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EXECUTIVE SUMMARY  
 
 

1. Introduction 

This report provides an analysis of the situation of victims of trafficking in Rabat and Oujda, Morocco. The 
report focuses mainly on the health risks and consequences of human trafficking. Likewise tries to focalise 
on the links between women trafficking and sexual reproductive and mental health consequences.  

The development of this report has involved the collection of information, both quantitative and qualitative, 
from the potential VoT assisted by MSF teams in Morocco. The information was drawn from several 
important sources; mainly VoT clinical histories analysis, VoT interviews, MSF staff interviews MSF 
working groups, and literature review that took place during the months of May till September 2012.  
 
 

2. Main findings 

The majority (106 files revised in total) of Victims of trafficking (VoT) assisted came from Nigeria (93.4%) 
and Cameroon (3.6%), ages ranging from 15 to 31 years. Most of the women were single (99%) and 
53.3% were pregnant at the moment they came to MSF health centre. 82.7% arrived in Morocco in the 
last 3 years and the majority (95.3%) were without any legal document.  

In addition to the violence that VoT suffers in Morocco as migrants, victims of trafficking have been 
reporting other forms of physical, sexual and psychological violence linked intrinsically to the human 
trafficking network. 

 
The majority of VoT assisted have experienced coercion and violence that goes from slavery practices, 
restriction of movement and confinement, forced consumption of drugs and alcohol, forced pregnancies 
and abortions, debt bondage, punishments and torture. To all this must be added the psychological 
damage through deceit, lies, and threats to them and to their families. 
 
Sexual violence is one of the main forms of violence that are confronting the VoT, The border towns of 
Manghia (42.5%) and Oujda (28.3%) are the places where most of the violations have been occurred. In 
addition, 38.1% declared being violated by more than one aggressor (25.7% from 2 to 4 and 12.4% >5). 
Less than 2% of the VoT sought medical care within 72-120 hours after the sexual aggression and no one 
within 72 hours. Less than 1 woman out of 10 uses a contraceptive method (male condom, injection, and 
pill).  
 
The Sexual Health consequences for Victims of Trafficking has been clearly evident; 80% of VoT 
interviewed (45 in total) reported symptoms related to STI, Chronic pelvic pain was reported by 50% of the 
women.  Of the 85 victims tested in Morocco for HIV, 9 were positive (10.6%) and the HBV prevalence 
was 2.4%. Most of the women (91%) have been pregnant, 68.5% of those pregnancies were unwanted. 
Among the women interviewed almost 80% admitted to have experienced an abortion, 84.6% of them 
were induced abortion (either self-induce or by someone else). 20% of the women that perform an 
abortion presented immediate medical complications. 
 
Health consequences human trafficking have been equally obvious the majority of VoT assisted arrived to 
MSF with symptoms of body pain (27%), vaginal discharge and itching (14.1%), and headache (11.6%).   
 
Psychological violence is also an important form of violence experienced by the VoT; victims of trafficking 
are subjected to daily threats by the managing members of the mafia. They are regularly threatened and 
warned of the consequences of not obeying the rules of the network. Their movements are constantly 
controlled. 
 
The psychological consequences are evident; most of the VoT visited showed as main psychological 
complaints anxiety symptoms (40%), Depression symptoms (34%) and psychosomatic symptoms (23%). 
Almost 100% of the VoT had only a single consultation, the average number of consultations was 1.3. 
Regarding the condition of the patient at exit 76% was impossible to determine and only 24% showed 
improvements.  
 



MÉDECINS SANS FRONTIÈRES 

 

6 

One of the main findings of this review with regards to VoT access to health care is that, women’s lack of 
autonomy is by far the most concerning and evident barrier to access health services. VoT cannot access 
health services without the ‘consent’ of their chairman who regularly attempts to create barriers to prevent 
women from coming into contact with MSF or any other health care structure. Trafficker’ controls the 
medication and in some cases confiscate. Traffickers have control over the women’s reproductive and 
sexual health, and specifically the use of family planning methods.  
 
The Language and the low levels of education and literacy, as well as the poor understanding of the 
health risk

1
 together with cultural beliefs has also proved to be an important barrier to VoT access to 

health services.  

 
 

3. Challenges to offer assistance to VoT 

The main challenges faced with this program were: 

Difficult access to VoT and the possibility of them to reach the services due mainly to the limitation of 
movement and “invisible” situation in which they are living. 

 
Lack of complementarity regarding the need for protection for the VoT specially seen with the 
impossibility of providing or guarantee protection assistance to help the women leave the trafficking 
networks and even more when they demand it.  
 
Inadequacy of existing protocols for Sexual and reproductive health and mental health needs. It 
has been the biggest challenge for the provision of medical services (mainly SV), reflected in the difficulty 
to provide the needed care and a proper follow-up. All this is linked to the limited access we had to the 
victims. All this translates into; difficulties in proper screening; low follow-up in FP, SV, CPP, CPN; high 
numbers of unwanted pregnancies that end-up in unsafe abortions and difficulties in the implementation of 
prevention strategies for STI/HIV as they lack negotiating power.  
Providing psychological support to VoT is extremely problematic. Any protocol that has to do with 
survivors of sexual violence (SSV) will say that before anything else, physical integrity and safety must be 
guaranteed before beginning any therapeutic work. At this stage we cannot guarantee that statement. It is 
known that victims of trafficking need a lot of time to start trusting someone especially if they are still in the 
network. In this context, building trust in a very short term relationship (one or two psychological sessions), 
it’s very unlikely.   
 
Lack of referral systems for services needed or at least not enough networking available. The lack of 
an inter-organisational referral system for trafficked persons that link governmental and non-governmental 
organizations to coordinate the comprehensive assistance and protection of VoT 

2
 greatly hinders the 

provision of assistance and protection as a comprehensive approach in this subject. 
 

Ethical dilemmas caused by the complexity of the situation (relation with traffickers, care to victims still 
inside the net, etc). MSF’s intervention with victims of trafficking can be seen as “taking care of trafficker’s 
merchandise” as we treat and access the victims only when it suits the traffickers. In addition, having to 
negotiate access to victims with the people who control them is maintaining an awkward position with 
traffickers and the victims. This makes difficult to work-out a relationship based on trust if we are one of 
the actors who is moving people from one point to another. 
 
 

4. Lessons learned  

Despite the difficulties and the ethical dilemmas of working with victims of trafficking, the huge health risks 
to which these trafficked women are exposed, forced MSF to provide Sexual and Reproductive Health and 
psychosocial assistance. The biggest challenge clearly was to adapt and design strategies and protocols 
that responded better to the population needs. 

                                                 
1 Understanding the concept of risk and/or the degree of risk of developing a disease or experiencing an adverse event involves complex, 

numeracy-based, health literacy skills. Kate Singleton, MSW, LCSW, Elizabeth M. S. Krause, AB, SM Online J Issues Nurs. 2009;14(3) 

 1 The term “refoulement” is used in art. 33(1) of the United Nations Convention Relating to the Status of the Refugees, 1951, to refer to expulsion 

of refugees to territories where persecution would result. This term has also been used more specifically to describe expulsion on the ground of 

illegitimate entry. Morgenstern, Felice, The right of Asylum, 26 British Yearbook of International Law, 1949. 
2  IOM, Project proposal: Protection and Reintegration of Victims of Trafficking in Morocco, June 2012. 
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As part of the learning points, we could say that medical actions must be based on harm reduction 
strategies where activities as active case finding, (midwife going to the field) has been proof a good 
strategy to building-up a good relationship with women greatly enhancing the acceptance of SRH activities 
and has helped us to overcome the barriers to access VoT. The position about abortion is other of the 
examples with this principle.  
 
In terms of Mental health, Individual counselling and psychological consultation are not easy to implement 
with patients who are victims of trafficking. Patient’s evasion or discomfort in mentioning anything that has 
to do with his/her situation are the common features. Therefore, any measure that creates (even if limited) 
a sense of safety and reassurance (time and openness to listen) is the best way to approach them.  
 
In contrast, the psychosocial group activities with victims of trafficking have to be carried out with 
precaution. Always they must be performed outside of the “ghetto” and with a clear objective of training 
and learning. Groups where women would go deep into elaboration aren’t recommendable at that stage 
as they are not well perceived. In any case, And even if the psychosocial group activities are mainly based 
on recreational or training activities; we can say that the setting (place/time/people) can be therapeutic as 
it could be the opportunity to allow decision making, no judgement and restore in some sense of 
selfcontrol.  
 
What was observed is that no protection for the patient weakens the therapeutic work or even makes it 
unhelpful or in some cases can be harmful. It is necessary to lean an adequate reference system for 

protection in the event that the VoT realises or decides to get out of the network.  
 
Trainings and sensitization on public structures staff about health and migration, especially VoT health 
consequences has been proving a good strategy to ensure an effective identification and referral of VoT. 
Strengthen cooperation between the different organisations in order to better identify VoT and to provide 
an appropriate and comprehensive assistance is part of the activities to establish when working with VoT. 
It could be important that for instance an update information of organizations at national and international 
level (mainly in destination countries) in order to be able to offer to the victims a contact if ever they 
decides to ask for help. 
 
Sexual Violence protocol (medical and mental health) should be offered in a “one shot “visit in order not to 
lose opportunities. A clear and well-defined sexual violence circuit, integrating all actors involved in the 
response is essential to ensure a good and safe referral system. All organizations involved in the circuit 
should share same criteria and confidentiality and participate in spaces where the challenges and updates 
on how to tackle them are shared on time. Part of the results of these capitalisation is the protocol 
adjusted for VoT that was developed with the information gathered and the technical updates available till 
now (see SEXUAL HEALTH MEDICAL PROTOCOL Migrants in Transit & Victims of Trafficking (VoT) 
Medical Department – MSF – OCBA, March 2013). 

 
Last but not less, health staff needs to be properly briefed and warned of the large dilemmas we face in 
this type of projects. In this way it could be possible that at teams or individual level is found the right 
balance between negotiating access with “chairmen” and feeling of control of the patient, the right of 
confidentiality is kept, and the measures to provide trustful environment are provided as much as possible. 
Not an easy task but a minimum if we want to be effective. 
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1. INTRODUCTION AND BACKGROUND 
 
 
1.1. Introduction 

MSF-OCBA in Morocco is working with persons migrating within a subpopulation of victims of trafficking 
(VoT). The process of migration involves particular risks for women and children who may end up being 
into an exploitative situation and at risk from Sexual and Gender-based Violence (SGBV), HIV and other 
physical and mental health problems. All these risks multiply and amplify when dealing with victims of 
human trafficking given that is a population with a restricted access, under a strict control of the mafias 
and facing repeatedly physical and psychological abuses.  

 
The existing medical protocols and strategies are difficult to be implemented in this context; and 
challenged because of the fact that we intervene with a population regularly on the move, with limited 
access to health care services and under the strict control of the mafia. 
 
Given the specificity of this population and the little existing experience at internal and external level, we 
have felt the need and obligation to analyse our experience and try to draw the lessons learnt and good 
practices over the years of working with migrants and VoT.  
 
 

1.2. Brief historical overview of MSF migration projects 

The past 15 years MSF has provided assistance to undocumented migrants, rejected asylum seekers and 
other excluded populations, mainly in Europe. Over the past years, MSF has also established projects in 
other areas of the world, including Southern Africa and South East Asia.

3
  

As a humanitarian organisation MSF responds to human beings in need of assistance, and focuses 
therefore on the most vulnerable migrants irrespective of their legal status. MSF provides medical and 
humanitarian assistance to new arrivals, facilitates access to health care and addresses the psychosocial 
consequences resulting from uprooting, the hazards of their journey and the distress caused by the harsh 
conditions in the receiving country. At the same time, MSF lobbies the authorities to ensure the provision 
of basic health care to all migrants, to address the inhumane living conditions faced by many migrants, 
often within immigration detention facilities. The organization lobbies the authorities to improve the 
situation, confronting Western, especially European countries with the humanitarian impact of their 
restrictive migration and asylum policies.

4
  

 
Within MSF, MSF-OCBA is one of the sections with the longest trajectory in this area

5
, from Athens, 

Thessaloniki 1996-2004 and the Cuarto Mundo project in Spain (Tarifa, Madrid, 1999 – 2006). In 2008, in 
response to migrants growing vulnerability, MSF-OCBA decided to step up its work in support of these 
populations. A motion that this work should be considered a priority was adopted at the 2008 General 
Assembly, and this was subsequently reflected in different OCBA’ strategic and policy documents.

6
  

 
MSF-OCBA has worked with migrants in Morocco with the most vulnerable Sub-Saharan migrants both in 
urban as well as in rural areas, in Turkey and Yemen (provision of assistance to newly arrived refugees, 
migrants and asylum seekers), in Greece (in temporary settlements and detention Centres) and at the 
Zimbabwean border with South Africa

7
. More recently, it has started its operations at the Mexican border 

with Guatemala to assist the migrants on their way to USA.  

 
 

1.3. MSF-OCBA Morocco Projects  

Present in Morocco since 1997, MSF-OCBA has been one of the key actors responding to the medical 
and humanitarian needs of undocumented migrants in the country since 2002.  

                                                 
3 MSF-OCBA, Operational Framework on Migration, March 2010. 
4 MSF Athens-Italy, Capitalizing the MSF experience on Migration, April 2012. 
5 MSF-OCBA, Operational Framework on Migration, March 2010. 
6 Ibid. 
7 Ibid. 
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Estimations of the number of Sub-Saharan migrants (SSM) living in Morocco vary greatly, with the Ministry 
of the Interior saying there are between 10-20,000 SSM and human rights organisations such as the 

Organisation Marocain des Droits des Hommes (OMDH) using figures of 20-25,000
8.

 The majority of SSM 

live in Rabat, Casablanca, Tangier, Tetouan, Oujda and Nador. 
 
Migration routes are well known. Migrants arrive in Morocco mainly from Algeria through Niger and Mali, 
only a few would use the Mauritanian border

9
. During the trip, either organised by smugglers or traffickers, 

migrants are object of abuses (robberies, sexual assaults, killings) from the different official and private 
actor’s present in the routes

10
. Once in Morocco, due to the Moroccan legislation which classifies them as 

delinquents, they often have to live as clandestine, in very difficult living conditions. If caught by the 
Moroccan Security Forces they can face prison and expulsions and as result expose them to abuses from 
criminals and trafficking networks present in the border areas. 
 
Human trafficking networks also operate all along the migration route and throughout Morocco. In Oujda 
the lines between human smuggling and trafficking networks become blurred. Over 80% of MSF’s female 
patients in Oujda

11
 and around 24% of patients in Rabat

12
 are thought to be in trafficking networks. These 

women are particularly vulnerable as they have little or no control over their sexual and reproductive 
health, have limited freedom of movement and are often kept captive and subjected to repeated sexual 
assault, and have extremely limited access to medical care.  
 
The legal framework surrounding access to healthcare for undocumented migrants in Morocco is unclear. 
According to international law undocumented migrants´ right to health is guaranteed, however according 
to national law it is not. In 2003 the Ministry of Health issued a circular letter entitled “Health surveillance 
for undocumented migrants” which encouraged public health facilities to reinforce screening, prevention 
and disease control measures for undocumented migrants in order to prevent disease outbreaks. 
Although based on the discriminatory assumption that undocumented migrants are disease carriers, the 
circular letter did dictate that migrants should receive medical examinations as well as tests and treatment 
for communicable diseases, hospitalisation, outpatient care, surveillance and follow up. In 2007 it is 
thought that another circular letter was issued which guaranteed medical services for undocumented 
migrants

13
, however no-one has a copy of this circular letter and its existence is questioned by many.

 14
 

In Morocco, where the national legal framework did not foresee the provision of health care to migrants, 
especially to the undocumented ones, MSF focuses its efforts to improve access of undocumented 
migrants to the health care system, to provide medical attention to victims of physical and sexual violence 
and to advocate for the recognition of the universal right to health. All this through the implementation of 
two projects; one located in the eastern region and another in Rabat. 
 
The Eastern Region Project (Oujda and Nador) ; aims to ; “Contribuer à l’amélioration de l´état de santé 
des migrants subsahariens les plus vulnérables et participer à l´amélioration de leurs conditions de vie et 
leur dignité. » through the following activities: 
 

1. Accompaniment and integration of the most vulnerable migrants to the Moroccan health 
structures.  

2. Provide direct medical and psychological care to the most vulnerable SSM, mainly through: 
a) Mobile clinics in Nador. 
b) Assistance of emergencies as a consequence of the deportations in Oujda. 
c) Mental health consultations and psychosocial activities in the field and in the MSF centre.   
d) Response to victims of violence and sexual violence. 

3. Improve the minimum conditions of shelter, hygiene and sanitation of the SSM, through :  
a) NFI distribution. 
b) Water and sanitation activities. 

 

                                                 
8 MSF-OCBA, Advocacy & Communications Strategy: Morocco 2012. 
9. “…73.5 per cent of irregular migrants entered Morocco from the eastern borders with Algeria (Maghnia-Oujda 55.9 per cent), 17 per cent 
entered through the southern borders, and 7.2 per cent across the Atlantic Ocean and 5.7 per cent from Mauritania”. UNODC, Smuggling of 
migrants into through and from North Africa, 2010. 
10 MSF-OCBA Morocco Country Policy Paper, 2010. 
11 MSF-OCBA, Proposal project: « Amélioration de l´état de santé, conditions de vie et dignité des immigrés subsahariens les plus vulnérables à 
Oujda, Berkane et Nador ». 
12 MSF-OCBA, Proposal Project: « Projet d’assistance aux femmes et enfants migrants subsahariens (femss) survivants de violences sexuelles à 
Rabat ». 
13 ALCS, MSF’s national partner, confirmed us the existence of this circular letter. 
14 MSF-OCBA, Advocacy & Communications Strategy: Morocco 2012. 
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The Rabat projet aims to ; « Garantir l’accès des FEMSVS aux services médicaux intégraux (physiques 
et mentaux) gratuits et de qualité, ainsi que faciliter leurs références aux services sociaux, légaux et de 
protection. Through the following activities: 
 

1. Provide medical and psychological assistance according to MSF protocols 
2. Strengthening the reference system for SVV. 
3. Capacity building of all actors involved in the Sexual Violence response. 
4. Facilitate the integration of survivors into social, legal and protection services 

 
The strategy, in both projects, was based on the complementarities to public health services to avoid 
substitution and to force the authorities to face up to migration reality. 
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2. CAPITALISATION PROCESS   
 
 
2.1. Objectives of the capitalisation 

The overarching aims of this capitalisation are to highlight the health risks and consequences of human 
trafficking and make recommendations for adapted health-related intervention strategies and protocols to 
work with VoT in transit countries and while they are within the traffic network. This capitalisation is 
focalised specifically on the links between trafficking of women and sexual, reproductive and mental health 
(SRMH).  

