties involved (the perpetrators, victims, and 
sometimes customers) and their role in the crime of human 
trafficking presents a challenge. Traffickers use unique 
ways of recruiting, trapping, and exploiting their victims 

so the crime can easily go un-recognized or misinterpreted 
as another. The Victims of Trafficking and Violence 
Protection Act of 2000 (TVPA) clearly states the definition 
of human trafficking as a recognized illegal activity 
(Department of Health, 2003). 

The term ‘‘severe forms of trafficking in persons’’ 
includes the following:

Sex Trafficking: A commercial sex act is induced 
by force, fraud, or coercion, or in which the person 
induced to perform such act has not attained 18 years 
of age (U.S. House of Representatives, 2008).

In the United States there are aspects of the commercial 
sex industry that are legalized like strip clubs, forms of 
pornography, and areas of prostitution. This can make 
separating the individuals who are legally involved in the 
sex industry from those who are trafficked difficult. Each 
trafficking situation involves a unique individual and 
corresponding story. When contemplating if a patient you 
are treating is a victim of trafficking, utilize the TVPA’s 
definition by looking at the five areas of focus: Force, Fraud, 
Coercion, Definition of “commercial sex act,” and Age. 

1). Force: Any physical restraint or causing serious harm 
(U.S. House of Representatives, 2008). An example 
would be a woman physically overpowered, tied 
down to a bed, or locked in a hotel and raped by a 
trafficker or customer (more commonly referred to 
as a “John”).

2). Fraud: According to the TVPA, fraud refers to a false 
promise made to the victim by a trafficker to lure or 
entrap the victim as a means of control (U.S. House 
of Representatives, 2008). Examples of fraud include 
false promises for specific employment, promises of 
a certain amount of money that is never paid, being 
told he or she would receive legitimate immigration 
documents that are never obtained (U.S. House of 
Representatives, 2008).

3). Coercion: Threats of serious harm to or physical 
restraint against any person; any scheme, plan, or 
pattern intended to cause a person to believe that 
failure to perform an act would result in serious 
harm to or physical restraint against any person; the 
abuse or threatened abuse of the legal system (U.S. 
House of Representatives, 2008).

4). “Commercial Sex Act”: Any sex act (prostitution, 
stripping, and pornography) on account of which 
anything of value is given to or received by any 
person (U.S. House of Representatives, 2008). Your 
role as a nurse is to decipher if there was anything 
of value exchanged for a sex act. Was there money, 
drugs, or valuables traded because of a sexual 
encounter? 

5). Age: The TVPA directly states that if a minor is 
caught in a commercial sex act, then they are 
automatically considered to be a victim of Human 
Trafficking. This is because in no other circumstance 
can that individual consent to a sexual encounter. 

Labor Traff icking: 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 (U.S. House 
of Representatives, 2008).

This is the most recognizable form of Modern Day 
Slavery as it can be more easily compared to the slavery 
of past times. It is essentially the same as people who are 
made to work physically or at a specific trade without pay 
or freedom of movement. These victims have been found 
and rescued from agricultural areas, factories, restaurants, 
hotels, and family homes. There are various ways labor 
traffickers entrap their victims and utilize them for their 
personal profit but debt bondage is most commonly 
used. This is when a trafficker establishes an inflated fee 
(based on transportation and living costs) that the victim 
must pay back before they obtain freedom. A trafficker 
may insist that a young man pay him $1,200 US dollars 
as reimbursement for the cost of the van ride, meals, and 
apartment stay when crossing a border. The trafficker will 
then not pay the young man for his migrant work, claiming 
he is taking his cut of the debt incurred.  

This essay will address occurrences of Labor Trafficking 
and its reproductions but not in extensive detail. The 
primary focus of this essay will be to provide education 
about sex trafficking as it is the type most common in 
our society. More importantly, the victims of this type of 
trafficking are knowingly and unknowingly being treated 
in our nation’s medical centers on a daily basis. The 
health care provider plays a key role in their rescue and 
rehabilitation using the specific skills s/he possesses and 
the opportunities available through their facilities. 

The Prevalence of Human Trafficking in the United 
States

The Statue of Liberty, the American Flag, and the 
Constitution of the United States represent the freedom 
and justice for all citizens on our soil. Men and women have 
fought and died to honor and protect these principles for 
which our nation exists.

Understanding our society’s value of freedom makes it 
easier to see how the issue of human trafficking is largely 
hidden. ‘Slavery’ is often considered to be a term of the 
past. Most people cannot fathom that there are currently 
people in our country who have no element of choice or 
freedom in their lives. Human trafficking is modern day 
slavery. Times and technology have changed the way people 
are exploited and controlled. For example, women were 
once sold legally at town auctions to work on plantations. 
Today, women are sold to the highest bidder over the 
internet. The methods of sale and control have advanced 
but not the underlying issue–that the woman is being sold 
against her will and used for another person’s profit. 

The rate at which slavery exists in our country is 
astounding. Due to the inconspicuous nature of this 
crime, the numbers are difficult to track. Regardless of the 
challenge, research has provided some figures concerning 
prevalence of human trafficking.  The most conservative 
estimate given by the International Labor Organization, 
found that there are at least 12.3 million people in forced 
labor worldwide (Belser, 2005).  Although the accepted 
estimate is thought to be more realistic, there are currently 
27 million people living in slavery (Bales, 2007). The 
Trafficking in Persons Report (TIP) shows that between 
600,000 and 800,000 individuals are trafficked across 
international borders every year (U.S. Department of, 
2010). Annually 18,000 to 20,000 persons are trafficked 
into the U.S. (U.S. Department of State, 2003). Those 
numbers of course do not include our own U.S. citizens 
who are also controlled and exploited. We know from the 
Center for Missing and Exploited Children that there are at 
least 100,000 US children caught up in commercial sexual 
exploitation (CSE), with the belief that there are upwards 
to 300,000 minors victimized (Allen, 2010). 