The capitalization aimed to achieve the following specific objectives: 
 
1. To gain a better understanding of the situation of VoT in transit though Morocco: demographic 
characteristics, travel path, situation, dimension, health risks and consequences, forms of experienced 
coercion and violence, barriers to services, health seeking behaviour, obstacles and opportunities for 
health care provision. 
 
2. Develop and make recommendations for adapted health-related intervention strategies to work with 
VoT in the transit phase in Morocco but as well other projects that might be faced with similar problems 
(Zimbabwe, Mexico, Niger, Turkey and Nigeria) in order to provide quality and appropriate care. 
 

- Adapted medical sexual health strategies: Medical (SGBV) protocols; screening, STI 
treatment,  abortion care, unwanted pregnancies, etc. 

- Mental Health and Psychosocial strategies for VoT: evaluation of MHPS interventions. 
 

3. Consider from a medical perspective the correlation with some operational aspects that affect access 
and proximity for VoT interventions.  
 

- Improving access to care: effective mechanisms for disseminating health-related information 
to VoT. 

- Multi-sectorial response strategies: safe referrals. 
- Ethical challenges: harm reduction or protection response. 

 
In addition to these specific objectives, this report aims to develop useful tools that can be employed in 
future MSF interventions in similar migration settings. These tools are: Medical Protocol for Victims of 
Trafficking;  
Medical history and physical examination form, Behavioural Risk Assessment. 

 
 

2.2. Methodology  

A variety of qualitative and quantitative methods were used to compile information from a range of 
sources.  

2.2.1. Literature Review and project documentation  
Sources ranged from academic research studies and donor-funded publications, including other 
literature reviews, National Protocols for STIs, Guidelines for treatment of SV and HIV Moroccan 
Protocols. 
Project documentation; Proposals, narrative reports, Internal monthly reports, country policy 
paper. 

 

 2.2.2. Data collection and analysis 
SRH clinical histories 
A database was created to obtain quantitative data about VoT from the “Medical Report of incident 
after a sexual violence”

15
. A total of 106 reports from January 2011 to June 2012 were analysed 

(60 from Rabat and 46 from Oujda) with the aim to obtain quantitative and qualitative data about 

                                                 
15 The Medical incident report form is used by the medical staff to document the clinical management of SGBV survivors, including patient and 
incident information, medical history, medical examination and treatment prescribed. 
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the specific VoT context (profile of victims and perpetrators, place of incident, type of violence, 
delay of presentation and general information about SRH and MH). 

 
Annex 1: “Medical Report of incident after a sexual violence”. 
Annex 2: Clinical history database.  

 
MH Clinical Histories 
A total of 73 MH Clinical Histories contained in the MH database were analysed from January 
2011 to June 2012 with the aim of creating a Patient’s profile (a description of intervention by age, 
gender, events, MH symptoms, precipitating events / risk factors, etc.).  

 
2.2.3. Semi- structured interviews  
Questionnaires were developed to use in interviews with key informants. 

 

 Moroccan health providers. 
Semi-structured interviews were conducted by the Obstetrician/Gynaecologist MIO and the 
Medical Coordinator of Morocco mission to Medical MSF staff and Moroccan health providers in 
June 2012. The objective was to attempt to better understand the sexual health consequences for 
VOT population and to identify as much as possible the main barriers faced by health providers 
when attempting to manage and treat this patients. The result of these interviews feed the 
elaboration of the Medical Protocol for VoT (see annex). 

 
Moroccan Health providers meetings: 
 

Rabat 

OPALS 

ALCS 

Avicenne Hospital/Emergency Cell 

Les Orangers Maternity Director /AMLAC
16

 Director. 

Oujda 

Medical doctors of the Health Centres 

Al Farabi Hospital Director Gynaecologist 

Midwife of the Al-Andalous Centre. 

 
Annex 3: Moroccan health provider’s questionnaire 

 

 MSF Staff 
17 Semi-structured interviews were conducted to MSF Staff in July 2012 to get information from 
the experience of MSF staff about the aspects related to dissemination of health information, safe 
referrals, and ethical challenges when assisting medically VoT. For security reasons, all 
comments made by MSF staff have been made unidentifiable.  

 
Annex 4: MSF staff questionnaire. 

 
 Exit Survey Questionnaire (SRH) for VoT 

The purpose of this tool is to find out from the VoT the sexual health consequences (past and 
present). It was discussed by medical staff to VoT, after the SV consultation from 1st July to 15 
September 2012. A database in excel was created to analyse quantitative data gathered from this 
questionnaire. A total of 45 questionnaires were performed 
 
Annex 5: Exit Survey questionnaire. 

 
2.2.4. Workings Groups 
As a variation of the common methodology focus groups, three working groups were conducted 
with the MH MSF Staff in Oujda and Rabat by the Psychologist of the mission between June/July: 

 
1. Working Group Rabat Psychologist of the mission + Psychologist Rabat Project 

2. Working Group in Oujda Psychologist of the mission + Counsellor Oujda 

3. Working Group Rabat 
Psychologist of the mission + Psychologist Rabat Project + Counsellor 
Oujda + Medical Coordinator of the Mission 

 
The main objectives of this tool were to try to identify: 

                                                 
16 Association Marocaine de Lutte contre l’avortement clandestin. 
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1. The real access to victims for psychosocial care vs. the need to “mask” the activities. 
2. Adjustment of trust-building strategies for the sake of the intervention. 
3. Evaluation of individual interventions (one shot and counselling). 
4. Evaluation of group interventions (psycho education, discussion groups, counselling groups 

and workshops) 
 

Annex 6: MH Working group’s questionnaire.  
 
 

2.3. Ethical considerations  

This capitalization followed the basic ethical aspects of data collection and medical confidentiality. A 
consent form was in place for each one of the persons interviewed and the medical data collected are 
anonymous from the data base.  

Annex 7: Consent form. 



MÉDECINS SANS FRONTIÈRES 

 

14 

3. CONCEPTUAL FRAMEWORK 
 
 
3.1. Defining trafficking in persons 

The definition of human trafficking that the UN has enshrined in the Trafficking Protocol
17

 is the one that 
has been most widely accepted by practitioners in the field of human trafficking: 

 

“'Trafficking in persons' shall mean the recruitment, transportation, transfer, harbouring or receipt of 
persons, by means of the threat or use of force or other forms of coercion, of abduction, of fraud, of 
deception, of the abuse of power or of a position of vulnerability or of the giving or receiving of 
payments or benefits to achieve the consent of a person having control over another person, for the 
purpose of exploitation. Exploitation shall include, at a minimum, the exploitation of the prostitution 
of others or other forms of sexual exploitation, forced labour or services, slavery or practices similar 
to slavery, servitude or the removal of organs. (…)” 

 
According to IOM, to qualify as a VoT, an adult person must have gone through at least ONE element 
from each of the three categories in Table 1,

 
that is, there must be at least one action within the category 

“activity”, one action in the category “means,” and one action in the “purpose” category.
 18.   

 

ACTIVITY 

+ 
 

MEANS 

+ 

PURPOSE 

= 

ADULT 
HUMAN 
TRAFFICKIN
G 
 

- Recruitment 
- Transport 
- Transfer 
- Harbouring or 
- Receipt of 
persons 
 

- Threat or use of force 
- Coercion 
- Abduction 
- Fraud 
- Deception 
-Abuse of power or 
vulnerability 
-Giving payments or 
benefits 

Exploitation including: 
- Prostitution of others 
- Sexual exploitation 
- Forced labour 
- Slavery or similar 
practices 
- Removal of organs 
-Other types of 
exploitation 
 

 
Table1 : IOM_ Elements necessary for identifying an adult victim of human trafficking

19
 

 
Child

20
 victim of human trafficking is a person under the age of 18 who qualifies as a victim of 

trafficking in accordance with article 3 of the Palermo Protocol and according to relevant national 
legislation. A child is a VoT when at least one element from each of the “activity” and “purpose” categories 
is present. It is important to note that the means – that is, how the process is carried out – is not relevant 
in child trafficking. 
 
It is important to highlight three key issues: 
 
1) As far as the scope of the term 'human trafficking' is concerned, this refers not only to women, but also 
to men and children. Given the high number of women in trafficking statistics, 'women' inevitably appears 
more frequently in estimates.  
 
2) The term “victim” has generated much debate in the context of violence against women; many argue 
that it implies powerlessness, rather than the resilience of the victim and therefore prefer to use the term 
“survivor”. However, in the area of human rights and protection, “victim” is a legal term used to refer to 
someone experiencing injustice for which the perpetrator is responsible. It indicates that the person or 
persons experiencing a criminal offense human rights violation have the right to protection, assistance and 
reparation

21
. In the context of this capitalisation we use the term “victim” with the above clarification to 

                                                 
17 UN, Protocol to Prevent, Suppress and Punish Trafficking in Persons, Especially Women and Children, Supplemented the UN Convention Against 
Transnational Organized Crime, 2000. 
18 IOM, Guidelines for Assisting Victims of Human Trafficking in the East Africa Region, by Mr. Tonny Moses Odera and Mr. Radoslaw Lukasz 
Malinowski,  2011. 
19 Ibid. 
20 Child: Any person below the age of 18 years as defined in the United Nations Convention on the Rights of the Child (UNCRC). 
21 IOM, Handbook on Direct Assistance for Victims of Trafficking, 2007.  
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highlight the rights of the victim to health care as well as the responsibilities of government and civil 
society to afford this assistance. 
 
3) Human Trafficking is often confused with Human Smuggling

22
. The main element that distinguishes 

migration, trafficking and smuggling is the final outcome of the journey. When people are smuggled they 
are free at the end of their journey but, when a person is trafficked, they are not free and are tied to the 
trafficker, under different ways of control. Moroccan government is not addressing the forced prostitution

23
 

and forced labour or undocumented migrants, and continues to mix migrant smuggling with human 
trafficking.

24
 Moreover, there is correlation between trafficking and smuggling networks and travel paths, 

which also make the situation more confusing. 

 
 
3.2. Health dimensions of trafficking 

Trafficked women may be sexually and economically exploited, experience physical and other forms of 
violence and are also may suffer the consequences of being part of a migrant population. To gain a full 
appreciation of the health risks and challenges of service provision to women who have been trafficked, 
we have based the report on three frameworks developed by Dr Catherine Zimmerman. These 
frameworks “were developed based on existing conceptual models that examine health in the subject 
areas of migration, violence against women, and service delivery to marginalised and vulnerable groups”

 

25
. 

  
3.2.1 Health implications at travel and transit stage. 
Health in the trafficking context is best viewed as a cycle in which women are exposed to harm 
and their opportunities for assistance occur throughout a multi-stage process

26
.  

 

 
 
 
Each of these stages poses dangers to women's health and offers chances to mitigate or repair 
harm.

27
 

 
MSF in Morocco is intervening with Sub-Saharan Migrants (SSM) in the travel and transit stage, 
which is probably the most challenging period to develop intervention strategies to work with 
current VoT. The transit stage, also known as the time of “initial trauma because it is often here 
that the individual first notices the deception and realises that she is in life-threatening danger with 
little or no control”

 28
. According to MSF staff in Morocco, during this transit stage trafficked 

                                                 
22 The UN Protocol against the Smuggling of Migrants by Land, Sea and Air states that: a) Smuggling o migrants shall mean the procurement in order to obtain, 
directly or indirectly, a financial o other material benefit, of the illegal entry of a person into a State Party of which the person is not a national or a permanent 
resident. b) Illegal entry shall mean crossing borders without complying with the necessary requirements for legal entry into the receiving state. 
23 Forced labour: All work or service which a person does/provides without their free will. 
24 U.S. Department of State, Trafficking in Persons Report, June 2012. 
25  LSHTM, Health Risks and Consequences of Trafficking in Women and Adolescents: Findings from a Study in the European Union  by Catherine Zimmerman, 2003. 
26

 Ibid. 
Pre-departure stage: “The period before a woman enters the trafficking situation. 
Destination: “The period that a woman is in the location where she is put to work and subjected to coercion, violence, exploitation of her labour, debt-bondage or 
other forms of abuse associated with trafficking.” 
Detention, deportation, and criminal evidence stage: “The period when a woman is in the custody of police or immigration authorities for alleged violation of 
criminal or immigration law, or co-operating, voluntarily or under threat of prosecution or deportation, in legal proceedings against a trafficker, pimp or Madam, 
exploitative employer or other abuser.” 
Integration and re-integration stage: “The period that consists of a long-term and multi-faceted process that is not completed until the individual becomes an active 
member of the economic, cultural and civil and political life of a country and perceives that she has oriented and is accepted.” 
27 LSHTM, Health Risks and Consequences of Trafficking in Women and Adolescents: Findings from a Study in the European Union  by Catherine Zimmerman, 2003. 
28 Ibid. 
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persons may suffer high risk and vulnerability situations: illnesses and diseases along the route, 
arrest, threats and intimidation and violence in the border crossings and other forms of sexual 
violence that can seriously affect their physical and mental health. 

 
3.2.2 Spheres of marginalisation and vulnerability. 
Trafficked persons share some vulnerabilities and health-related characteristics of “those 
experienced by other marginalised groups, including: migrant women, women experiencing sexual 
abuse, domestic violence, victims of torture, women sex workers and exploited women 
labourers”

29
. 

 
3.2.3 Risk, Abuse and Health consequences. 
The context of migration and increased vulnerability poses unique risks for SGBV, in particular for 
victims of trafficking for sexual exploitation and forced prostitution.  
 
In Morocco, women in situations of trafficking are commonly raped or violated in a systematic 
manner and under the control of a chairman, often in a situation of restricted liberty. Trafficked 
persons generally have little freedom and are closely monitored by their traffickers, with SGBV 
being a normalised part of their lives. Different conditions of abuse and vulnerability negatively 
impact on the physical, mental and sexual abuse of women because they not only share exposed 
to threats, restriction of liberty, loss of economy autonomy but they also suffer situations of human 
dignity and humiliation such as being forced to take drugs, act and dress a certain way and limit 
their access to health and other support services. 
 
Many of the risks, abuses and health consequences associated with trafficking can occur 
simultaneously or overlap. Some of these include: 

 
Causes of health risks of 
Trafficking → Areas of health consequences of 

trafficking 

Physical and Sexual abuse 

 

Physical and Sexual and Reproductive 
Health 

Psychological abuse Mental Health 

Forced, coerced use of drugs and 
alcohol 

Substance Abuse 

Social restrictions and manipulation       Social well-being  

Economic exploitation and debt 
bondage 

Economic well-being  

Legal insecurity/legal security; 
abusive working and living conditions 

Occupational and environmental health    

Risks associated with marginalization Health service utilization and delivery 

 
Table 1: The health risks and consequences of trafficking (adapted from Zimmerman et al 2003)

30
 

                                                 
29  Ibid. 
30 IOM, “Breaking the Cycle of Vulnerability: Responding to the health needs of trafficked women in East and Southern Africa”, 2006.  
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4. FINDINGS 
 

4.1. Understanding the VoT situation in Transits through Morocco 

 
 

4.1.1 The organization of Trafficking networks 

The ECOWAS, network MSF staff has been able over time, to connect pieces of information 
and to better understand the organization of the trafficking network in Morocco. This context, in 
comparison to others, presents a challenge due to the fact that positions, rankings, and 
functionalities in the network are illegal and secretive. Access to information is limited and the 
criminal network is continually evolving. The following information is an evidence of that. 

In recent decades, organized criminal networks have gained considerable power in West Africa.
31

 
These networks “consist mainly of Nigerians, and have, among other things, based their growth 
on established trade networks in the region and ties to the large West African populations in the 
United States and in parts of Europe”

32
. The main activities among Nigerian organized criminals in 

Europe are trafficking, drug crimes and fraud. Among the organized criminal networks, the 
Nigerian is often the best organized and makes it more difficult for the police to fight crime: “The 
central persons are less visible than in other groups and they often include persons who are not 
Nigerians”

 33
.  

 
The ECOWAS network, as the legitimate institution of ‘Economic Community of West African 
States, is based in Nigeria and Europe, and has a crucial and strong base throughout Morocco, 
most notably in Oujda. This criminal network is built on a pact between the trafficked person and 
the traffickers and has a specific organizational form. “The first contact with the VoT is made by a 
person who is often part of the family or circle of friends. This person puts the woman in touch with 
a “Madame” who is the most important person in the network in Nigeria. Sometimes there is a 
third person who acts as a sponsor and finances the trip. However, the sponsor and the 
“Madame” will often be the same person. In addition to the “Madame” in Nigeria, there is a 
“Madame” in Europe who is responsible for the woman after she has arrived (in Europe). The 
“Madame” in Europe is closely connected to the “Madame” in Nigeria; often, they will belong to the 
same extended family. The other central persons are a religious leader (ohen) in Nigeria, the 
human smugglers who are responsible for the journey (“trolleys”), and a male assistant to the 
“Madame” in Europe (Madame’s black boy)”

 34
. 

 
According to MSF-OCBA staff experience in Morocco, the organizational structure of the 
ECOWAS network consists of: 
 
Guide/Connection man: The role of the guide/connection man is to guide the connection from 
Oujda to Nador/Rabat and more often to Europe. In Oujda the connection man, who works with 
the migrant communities, does not necessarily have to be of the same nationality or ethnicity. The 
connection man in Oujda most often, but not necessarily, also has contacts in Europe.  
 