The only way to prioritize this subject when screening 
patients is to recognize that behind every one of these 
numbers is a person. These are not just statistics, these 
are lives. These men, women, and children have been 
brutalized to the highest degree, yet they can still think, 
feel, love others, and build lives. Take for example 
Samantha, a client of The Salvation Army of Central 
Ohio’s Anti Human Trafficking Program. Samantha is a 
kindhearted spirit who has overcome tremendous trauma 
in her life with a remarkable ability to care for others. 
Samantha was trafficked in Florida when she turned 18 
after deciding to experience life in a new state. Invited 
into an apartment by a man claiming to show her the city, 
Samantha became a victim of forced prostitution that very 
night after receiving her first assault and beating. This 
would become routine in the 11 months that would follow.  

During one of Samantha’s pimp’s violent rages he threw 
her out of a three story window. These injuries brought her 
to the area hospital where she finally found sanctuary. This 
was the first time in almost a year Samantha was able to feel 
safe. This hospital stay became her opportunity to become 
free. With the help of the nursing staff, she was treated and 
reconnected with her family. Today, 36 years have passed 
since this horrifying ordeal and Samantha embodies what 
it means to be a survivor. Samantha feels blessed to be 
able to be a full time wife and mother of five children. She 
embraces the needy with philanthropic work and personally 
when friends are in distress. Samantha raises awareness 
about the reality of domestic minor sex trafficking in 
efforts to save other girls from this terrible fate. 

Human Trafficking in the Health Care Setting
Health care facilities can be a place of refuge and 

restoration for victims of trafficking. The traffickers 
know there is opportunity for their crimes to be exposed 
in these settings. Thus trafficking victims are typically 
brought into hospitals and clinics only when injuries and 
ailments are life threatening or debilitating enough to 
affect the victim’s ability to make money. One European 
study showed that 28% of Human Trafficking victims 
came into contact with the health care system at least one 
time during their captivity (Family Violence Prevention, 
2005). Regrettably not one of these encounters resulted 
in the trafficking victim being rescued. This is most likely 
attributed to a lack of training necessary to understand 
this crime and its victims. A recent study shows the need for 
health care providers to be educated in our country. The 
study surveyed emergency room staff where 23% of those 
surveyed were nurses, learned that although 29% thought it 
was a problem in their emergency department population, 
only 13% felt confident or very confident that they could 
identify a trafficking victim, and less than 3% had ever had 
any training on recognizing trafficking victims (Chisholm-
Strike, & Richardson, 2007).

These studies represent crucial missed opportunities to 
save people from immense suffering. Luckily this problem 
has an easy solution. Simply educating yourself and your 
health care facility’s staff on the issue of Human Trafficking 

Understanding Human Trafficking in the Nursing Sector
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will help with victim identification and rescue. As a health 
care provider (HCP) you have a golden opportunity to 
reach out to victims. The health care system is one of only 
four fields where workers are likely to encounter a victim 
of trafficking while they are still in captivity (The others 
are clergy, law enforcement, and school systems) (Crane, 
& Moreno, 2011). That is why the duration of this essay 
will discuss the signs and symptoms trafficking victims 
typically present when accessing treatment. You will gain 
an understanding of the victim’s situation which affects 
their mindset. Knowing this will directly affect your ability 
to move forward in treating the victim and aiding in their 
rescue. 

The Mindset of the Victim
Anytime a person experiences trauma, their attitude is 

severely altered which is then linked to behavior change. 
Trauma can be broken into two areas, physical and 
psychological. Medically speaking trauma is “a serious 
injury or shock to the body” (The American Heritage 
Dictonary, 2000). Psychologically it is “an event outside 
your control in which you experienced or witnessed a 
severe physical threat” (Najavits, 2002). The vast majority 
of human trafficking victims experience both forms. One 
study that interviewed 207 survivors of trafficking showed 
the following: 76% had experienced physical violence, 
90% experienced sexual violence, and 71% experienced 
both during the time they were trafficked (Barrows, DO, 
MA (Bioethics), & Finger, MD, MPH, 2008). That is why 
being conscious of the victim’s trauma and sensitive in your 
questioning and response is extremely important. 

Adult Victims
Adult victims of human trafficking are typically 

overlooked. This is because outsiders (friends, social 
service providers, family, and HCPs) assume that since 
they are adults they are able to freely make good decisions 
for themselves. When outsiders do not take a second look 
to see what is guiding the adult’s decisions, they tend to 
make negative assumptions which leads to stigma. For 
example many times a patient may come into a hospital 
who is a known sex worker. Nursing staff may assume 
“that’s a filthy lifestyle and she has a bad attitude, she’s 
getting herself into trouble and abusing the system.” 
When the patient picks up on the judgmental undertone 
of the nurse, they will completely shut down due to shame 
and anger–shame because the life consists of daily sexual 
assault and anger because the nurse lacks understanding 
of the patient’s circumstance. Did the nurse stop to think 
about how someone would end up in this profession? If 
the nurse would take that time, he or she would find that 
most likely the “lifestyle” was introduced to the patient as 
a child. The U.S. Department of Justice Child Exploitation 
and Obscenity Section conducted a nationwide study 
which found that as many as 70% of women involved in 
prostitution are introduced to the commercial sex trade 
in early adolescence (11-14 years of age) or early childhood 
(U.S. Department of Justice).

The most conservative estimates suggest between 75%–
90% of adult female prostitutes are under the complete 
control of a pimp (sex trafficker) (Farley, Baral, Kiremire, 
& Sezgin, 1998). By federal definition, this makes them 
victims of sex trafficking because pimps/sex traffickers use 
both physical and psychological torture to control “their” 
women (Williamson, 2008). Pimps/sex traffickers will rape, 
beat, verbally abuse, and threaten the lives of people whom 

the women love. Such tactics consistently lead to complete 
obedience and a breakdown of personal agency and 
autonomy (Williamson, 2008), thus making it easier for the 
pimps to profit off of the women they control. The pimp is 
the one who will receive all or most of the allocated money 
(or thing of value: drugs, food, etc) for the sexual service 
the woman provided, or rather ‘endured’. 

The routine beatings and rapes do not leave these 
women unscarred. The victims may appear to adapt to their 
situations but it is only a defense mechanism used to evade 
further pain. Victims learn ways to negotiate favor amidst 
the violent environment where pain and fear are imposed 
upon them whenever they break a rule or attempt escape 
(Crane, & Moreno, 2011). Restricted movement, isolation, 
and battery distort the woman’s reality. Victims survive 
by making cognitive changes which allow them to believe 
their situation is better than it really is compared to other 
life experiences they witness or imagine. Most will reach a 
point of complete mental defeat as they give up hope for a 
better life (Crane, & Moreno, 2011). 

Post Traumatic Stress Disorder (PTSD) is an anxiety 
disorder that results after one sees or experiences a 
traumatic event. The symptoms that result include acute 
anxiety, depression, insomnia, persistent flashbacks of the 
event, physical hyper-alertness and self-loathing that is 
long-lasting and resistant to change (Bisson, & Andrew). 
One research study interviewed prostituted women from 
nine different countries. They found the level of PTSD in 
these women to be at 68%, which is the same range as that 
of combat veterans (Farley, 2003). The damaging effects 
of trauma infiltrate almost every aspect of trafficking 
survivors’ lives. Trauma causes women to become consumed 
by PTSD symptoms and the abusers teach women to distrust 
the world and feel worthless. 

Since women in the sex industry are surrounded by 
people who control them, sexually exploit them, or judge 
them, they rarely have a concept of a healthy human 
relationship. My experience in working directly with adult 
survivors of sex trafficking and prostitution has shown 
me that the confusion about healthy relationships lead to 
the greatest challenges in recovery. Humans are relational 
creatures and sex is the ultimate act of intimacy. Though 
we can argue the varying affects, it is evident that sex 
dramatically shapes ones attitude toward relationships. For 
women trapped in the sex industry this can be the heart 
of the dysfunction. These women are made to enter into 
complete intimacy with strangers, sometimes up to 7 days 
a week. The actions of “John’s” and the indoctrination of 
traffickers construct the identity of a woman as purely 
sexual. If you are engaged in the sex industry, almost 100% 
of your time is consumed by sex. You are either having sex, 
surrounded by it, or recovering from it. 

Therefore no time passes before you begin to believe 
the lie, that your only source of value is in your sexuality. 
This lie breaks down a woman completely because there 
is no greater way to dehumanize an individual than 
objectifying them to nothing more than flesh. Tania, a 
survivor from Eastern Europe, says “They {traffickers and 
clients} didn’t see us as human beings, but just as whores, 
just as flesh that they could use. That’s all” (“Interview 
tania,” 2006). Once sexual violence brings a woman to this 
point, the real psychological collapse begins. Survivors of 
sex trafficking are left with major emotional burdens that 
include severe depression, immense feelings of shame and 
grief, overwhelming anxiety, self destructive behaviors 
(self mutilation/suicide) as well as disassociated ego states 
that result in mind/body separation (U.S. Department of, 
2009).

Minor Victims
When children are violently stripped of their innocence 

through painful labor and sexual aggression, they are 
left with an equal burden of psychological damage. The 
crime of human trafficking involves kidnapping, restraint, 
brainwashing, ongoing sexual molestation, depravation of 
physical needs (proper sleep, medical care, nutrition), and 
over use of the body from a developmental standpoint. The 
core symptoms that result from these forms of trauma result 
in thought patterns which include: Shame, Powerlessness, 
Betrayal, and Ambivalence. These core concepts were 
identified by Megan Crawford, a licensed Social Worker 
who counsels minor victims of sex trafficking in Columbus 
Ohio, in combination with theories from Dr. Dan B. 
Allender. 

Shame: Girls who are trafficked feel shame. The shame 
exists despite the fact that it is produced by situations 
which are not their fault and more importantly out of their 
control. The girls are made to believe that they enjoy the 
sexual activity and are willing participants–threatening her 
well being if she doesn’t cooperate, but vocalizing that she 
is obtaining pleasure from the act as a “good” adult woman 
should. This coercion works well at the developmental stage 
of childhood and adolescence. Many times actual sexual 
arousal happens despite the fear. This mixed with the 
natural desire for love and intimacy creates conflict. The 
girls hate and mistrust their hunger for male relationships 
as all previous relationships have been damaging. 

In reality, the shame and pain felt results from failed 
trust. However, children are not able to process this truth 
so in attempts to protect themselves from further pain, 
girls begin to blame themselves and develop self-loathing 
behaviors. Girls often listen to the lies and decide that 
they are the source of their own misery. This is easier than 
attempting to understand the magnitude of the abuse they 
are suffering at the hands of those who are supposed to 
care for them properly. 