Chairman: In Oujda, all the Nigerian ethnicities (Benin, Yoruba, Igbo’s, Afesa, and Anyoma) have 
a chairman. All the chairmen have to report to their boss (also a chairman), who is based in 
Rabat. The chairman of each tribe in Oujda has the ultimate power of their community and their 
role is to control the governing structure in their respective communities and to report to the Rabat 
chairman (who is the ultimate responsible). It is the Oujda chairman

35
 who is controlling and gives 

orders concerning the movements of each girl in Oujda from the moment of her arrival. He has 
several positions under him who will be reporting back to him directly. The chairman in Rabat is 
the one who will have the contact with the “Madame” and is the central link between Europe and 
Nigeria. The Rabat chairman will at times have connections directly with the family of the VoT sent 
from Nigeria. It is his decision which girl goes where, and how long they will stay in each location.  

                                                 
31 IOM, Migration, Human Smuggling and Trafficking from Nigeria to Europe by JOErgen Carling, 2005.  
32 UNODC, Results of a pilot survey of forty selected organized criminal groups in sixteen countries, 2002. 
33 IOM, Migration, Human Smuggling and Trafficking from Nigeria to Europe by JOErgen Carling, 2005.  
34 Ibid. 
35 The ultimate responsible of the women in Oujda can also be called a ‘patron’.  
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“If the Benin chairman is expecting a group of women to arrive he will allocate them to different locations. This 

depends very much on the different factors if the woman has already been identified for someone in Oujda or 
Rabat, if it is easy for her to travel quickly to Europe or not, and if the “Madame” in Europe has already paid a 
large sum of money for her. If it is difficult to arrange the transport to Europe the Rabat chairman may order 
that the woman is sold to another community or specific person to make more money. This fee can be as little 
as 1,500 Euros. The future of the women will depend very much on the man she is sold to temporarily and/or 
how much the madam in Europe has paid for her, as well as if she has/or hasn’t already been allocated to a 
madam in Europe. If the “Madame” has already allocated a sum, and sent the money for the girl then she may 
stay in Oujda/Rabat for a few months until it is time for her to travel to Europe to work for the “Madame”. – 
(MSF staff) 

 
Coordinator: In all Nigerian tribes in Oujda a coordinator will be allocated to govern underneath 
the chairman. His role is to manage the movements of the women/men on a much smaller scale in 
Oujda. They will decide if the women/men have to go out for begging, buying vegetables, coming 
to the MSF office, hospital and health centres. The coordinator will be controlling and he will have 
to report to the chairman if a man/woman is late to come back, and if he/she disappears.  
 
Chief Security Officer (CSO): Underneath the coordinator of each Nigerian tribe there will be a 
chief security officer. The CSO is responsible for the “hands on control” of the “passengers”, both 
men and women. However, in all communities women are more closely followed and monitored 
when larger sums of money are at stake. If there are “security” risks in the community he is the 
one who will enforce strict control by beating, or carrying out orders of smaller scale security 
(known as the “police”).  
 
Public Relations Officer (PRO): The Public Relations Officer is responsible for public relations 
between tribes and different nationalities. If there are any conflicts between tribes and/or 
nationalities then he will be responsible for attending the meetings and mediation.  

 
 

4.1.2 Husbands and boyfriends 

Nigerian and Cameroonian women in the trafficking network may be allocated to a “boyfriend” 
when they arrive in Oujda. For Nigerian women their fate may be different depending on whether 
or not they have already been bought by a “Madame” in Europe and/or how much money they 
have been sent from Nigeria before they arrive to Oujda. Treatment of women will differ 
depending on their circumstances. Women who have been sent by a contact linked to a 
“Madame” in Nigeria will (with the rare exceptions) end up in Europe working for a “Madame” in 
Europe. But not all women who have a “boyfriend” or “husband” will necessarily be sent to Europe 
to work in prostitution.  

Different scenarios: 
A. Woman who is recruited by a “Madame” or someone linked to a Madame in Nigeria and who 
will stay in Oujda/Rabat/Casablanca/Tangier for a few months with a “boyfriend”. In this case she 
will be temporarily sold to a “boyfriend” until the connection man is ready to push her to Europe to 
work for the “Madame”. 
Result = Forced prostitution in Europe. 

 
B. Girl who is recruited by someone linked to a chairman/ connection man in Oujda and who will 
go to Oujda. The girl is sold in Oujda and may be allocated to a “boyfriend”. She stays with her 
boyfriend in Oujda and they may have a baby. If her connection to the chairman or other members 
of the ECOWAS is strong she may eventually be pushed to Europe but will most possibly stay 
with the partner, and will not work in prostitution.  
Result = She is sent to Europe with her baby, staying in Nigerian communities and does NOT 
necessarily work as a prostitute.  
 
C. Woman who is recruited by a family member or friend in Nigeria and who will go to Oujda. She 
arrived in Oujda as a single woman. The chairmen in Oujda will pass information to the chairman 
in Rabat that she is has potential to be sold as a prostitute to a “Madame” in Europe. Chairman in 
Rabat will contact the “Madame” in Europe to provide a description of the women and negotiate 
the price for her. While she is in Oujda she will be temporarily allocated to a “boyfriend” willing to 
buy her for 1,000 -1,500 Euros. The price is agreed between the “Madame” and Rabat chairman 
and she is sent to Europe.  
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Result = Sex work in Europe, working for a “Madame”.  
“Boyfriends” may become “husbands”. “Boyfriend” relationships can evolve into something more 
permanent if the communication and relation between the “couple” becomes stronger. In some 
cases the “boyfriend” will take care of the woman, ensuring her accommodation and food, 
however, in most cases the woman will also have to go out to beg on a daily basis to provide 
income for the “couple”. “Boyfriends” may become husbands if the couple has a child and once 
the man or woman travels to Europe they maintain contact. This seems to be the case especially 
with women who become the girlfriend of a chairman/coordinator etc. The women then assume a 
role within the structure and may be sent to Europe with the baby but will still be the “wife” of their 
“husband” in Oujda.  
 
In other circumstances the “boyfriend” may be tired of the woman and sell her to someone else in 
Oujda, or travel to Europe and leave her behind. When the boyfriend is absent from the 
community or house women are treated worse by members of their respective communities. 
Whether or not a woman has family or a husband in her country of origin she could be sold or not. 
In many cases women may arrive in Oujda with young children already, however this will not 
prevent them from being bought or sold.  In some cases women who have not been allocated to a 
boyfriend will be used for multiple partners in their community.  

 
 

4.2. Victims of Trafficking in Morocco 

Identification is defined as the process of verifying, ascertaining and/or proving that a person is a potential 
victim of human trafficking

36
. It is a process that can be undertaken by any stakeholder with information, 

knowledge and understanding of human trafficking. The identification process is important in that it 
enables one to distinguish VoT from other victims and/or perpetrators of crime. Once the status is 
determined through screening, the potential victim is referred for appropriate assistance.  

 
4.2.1 Criteria for suspected victims of Trafficking 

Based in the IOM indicators
37

, the following are some criteria used by MSF workers in Morocco to 
identify a suspected case of human trafficking. According to Morocco’s experience, a person may 
experience abuse/exploitation signifying the possibility of a trafficking experience when at least 
three criteria are present, that is, when: 

1. She/he has no freedom of movement. 
2. She/he is monitored by a chairman, boyfriend or another woman in the community. 
3. She/he does not seem to have the freedom to communicate with the outside. 
4. Unaccompanied minors. 
5. Women who receive pressure to become pregnant or to abort. 
6. She/he bears the marks of violence. 
7. MSF staff receives calls from men seeking the woman while she is receiving our health care 

services. 
8. She/he says that she/he will be 'sold'. 
9. She/he comes from an area known for trafficking in persons (e.g., Edo State, Nigeria). She/he 

tells us that someone has promised her/him a job in Europe and/or Morocco. 
 
 

4.2.2 Victims of Trafficking profile 

106 VoT were assisted in the mission from January 2011 to June 2012 (60 from Rabat and 46 
from Oujda). The majority came from Nigeria (93.4%) with a small group coming from Cameroon 
(3.6%) followed by Togo and Mali (1%).  

The ages ranged from 15 to 31 years old with a median age of 23.4 (SD
38

 3.3). The largest age 
group was made up of women between ages 24 and 28 (46.2%) followed by those among 18-23 

                                                 
36 IOM, Guidelines for Assisting Victims of Human Trafficking in the East Africa Region, by Mr. Tonny Moses Odera and Mr. Radoslaw Lukasz 
Malinowski,  2011. 
37 Ibid. 
38 Standard deviation. 
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(43.4%) and 5.8% more than 28. Minors between the ages 15 and 17 made up 4.7%, 5 minors (2 
were 15, and 3 were 17 years old). In accordance with the data obtained we were able to 
establish that at least 7 women had left their countries when they were under 18 years old.  

Age of the interviewed
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Half of women (53.3%) were pregnant at the time they came to the MSF structure. 39% knew their 
status of pregnancy before coming and only 14.3% learned their status at the moment of the 
medical consultation. 

 
 

95.3% of the VoT were without any legal documentation. Only 5 women (4.8%) declared having 
been an asylum seeker. All of these asylum seekers are Nigerian, living in Rabat and between 
them there are two minors.  
 
82.7% of the VoT arrived in Morocco in the last 3 years. 48.9% of them arrived in 2011, followed 
by 26.1% in 2010 and 25% in 2012. A detailed analysis of the cases, show us that the majority 
arrived at the end of 2011 (30.3%). 

 
 

Pregnancy status at the moment of the visit 

Pregnant Not pregnant Test positive 
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Arrival in the last 3 years
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Over the past decade, stricter border controls and an increase in European Union (EU) and EU 
members states´ policies which “externalise” migration management has led to an increasing 
number of undocumented migrants staying in Morocco. Although still commonly viewed as a 
transit country, both by migrants intent on reaching Europe and by the government and its donors, 
Morocco has in fact become a destination country for many thousands migrants who have been 
living in the country for several years.

39
 The average time that Sub-Saharan migrants spent in 

Morocco is 2.5 years.
40

  
 
The majority of VoT have been living in Morocco less than 3 years (82.7%). The reminder, 15.5% 
they been in Morocco over 3 years and 3.9% more than 5 years. In Oujda, the entry point for most 
VoT transiting through Morocco to Europe, the majority (62%) have been living in the country 
since 2011, , in Rabat, only (25%.). 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
25% of VoT have been living in Rabat for more than 3 years, while in Oujda only 2%. Because 
Sub-Saharan migrants spend more time in Morocco, the trend is the concentration in large cities 
as Rabat and Casablanca. According to a study conducted by IOM and the Moroccan Ministry of 
Justice in 2009

41
, SSM are transported from Oujda to other cities, including Rabat, and then sold 

into forced prostitution networks. In addition, there is some domestic sex tourism in Morocco with 
sub-Saharan African victims in major cities.

42
 

 
As mentioned above MSF-OCBA has two projects; Oujda and Rabat as a result; the majority of 
the VoT are coming from those cities; Rabat (56.6%) and Oujda (43.4%). In Rabat, VoT are living 

                                                 
39 MSF-OCBA, Advocacy & Communications Strategy: Morocco 2012. 
40 Mohamed Mghari, L’immigration subsaharienne au Maroc, CARIM AS n°2008/77, Robert Schuman Centre for Advanced Studies, San 
Domenico di Fiesole, 2008. 
41 IOM and the Ministry of Justice of Morocco, « Traite transnationale des personnes – Etat des lieux et analyse des réponses au Maroc », August 
2009.  
42 IOM, Project proposal: Protection and Reintegration of Victims of Trafficking in Morocco, June 2012. 
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spread over different neighbourhoods, without any noteworthy prevalence. In Oujda, women who 
come to our centre live in three well-defined areas; the largest group was made up of women 
living in Fôret Moussakin (48%), followed by those living in Maison de la Frontière (39%), and then 
those living in Maison des Quartiers (18%).  

 
 
 
 
 
 

 
 
 
 
 
 

 
 

 

4.3. Forms of experienced coercion and violence  

Victims of trafficking in Oujda have different ideas on the purpose of their journey, as well as their final 
country of destination. Some women may be aware that once in Europe they will be working as prostitutes 
for a ‘Madame’, as at times, this ‘Madame’ may have sponsored their journey from Nigeria. However, they 
may not be aware of the magnitude of the control and exploitation that the network will exercise on them 
once they are on their journey, and at their destination.  

Some women have been recruited under the false pretence that in Europe they are destined to work as 
hairdressers or waitresses. In the case of children VoT, some have been enticed by the trip under the 
pretence that in Europe they can complete their schooling, and work after they pay their debt to the 
network. Many victims of trafficking are told in advance that their final destination is Europe, or in few 
cases, Morocco itself. 
 
On route to their destination, VoT experience various forms of physical, sexual and psychological 
violence.  
 
The main forms of coercion and violence detected in our population goes from slavery practices, 
restriction of movement and confinement,  forced consumption of drugs and alcohol, forced pregnancies 
and abortions ,debt bondage, punishments and torture like be burned with hot water . To this we must 
added the psychological damage through deceit, lies, and threats to their families. 
 
 

“The criminal members of Igbo tribe, located closest to the border of Oujda, will systematically 
threaten any migrant being held hostage, by informing them of the dangers they will face at the 
hands of the mafia if they ever try to escape.  
Igbo’s mafia members make the following points clear to their hostages who may also be victims of 
trafficking:  
1. The sub-Saharan migrants have no rights in the eyes of the Moroccan police without legal 
identification documents.  
2. The SSM have no access to travel outside of Oujda without documents 
3. The SSM who want to travel outside of Oujda can only do so through the mafia.  
4. All migrants with no documents are deported to the Moroccan/Algerian border where the Igbo’s 
would be waiting for them._ (MSF staff) 
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4.3.1 Physical violence 

The threat of physical violence for ‘disobedience’, or fear of consequences of non-complying with 
extortionate demands becomes evident, for most VoTs, soon after the journey begins. Victims of 
trafficking either witness or experience this violence themselves which, in this context, becomes 
the norm in their daily life. Very few go against this authority as often they are aware that this will 
be to their own detriment, either because they know that they will be subjected to violence and 
other forms of punishment such as food deprivation.  

 
The punishment very much depends on the “patron” and how he himself thinks that woman needs 
to be punished. He decides what kind of violence or coercion the women should be subjected to. 
This is probably the reason, why women’s experience in Oujda varies dramatically. 
 
Physical aggression (beating, kicking, slapping, flogging)  
The physical violence can be spurred on by any act viewed by a mafia member in control as 
rebellion against the authority of the network. It can be either, a serious act of the victim refusing 
sexual advances from the patron, or, a seemingly minor act viewed as disobedience, such as 
buying bread without having asked for permission to leave the ‘house’. 

 
Food deprivation 
The last but not least, in Oujda, if a girl is expected to have sexual intercourses with her patron or 
another male mafia member and she refuses, then one of the first forms of torture would be food 
deprivation.  

 

“On one occasion, a girl living in a “Maison Quartier” who refused the sexual advances of her 
patron, was punished by being fed a biscuit a day and given dirty water for drinking. The other 
women in the house who had accepted to follow the orders of the patron could eat normally 
and were able to ask for more food if they wanted.” – (MSF staff) 

 
 
 

                                                 
43 Victims who experienced this violence explained to the members of the team that they were unable to hear properly from their ear. Patients 
were sent to the health centers or hospital for follow up. 
44 The Law Faculty of the University of Oujda, allows migrants to reside there in tents. The grounds are used as a base by the mafia, who have a 
restaurant, hairdresser, and meeting area. 

“Possible punishments for Victims of trafficking who do not abide by the rules, who 
demonstrate “stubbornness”, or who cannot pay the demanded fee: 
1 Both women and men can be slapped on the ear

43
. This method of beating tends to be 

most commonly used by the mafia based in the University (also known as the “Fac
44

”); 
2. Women and men starved of food (either not fed throughout the day, or fed once a day a 
minimal amount of bread or flour); 
3. Cleaning and /or cooking for any allocated master and his wife or girlfriend; 
4. Fetching firewood for the mafia on a daily basis; 
5. Going out to beg “salamalekoum”- this will depend very much on the “patron” and 
whether he sees a risk of the man/woman escaping while begging;  
6. Having their feet and arms tied up on a daily basis and beaten; 
7. Being tied to a tree and beaten; 
8. Remaining continuously tied up for days. This type of treatment is received for serious 
cases that require serious “punishment” for trying to escape, or disobeying rules”.– (MSF 

staff) 

“Members of the MSF team were approached by two women with small children who had 
recently arrived at “La Fac”, asking for help to go back home. They explained that they had 
wanted to go to Europe and had agreed to pay back the fee once at the destination, 
however, and they soon realized that they were involved with a criminal network who had 
asked for an additional amount of money in Oujda they were desperate to leave. The 
additional fee which they were not able to pay represented, in addition to the fee for 
themselves, a fee for the older children. Both women were hit on one ear and explained us 
that they could not hear well after the incident. They went to the health centre the following 
day”.– (MSF staff) 
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4.3.2 Sexual violence 

Regardless of a sub-Saharan woman’s understanding of what she is supposed to do as job upon 
arrive in Europe or Oujda (Morocco), once the woman arrives in Maghnia (Algeria), she will learn 
that in order to continue her journey, there is the expectation that she will have to submit herself 
sexually to the “man in power” there. “The man” in this managing position can be referred to as a 
“master”, “patron” or “chairman”. The title can depend on who is in control on that day, which tribe, 
which member of the mafia is present.  

Ultimately, what is important to derive from this situation is, that a Sub-Saharan women allocated 
to a “Madame” somewhere in Europe, will have to consent to sexual intercourse with the 
“masters” first, long before she is allocated to a boyfriend or husband who will then facilitate her 
passage to Europe.  
 
The women are trained for maximal ‘submission’ which is often tested by many patrons they 
encounter along their journey. The women change hands from one patron to another, from 
Maghnia, Tamarasset to Oujda and it is expected from the girl to submit to all of them and perform 
sexual favours, as she becomes their possession. If she does not submit, the decision will be 
taken by the managing members to discipline the girl.  