Powerlessness: Minor victims feel powerless which 
results in despair and becoming emotionally dead to the 
surrounding world. This happens because there is a major 
“loss of self” (Allender, 2008). Girls feel like strangers in 
their own skin as they’re disconnected from their bodies as 
a result of trauma. When you are a victim of trafficking, you 
are owned by someone else. As a young victim, you become 
bonded to that abuser and your identity is what they create. 
You don’t have your own likes or dislikes. What type of 
things you like; the places you go, what clothing you wear 
are all decided by the pimp. Stunting this growth process is 
very damaging because adolescence is the crucial stage of 
development when identity is formed. 

Therefore, you typically become molded for life with 
the individuality generated by the one exploiting you 
(Crawford, 2011). It becomes hard to differentiate the lies 
from the truths. More often then not, the negative coercion 
will overpower the truth and girls develop hardened hearts, 
self hatred, aggressive attitudes, distrust of others, and 
identity confusion. Girl may wholeheartedly adopt the 
belief that they are “stupid or naïve,” “worthless or stained,” 
“completely used and discarded,” and undeserving of 
kindness (Crawford, 2011). That is until someone can come 
in and guide them to view themselves with compassion. 

Betrayal: Girls feel the major effects of betrayal because 
they are betrayed by people who promise to protect them. 
The costs of this are destructive and the following are 
produced:
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Hypervigilance–When a person is constantly tense and 
“on guard.” A person experiencing this symptom of PTSD 
will be motivated to maintain an increased awareness of 
their surrounding environment with the goal to never be 
surprised (Tull, 2009).  

Suspiciousness–A haunting feeling of mistrust that 
motivates a person to engage with someone and then pull 
away in fear of harm (in relation to PTSD) (Lanham, & 
Charette). 

Distortion & Denial–The victim/ survivor will live in a 
haze and lack objectivity (Allender, 2008). 

Loss of a Hope for Strength & Justice–gives up hope for 
protection, goodness, independence (Crawford, 2011).

Loss of the Hope for Intimacy–Comes to believe that 
intimacy with another person is either dangerous or unreal 
(Allender, 2008). 

The betrayal can also be used as another mechanism of 
control by the traffickers. One negative encounter with a 
social service professional, or lie about them, can set future 
precedent. For example, hospital staff or law enforcement 
may treat them as a delinquent teen rather than a victim, 
reinforcing the idea that there is no one who understands 
or cares about their pain. 

Traffickers will use any opportunity to highlight a 
truth or a lie that will make the victims feel as if they are 
betrayed by the system (meaning social services, hospitals, 
law enforcement) so they become hopeless and more 
dependent on the trafficker(Crawford, 2011). 

Ambivalence: Girls feel ambivalent towards their 
individual situations. This means they feel two contradictory 
emotions at the same moment. When minors are trafficked, 
“Traumatic Bonds” may form; positive feelings/loyalties 
to the abuser (trafficker) (Allender, 2008). Dr. Allender is 
quoted as saying “central to understanding ambivalence is 
the fact that the very thing that was despised also brought 
some degree of pleasure.” It makes sense that a girl who 
was starved for love and attention her whole life received 
those to some degree from her trafficker. In the back of a 
girl’s mind she knows that the very person who is abusing 
her has the power to save and protect her from worse harm. 
This Traumatic Bond becomes a form of “love language” 
that they use to relate to other people. Due to this effect, 
after a child victim attains freedom they may sometimes 
return to the trafficker/pimp because their sense of self is 
so engrained in that individual (Crawford, 2011). 

Secondary effects of trafficked girls drastically affect 
their behaviors and future health. Many surface in unusual 
ways like: sexual promiscuity, addiction, complete or loss of 
sex drive. Regardless of where they lie on the spectrum, all 
minor victims of trafficking have a broken, distorted view 
of sex because everything in their lives was at one point 
prematurely sexualized (Allender, 2008). Sexual addiction 
can become a way of normalizing the unwanted actions 
that were done to them previously.

Other compulsive disorders exist because of the 
survivor’s desire to regain a control that was previously 
taken. Many girls will struggle with substance abuse, eating 
disorders, perfectionism, Obsessive Compulsive Disorders, 
and self-mutilation in the aftermath of their trauma 
(Allender, 2008). It can also mean taking power of one’s out 
of control emotions. 

International Victims
International victims of trafficking face many barriers 

that prevent them from becoming free. Foreigners 
trafficked into the U.S. are not only traumatized but 
are completely out of the comfort of their home culture. 
These victims do not understand the people, language, 
or cultural norms of the United States. Traffickers feed 
false realities (to those they control) about professionals 
(law enforcement, social services, and health providers) so 
those they control will distrust those systems and not seek 
help (Crane, & Moreno, 2011). A 15 year old Nigerian girl 
trafficked as a domestic servant was told by her family that 
doctors in American hospitals would give her medicine that 
would paralyze her. Therefore, when the girl was identified 
in an East Side Columbus Hospital she fought nurses and 
refused medication. 

Traffickers will also cultivate distrust of authorities by 
playing on the victim’s fear of arrest and deportation. The 
victims are made to believe that they are the criminals 
as they are engaging in unlawful activity in a country in 
which they do not legally reside. Documentation is often 
taken or destroyed to further ingrain this belief (Crane, 
& Moreno, 2011). In order to rescue international victims, 
it is essential to enlist the trust of translators to bridge the 
communication barriers and dispel the myths that victims 
are convinced are true. 

The Role of the Nurse
As a nurse you are given an opportunity that few other 

professionals have to free victims of human trafficking. 
Health care providers are among only four professions 
where you are likely to encounter a victim while they are 
still in captivity (the others being clergy, law enforcement, 
and school teachers) (Barrows, DO, MA (Bioethics), & 
Finger, MD, MPH, 2008). In a study of survivors from San 
Francisco, Los Angeles, and Atlanta areas, researchers 
found that although 28% came into contact with health 
care providers during their captivity, the providers didn’t 
realize their patients were being trafficked (Family Violence 
Prevention Fund, 2005).

Upon entering a patient’s room, begin an initial 
assessment of the patient’s medical issues and demeanor. 
Both government agencies and Nongoverment 
Organization (NGO’s) have developed a list of clues that a 
victim of trafficking may exhibit. Assess for the following 
(U.S. Department of, 2008) (Hughes, 2003):

•	 The	patient	 is	 accompanied	by	 another	person	who	
seems controlling.

•	 The	 accompanying	 person	 insists	 on	 giving	 health	
information.

•	 The	patient	acts	unusually	fearful	or	submissive.
•	 The	patient	does	not	speak	English.	
•	 The	patient	speaks	some	English,	but	someone	else	is	

speaking for him or her. 
•	 The	patient	has	recently	been	brought	to	this	country	

from Eastern Europe, Asia, Latin America, Canada, 
Africa, or India.

•	 The	 patient	 lacks	 a	 passport,	 immigration,	 or	
identification documentation.

•	 The	person	doesn’t	seem	to	know	where	she	or	he	is.
•	 The	person	has	no	spending	money.
•	 The	 person	 appears	 to	 be	 under	 the	 control	 and	

supervision of someone who never leaves the person 
alone.

•	 There	 are	 signs	 of	malnutrition,	 dehydration,	 drug	
use or addiction, poor general health, or poor 
personal hygiene.

•	 There	are	signs	of	physical	abuse	or	neglect,	such	as	
scars, bruises, burns, unusual bald patches, tattoos 
that raise suspicion (for example, “Property of—” or 
gang-like symbols), or untreated medical problems.

•	 The	person	appears	depressed,	 frightened,	anxious,	
or otherwise distressed.

•	 The	person’s	 story	about	what	 she	or	he	 is	doing	 in	
this country or on the job doesn’t make sense.

•	 The	person	lives	with	an	employer	or	at	the	place	of	
business and can’t give you an address.

If you answer “yes” to any of the questions above, you 
should investigate further as there could be trafficking 
involved. None of these solely indicate if there is trafficking 
but raise the possibility. Further questioning may lead 
to the discovery of another form of abuse the patient is 
enduring. It is vital that we begin to put human trafficking 
on our radar as we automatically screen for domestic 
violence or sexual abuse in hospitals. 

Presenting medical issues can also be indicators of 
a trafficking situation. Victims of this crime typically 
receive health care only when their conditions become 
life threatening or dramatically affect their ability to work 
(Barrows, DO, MA (Bioethics), & Finger, MD, MPH, 2008). 
Preventative care is almost nonexistent for pre-existing 
conditions (Cole). This is because entering a health care 
setting presents a high amount of risk to the trafficker 
about exposing their crimes (Barrows, DO, MA (Bioethics), 
& Finger, MD, MPH, 2008) (Isaac, Solak, & Giardino, 2011)
( Zimmerman C, Yun K, Watts C, 2003):

•	 Bodily	injuries	from	extreme	physical	stress	(cigarette	
burns, fractures, bruises, contusions) 

•	 Hepatitis	(as	well	as	other	bloodborne	diseases)	
•	 Reproductive	and	genitourinary	issues	
•	 Multiple	 Sexually	 Transmitted	 Disease	 infections	

(Including HIV/AIDS) 
•	 Tuberculosis	
•	 Malnourishment
•	 Poor	dental	hygiene
•	 Older	broken	bones	that	did	not	heal	properly
•	 Traumatic	Brain	Injuries		
•	 Pregnancy	 and	 abortion-related	 complications	 (for	

women and pubertal female children)
•	 Chronic	 back,	 visual,	 or	 respiratory	 problems	 from	

working in dangerous manual labor conditions
•	 Drug	and	alcohol	dependency	
•	 Abnormal	 menstrual	 cycles	 (unusual	 discharge,	

chronic vaginal and cervical infection, pelvic 
inflammatory disease) leading to pain during 
intercourse and an unpleasant odor from infections

Best Practices for Communicating with Victims
The key to utilizing this power is to identify the victim 

on your own. You cannot expect the victim to self-identify. 
It is extremely rare that a victim of trafficking will vocalize 
their needs because they do not realize they are victims. 
Additionally, victims live in fear of being discovered as the 
threats regarding exposure are immense. For example, 
before entering a hospital a victim may be told by her 
trafficker, “If anyone in there finds out what you’re doing, 
I am going to make sure your friend doesn’t eat for a week.” 
This is why asking the right questions in the proper ways 
are so imperative. 

The first step in overcoming these obstacles is to build 
trust and rapport with the potential victim. Ideally you 
will have the time it takes to generate this trust through 
ongoing personal encounters, but most likely this will 
need to be done at a rapid pace. Upon beginning to treat 
a victim, give them respect and some degree of control 
through choice. If they are a victim of trafficking, they 
have no power or ability to choose what happens to them 
on a daily basis. Therefore any element of choice you can 
give them will allow the victim to see you as a nurse who 
they can trust. Having the victim make a decision about 
what type of drink they would like, when they prefer to 
take medicine (if that is an option), if they would like the 
curtains open or closed, or when they want the specialists 
to come by will help make them feel powerful. At no point 
can you take for granted what the victim may be deprived 
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of and how that has devastated their self worth. 
Good interviewing and questioning begins with the 

understanding that asking direct questions will most likely 
not lead you to connect with the potential victim or gain 
the truth of their story. Victims are often “coached” by 
traffickers on how to answer these direct questions and 
have stories prepared to deter any suspicions of abuse. A 
victim of trafficking will not connect with the term “human 
trafficking” due to unfamiliarity with the term; being 
unaware that it is a crime, and disbelief that their unique 
circumstance could fall under the specifications of a crime 
because of self blaming.