 

“One SSM explained to MSF staff that the women are shared amongst the mafia members 
every night before bed. For example if there were five women, the patron would assume the 
role of allocating each girl to a tent. The remaining women would then sleep together in one 
tent.” – (MSF staff) 

 
While the woman stays in Oujda, she can be sold to a husband or boyfriend permanently or 
temporarily, or she may be used in Oujda as a prostitute for the Sub-Saharan males, at the 
running rate as little as 30 Moroccan dirhams per sexual service.  

 
In Oujda, the majority (80.4%) of VoT assisted for sexual violence arrived to MSF through active 
screening

45
 and 15,2% through the Moroccan police. In Rabat, the majority (76.7%) arrived 

through community referrals
46

 (76%). 
 
The border towns of Manghia (42.5%) and Oujda (28.3%) are the places where most of the 
violations have been occurred. The incident also occurs during the trip (15.1%), Rabat (3.8%) and 
country of origin (2.8%). One on four victims has been raped in the same days they were entering 
Morocco, 22% of the cases in Manghia happened at the moment of the arrival and 26% of the 
cases in Oujda. 

 
When interviewees were asked to identify their aggressor, 54, 7% identified the aggressor as a 
person of "Nigerian nationality" and 31,7% identified the aggressor as a "trafficker". Clearly these 
terms overlap, as many Nigerians are involved in human trafficking. Whereupon and based on our 
experience, we could assume that the majority of the aggressors were Nigerian citizens, closely 
linked to the fact that most of the victims are also from the same nationality. The differentiation 
between “Nigerians” and “traffickers” made by the interviewees could result from an inability to 
self-identify as a victim of trafficking or unwillingness to share this information during the interview.  

 
During the medical consultation, 44.3% of suspected VoT reported that they had been violated by 
one aggressor. 38.1% declared been violated by more than one aggressor (25.7% from 2 to 4 and 
12.4% >5), and 17.1% of women didn’t report us the number of aggressors or they didn’t 
remember. 
 
 

                                                 
45 The midwife through SRH and IEC activities identified possible cases of SV. 106 women in total (60 from Rabat and 46 from Oujda). 
46 “Word to word” referrals by other SSM. 

 “A Nigerian woman (Beni tribe) who was five months pregnant was trafficked to Oujda and 
kept in the forest. It was there that the Igbo “patron” told her to have sex with him. When she 
refused she was beaten on her face, and her belly.”– (MSF staff) 
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Unfortunately, less than 2% of the VoT sought medical care within 72-120 hours after the sexual 
aggression and no one within 72 hours. The majority of our patients (65.1%) came to seek 
medical care to the MSF centre between 120h and 6 months, and 33.1% came only after 6 
months. There is an average delay of 232 days and this delay does not differ from the place of the 
aggression. 37.7% of the victims reported a gynaecological problem (itching, unusual smells, 
ulcers, etc.).  

 

 
 

Only 2 victims have reported their violation to the attention of the Moroccan authority. Control by 
traffickers, little or no freedom of movement and the fear to which victims are subjected are may 
be the main raisons that prevent victims to come to MSF centre during the first 72 hours.  
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According to the data, 38.7% arrived to the consultation already pregnant, 15.1% tested positive 
(more than half of the victims were pregnant). And 18 (31.5% of the pregnant) pregnancies could 
be a consequence of the violation. 17.5% of the pregnant and/or positive tested women asked for 
abortions. 
 
Less than 1 woman out of 10 uses a contraceptive method (male condom, injection, and pill). 
Traffickers have control over the women’s reproductive and sexual health, and specifically 
concerning the use of family planning methods. The high number of pregnancies may be linked to 
the fact that most of the Sub-Saharan VoT are forced by traffickers to become pregnant to beg in 
Oujda but also to cross to Europe, as pregnant women or women with babies are less likely to be 
deported

47
 

 
 

4.3.3 Psychological violence 

Threats 

Victims of trafficking are subjected to daily threats by the managing members of the mafia, on the 
route and upon arrival in Oujda. They can be regularly threatened and warned of the 
consequences of not obeying the rules of the network.  
 

“The desert, on route to Oujda, symbolizes ‘cemetery, death and fear’. The ‘chairman’ uses 
the VoTs fear and vulnerability to threaten them by saying that if they disobey their dead 
bodies will be deposited in the desert where nobody can find them.” (MSF patient.) 

 
The mafia members rely heavily on the fact that the victims are weakened outside their country of 
origin with no one to look after them, monitor their movements, and/or protect them if necessary. 
They continuously highlight this point to ensure that the women are aware that if they disappear 
no one will know where they are and no one will come looking for them. This puts the women at 
the mercy of the traffickers. 

 
 

Control of movements 

Furthermore, the network exercises its control over the movements of the women throughout their 
stay in Oujda. Very quickly, the VoT learn that they are expected to ask for permission before 
going anywhere that they cannot move without the consent of the patron, chairman, or 
coordinator. The women, who have just arrived in Oujda, seem to experience stricter control than 
those who have been in Oujda for some time. The reasons for that are not clear, but perhaps, the 
mafia considers Oujda as the last stop and therefore, their last opportunity to discipline the 
women. Also can be linked to the fact that oldest know well the rules and the consequences of 
breaking them.  

Furthermore, they have not yet been assigned their respective ‘guardian’, known in Oujda, as a 
‘boyfriend’ or ‘husband’, which will control them and ‘manage’ them. 

 

                                                 
47 IOM, Project proposal: Protection and Reintegration of Victims of Trafficking in Morocco, June 2012. 

“In Oujda, mafia members of female trafficking groups understand the importance of warning 
their victims not to speak to any members of the MSF team about what they have seen, or 
experienced. One victim highlighted this by explaining that the head of the group would 
systematically threaten and warn, men and women alike, about the dangers of informing 
before visiting any health institution or the MSF centre. Directions were given, before leaving 
the ghetto, that if asked by the MSF team or Moroccan medical staff about the injuries they 
sustained, the response should be that they fell while fleeing from the police. The ‘chairman’ 
also made it clear to the VoTs that the MSF staff would not help them to escape, and that 
they would make sure that the person returns to their ghetto. He further threatened that once 
at the ghetto, if they had spoken to anyone, they would have to face the consequences of 
their actions.”(MSF staff) 
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“It appears that women acquire a better status when they are allocated to a boyfriend or a 
husband. On several occasions, the MSF team noticed, that, for unclear reasons, the women 
whose boyfriends had left Oujda for work in Maghnia, were treated badly by the community 
they were living in. One informer explained that the women who were treated well and 
considered to be privileged, were the ones who were called ‘girlfriends’ and those who stayed 
in the same tent with the mafia member. Due to the above, those women may feel more 
pressure to submit to the network in order to improve their social standing in the group and 
lessen the abuse they are subjected to”. (MSF staff) 

 
 

Coercion and cultural beliefs 

Furthermore, the trafficking network, in collaboration with the “Madame”, will ensure that the 
control over the VoT is secured all the way back to their country of origin. In the case of Oujda, 
this is often Nigeria. Before the VoT are sent to Europe the “Madame” will make an agreement 
with the VoT and her family and if they accept to pay the large sum of money in Europe, then the 
process further down mentioned, will be followed.  

The Babalawo is a kind of a pastor figure, based in the community, who will carries out a ‘’juju” an 
oath-swearing ritual that commits the VoT to repay the money she owned on pain of death or 
insanity. The “Madame” in Nigeria and the VoT’s family will arrange to meet and visit each other’s 
houses. The Babalawo who works with the “Madame” will be present during this meeting in 
Nigeria to seal the deal. This process is followed in order to ensure that the VoT pays the money 
and does not run away once she arrives in Europe.  

 

 “One VoT explained that there is a general belief among many women and their families in 
‘juju’ magic and therefore, if the girl runs away, the oath taken by her family in the presence of 
Babalawo, would negatively affect her family and may result in the death, illness or one of the 
members of the family ‘loosing of their mind’”. (MSF staff) 

 
It seems that before leaving Oujda, the “chairman” in Oujda and the “Madame” in Europe (who 
has already purchased her), may pass through another ritual of making her “swear” to pay the 
final amount once she is in Europe. The woman’s family will also be responsible to “swear” for that 
money.. The amount that the woman is purchased for will vary between 35,000- 45,000 Euros. 
The girl will explain to her family that in order to be pushed to Europe she and her family need to 
“swear” to pay the money that the “Madame” gave in advance, in case she is not able to.  

 
In the event that the VoT is not able to keep her promise to re-pay the “Madame”, the burden to 
re-pay will fall on her family. They will continue to be threatened until the money is paid. The 
process of “swearing” for the money is a business transaction but also seems to capture the fears 
of “juju” powers that certain Sub-Saharan cultures adhere to - in this case Nigerians. This process 
can be viewed as a final attempt by the ”Madame” and “chairman” to “seal the deal” and for the 
“Madame” a way to secure her investment, in case she escapes beforehand, or goes to Europe 
and is unwilling to carry out all the tasks expected of her as a prostitute.  
It is believed that if the girl does not fulfil her promise, the Babalawo will be contacted by the 
“Madame” to carry out the spells on the family and the VoT. This threat does not have the same 
effect on families who do not believe in this kind of magic. However, there is a provision for 
Christian families to make an oath on the bible, in the presence of the Babalawo.  

 

4.4. Access and barriers to health care 

VoT experience a wide variety of somatic and stress related symptoms. Such consequences translate into 
lower health status and lower quality of life. Although, VoT are frequent users of health care services, 
there exist a high number of barriers to an effective health system response. 

According to the International Covenant on Economic, Social and Cultural Rights (ICESCR), which 
Morocco is part since 1977, accessibility to health care means that health facilities, goods and services 
must be accessible to everyone without discrimination, within the jurisdiction of the State party. 
 
Presently, the most significant obstacles for VoT to access health care services in Morocco include the 
following: 
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4.4.1. Women’s lack of autonomy  

Women’s lack of autonomy by far remains the most concerning and evident barrier to access 
health services for victims of trafficking. 

1. Traffickers ‘hands on’ control of VoT movements 
Access to health care for VoT remains a continuous challenge and a privilege only for some. A 
VoT cannot access MSF services without the ‘consent’ of their chairman who regularly attempts to 
create barriers to prevent women from coming into contact with MSF and other health care 
services. This barrier to access is further exacerbated if women are ‘new’ to Oujda, and or 
rebelling against their authority of the network.  
 
2. Traffickers ‘hands on’ control of VoT access to medication 
VoTs attending the health centre consultations would have their access to medication and right to 
health further blocked. Sometimes, the ‘trafficker’ controls the medication that the VoT is taken, 
and in some cases confiscates it.  
 
3. Traffickers hands on’ controlling woman’s SRH  
VoT are not free to decide when to become pregnant. According to the needs of the mafia and the 
travel plans to Europe, the chairman will decide the most appropriate time for woman to get 
pregnant. If plans change she will be forced to do an abortion, waiting for a most appropriate time. 
Also women are not authorized to use family planning methods without the permission of their 
“patron” hence the small number of women using contraception methods in our projects. 

 

- “When a VoT was accessing services, MSF received multiple calls from her patron, other 
non-identified persons, and at times other women in the house were asking when she would 
return)”.  
- “VoT get questioned about what happened at our centre. (In the first physical check-up you 
have to be careful in what you do or what you said – they will be interrogated by the chairman 
after our meeting).” 
- “Men call regularly to check if she is still with the team”. During medical or psychological 
consultations.  
- “VoT are constantly accompanied by someone”. – 
- “An ´older´ woman in the group could be sent with the group to monitor them at our centre”.  
-“The powers of ´juju´ are used to scare the trafficked women into thinking that they or their 
families will get into trouble or get hurt if they try to betray the trafficking net”. (MSF Staff) 

 
 

4.4.2. Literacy, cultural, attitudes and social barriers   

Access to health is affected not only by economic or geographical conditions, the social and 
political stability and the efficiency and quality of the health systems; is also influenced by the 
prevailing beliefs and values of a society, which impact on community, health providers and 
women’s health seeking behaviour. 

1. Trafficker’s attitudes and beliefs 
It can affect the transmission of medical information and access to health care services for VoT 
when the men ‘controlling the victims of trafficking’ attempt to delegitimize health information and 
MSF services. Traffickers can dispute information that MSF is disseminating in IEC groups, 
hospital visits, and in the field in front of MSF and the VoT.  

 

 
 2.Health provider’s attitudes and beliefs 
Moroccan healthcare staff is often unaware of exploitation, hardships, and living conditions that 
SSM find in Morocco. MSF staff often received questions from healthcare staff about the high 

“Statements refuting their ability to contract STD’s by saying they have ‘super powers’ which 
make them ‘immune’. Making comments such as ‘HIV/AIDs is a white men’s disease’. 
Traffickers also spread information within the community and to the girls that MSF is sterilizing 
them through the vaccines (referring to the Hepatitis B vaccine used for victims of sexual 
violence)”. (MSF staff) 
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number of pregnant women, and our lack of initiative to control this trend among Sub-Saharan 
women. Discriminatory pre-conceived ideas such as ‘all Africans have HIV’ appears at times to 
also be a barrier to SSM being integrated easily into the Moroccan health system. Healthcare 
staff, such as nurses and midwives can at times be scared to inject, or remove blood from our 
patients who they think may be HIV positive.  

 

- Moroccan health provider’s questions range from, “why is this woman pregnant if she’s living in 
bad conditions in the forest? And she needs to beg to survive?” or “Has this woman been beaten 
up? By who, her boyfriend? Ah, she’s not married? Of course, I do understand now”.  
- Some suggestions by healthcare staff have included. These women should be forced by MSF 
to take any family planning method to avoid all the gynaecological problems which they present 
when they arrive to our health structures”.(MSF Staff)  

 
3. VoT’s attitudes and beliefs: 
Patients can often be very reluctant to speak to MSF staff about the manner in which they 
received their injuries, pregnancy, and/or the conditions in which they find themselves in Morocco, 
for fear of being threatened by violence by the community upon return.  
 
Sub Saharan patients can often opt for more traditional healing methods. VoT often use certain 
traditional healing methods for family planning, which includes washing the genitals with very salty 
water after sexual intercourse (without having used protection). In some cases women may 
attempt drinking traditional remedies to provoke an abortion.  
 
4. VoT’s language and literacy barriers: 
The Language and the low levels of education and literacy, as well as the poor understanding of 
the health risk

48
 have contributed significantly to a poor access to health. Low health literacy, 

cultural barriers, and limited French proficiency have been coined the "triple threat" to effective 
health communication ( Schyve, 2007). 
 
Although VoT come from countries where the official language is English or French, they cannot 
speak and understand fluently these languages. Most VoT come from rural areas where main 
language of communication remains indigenous languages. For example, most of the VoT speaks 
“Nigerian Pidgin” which is an English-based Creole language. 

 

 

4.4.3 The deterioration of the political situation 

In Morocco, human rights situation remains dire and SSM, especially VoT, continue to pay a 
heavy price for the on-going institutional violence. They face threats to their lives, to his freedom, 
to their livelihoods, to education, nutrition and health. As for the rest of the migrant population 
insecurity and violence are key barriers for VoT to access to health services.  

1. Raids 
Since December 23, 2011 the daily raids throughout Morocco but most notably in Oujda and 
Nador have risen sharply, creating further instability for the SSM population living in Forest, border 
location’s, ’La Fac’ and even the ‘Maisons des Quartier’. As Moroccan security forces in Oujda 
normally do not burn or destroy tents occupied by pregnant women and children, they are used by 
the trafficking network to ‘guard’ the tents every morning from the raids. As a result, they can’t 
move from the tents and are not allow going to the healthcare centres. 
 
2. Refoulements

49
 

Access to health care services for SSM and VoT is further impeded by the dramatic deterioration 
of the current political context, where expulsions of SSM to the Algerian border, is a daily reality. 

                                                 
48 Understanding the concept of risk and/or the degree of risk of developing a disease or experiencing an adverse event involves complex, 

numeracy-based, health literacy skills. Kate Singleton, MSW, LCSW, Elizabeth M. S. Krause, AB, SM Online J Issues Nurs. 2009;14(3) 

 48 The term “refoulement” is used in art. 33(1) of the United Nations Convention Relating to the Status of the Refugees, 1951, to refer to 

expulsion of refugees to territories where persecution would result. This term has also been used more specifically to describe expulsion on the 

ground of illegitimate entry. Morgenstern, Felice, The right of Asylum, 26 British Yearbook of International Law, 1949. 
49 The term “refoulement” is used in art. 33(1) of the United Nations Convention Relating to the Status of the Refugees, 1951, to refer to expulsion 
of refugees to territories where persecution would result. This term has also been used more specifically to describe expulsion on the ground of 

illegitimate entry. Morgenstern, Felice, The right of Asylum, 26 British Yearbook of International Law, 1949. 

http://en.wikipedia.org/wiki/English_language
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Raids and arrests have caused considerable instability within the migrant population. In 2012, we 
saw a sharp increase in pregnant women and children expelled to the Algerian border where they 
are once again submitted to different forms of criminal violence. The fear of being arrested and 
expelled to the border especially in Nador prevents migrants and especially women and pregnant 
women’s seek for health care. 

 

- VoT often explain that by walking to the health centre or MSF centre they risk arrest.  
- In Nador access to health care remains precarious in emergency services, and almost non-
existent in health centres due to the excessive risk of arrest by the Moroccan Security Forces. 
Due to the highly politicized context due to Nador bordering Spain, VoT have on occasion 
returned to Oujda to deliver their children, and or given birth in the forest in Nador. 

 
 

4.4.4 Economic and geographic barriers 

1. Economic barriers 

Health care services (which include, for example, free SV health care) continue to be unavailable 
to many migrants. This is particularly true of marginalized groups, as VoT. Healthcare, treatments 
and medicines represent a significant cost. Transportation costs to reach services, especially for 
those living in the forest and Maisons de la Frontière, add further to the cost of healthcare.  
 
VoT often suffer economic abuse and don’t control their own income and have difficulties to 
address their own needs (including health needs). Financial resources, of VoT can be controlled 
by, the ‘chairman’ if victims need to be ‘disciplined’. Furthermore some VoT depend on their 
“Madame” in Europe to sustain in Oujda.  

 

Since the cost of the services is considered to be a potential barrier to the accessibility of the 
health services for VoT, MSF-OCBA has been assuming the cost of medication prescribed for 
VoT through the Moroccan health system. However this solution is not sustainable and in the 
future may cause complications.  

 

2. Geographic barriers 

The sizeable disparities between rural and urban areas are a major challenge as far as the SGBV 
response services as well as the unequal geographical distribution of health providers between 
rural and urban areas is a concern. The numbers of public health practitioners are however 
woefully inadequate and their distribution among urban versus rural areas and between hospitals 
and basic centres is highly inequitable.  

For example, there is a psychologist in the public sector for the whole Oriental region. She 
works in the Psychiatry Department at the Boussif diagnostic centre and she has no time 
because of her workload”. 

 

 

4.4.5 Lack of adequate health care services  

1. Availability of Services:  

In Morocco public healthcare services remain insufficient and inadequate to respond to the needs 
of the Moroccan population as well as the Sub-Saharan population. Public services are 
overloaded and lack an organisational structure which can facilitate care to a patient attending the 
service on their own. As a result, availability of specialized health care services is often limited to 
long wait lists. Moreover, health care providers lack awareness as well as formal training in 
responding to migrants or victims of trafficking especial health needs.  
 
2. Quality of services 

During preliminary procedures such as general emergency services patients are able to gain 
access to care. However more specialised care as for victims of sexual violence remains 
inadequate. Healthcare staff frequently does not implement the SV protocol which does exist 
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under the Moroccan healthcare services. Furthermore staff may create obstacles themselves 
when SSM attempt to access these specialised services by questioning the patient about the 
location of the incident. On other occasions they explain to the MSF staff that relevant legal 
documentation is necessary for the patient to follow the SGBV circuit. Existing barriers are further 
exacerbated by the language obstacles that SGBV and healthcare staff face when trying to 
communicate. 

 

4.5. Health seeking behaviour 
 
Closely linked with the preceding section, VoT health seeking behaviour is influenced by all previously 
mentioned barriers determining its response to an illness situation.  
 
According to our experience Victims of trafficking in an early stage of an illness, prefer to seek traditional 
healer services; they will only seek a health professional if the first has failed. Self-treating it’s also a 
common practice before attending a health structure. Once they decide to reach professional help they will 
choose public health structures.  
 
VoT has a very low health risk perception linked to its lifestyle, sexual practices, and its sanitation and 
housing conditions. Furthermore the fact of believing in certain superstitions (HIV is only a white disease) 
prevent women to perceive the risk and therefore to prevent it.  
 
The fact that the victim does not have the perception of being a victim and that they think the conditions 
they experienced are normal leads them not to pay attention to any symptom or medical condition likely to 
be treated. Moreover the lack of knowledge about symptoms, how to recognize them and when they are 
so serious to seek for help also prevent VoT to seek medical care.  
 
And last but not least we don't have to forget that VoT are migrants whose main objective is crossing 
Europe, which they do not have the basic needs covered;  like food, accommodation, security and they 
are in an irregular situation. With this background it is not surprising that health is always relegated to last 
priority negatively impacting on VoT health ( with low vaccination coverage, low ANC consultations, etc..). 
 
Between January 2011 and June 2012, 106 cases of VoT were treated from an incident of sexual violence 
in the project. The majority of victims arrived to the attention of MSF with common symptoms (body pain, 
fatigue, headache, nausea/vomit…). Among the symptoms, body pain was the most reported (27%), 
followed by vaginal discharge and itching (14.1%) and headache (11.6%). 29.2% of the VoT requested 
mental health support. 
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Multiple triggers may cause ‘body-pain’ such as harsh living conditions, sleeping problems linked to the 
insecurity and anxiety of their situation which are endured for months by the VoT’s. Some VoT may 
interpret certain symptoms (e.g. fatigue, body-pain, and fever) as ‘malaria

50
’. 

                                                 
50Very few if no cases present genuine cases of ‘malaria’. 
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4.6. Sexual and Reproductive Health intervention  
To obtain some quantitative data about the sexual health consequences (past and present) in VoT, an exit 
questionnaires were given to 45 women who attended MSF centre from July to September 2012 (Annex 5: 
Exit Survey questionnaire). In addition, semi-structured interviews were conducted by the Morocco 
mission to MSF Medical staff and Moroccan health providers in June 2012, with the aim to understand 
how MSF and MoH manage and treat these women (Annex 3: Moroccan health provider’s questionnaire).  

 
4.6.1. Clinical picture  

Out of 45 women, 29 from Oujda (64,4%) and 16 from Rabat (35,6%). The average age is 24.9 
year (SD 4.58). The oldest woman is 36 year old. Among them, there are 3 minors (14, 15, 17 
years old) and the class age 18-23 (35%) and 24-28 (36%) are the more represented. 

 
. 

Age of the women interviewed

0

2

4

6

8

10

12

14

16

18

<18 18-23 24-28 >28

 
 
 

Sexual Health consequences for Victims of Trafficking 
 
1. Sexually Transmitted Diseases (STI)  
Women who are trafficked and sexually abused are often exposed to sexually transmitted 
infections, including HIV. Consequently by not treating STI’s such as gonorrhoea, ultimately could 
result in the VoT suffering from other diseases such as Pelvic Inflammatory Disease (PID), which 
will lead to chronic pelvic pain, ectopic pregnancy and infertility.  
 
From the exit survey’s 36 women reported symptoms related to STI. 20 women to PID (5 patients 
have symptoms for PID and STI both) only 5 women have not reported any symptoms in the last 6 
months. Among the STI’s symptoms, vaginal discharge and itching are the most common 
symptoms (48.7% of the women), followed by vaginal discharge (23.1%) and ulcers or sores 
(17.9%). Chronic pelvic pain was most reported (50%). 96.2% of the women received STI 
treatment. Only 10% (2) of the partners of the women treated were also treated at the same health 
facility. Practically this issue is difficult and even impossible to find the way to treat the partner 
since the woman, for fear of retaliation, does not report to the “chairman” the reason to seek 
health assistance.  
 
None of the women reported to have had more than 3 partners in the last 6 months and 60% who 
were sexually active used condoms sometimes (68%).  
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Symptoms for STI (orange) and PID (blue) in the last 6 months
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2. HIV 
Risk factors for women becoming HIV+ vary from the age they were first trafficked and how long 
they stay in the transit period. In some countries their HIV status is used as a reason for 
expulsion. However in Morocco, migrants are included in the HIV national programme and receive 
free access to PMTCT and ARV treatment. 
 
A good percentage of the women (71.1%) have been tested in the past for HIV. Among them 3 
were positive (9.3%) and 2 (6.2%) replies they did not know their HIV status. Of the 85 victims 
tested in Morocco for HIV, 9 were positive (10.6%) and the HBV prevalence was 2.4%. Out of the 
9 HIV positive women, 4 of them were pregnant. 76.4% of the women knew about their HIV status 
before arriving to Morocco. 
 

3. PMTCT 
PMTCT in Morocco started to be a reality in 2007 as a pilot project in four regions

51.
 PMTCT 

programme includes information for women, screening in CPN, ARV prophylaxis, obstetric 
practices, ARV treatment and monitoring. The services are provided at primary health care and 
hospital level. Little to say of how the program works for women that are not our target population 
since our experience is biased thus all SSV are tested in ALCS. Once a case is detected is 
followed by MSF and ALCS staff until the delivery. Despite the existence of the program its 
implementation has some practical difficulties, mainly related to the lack of resources and staff, 
but also and most importantly because of the stigma that is still holding the disease. This has 
prevented or hindered sometimes the correct application of the programme. Despite all these 
difficulties, all women of our project have been integrated in the program.  
9 HIV pregnant women were identified and integrated into the PMTCT national programme. 5 
HIV(+)women were under ARV treatment and giving birth with MSF, 1 woman lost to follow-up, 
and 3 still not giving bird by the time these report was drafted .  
1 baby died 2 days after birth, 4 babies were HIV (-) after the six months analysis.  
 

4. Cervical cancer 
Victims are also exposed to an increased risk of cervical cancer, due to the exposure of the 

Human Papillomavirus (HPV). Concerning screening for cervical cancer, from the exit survey no 

one has ever been tested and the majority (82.2%) has no knowledge of this disease. There was 

no cervical screening programme available in Morocco.  
 
5. Pregnancy  
Most of the women (91%) have been pregnant (including the 3 minors) for a total number of 115 
pregnancies, this average do not change a great deal between different age groups. Often the 
trafficked women are single parents and customarily the majority of the children will be still living in 
their home country.  

                                                 
51

 Rabat and Casablanca, CR  Agadir and Marrakech 
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Alarmingly 68.5% of the pregnancies were unwanted and interestingly the ratio of 
wanted/unwanted pregnancies increases with the age: very low for the minors (16.6%) and higher 
for the oldest class (64.5%).  
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Important to highlight, according to the data collected from the SV medical records, regarding 
pregnancy, that 38.7% arrived to Morocco already pregnant, 15.1% tested positive (more than half 
of the victims were pregnant). 17.5% of the pregnant and/or positive tested women asked for 
abortions. After an analysis of the abortion context in Morocco de mission decided to implement a 
“harm reduction”

52
 strategy to respond to the abortion demand.  

 
As previously written from the SV medical records, those women who decided to keep the child, 
the majority choose the Ministry of Health Facilities (60.6%) for their delivery followed by private 
clinics (18.2%) and MSF’s facilities (12.1%). Only a 9.1% said that are supported by “friends” for 
their delivery. 

 
6. Termination of pregnancy 
One of the main issues VoT face is the lack of access for safe abortion care. VoT are at high risk 
of an unwanted pregnancy due to the lack of access to contraceptives and emergency 
contraception during the transit period. On arrival in Morocco they are either forced into 
performing an unsafe abortion or being forced to keep the pregnancy. Being pregnant (can be a 
positive or negative influence) the women are not exploited or sexually abused further and 
therefore somehow protected. The women in transit report that they have no or very little choice 
regarding their pregnancies.  
 

                                                 
52

 The "harm reduction “is a public health strategy that aims to reduce the negative consequences associated with 

high risk activities by providing adequate information. Although these strategies have been used mainly in the fields 

of drugs, alcohol and sex in recent years has also been used, mainly in Latin America to reduce unsafe abortions. 
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Therefore, Abortion is quite common among the women interviewed: 77.7% of them admitted to 
have experienced an abortion during their pregnancy once in their life for a total of 78 abortions 
(average: 1.7% abortions for each woman), which is a high number. 

 

Age 
Delivery 

Spontaneous 
abortions 

Induced by 
patient 

Induced by 
someone else 

< 18 1 1 4 0 
18-23 7 3 3 20 
24-28 5 7 11 11 
>28 13 1 7 10 
Total 26 12 25 41 

  
 

Ends of the pregnancies
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Of the 78 abortions, only 15.4% were spontaneous, 52.6% were induced by someone else and 
32.0% by the women herself. 60.7% of the abortions have been carried out by professional health 
staff, most of them carried out with manual vacuum aspiration. On the other side the majority 
(93%) of the self-induced abortion used Cytotec®, bought into the black market. In general, most 
women approaching MSF requesting an interruption of pregnancy know already some methods of 
Abortions especially the use of Cytotec®. Most women will ask directly for the drug since it is 
widely known and used by the target population. 

 
 

 
 
 

Among the women who chose for abortion, the 80% did not present any immediate medical 
complication, only 13.3% presented severe bleeding and 6.7% presented fever. Regarding 
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medical complications in relation with whether they were or not performed in a health structures, 
we observed that 23.1% of the women that carried out a self-abortion had medical complications 
reaching 17.7% in women who did an abortion in health facilities. This small difference can 
probably be linked to the fact that abortions are carried out in inadequate medical structures and 
by non-qualified medical staff, since abortion is illegal in Morocco.  

 

7. Contraception 
MSF health providers systematically advise trafficked women on available contraceptive methods 
and share culturally appropriate health education material explaining contraceptive choices, 
methods and techniques, in accordance with the National and International guidance. Bringing the 
subject of contraception could result in the threat of coercion or violence to the women as 
mentioned in 4.2.3 Forms of experienced coercion and violence. 
 
In reality only 26.6% of the women use contraceptive methods continuously, male condoms being 
the most used (75%) followed by the OCP (25%). The information from the SV medical records, 
also reports that less than 1 woman on 10 uses a method of contraceptive (male condom, 
injection, and pill). Only 11.1% of the women have used emergency contraceptive methods. 
 

8. Vaccination 
77.3% 1

st
 dose of Hep. B vaccination and 54% did the 2

nd
 dose of Hep. B. Only 27.3% 1

st
 dose of 

tetanus vaccination. The low percentage of tetanus vaccination among VoT is due to the absence 
of this vaccine in the market forcing us to refer the cases to public health centres. Either because 
they have no freedom of movement or because they don’t feel their health as a priority very few 
women complete the vaccination schema, only 22% (23 women) will have the 3

rt
 dose of Hep. B 

vaccination.  

 
 

4.6.2 Description and Analysis of Activities 

The main activities carried out in the project include,: pre and post-natal care, delivery assistance; 
contraception, including emergency contraception, to prevent unwanted pregnancies and unsafe 
abortion; care for those who have experienced sexual violence; reproductive health information 
and counselling. All these activities were carried out in the Moroccan health structures through the 
mediation of MSF staff, except for the sexual violence activities that took place in the MSF 
structures. SRH activities where integrated into the project since the very beginning with the 
exception of the SV that were only implemented in 2010.  

 
To identify and address the sexual and reproductive health needs of VoT two different 
interventions strategies where used; 
1. Active case-finding (mainly in Oujda) through regular visits from the midwife to the places 
inhabited by the VoT  
2. Passive strategy through, promotion of SRH services in the community and in other health 
structures. 
 
After been identified women are integrated and accompanied into the different health services of 
the Moroccan system. The Sexual violence consultation as mention before is conducted in the 
MSF structure, away from the chairman and possible perpetrators, facilitating not only women 
expressions but a real therapeutic relationship, difficult to establish close to the VoT habitations.  
 
The strategy that showed best results in terms of identification and integration into the SRH 
services was the active case-finding. The success of this strategy is probably linked to the 
relationship of trust that is established from the beginning between the woman and the midwife. 
Despite of the good results in terms of identification and integration this strategy has failed to 
overcome the barriers that have prevented women from having good follow-up of SRH activities. 
This last probably linked to the health access barriers already mentioned above. 
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4.7. Mental health and psychosocial intervention  

The following section is dedicated to the 73 patients identified as victims of trafficking who reached MSF’s 
mental health services from January 1st 2011 to June 30th 2012 (Oujda: 55 including 45 women and 10 
men; Rabat: 18 women). Most come from Nigeria and the majority has attended at least secondary school 
and are seeking for a better.  

 
4.7.1 Clinical picture  

Category symptoms  

 Most of the patients who were VoT usually showed as main psychological complaints: 

 Anxiety symptoms which include feelings of threat, sleeping problems and body pain and/or 

 Depression symptoms which include sad mood, helplessness and low self-esteem. and/or 

 Psychosomatic symptoms including body pain, headaches and other generalised pains  

 

In the first case, such symptoms would be quite common considering the situation of influence in 

the network, the fact of not knowing where and with who you will have to be the next day, if you 

are going to be sold or moved to another area, town or country, if you are again going to be 

subject to any forms of violence, having to live in an unknown place where the language is 

unfamiliar and where seeking for help doesn’t seem to be an option. Besides, victims of trafficking 

are often brainwashed through witchcraft rituals which seem to be a common practice in order to 

avoid having any victim tempted to speak out or escape. 

In the second case, depression symptoms can arise (sometimes simultaneously with anxiety), for 

instance when the person has spent some time in the country and starts to realise that he/she 

might be stuck there for an undetermined period of time (none of them are aware that they will 

spend months, maybe years in “transit”). Some of them may also realise in what kind of trap they 

have been caught into and worry about their family who are expecting help from them.  

 

In the third case, psychosomatic symptoms are often linked to anxiety symptoms as well as 

depression symptoms. In situations where verbal expression is suppressed, the body can be a 

space to bring out internal pain. The patients also experience different kinds of violence so it is 

important to be aware that pain can also come from recent or older wounds (a medical 

consultation prior to the psychological consultation would make sure all organic cause is pushed 

aside). When there is any other doubt, the person is always referred back to the medical team. 

 

No post traumatic syndrome is predominant in the patients, but that doesn’t mean that such an 

outcome isn’t possible in a near future or many months later. 

 

Substance abuse is never mentioned although it appears that during certain field visits, some 

patients seem to be using drugs. It can be a means of escaping the situation, a way of creating 

dissociation between the mind and the body when their integrity has been violated. 
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Precipitating and risk factors   
  

                              
 

 

The “VoT smuggling” factor should be 100% as the population was chosen according to this item. 

In the Rabat project, this item was not used at all, since It was not counted as a VoT/ smuggling if 

she did not verbalized it: there is always a conflict between what we know (everything makes you 

think the person is a VoT) and what the patient tells you, yet the patient doesn’t usually mention 

being a victim of trafficking or being a victim of sexual violence during the session. In Oujda 

project, it was added after searching through the clinical files for victims of trafficking (this is why it 

is up to 100% for Oujda patients). It wasn’t possible on the Rabat project to add this item once the 

VoT were identified through the clinical files, as all patients had already three risk factors each in 

the data base. For each patient, psychologists are asked to identify the 3 most significant events 

or risk factors that she has been exposed to. Therefore, we cannot include that among our 

patients for instance 26,5% were victims of trafficking, but that only for 26,5% the consultant 

considered the VoT factor as one out of the 3 main ones: It should also be mentioned that 

sometimes consultants were taken this factor for granted.    

The sexual violence factor is close to 100% for the patients in Rabat because the project is 

exclusively for survivors of sexual violence. 