Asking questions surrounding the issues you suspect 
will give you the answers to your initial concerns. If you ask 
directly “are you involved with prostitution?” the patient 
will feel embarrassed, exposed, and immediately shut down. 
A survivor of trafficking involved in The Salvation Army of 
Central Ohio’s Anti Human Trafficking Program, I’ll call 
Ann, describes one of her short encounters with the heath 
care field. She encourages nursing staff to be sensitive with 
questioning. Ann was forced into street prostitution at age 
17; she had a violent pimp who deprived her of all human 
rights. Ann became extremely ill and was finally escorted 
to a medical clinic. The doctor informed her that she had 
tumors covering her fallopian tubes. Ann remembered the 
doctor being kind and how much that helped her see the 
hospital as “a way out.” 

However, this dream was temporarily cut short once 
the physician asked “Ann, are you taking hard drugs? 
Are you walking the streets?” Ann admitted that the 
direct questioning made her “clam up” because there was 
implied judgment that she was doing bad things and that 
she had gotten herself into that situation. Years after this 
opportunity for freedom was missed, Ann said she still 
wishes the doctor would have taken the same time to simply 
ask “Are you alone? Are you afraid?” Ann said that she 
realized his abilities were limited as he was a doctor, safely 
on to the next patient, but also saw him as an opportunity. 
Ann said all it would have taken was for the doctor to say 
“Is there anything that I can do to help other than perform 
surgery?” to give her the confidence to say she was trapped, 
as the woman waiting in the lobby was sent by the trafficker 
to watch her every move. 

This real life example demonstrates the need for nurses 
to be sensitive to what is unknown about the patients they 
come in contact with regularly. A more sensitive approach 
for interviewing would be asking a series of related 
questions in which a discussion can grow; “What do you 
do to make money?,” “How many sexual partners have you 
had in the past 30 days?,” “Is there someone who is making 
you do something you don’t wish to do?,” “What are the 
obstacles that are preventing you from getting off of the 
streets?” The answers to these can help paint the picture 
of the patient’s life without making them feel judged or 
threatened. 

Generating an environment where the patients feel 
comfortable talking with you is also necessary if you want 
to receive the truth. Isolating the victim from anyone who 
accompanies them is the first step. This must be done in 
a non-suspicious manner because even the most unlikely 
person can be a trafficker or someone who is loyal to the 
trafficker. Informing all who came with the patient that it 
is the facility’s protocol that the patients only interact with 
staff during the first exam has been noted to be simple and 
successful. 

The second step is enlisting the skills of a translator or 
social service professional (like a hospital social worker) 
if necessary. Typically too many new people can be 
overwhelming, but if the patient does not speak English or 
is a minor, the additional social supports may be necessary 
to foster good communication. It is at this point that you 
must stress confidentiality and safety. Inform patients of 
their rights of confidentiality according to your facility’s 
guidelines. In general potential victims will want to know 
that the information they say will not leak to the trafficker 
under any circumstances. This is not to override honesty. 
Almost all victims would rather hear a hard answer than 
a lie because they have been fed false truths so much. A 
disappointing but genuine answer will speak volumes to you 
as a nurse as it allows them to trust your words. For example 
let the patient know that if you assess there is potential that 
the victim could be further harmed, they will need to tell 
authorities to protect them from further abuse. 

Once you move into the information gathering stage of 
assessment, after the immediate medical needs are met, 
carefully craft your questions. You can utilize the list of 
questions below. These were generated to help guide you 
to some understanding of your patient’s situation without 
directly confronting the issues they fear will become 
exposed. 

•	 What	type	of	work	do	you	do	and	can	you	leave	that	
situation if you want?

•	 Are	you	paid	for	your	work?	If	so,	how	much	do	you	
keep for yourself?

•	 When	you	are	not	working,	can	you	come	and	go	as	
you please?

•	 Have	 you	 been	 threatened	 with	 harm	 if	 you	 try	 to	
quit?

•	 Has	anyone	threatened	your	family?
•	 What	are	your	working	or	living	conditions	like?
•	 Where	do	you	sleep	and	eat?
•	 Do	you	have	to	ask	permission	to	eat,	sleep	or	go	to	

the bathroom?

•	 How	did	you	come	to	this	facility?	City?	State?
•	 Is	there	anyone	who	has	your	identification?

Simultaneous with questioning is counter messaging the 
negative thoughts of the victims. Victims of trafficking feel 
trapped and scared as their lives are constantly threatened. 
Even though as a nurse you’re offering help, they will see 
your questioning as something that will lead them into 
trouble. While you are asking these questions, keep in 
mind that you need to speak past the brainwashing. As 
noted, victims are fed lies about hospitals and will initially 
believe the lies over what you say for the majority of your 
encounter.