 

The 3
rd

 factor is equally: 

- Loss of family income: Patients often feel a lot of guilt towards the family and express the 

need to move on in order to support their loved ones once they reach Europe. 
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- Other kind of physical violence. Physical violence is very common and is part of the 

intimidation and control over the victim. 

- Kidnapping: Some people are kidnapped, mostly around Oujda in the border houses in 

order to get money from them, to exploit them or to hold them as hostages and ask their 

tribe to pay to have them released (usually different Nigerian ethnic groups). 

- Unwanted pregnancy: Unwanted pregnancies are often linked to the repeated sexual 

violence. Women are also pressured to get pregnant in order to give birth in Europe (they 

can also be forced to abort if the father is not “the right one”.) 

 

No major difference was found between men and women as regards risk factors apart from 

unwanted pregnancies (obviously) but also sexual violence. Sexual violence towards men isn’t so 

rare but is hardly ever mentioned by the victim as it is such an offence to a man’s virility and 

usually not socially accepted. 

 

Important: It is essential to keep in mind that this data does not totally reflect reality as most 

women stay very evasive during the sessions. We assume that the factors mentioned above are 

much higher in reality. 

 

Consultation and follow-up    

                                                                                                                            

  
 

Oujda: The average number of consultations for Oujda is 1.4 (1.3 for the women and 1.8 for the 

men). 25% of these patients benefit from at least a second consultation (Men: 40%; Women: 

22%). The average number of sessions for all patients (including non-VoT) is the same (in the 

Oujda project, the mobile clinic counts many single sessions as the patients there seem to move 

more frequently which lowers down the average number of follow-up sessions). 

 

Rabat: The average number of consultations for a patient victim of trafficking in Rabat is 1.2, 

which is almost the same as the average number of consultations for a women victim of trafficking 

in Oujda. 22 % of Rabat patients benefit from at least a second consultation (exactly the same 

percentage for women in Oujda). No patient was seen for a 3
rd

 consultation. The average number 

of consultations for a patient in Rabat (VoT and non-VoT included) is much higher (2.1 during the 

same period). 

 

This data underlines the difficulty to set a proper follow-up with patients who are victims of 

trafficking, even on just a short-term. This can be explained by: 

 

- The fear of expressing oneself by fear of reprisals or because of the situation of physical 

and psychological influences (witchcraft, brainwashing…) 
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- The impossibility to rely on others, distrust being the best defence 

- Being in denial as regards the situation (defence mechanism) meaning “no elaboration” 

whilst being held in the network. 

- The ban by the chairman (person in charge) to move except for exceptional reasons 

(medical for example) 

- And the mobility of the population (although this wouldn’t be the main reason as some 

women seem to settle some time either in Oujda or Rabat). 

 

Type of exit     

As shown on the graph, most of the time, patients’ files are closed because the people are no 

longer contactable. (The Rabat data isn’t really significant as only 3 files out of 18 were closed). 

The second main reason is because of the mobility of the population. Besides, it is possible that 

people who are not contactable also moved to a different place. Most of the time, they are thought 

to remain non-contactable for the following reasons:  

 

- Victims of trafficking very rarely have phones and have to be contacted through the 

chairman which isn’t the best way of respecting confidentiality and ensuring a feeling of 

safety. 

- If they do have phones they are still under control and sometimes when you try to get 

through to them, a man picks up the phone. 

- The fear of talking or the denial of the situation as a defence mechanism 

- The patients may have different concerns like seeking for money in order to survive or 

because they are forced into doing it on a daily basis (forced to go out begging). 

 

 

  

Condition of patient at exit     

More importantly, what has to be said here is that it is almost impossible to determine whether the 

consultation helped the patient or not, mainly because he/she is seen only once and usually 

remains non-contactable. The patients, whose psychological condition improved, either were 

helped to escape from the network, or have felt some relief after the session (when more than 

one). This “relief” is also very hard to evaluate. Is the improvement due to the session or to 

external factors? Some patients express their gratitude but it is still very hard to assess this 

impact, especially on the long term.  
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You can sometimes feel that a session is having a positive impact with a patient who doesn’t 

happen to be a victim of trafficking. With victims of trafficking who usually feel uncomfortable and 

are unwilling to speak, such an impression can be quite rare. However it is uncertain the real 

impact of that intervention at mid and long-term; since sometimes the result might not be 

immediate.  

 
4.7.2 Description and Analysis of Activities 

The mental health and psychosocial program includes individual and group intervention. The 

specific objective which was established at the beginning for individual intervention is “Take care 

of the people who demonstrate psychosocial difficulties or psychopathological problems”. The 

specific objectives of the group interventions are “Build the confidence of the people receiving 

psychological treatment from MSF and facilitate their cultural adaptation” and also “Establish a 

spirit of mutual aid and prevent psychopathological problems in beneficiaries” (see mental health 

strategy). 

 Individual consultations  

- Oujda: Exclusively in the MSF centre; absolutely not appropriate in the field: the patient 
cannot feel safe with the presence of the people who control him/her nearby and it might arise 
their suspicion (they usually think MSF is trying to help victims escape the network). 
 

- Rabat: Exclusively in the MSF/TAMKINE centre with a French/English interpreter  
  

        Type of consultation 

- Individual counselling sessions (in Oujda if the psychologist is away). 

- Individual psychological sessions. 

 

The person can show inhibition to talk and have difficulty to trust other people. Fear of punishment 

if the reality of his/her situation is revealed. Individual consultations are not easy to implement with 

patients who are victims of trafficking. Most of the time, during the session, the patient will stay 

very evasive and will feel quite uncomfortable to mention anything that has to do with his/her 

situation. They may only mention that the living conditions are hard and that they don’t have work 

and will try and seek for help in order to get assistance in that way. Mostly, only the people who 

are in the process of escaping disclose they story.  

 

Being available for the patient for a certain length of time, being open to listen to him/her and 

offering the possibility to come back if she/he wishes to meet you again (leaving a phone number 

to reach you) can be something which creates (even if limited) a sense safety and reassurance.  

Respecting confidentiality, giving a minimum of safety at least whilst the patient is in the centre, 

showing empathy and availability seem to be the best tools in such contexts.  
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Trying to build a therapeutic alliance when knowing what the patient sometimes doesn’t know 

about his/her future in Europe (ex: prostitution) is a challenging point on the relationship with the 

patient. Offering the support allows the possibility to establish the therapeutic alliance, difficult with 

trust limitations. Professionals perceive this abnormal working relationship (within the mental 

health field) as a constraint to work under regular psychotherapeutic premises.  

 

Difficulty to ensure a proper mental health consultation/follow-up in a reassuring environment, 

when the people in control put pressure on the person (by waiting outside the centre, giving 

insisting phone calls when the patient is in a consultation or group activity for instance).  

Even if the patient doesn’t call you back, enabling him/her to do so, is giving him a space of 

decision and respect that he/she may not have experienced for long time.  

Optimal psychological care in the case of psychic trauma implies that the person is in a relatively 

stable and in a secure situation (i.e. he/she is not experiencing anymore traumas) allowing a 

therapeutic process on the traumatic events experienced in the past. The difficulty here is that 

traumatic events are repeated on a daily basis which weakens or even cancels the effect of a 

psychological follow-up. We can draw a parallel with the medical activities (we administer an IST 

treatment to the patient and the next day, it is possible that we have to renew the intervention 

because of repeated sexual violence). When the situations of repetitive violence/trauma are 

known, the team feels naturally frustrated and these feelings might affect future interventions, 

subjectively questioned.  

 

It is important to emphasize the fact that mental health isn’t limited to the psychological 

consultation. In order to create a feeling of trust, each member of the team from the receptionist to 

the driver, passing by the proximity agent, the doctor, the psychologist and the nurse, they play an 

important role.  

 

Group activities  

Group activities are for all the women that our team manages to identify
53

. Most of the time it 

seems that they cannot choose to take part in them and have to ask the chairman who will take 

the final decision and determine who is allowed to leave the forest or house (it usually has 

something to do with the women’s degree of freedom within the network).  

The group activities with victims of trafficking have to be carried out with precaution. Groups 

where women would go deep into elaboration aren’t recommendable in the sense that the level of 

trust between them (especially if they are from the same community) is very low. They will all tell 

you they don’t have friends and that they keep things to themselves if they don’t want to get into 

trouble. Even if most of them are in a similar situation, some women acquire a different status 

within the network (wife of the chairman for example). 

 

Having women spying on other women isn’t uncommon even during the group sessions: 

chairmen, especially when we started implementing those activities, used to send women who 

acquired a certain level of trust with them to accompany the new ones to make sure “nothing went 

wrong” and that the activities remained “harmless”. i.e.: not encouraging women to escape. The 

victims after a certain period of time can reach a higher status in the network, especially if their 

attitude isn’t too rebellious. They can also sometimes become an important link in the chain of 

trafficking: some women buy other women or recruit them by going back and forth between 

Morocco and Nigeria. In that way, notions of good or bad are totally blurred and people get slowly 

trapped in the perverse circle of trafficking where boundaries no longer exist. 

 

                                                 
53 Men are not usually enough in number to create groups. Besides, they don’t all live in the same area, so implementing such 

activities with them by picking people up in different places could be quite awkward and risky. 
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Having all this in mind makes it more complicated to think of activities with a positive impact. The 

activities that were implemented are mostly recreational, although we can say that the setting 

(place/time/people) can be therapeutic in the sense that it gives a space where patients decide 

what part they want to take in the group, no judgement being made by anyone. Restoring some 

sense of control seems to be one of the keys of the activities. So far, women have asked to come 

back to our centre for the activities and seem to be enjoying them as they offer a couple of hours 

away from the day to day life in the network, giving them the opportunity to relax, talk and laugh in 

a neutral space.  

 

- Oujda: Group activities are carried out in the MSF centre in order to ensure confidentiality and a 

secure space of sharing. For the same reasons as mentioned above (for individual consultations), 

no group activities for victims of trafficking are carried out in the field. 

 

- Rabat: No group activities with victims of trafficking were carried out in Rabat, mainly because 

they are almost always accompanied by men who wait for them outside the centre, but also 

because individual sessions were the first aim when the psychologist arrived on the project end of 

September 2011.  

 

Type of activity  

- Cooking workshop: especially interesting as regards acculturation. The activity is co-animated with 

a Moroccan cook from “Foundation Orient Occident” (other organization working in Oujda and 

Rabat). The cook shows participants how to prepare local dishes and vice versa. The dish 

prepared together is then shared among participants around the table.  

- Craftwork/creative workshops: drawing or painting for instance. The objective is to offer a space 

for creation in order to help the participants to relax and forget day to day worries whilst 

concentrating on the activity. This activity was used in the beginning only, as the participants 

didn’t seem to enjoy it as much as the other activities. The drawings were very figurative showing 

a very defensive attitude. Encouraging expression even if not verbal also requires trust within the 

group and so it was decided to push it aside. This activity works really well in Rabat with patients 

who aren’t victims of trafficking. 

 

- Computer/internet workshop: Women are very fond of this activity, probably because creating their 

own account for instance on a social network can be the only element they can control. It is also a 

way of creating an interface with life outside the network. Many of the patients are using a 

computer for the first time which is quite stimulating as it is also a space for learning and 

discovering.  

 

- Relaxation; face and hand massage: The space created here enables the women to relax, take 

care of each other and learn easy techniques they can implement back home. A Moroccan worker 

from FOO shows them easy face and hand massage techniques, whilst listening to relaxing 

music. Afterwards, when the atmosphere is more comfortable, the psychologist can start doing a 

relaxation session. Many of the women like to end up the session with music to which they can 

dance to. Vary different opinions about these activities were found.  

 

- An “aesthetic” workshop was also briefly implemented at the request of some women. It was then 

cancelled as the way the women were using the make-up created an uncomfortable atmosphere. 

The team got the feeling women were being sent back to their homes looking “too attractive” as ill-

intentioned men were waiting for them. 

 

We notice that very often, the attitudes they have towards each other during the group sessions can 
be quite effusive and pushy, and even aggressive. Some women also behave in a much sexualized 
way when among others. The attitude they have individually is very different and less exuberant. They 
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are usually more reserved and more “gentle”. This informs us on the importance of the lack of trust 
and sometimes the competitiveness the women can maintain between each other.  

 
Recently, an evaluation with the women participating in the group activities has taken place: Instead of 
openly asking the group for their opinion about the group activity, they were given a questionnaire in 
which they could express their thoughts and say what they would like to learn. Their main response 
was that the reason that they stopped going because they weren’t learning anything, that learning to 
cook Moroccan food wasn’t any use to them, and that they wanted to learn something which would be 
useful for their lives - Information Technology or sewing, for example - because they needed to feel 
useful. 
 
The activity lately has been redesigned consequently, continuing with an IT workshop with a 
structured program, carried out by us and in collaboration with a Moroccan association. These group 
workshops take place twice a week (one day for French speakers, the other for English speakers). 
The team carries out an on-going evaluation of the activity, and we give them opportunity to tell us 
what could be improved, so that they learn from the activity that we are on their side and working 
together with them. The activity is open; but unstable. However, the women know that this space, 
once a week, is for them. Through this, we aim to help build their self-esteem, so that they can feel 
looked after and cared for in a very different way to that of their daily lives. 

 

The above mentioned group activities are just some examples of what can be implemented and as we 

explained for each one of them are diversely appreciated by the participants. According to our 

experience, the group activities that seem to have “worked” are the ones where the participants: 

 

- are stimulating (learning something new: using a computer, relaxation techniques, new 

recipes for cooking), 

- feel comfortable and secure “enough” (meaning away from the place where they are being 

badly treated and the people who are responsible for that; avoid going deep into feelings and 

emotions if the level of trust is not optimum between the participants (which is generally 

always the case)), 

- are offered the possibility to talk to the psychologist or counsellor in private if needed, 

- Feel some kind of control over the activity (giving a space for creativity; asking them what they 

would recommend or add to the different activities; creating a personalised account on 

internet etc.). It is always very important to keep a space for creativity according to the people 

who are attending (being victims of trafficking is the only thing that they may have in common 

with the other participants; it doesn’t mean that they will automatically have common 

interests). Taking the culture and context into consideration is also important. The rule has to 

be “giving free space for creation and restoring control”. The space given in the activities have 

to be their space. 
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5. CHALLENGES, LESSONS LEARNED AND RECOMMENDATIONS  
 

5.1 Challenges, achievements and recommendations 
 

5.1.1 Challenges and barriers for disseminating health-related information to VoT 
 

The challenges identified are divided in the next subgroups (examples have been already reported 
in the chapters before): 

 
Difficulties to access VoT 

1. No freedom of movement for many VoT. They are controlled by the chairman and other 
members of the ECOWAS’ network.  

2. Low access to VoT according to the location. In some settings like “the houses on the border” 
the access is more fragile. 

3. Limitation to speak openly /publicly about sensitive subjects (e.g. Sexual Violence). They don’t 
like to express themselves because of fear or distrust to talk with MSF staff. 

 
VoT attitudes  

1. Lack of perception of what is means being labelled VoT. Often, they do not believe or 
understand that they are a victim of crime. Often they depend on their trafficker and view the 
trafficker as their protector. 

2. Low attention level at group sessions (talking to each other, mobile, children…). 
3. Use of aggressive language and demanding attitude to health providers. 
4. VoT does not conceive their health as their main priority; for instance, there are few follow-up 

visits. 

 

Devalue the message transmitted for health providers 

1. Men in the community might try to refute what MSF is saying in terms of health. They say we 
are not telling the truth. 

2. Health-related information is disseminated through different channels and different staff, which 
makes the message sometimes not accurate.  

 
Literacy level and language barriers 

1. Limited literacy and specifically, health illiteracy.  

2. Language barriers: Although VoT come from countries where the official language is English 
or French, they cannot speak and understand fluently these languages. Most VoT come from 
rural areas where main languages the communication remain indigenous languages. For 
example, most of the VoT talk “Nigerian Pidgin” which is an English-based pidgin and Creole 
language. 

 
Health providers’ attitudes 

1. Lack of cultural competency by health providers (backgrounds, beliefs and cultures of VoT).  

2. Lack of knowledge and understanding regarding human trafficking among health providers. 

3. 3 Disseminate health-related information in an inappropriate way. (e.g. “talking to VoT in an 
authority way”).  
 
 
 
 
 
 
 

http://en.wikipedia.org/wiki/English_language
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5.1.2 Achievements on disseminating health-related information to VoT 
 

After grouping the answers given by the interviewees the following categories appeared, 
we assume them as the points to consider achievements. 
 
Facilitating access to VoT 

1. During monthly mapping make sure that all women are present before you start, even if this 
means waiting a long time before starting 

2. Direct intervention (active case finding) and presence in the field (“ghettos”) will help to build 
trust between VoT and the midwife. 

3. Maintain a direct and polite relationship with the chairman. 
4. Building trust with the chairman. 
5. Giving access to care to chairman. 
6. Building relationship with Moroccan police to refer us the VoT that they know of. 

7. Facilitate transport for VoT to the health centre. 

Best Practices: 

A. Taking telephone numbers of women and men who are in the control structure, demonstrating 
that MSF is accessible to everyone. 

B. Explain to all the awareness activities not just the MSF principles (independence from 
governments, neutrality etc.) but also the role of MSF at international level and the different 
activities carried out 

C. The launch of the women group activities in MSF centre was discussed with the chairmen. As a 
way to access women MSF began organising group sessions on cooking and relaxation, 
computer lessons. This activity was concrete and something that the traffickers could 
understand, women would sometimes bring food back to the community after the group session. 
This was proven that they were doing what was explained. 

 
 

Delivery of leaflets to all 

1. Handing out in a systematic way to everybody, and especially the new arrivals, the MSF 
leaflets with the emergency telephone number, maps of health centre locations and services 
offered by MSF and the other organizations’ working in the area.  

 Best Practice:  

A. We created a leaflet (in English and French) which contains information about our activities but 
also about IOM/HCR and other organizations. This leaflet is green and no logo to be linked with 
MSF or any other organization.  

B. The information transmitted to the women, regarding the organisations that can help her to 
escape, should not be transmitted in that way, we should use some euphemisms and let the 
women understands which organizations can help them for that purpose. Never write anything in 
the brochure or mark any organization. 

 
 

Transmitting a clear message to VoT/Chairman 

1. Refuting misinformation from the community on the spot. 
2. Informing the chairmen about MSF’s activities and explain to them the importance of doctor-

patient confidentiality. 
3. Combining awareness sessions on the field with individual consultations and group 

discussions in the health centre. 
4. Having a neutral and safe place to talk with VoT. 

Best practices: 

A. Giving chairmen, men/women ´controllers´ less power when communicating with MSF in front of 
the community. This might make victims/patients have a warped perception of MSF relationship 
with traffickers, create lack of trust. 

B. During weekly active screening, separate new women to explain MSF’s activities.  
C. Moving VoT to the Centre to make MSF medical interview away from her trafficker. 
D. During discussion groups not mixing different ethnics groups. 

E. Organising group activities “cooking/relax” gave our team an opportunity to take the women out 
of the group one by one to speak to them, and the women a chance to speak to us if and when 
they wanted to”. 
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Improving health providers’ attitudes 

1. Improve counselling skills: active listening, confidentiality, respect, do not judge, asking 
permission. 

2. Don’t insist to VoT to get information if they don’t want.  
3. Publicly-giving the traffickers less powers in the eyes of the victims by disputing what they 

say, or their rude behaviour in the group.  

 
 

5.2.3 Recommendations for disseminating health-related information to VoT 
 

Material 

1. Providing participants of IEC activities or sexual health screening, with info sheets on STD´s 
(steps to prevent, and how to respond after exposure to unprotected sex). 

2. Family planning. 

 
Individual activities: 

1. Strengthen the approach: e.g. for interviews when we accompany them to the health centre 
the approach is more casual in order to get more information. 

2. Talk about SGBV and Human Trafficking with an individual approach. It could be very 
dangerous to talk about this issue in group. 

 
Community activities: 

1. Separate women from men during IEC to avoid the chairman control and encourage women 
asking questions. 

2. Disseminate information on psycho-education during medical sensitizations (e.g. STI) 
3. Mixing the information about sexual violence with contracting sexually transmitted diseases 

and how this should be dealt with.  
4. Raise awareness about sexually transmitted diseases to “chairman” that they themselves can 

be exposed to unprotected intercourse.  
5. Invest more time in raising awareness in the circles of perpetrators of violence. IEC materials, 

and meetings, communication, etc. 
6. More HR to focus on sensitization.  
7. Sensitizing key local actors (police, health staff) about Human Trafficking. 
 

Cultural related  

1. MSF should have a stronger analysis of the context, situation, and power structures with 
better sharing of information between different members of the team (who all have different 
relationships with the different communities and access to different types of information). 

2. Learn as much as possible about the cultural background of the women assisted.  This can 
help to understand them and to make sure that actions, which are taken, are compatible with 
their values, beliefs and ideas.  

3. Have a basic understanding of the political, economic and religious background and the 
prevailing attitudes about VoT in their countries. 

 
Transmitting a clear and understandable message to VoT 

1. All staff conveys a single and clear message. 
2. Recruiting proximity agents who can speak their local language. 
3. IEC materials available in different languages. 

 
Health Providers’ attitudes 

1. Training and education: 
a. On identification and treatment of VoT.  
b. About the gender circle of violence, specially related to VoT. 

2. Discuss and develop a strategy to approach the subject of VoT with health centre staff or 
other organizations; in terms of the vulnerability of women: physical, mental and social health 
problems of VoT depend on the risks factors surrounding the migration process. 
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Coordination activities 

1. Improve coordination with other NGOs, international organisations, and local/national institutions 
for disseminating information about our activities.  

 
 
5.2. Sexual and reproductive health  

The biggest challenge for the provision of sexual and reproductive health services for victims of trafficking 
has been mainly linked to the inadequacy of existing protocols (mainly SV) and the difficulty of follow-up 
often limited by the lack of access and the high mobility of VoT. Despite these difficulties the provision of 
sexual and reproductive health it is extremely necessary given the huge health risks they are exposed. We 
are convinced that the SRH activities provided in the project have had an impact on the morbidity and 
mortality of VoT. Be the only organisation with access to this population requires us to respond to the 
medical needs of the victims despite the barriers and the dilemmas.  

 

5.2.1 Challenges and barriers to sexual and reproductive health in VoT  

1. Difficulties in proper screening as a result of the difficulty to access the patients outside the 
“geto”. 

2. Prevention strategies for STI/HIV are a challenge for VoT, as they lack negotiating  power.  
3. Family planning activities are difficult to implement given its limited capacity of decision in this 

subject.  
4. Difficult of following up of cases, in all SRH activities (FP,SV,CPN,CPP) 
5. Difficulties on treating partners for STI’s linked to women's safety. 
6. High numbers of unwanted pregnancies that end-up in unsafe abortions given the illegality of 

the procedure in Morocco. 
 

 

5.2.2 Achievements to sexual and reproductive health in VoT  

1. The strategy of active case finding, (midwife going to the field) has been proof a good strategy 

to building-up a good relationship with women. 
2. The application of a “harm reduction strategy” for abortion. 
3. Getting involve the chairman’s in the health education sessions. 

 

 

5.2.3 Recommendations to sexual and reproductive health in VoT  
 
1- Provision of health care assistance  

1. If possible, on the first visit, apply all medical protocol for SV. The idea is to do a “one shot 
“visit in order not to lose opportunities. (See VoT SV protocol). 

2. In the first visit do a pregnancy test and propose FP methods that are not visible and 
cannot be revealing the women: “depo injection.” 

3. Women with a high risk of SV not willing/unable to take a FP method: Provide Emergency 
Contraception pills (1or 2 treatments) with verbal education on how to use. 

4. Testing for HIV should be offered to all these women, on a voluntary basis, and 
accompanied, where appropriate, by pre- and post-test counselling. Testing and reporting 
of results should be carried out promptly and ensuring confidentially (where possible).  

 
2- Community activities  

1. Promote into the “chairman’s” the importance of STI treatment among the members of the 
community to reinforce STI treatment for partners.  

2. Promote the use of condoms in the community ( together VoT and Chairman’s)  
3. Promote screening strategies for detecting and treating infections into the community. 

4. Many of the women arrive from Nigeria and have other belief’s in traditional medicine, 

therefore involving a traditional healer to have more of a holistic approach, could be an 

option, as discussed previously (in chapter 4.2.4 Access and barriers to health care).  
 

3- Health system  
1. Inclusion of appropriate cultural mediators inside the health centres and/or hospitals  
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2. Health providers should provide women with the necessary information, adapted in a 
language they can understand and in a culturally appropriate form. 

3. Health professionals need to be trained regarding the phenomenon of the health 

consequences of human trafficking. MSF should offer trainings on how to deal with VoT 

with the various service providers.  

 

4- Advocacy 
1. To advocate to include cervical cancer screening via the MoH system (if feasible). 
2. Lobby/advocate for MoH/local NGOs to provide public messages on STI/HIV 

transmission, in various languages.  

 
5- IEC Material 

1. Adapted specific materials considering the ethnic and linguistic barriers for this population, 
on prevention and treatment of STI/HIV  

 

5.3. Mental health and psychosocial intervention 

The mental health and psychosocial support of trafficking victims is both necessary and difficult. These 
women have a double reason for mental disorders: the migration process in which they find themselves 
(depressive situation due to loss and lack of social integration) and the physical and mental violence which 
they are suffering. For this reason, it is appropriate to offer them mental health and psychosocial 
treatment. However, given the specific characteristics of their situation, finding the best approach to give 
this support is difficult. Intervention is made even more essential given that no other program or 
organization looks after the mental health needs of these women. Despite all the dilemmas and difficulties 
that we face, MSF cannot leave the treatment of migrant female trafficking victims out of their programs. 

 
5.3.1 Challenges and barriers in mental health and psychosocial intervention 

 
General Elements 

1. MSF’s intervention in general (not just mental health) with victims of trafficking can be seen as 

“taking care of trafficker’s merchandise” as we treat the victims (pregnant women, people with 

urgent medical needs, mental health support etc.) and accessing them only when it suits the 

traffickers. Indeed, the chairman can sometimes try and block the process by forbidding the 

women to follow our team to the centre using any kind of pretext. 

2. Having to negotiate access to victims with the people who control them is maintaining an 

awkward position with traffickers and the victims (how would a victim consider your position if 

you are friendly to a chairman?). How are you working on a relationship based on trust if you 

are one of the actors who is moving people from one point to another? Symbolically speaking, 

that is: distributing materials to the community (including criminals) in order to better access 

the victims of trafficking; taking them to health centres, to MSF centre, informing the chairman 

of the movements and forgetting sometimes to check if that’s ok with the patient. 

3. The impossibility of providing or guarantee any other kind of support, especially protection, to 

help the women leave the trafficking networks. The ethical dilemma of "doing no harm" arises 

here. Isn’t the collateral damage more important than the benefits of our action if we cannot 

close the loop? This is the biggest frustration the teams have to face as well as the patients.  

4. No protection for the patient weakens the therapeutic work or even makes it unhelpful if not 

harmful: the patients can have expectations as soon as they come in the MSF office and take 

a risk by talking about their situation in the network. If nothing can be done protection wise, 

which is often the case if referrals are suspended for security reasons (staff’s safety), the 

outcome cannot be a good one (person having to go back in the network and risk more 

punishment if suspected to attempt to escape). 

5. Yet, no other organization is accessing the victims of trafficking like MSF is at the moment, 

making our position important as a witness for denouncing the situation (although this 
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denunciation is limited by the fact that speaking out can completely block our access to 

victims) but also for assisting them, providing minimum health care and trying to respect their 

integrity. 

 

Mental Health activities  

1. Difficulty to implement protocols: Ex: Providing psychological support for women victims of 

sexual violence as well as trafficking is extremely problematic. Any protocol that has to do with 

survivors of sexual violence (SSV) will say that before anything else, physical integrity and 

safety of the person must be guaranteed before beginning any therapeutic work. The problem 

begins here, given that the women who are in the network experience daily repeated violence. 

2. It is known that victims of trafficking need a lot of time to start trusting someone especially if 

they are still in the network. In this context, building trust in a very short term relationship, one 

or two sessions, is very unlikely.  

 

5.3.2 Achievements in mental health and psychosocial intervention 
 

Individual consultation 

1. The trafficking situation is never the main focus of the session, as we have observed that, as 

well as being ineffectual, this provokes a reaction in them, and they generally respond in an 

evasive or inhibited way. We need to work on their initial demand. 

2. The psychological treatment is, focus on the women’s current emotional situations - what the 

woman being treated expresses as the cause of her suffering - and our objective is to create a 

space of trust in the consultation sessions in which she does not feel judged or interrogated, in 

order for her to be able to express whatever is causing her suffering, and open up the 

possibility of a therapeutic relationship. The aim of the individual mental health sessions is, 

therefore, to treat the suffering that these women express and to improve their coping 

mechanisms. 

3. Scheduling the second session at the same time as their appointment with the nurse or 

midwife, will help us to improve follow-up consultation. 

4. Individual sessions are available for them, and the fact that this opportunity for support and/or 

therapy exists may be comforting for them. It is important for them to know that there is a 

space where confidentiality is respected and where they can speak and that someone is 

listening only to them. 

 

Group sessions 

1. Given the common mutual distrust among the women who take part in the group activities, 

group interrelations, and specifically the processing and discussing of their emotional 

situations, is very difficult. 

2. Therefore, there is no trust among each other. Women think, and this has been observed, that 

there are women who work as “spies”, that not all of them have the same status in the 

organization, and that if the women who attend the group sessions say anything about the 

situation they are living in, these women will tell the chairmen and they will be punished.  

3. The working team members of the group activities have to deal with the possible underlying 

aggression in the workshops, and they have to be aware that any inappropriate interpretations 

or indications/appointments can put the women at risk, because they can’t control what 

happens when they leave the workshop. 

4. Group activities are also helpful in order to identify women with specific need of psychological 

support. Of course it is essential to invite them to talk to the psychologist; however taking 

much care of allowing the choice of the woman to be supported. A useful way that has been 
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found is to refer them first to the midwife for a check-up and who will at the same time refer to 

psychologist if required.  

5. The learning experience is gratifying as it helps build the women’s self-esteem and feelings of 

self-worth, which can have a therapeutic effect in itself. Feeling that they are able to say what 

they want, what they want to do, and what interests them gives them a feeling of “control”, 

which may in turn give them a small amount of empowerment. 

 

5.3.3 Recommendations in mental health and psychosocial intervention  
 

General Recommendations 

1. Reinforce the relationships within the medical team, facilitating them to be aware of the 

importance of their role in situations of gender violence, and in the referral of their patients, in 

order to open opportunities for therapeutic processes. 

2. Avoid considering trafficking as dualistic (victim vs. trafficker): remember that some victims 

can also get involved in the trafficking (women included).  

3. Be careful not anticipating the patient’s request (i.e. wanting to get the patient out of the 

network before the person mentions it very clearly). It is necessary to let the patient take time 

to elaborate a decision (one day the person can start telling you he/she wants to escape and 

very surprisingly change his/her mind a couple of days later). It is possible to project your own 

feelings on the patient, which can be quite natural in such cases, but we have to make sure 

we listen carefully to the person’s request. 

4. Is Essential to have a reference system which can be used effectively for the victims, in 

particular for those who express the wish to escape from the network (many of them receive 

death threats). 

5. It is necessary to be able to lean on an adequate reference system for protection in the event 

that the VoT decides to get out of the network.  

 

Approaching Victims of trafficking 

1. Find the right balance between negotiation with chairman and feeling of control of the patient: 
Make sure you don’t only speak with the chairman for the organization of activities and make 
sure the women are willing to take part in them (in order to avoid the chairman just selecting 
the women himself). 

2. In any individual encounter with VoT, clarify the importance of confidentiality; even if having 

contact with chairmen. It is important verbalizing clearly to the victims that even if others such 

as chairmen might know about the encounter, the information shared during the session will 

never be transmitted to others. 

3. Offer trust building/screening group activities in a secure environment; taking much care of the 

contents of the session (avoiding sensitive issues, personal experiences); re-conducting a 

session can be required! 

4. Remember that offering the women to choose to attend an activity or individual session is part 

of the therapeutic process. It is better to let the women chose to attend than absolutely want 

her to get a session right after the medical interview (in case of sexual violence), as we can be 

tempted to do so as the sexual violence protocol mentions a psychological session as 

essential. Again, it is more therapeutic to let the person some space and time to decide rather 

than having a session where the patient agreed to attend because she/he can’t or is afraid to 

say no. In that sense, a session could be counter-productive and make the patient feel very 

uncomfortable or unsafe. 

5. Offer them a secure environment as soon as a member of staff gets in contact with them. We 

must remember that our presence is humanitarian and that the impact cannot be reduced to 

numbers. The fact of being present itself is reassuring for our beneficiaries. 
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Carrying out activities in the centre 

1. When possible it is suggested not to go to pick-up the patients at their places. However, there 

might me situations when this is the only option for her to attend the sessions. In that case, try 

to find a meeting point away from their living place, when possible. In any case think very 

carefully these strategies to set-up the interventions.  

2. Explain exactly to the patient where you are taking her/him and what you will do; 

3. Make sure the patient understands and agrees with what is being done (even if difficult); 

4. Be very clear from the beginning what you can do and can’t do as MSF and as a mental 

health worker, (i.e. We can’t help people to escape, we don’t provide jobs or money etc.) to 

avoid confusion and expectations that we wouldn’t be able to fulfil; 

5. Respect EXTREME confidentiality (everyone is connected, even in the different areas/towns 

in Morocco). 

6. Do not leave the victim alone with other people in the MSF centre or health centres (especially 

men from the same community) to avoid inappropriate questioning and feeling of insecurity. 

 

Individual consultation 

1. Avoid carrying out MH consultations or psychosocial groups in the field or houses where the 
people live (proximity with the chairmen). Conduct them in a safe and trustful space; MSF 
centre if possible. 

2. Provide the possibility to access to an individual psychological support or counselling session. 

Explain carefully the scope of this type of intervention and allow the person to choose if and 

when to ask for the support.  

3. Be careful giving different alternatives to find the consultant (by phone, in the centre, etc.). 

Phone numbers should preferably be office numbers or working phones that are only available 

during regular working hours. Phone contacts anytime do not normally take part of positive 

and adjusted support relationships (unless life is at risk).  

4. The objective of individual consultation sessions should be based on the “here and now”, 

within the context of trafficking, certainly, but without it being the main focus of the treatment. 

Each woman is different and we need to recognize their individuality and personal problems, 

and respond to their needs, opening up the possibility of more in-depth and on-going support. 

Strengthening positive coping mechanisms should be part of the main objectives when 

possible.  

  

Group activities 

1. Set up group programs based around training activities which teach the women useful things. 
Modify the programs following evaluations, respecting the opinions and genuine needs of the 
women. Consider group dynamics as part of the activities, without underlying these processes 
as the main objective. 

2. Avoid discussion groups (going deeply into emotions/feelings) with the victims unless the 
women do it spontaneously (which is quite unlikely). 

3. Group activities should always be designed very carefully, defining clear and measurable 
objectives based on evaluation criteria. Evaluations of groups should be done systematically 
and adjustment of activities consequently.  
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5.4. Multi-sectorial response strategies: Safe referrals 
 
VoT have various needs from the trafficking experience. These needs often go well beyond medical needs 
to include emergency food and shelter, as well as legal support to deal with immigration, criminal

54
. 

Service providers should make efforts to refer the VoT to appropriate agencies for the services they are 
not able to provide. 
 
The Protocol to Prevent, Suppress, and Punish Trafficking in Persons, especially Women and 
Children

55
, establish the basis of the assistance measures that should be provided for trafficked persons: 

 

“Each State Party shall consider implementing measures to provide for the physical, psychological and social 
recovery of victims of trafficking in persons, including, in appropriate cases, in cooperation with non-
governmental organizations, other relevant organizations and other elements of civil society, and, in particular, 
the provision of: 

(a) appropriate housing; 
(b) counselling and information, in particular as regards their legal rights, in a language that the victims of 

persons can understand; 
(c) medical, psychological and material assistance; and 
(d) employment, educational and training opportunities.” 