Messages to convey while communicating with potential 
victims (Barrows, DO, MA (Bioethics), & Finger, MD, MPH, 
2008):

•	 We are here to help you, you deserve to be free of abuse
•	 We will not judge you for anything you say or any situation 

you have been in before
•	 Our first priority is your safety 
•	 We are not in the business of deportation
•	 We will give you the medical care that you need 
•	 We want to make sure what happened to you doesn’t happen 

to anyone else
•	 No one deserves to be suffering abuse at the hands of 

another
•	 You are entitled to assistance, We can help you get 

assistance
•	 If you are a victim of trafficking, you can receive help to 

rebuild your life safely in this country

If a patient keeps denying all accusations or becomes 
disengaged, but you still feel like something is not right, 
keep pursuing. Your instincts as a nurse are key. If you’re 
uneasy about a person’s attitude, then it is worth the time to 
investigate further. As a nurse your role is not to discern the 
whole truth about the patient’s life or trafficking situation, 
but to assess the need for medical intervention and follow 
up care. 

Follow up care
So what happens if your instincts are correct and your 

patient is a victim of human trafficking? There is much that 
needs to happen to rescue and restore the victim. There are 
many people, like therapists and social workers, who will 
play a part. The needs of trafficking victims upon rescue 
are great. Immediate assistance includes medical care, 
housing, food, clothing, and safety. Mental health follows 
with trauma counseling and therapy. Income assistance 
and legal status present challenges as well (Barrows, DO, 
MA (Bioethics), & Finger, MD, MPH, 2008). In order to not 
be overwhelmed, focus on what you can offer as a skilled 
nurse. You have three main tasks:

1).  Treating the medical needs (ideally with follow up 
care)

2). Identifying the victim and fostering their rescue 
through questioning and assessing

3). Making the proper referrals (social services, law 
enforcement, safe family member, etc.)

Your skill base as a medical professional is to treat and 
ideally heal the presenting medical issues upon arrival. 
Concurrently, by taking the time to understand the 
patient’s emotional needs and life circumstances, you can 
instill in them the desire for freedom. Just as important 
as giving them hope for a better life, you are able to foster 
that hope with your status as a health care professional. As 
a nurse you are a valued and trusted member of society who 
has the power to contact others that can help the victim 
attain safety. When you begin to make the referrals you 
see necessary, make sure they are all discussed with the 
patient. Patients will feel great anxiety if they are unaware 
of their surroundings or next steps forward. You must come 
mutually to the decision to call outside supports. If you 
find it necessary regardless of their consent (for example 
a minor where you are mandated to call children services), 
you must explain in detail why you came to that decision, 
who you are informing, when they will arrive, and your 
best idea of what will happen when more people hear their 
story. 

If you have any doubts about your assessment of a 
patient, you can confidentially call the National Human 
Trafficking Hotline for guidance at 1-888-373-7888. This 
operates 24 hours a day seven days a week. This can also be 
a way to help the victim if your best attempts to rescue them 
fall short due to circumstances outside your control. 

Giving the phone number to someone you may believe 
to be trafficked on an inconspicuous note card can give 
the victim the opportunity to seek help when the time is 
right. Do not be disheartened because more often than 
not, this may be all you can do to help someone. However, 
it is not to be underestimated. Just by offering a trafficked 
victim respect, the knowledge that there are people out 
there who want to help and the power to help themselves 
(having them hold onto a hotline of which the trafficker is 
unaware) is invaluable. As a nurse the number one thing 
you can offer these victims is Hope. You may be the only 
person who ever tells them that they have worth and the 
possibility of a better life. The attention you show as a nurse 
to the victim’s needs, both physically and emotionally will 
not go unnoticed. They will hold onto the security you offer 
with your affection and trust that the facility you work in 
can offer them freedom. When nurses utilize the skills 
listed throughout this paper and understand the mindset 

of a trafficking victim, they can ultimately give more than 
nursing care, they can offer hope. 
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DIRECTIONS: Please complete the post-test and 
evaluation form. There is only one answer per question. 
The evaluation questions must be completed and 
returned with the post-test to receive a certificate.

Name: ___________________________ Final Score:  _____

Please circle one answer.

1. Human Trafficking is ranked _____on the global 
scale of organized crime?

 a. First
 b. Second
 c. Third
 d. Eighth

2. Based on federal reports how many victims 
of trafficking are being brought into the U.S. 
annually?

 a. 14,500–17,500
 b. 21,000–24,000
 c. 100,000–300,000
 d. 18,000–20,000 

3. When are victims of Human Trafficking typically 
going to come in contact with health care?

 a. When the ailments/injuries first surface so that 
  they can be addressed before the victim’s ability 
  to profit the trafficker diminishes
 b. When there is a health clinic that offers free 
  services in a convenient location
 c. When the injuries/ailments become life 
  threatening or have interfered with the victim’s 
  ability to make money for the trafficker 
 d. When health care professionals conduct 
  outreach to the patients in their facilities and 
  communities 

4. When a nurse cares for a patient who may be a 
victim of trafficking (sex or labor), they should be 
most cautious and sensitive to what?

 a. The victim’s physical and psychological trauma
 b. The victim’s physical injuries 
 c. The victim’s medical history
 d. The victim is understanding of cultural norms 

5. Post Traumatic Stress Disorder (PTSD) is extremely 
common amongst trafficking victims; it is a _______ 
disorder, which symptoms include ______ , _______ ,  
 ______. 

 a. Anxiety Disorder; violent outbursts, insomnia, 
  obsessive compulsive traits 
 b. Adjustment Disorder; persistent flashbacks, 
  resistance to change, aggression 
 c. Anxiety Disorder; depression, persistent 
  flashbacks, hyper-alertness
 d. Obsessive Compulsive Disorder; sleep loss, 
  compulsive hand washing, self loathing 

6.  What are the core symptoms that result from 
trafficking related trauma in youth, identified by 
Megan Crawford (LSW) and Dr. Dan B. Allender? 

 a. Shame, Powerlessness, Betrayal, and 
  Ambivalence
 b. Powerlessness, Anger, Confusion, and Greif
 c. Grief, Shame, Anger, and Role Confusion
 d. Ambivalence, Distrust, Self Hate, and 
  Powerlessness 

7. What is one major result of a girl feeling Powerless?
 a. Content 
 b. Loss of Self
 c. Distrust
 d. Hostility 

8. What is one reason “Trauma Bonds” often form 
between a trafficking victim and the abuser?

 a. A girl realizes that the very person who is 
  abusing her has the power to save and protect 
  her from worse harm
 b. The victim is naive and doesn’t know any other 
  way to act 
 c. The abuser who the girl despised also brought 
  her some degree of pleasure or happiness
 d. A & C 

9. Why do some minor victims of trafficking become or 
appear to be sexually promiscuous?

 a. It becomes a way to normalize the previously, 
  unwanted actions
 b. They develop a genuine fondness of sexual 
  activity
 c. The girls have more opportunities to meet men
 d. More people realize they can take advantage of 
  the girls 

10. What barriers exist for international victims of 
trafficking to come forward to nursing staff about 
their abuse?

 a. They do not speak English or their skills are 
  limited
 b. They do not understand the cultural norms
 c. They are fed lies about medical professionals by 
  traffickers and distrust the nurses
 d. All of the above

11.  Health care providers are among only four professions 
where you are likely to encounter a victim of human 
trafficking while they are still in captivity.

 a. True
 b. False

12. Which of the following is NOT an indicator that a 
patient may be a victim of Human Trafficking?

 a. The patient’s story about what she or he is doing 
  in this country or on the job doesn’t make sense
 b. The person accompanying the patient insists on 
  giving health information
 c. The patient forgets their medical history 
 d. The patient lacks a passport, immigration, or 
  personal identification 

13. Why is preventative health care almost nonexistent for 
victims of trafficking?

 a. The victim or trafficker cannot afford the care
 b. It builds strength and endurance for the victim to 
  keep working
 c. Few low income health clinics exist in areas where 
  trafficking is present
 d. Traffickers don’t allow their victims to access 
  treatment because entering a health care setting 
  presents a high amount of risk to the trafficker 
  about exposing their crimes

14. Which of the following presenting medical issues are 
red flag indicators that a patient may be a victim of 
trafficking?

 a. Traumatic Brain Injuries 
 b. Severe fainting spells 
 c. Multiple Sexually Transmitted Disease infections
 d. Older broken bones that did not heal properly

15. What must first happen before you can properly 
communicate with a patient who is a potential victim 
of trafficking?

 a. The victim must receive food and drink
 b. The nurse must inform another staff member of 
  their concerns
 c. The victim must have time to relax and sleep off 
  their stressors
 d. The nurse must treat the impending medical 
  concerns and work to build rapport and trust with 
  the potential victim 

16. In the story about Ann (the survivor of trafficking), 
what did she say would have helped make her feel 
comfortable enough to tell the doctor the abuse she 
was enduring at the time of her captivity?

 a. A hug and an approving look from the doctor
 b. Indirect questioning about the activities she 
  was made to perform and genuine concern for 
  her wellbeing 
 c. The promise that the doctor could single 
  handedly help her become free
 d. A bribe that would have been favorable to Ann 

17. When gathering medically relevant information from 
a patient you assume may be a victim of trafficking, 
rather than asking a patient “are you being trafficked 
by someone?” you could ask:

 a. “Is someone raping you for profit?”
 b. “Tell me details about the sexual experiences 
  you’ve been having”
 c. “I think you may be a victim of trafficking, 
  would you agree?”
 d. “Are you being made to do something you don’t 
  want to do?”

18. Why is it important to interview trafficking victims 
alone?

 a. It limits the amount of staff filling out 
  paperwork
 b. The greater the number of people involved the 
  more complicated the assessment can become
 c. For the client’s safety because even the most 
  unsuspecting person can be a trafficker or at 
  least loyal to the trafficker
 d. It is quieter and creates a more therapeutic 
  environment for the patient to self disclose 

19. Which of the following is an important message to 
convey to a potential trafficking victim who seems 
fearful?

 a. “We are here to help you, you deserve to be free 
  of fear and abuse”
 b. “This may be your fault and you will have to 
  confront that at some point”
 c. “If you don’t come forward with the truth other 
  people will get hurt”
 d. “I sense you’re scared and that’s common after 
  your body has been brutalized”

20. What are the three main tasks you have as a nurse to 
help assist in rescuing victims of Human Trafficking 
in a health care setting?

 a. Counseling the victim, meeting their medical 
  needs, getting them in touch with family
 b. Treating the victims medical needs, identifying 
  the patient as a victim through assessment, 
  making the proper referrals to needed service 
  professionals 
 c. Making the proper referrals, notifying law 
  enforcement, acting sympathetic to the victims 
  situation and needs
 d. Getting the victim in touch with family, meeting 
  their medical needs, acting as a counselor 

21. You should never make a major decision for a victim 
of trafficking or take a step forward without proper 
explanation.

 a. True
 b. False

___________________________________________________

Evaluation:

1. Were the following objectives met?
 a. Define human trafficking.  ___ Yes  __ No

 b. Identify the role of the nurse in
  identifying and communicating with
  potential victims of trafficking.  ___ Yes  __ No

2. Was this independent study an 
 effective method of learning?  ___ Yes  __ No 

 If no, please comment:

3. How long did it take you to complete the study, the 
post-test, and the evaluation form? 

  _______________

4. What other topics would you like to see addressed in 
an independent study?

SEND WITH REGISTRATION FORM ON PAGE 3

Understanding Human Trafficking in the Nursing Sector
Post Test and Evaluation Form
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