 
 
Meetings these needs requires the collective effort of several organizations/agencies at 
international/national and local levels. A strong referral network among medical professionals and other 
services providers is necessary. To make a safe referral “is to ensure that provision of assistance is 
handed over to other support services in a way that does not jeopardize the health or safety of the 
individual”.

56
 

 
While these needs are relatively similar regardless of whether someone is an international or domestic 
victim, adult or minor, the magnitude of these needs varies for each victim depending on his or her 
circumstances

57
. 

 

 
 
International Organization for Migration (IOM), Guidelines for Assisting Victims of Human Trafficking in the 
East Region, 2011 (adapted by MSF). 

 
 
 
 

                                                 
54 IOM and the Health Centre of the LSHTM, Caring for Trafficked Persons: Guide for Health Care Providers by Catherine Zimmerman, ,2009.  
55 UN, Protocol to Prevent, Suppress and Punish Trafficking in Persons, Especially Women and Children, Supplemented the United Nations 
Convention Against Transnational Organized Crime, 2000. 
56 IOM and the Health Centre of the LSHTM, Caring for Trafficked Persons: Guide for Health Care Providers by Catherine Zimmerman, ,2009. 
57 U.S. Department of Health and Human Services, Addressing the needs of victims of human trafficking: challenges, barriers, and promising 
practices, Heather J. Clawson, Ph.D and Nicole Dutch, B.A. 

Needs assessment 
for direct 
assistance 

Social care 
• Shelter 
• Clothing 
• Food 
• Sanitary pads, 
etc. 
 

Health care 
• Medical examination 
• Testing 
• Surgery 
• Referral admission 
• Medication 
 

 

Psychosocial Care  
• Psychological 
support 
• Counselling 
Psychological First 
aid 
 

 

Legal Assistance 
• Immigration services 
• Criminal investigation 
• Prosecution 
• Civil claim for damages 

 

Other services 
• Life skills 
• Education 
• Vocational 
training 
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1. Challenges and barriers for Safe Referrals 

The main challenge in Morocco, even if it has become a party to the Palermo Protocol in April 2011 and 
there is political will, is that the country needs to make significant efforts in translating that will into 
concrete action. It has to work on: developing the necessary legislation to allow for the conviction and 
adequate punishment of trafficking offenders; proactively identifying trafficking victims among vulnerable 
groups; and ensuring that foreign trafficking victims are not subject to arrest and deportation. The 
government does not address forced prostitution and forced labour of undocumented migrants in 
Morocco, and continues to mix migrant smuggling with human trafficking.

58
 

 
Inter-organizational referral system 

1. Lack of inter-organisational referral system. In Morocco doesn’t exist a functioning referral system 
for trafficked persons that link governmental and non-governmental organizations that coordinate 
the comprehensive assistance and protection of VoT 

59
. 

2. Lack of governmental procedures for dealing with VoT. 
3. Lack of specialized organizations to support VoT. 
4. Security risks: Poor referrals can put VoT and service providers in risk. 
5. Safety: Non-governmental organizations, lack of resources or expertise required to ensure the 

safety and direct assistance of victims. 
6. Communicating information: All services involved in the referral system have access to sensitive 

and confidential information of their patients/clients. Not all organisations have the same criteria 
and sensitivity to deal with this information and personal privacy is not always guaranteed. 

 

 
Availability to Services:  

1. Lack of specialized centres in the reception and treatment of victims of trafficking 

2. Length of services: Availability of specialized health care services is often limited due to long wait 
lists.  

3. Save housing for VoT are not available without legal documentation. 
4. Demand exceeds the number of social aid providers. 

 

 

                                                 
58  IOM, Project proposal: Protection and Reintegration of Victims of Trafficking in Morocco, June 2012. 
59  IOM, Project proposal: Protection and Reintegration of Victims of Trafficking in Morocco, June 2012. 
 

- “Morocco law-enforcement agencies, government offices, and non-governmental organizations lack the 

expertise experienced personnel, and sensitivity needed to deal effectively with the special needs of VoT: 

o Government lacks a clear policy for dealing with VoT.  
o Police departments and other public departments focus on a victim’s lack of proper documentation 

or illegal immigration status.”  
- “In Morocco, there is no structure available for protection. UNHCR has started with protection but with its own 

beneficiaries. IOM is doing repatriation to the country of origin but not the protection of VoT”- “MSF staff has 

received threats because they were seen with or associated with an escaped trafficked person” 

- “The risk is also that you cannot control information once other organisations are involved (they are not part 

of MSF, do not have the same training, values, mission, etc.)” MSF Management team in Morocco. 

 

- “Often the doctor in charge of the hospital violence unit is not available, which is not adapted to the 
urgency of cases <72hrs. Therefore, VoT must be accompanied to another service in the hospital 
(internal medicine) to receive the PEP Kit.” 

- “Only one psychologist in the public sector for the whole region. She works in the Psychiatry Department 
at the Boussif diagnostic centre and she has limited availability because of her workload”. 

- “Making appointments with specialized services (especially cardiology, surgery, trauma, etc…) can take a 
long time, up to 6 months and more, which does not fit the lifestyle of our population who have a 
permanent mobility.” 

- “(Diagnostics) She is often overloaded with work, which prevents having the results the same day; the 
length of the procedures (filling out the patient forms) which has lengthened the waiting times for 
patients.”   

- MSF Management team and MSF project team in Morocco. 
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Quality of services 
1. Discriminatory services: 

- Patients without legal documentation have difficulties to access to medical, social or 
protection  services.  

- The criteria to cover medical care and psychosocial support to SSV are very restrictive 
and very poor. 

2. Lack of professionalism. The stigmatising health providers’ attitude to SSM and especially to SSV 
may also result in re-traumatizing them. 

3. Lack of trained health providers specialized in the treatment of VoT. 
4. Slow administration procedures.  
5. Different criteria between the different organizations to provide social services. 
6. Lack of confidentiality: Absence of structures that provide protection confidentially. 

 
“The Violence Unit for Women and Children (CHU Ibn Sina (Avicenne) Hospital – Sexual Violence): 

1. The Unit does not accept Women and Children without legal documents. 
2. They prioritize cases of family violence and child labour. 
3. It is not always possible to benefit from a medical certificate (same criteria mentioned above). 
4. Criteria for medical care:  

a. The woman was a virgin. 
b. Sodomy. 
c. The delay of presentation after the rape is less than 72 hours. 
d. The act of rape has been within Morocco territory. 
e. The Woman wants to file a complaint with the police. 

Because of this two elements (accessibility and stigmatisation), the Avicenne Unit does not, until now to present 
a reliable partner for the referral of SGBV patients.” 
-“Medico-legal certificates: if the delay of the incident is more than five days the doctors are reluctant to issue 
the certificate. This means that many doctors refuse to sign the certificate stating that only the responsible of 
the Unit of the Head of Services is authorized to do so, while according to the violence protocol any doctor is 
required to sign it.” 

 

Access to Services 

1. Language capacity: While most VoT are Nigerians, Moroccan health providers don’t speak 
English. 

2. Location and accessibility of services: VoT live in areas far away from the health centres where 
there is limited or no public transportation and/or they can’t afford the ticket cost. 

3. Payment: High cost associated to medical and psychological services. 
 

 

 

- “Accommodation of undocumented Sub-Saharan migrants always remains a violation of the law, and 
can be punished by the Moroccan state.” 

 
 

- “Last year, MSF met Ain Gazal
60

 to talk about our target population. The remaining challenges are the 
lack of documentation of our beneficiaries, the speed with which we must respond to a case 
(sometimes at night), the need to first go to the Prosecutor and the need for confirmation that the 
woman does not have HIV/AIDS or psychiatric problems.” 

- “Sometimes our assessment of the vulnerability of patients does not match with other organizations, 
which can lead to the refuse to accept our patients. The lack to take into account our criteria is mostly 
due to the overload of work and their lack of strict admission criteria like ours”. MSF Staff.  

- “ABCDS works very closely with the Nigerian Chairman which always remains a risk for a safe-referral 
(more communication with journalists).”  

                                                 
60 Association Oujda Ain Ghazal 2000. It is an organization that contributes to the socio-economic and cultural development of the Eastern 
region of Morocco, in partnership with the public services, local authorities and civil society. 

- “Although the access to health facilities for SSM has improved compared to previous years, this has 
not been without difficulty. A health centre has refused to see the SSM if MSF was not present, 
arguing that they don’t understand the patient. The majority of the structures do not offer 
transportation reimbursement (ALCS, CEI for example). This often obliges MSF to cover 
transportation costs for referred patients, or to use the MSF car to cover the most urgent movements.” 

- - “MSF covers all treatment and medical check-ups that are not available (medication, orthopaedic 
equipment, specific blood tests… 
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2. Achievements on Safe Referrals 
 
 
Improving MSF internal referral system  

1. Internal referral forms were established to ensure efficient referrals between medical and 
psychological services. 

2. Trainings on “how to identify a victim of trafficking “were provided to staff as to ensure more 
effective identification and referral of VoT. 

 
 
Facilitating access to VoT to Public Health Centres 

1. Following a process of sensitization of the public health structures, collaboration was improved, 
resulting in the formalisation of agreements with health authorities to ensure medical care 
(physical and mental) to VoT. 

2. Sensitizing public structures staff about health and migration, especially VoT. 
3. Improving VoT autonomy and independence to access health facilities. 
4. Set-up cultural mediation mechanisms between migrant population and health facilities staff. 

 
- “In the second half of the year, a collaboration agreement was signed with the CHU Avicenna Hospital. An 

assessment of the state of the Violence Unit was done with the identification of gaps and needs” The 
results of the report were presented to the hospital director.” 

- “Among the four Moroccan structures of the health system with whom we work with on a regular basis, 
there has been only one who has refused to accept migrants without the accompaniment of our teams”. 

- “SSM have no longer access to the emergency department of the hospital and the ambulance services in 
Oujda are no longer involved in responding to emergencies”. 

 
 
Building coalitions and partnerships between service providers  

1. Leaflets were developed with practical information for migrants (in French and English). These 
leaflets cover contact and mission statements of all organisations involved in the multi-sectorial 
response to VoT. 

2. Referral systems was created and implemented between MSF and UN agencies especially for 
cases of VoT that decided to escape the network.  

3. A sexual violence circuit was established in Rabat in which the different services involved in the 
assistance agreed on the pathway and referrals between organisations.  

4. Collaboration with other organizations on the basis of specific agreements for mental health 
activities (e.g. FOO, Caritas…). 

5. Integration in the Platform Protection of Migrants
61

 in Rabat which is responsible for the 
coordination of actions in order to improve the multi-sectorial assistance to migrants. 

 
 
 

                                                 
61 10 signatoires : FOO, ALCS, CEI, GADEM, MSF, Caritas, SAM, CISS, AMANE, and Tdh. These associations meet several times a year to discuss 
and decide main axes and platform activities.  

- “MSF in Rabat has signed an agreement with Terre des Hommes in order to integrate our activities within their 
program – in order to avoid stigmatization and negative effects of a vertical sexual violence project. The centre 
“Tamkine” serves as a bridge between migrant pregnant women/women with children, and primary health care 
services. New people who come to the centre are always in the first instance received by the OEB social worker 
for a listening session. During the listening session, the social worker does the triage and if it’s a case of sexual 
violence, she directly refers to MSF.” 

- “The Foundation Orient Occident (FOO) organizes with the psychosocial team of MSF workshops for women, 
including victims of trafficking (e.g. cooking and computer workshops).” 

- “Protection remains the biggest challenge facing teams, however, a referral system towards protection agencies 
has been implemented at the end of last year and it’s responding more effectively to cases of unaccompanied 
minors and women who are part of the trafficking network. It remains exceptional and MSF remains at the heart 
of this action; other organizations are almost completely absent from Oujda and further at field level (no proximity 
with SSM). We managed to coordinate in an exemplary manner with UNHCR and IOM who want to act in this 
area but still have some constraints. The responsibility for adult men remains problematic.” 
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Sensitizing other actors about the needs of VoT 

1. Sensitization of other NGOs on the importance of comprehensive medical care and the existence 
of a national protocol that has to be applied.  

2. Sensitization of the Moroccan police about the medical and psychological needs of VoT. 
3. Different actors were mobilised to assure access and availability to social and legal assistance for 

VoT (OMDH, AMDH, CEI, FOO, HCR, OIM…). 
4. Lobby to the Moroccan authorities as to create a specific program to protect trafficked minors and 

women. 
5. Lobby to UN agencies with a protection mandate to fulfil their responsibilities. 

 
 
3. Recommendations for Safe Referrals 
 
 
Internal referral procedures 

1. Improve the referral system in-between medical and psychological teams so not to lose patients in 
the referral pathway. (MSF teams).  

2. Assure confidentiality, with the use of codes.  
3. Have a single dossier per patient, including medical, psychological and social patient file. 

 
Identify and assess availability, quality and accessibility of services 

It is essential to know what to do and where an how to refer a VoT before encountering the patient. Once 
these organisations have been mapped, the quality of each of these services should be documented, 
paying attention to:  

- Professionalism and quality of care. 
- Non-discriminatory, sensitive treatment. 
- Confidentiality regulations, including patient file and specimen code numbers, locked file facilities, 

anonymous data transfer capacity. 
- Language capacity. 
- Cultural and religious aspects, potential implications of cultural or religious characteristics  
- Regulations regarding payment. 
- Location and accessibility. 

 
Develop inter-organisational referral procedures 

To strengthen cooperation in order to identify VoT and provide them with appropriate and comprehensive 
assistance procedures on referrals and information-sharing between organisations in the referral pathway 
should be established.  

- Organise regular coordination meetings (HoM, Medco, and Fieldco) in collaboration with the 
health structures. 

- Improve collaboration and formalisation of agreements with health authorities on the provision of 
medical and psychosocial support to VoT. 

- Improve cooperation between organisations providing direct assistance and strengthen mutual 
trust and confidence. Develop platforms to exchange practices and ideas. 

- Establish clear procedures on how and which information will be shared. Exchange information 
with only one focal point of each organisation which should be available at all times. 

- Accompaniment of patients through the referral pathway.  

- Cultural intermediation between migrant population and service providers.  
- Sensitisation of all involved services on the medical and psychosocial consequences of trafficking, 

and the need for emergency health referrals when identifying a potential VoT. 

 
 

- “Moroccan police is referring cases of VoT to MSF.” 
- “Regarding our advocacy strategy, we have pushed hard other NGOs and Agencies to work on this 

protection area, and we have succeeded. If everything goes right, next year, IOM/UN Women will start a 
project with this group of people. The problem does not finish there. If they start working on protection, it will 
have to be done in high collaboration with us, because, once more, no matter what they do, we are the 
ones on the front line who will suffer the consequences. But, how? Also, this protection area would be the 
responsibility of that government, so our relation with them would have to be developed with another 
approach”. 
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Advocacy: 
1. 1 .Advocate to the Moroccan government to create a legal framework to VoT.  
2. Lobbying to the Moroccan government to create a National Referral Mechanism to ensure that the 

human rights of trafficked persons are respected and to provide an effective way to refer victims of 
trafficking to assistance services.  

3. Pushing the authorities and other actors to assume their responsibilities to provide protection.  
 
Safety and security arrangements 

A security assessment should be carried out as to assess the potential security risks for the VoT, staff and 
organisations involved in the referrals and assistance to VoT. Depending on the risks different scenarios 
can be established to ensure a safe referral.  

- When health services provide referrals to protection agencies, it is advisable to include a limited 
amount of people in the referral process.  

- In cases where the referrals are not considered safe, don’t disclose detailed information (fact that 
patient is VoT) to service providers (e.g. Patients can be presented as victims of sexual violence).  

- Evaluation of the security risks of patients and staff related to inter-organisational referrals as well 
as the quality of the referral organisations should be carried out prior to referring patients. 

 
 

5.5. Ethical challenges and dilemmas of working with VoT  
 
In Morocco, the challenges and dilemmas of working with women and children victims of trafficking have 
many components: 

- We are trying to provide health (physical and mental) to somebody who normally does 
not feel they need it. For most of those women, their first need is either reach Europe or if 
they are very desperate, to escape from the network.  

- We cannot do protection referrals to VoT. There is no a functioning referral system for 
trafficked persons that link governmental and non-governmental organizations to coordinate 
the comprehensive assistance and protection. 

- We are working with a population on the move, which constantly challenges our medical 
protocols. Teams have to adapt the intervention to the fact that they may have only one 
opportunity for a consultation and no guarantee of a follow-up. 

- We are negotiating access to the victims with mafia/gangs.  
- We are trying to help a population considered “illegal” foreigners in the country where 

we are working. 

 
1. Ethical challenges related to the work with VoT 

 
The following are the principal ethical challenges highlighted by the MSF teams in Morocco, more 
than a development , which will need a separated document, there are quotations that illustrate 
them: 

 
1.  Refusing to help VoT to escape. 

To refuse aid to people asking them to save their lives. 

- “Since no protection mechanisms are available, and we are the only organization who has 
access to VoT, MSF staff feels a huge pressure to intervene and “save” a woman from the 
network”. 
 

- “Even having very clear than we are not a protection NGO is hard to deny this help 
knowing that if she stays, she will keep being raped and systematically abused in all 
ways”. 

 
- “Can we say no to a woman who tells us “…please help me to escape”? 

 
       2. Not telling the truth to the VoT 

- “Many of these VoT still think, while they’re in Oujda, that they will get a decent job in 
Europe (hairdressing etc.) and that the contract they have with their “patron” is just to 
cross the border. That’s why many of them don’t ask us to help them out of the network. 
So we are assisting women who tell us they will work as hairdressers, when we know 



MÉDECINS SANS FRONTIÈRES 

 

59 

exactly what is going to happen to them (because they tell you a “Madame” is waiting for 
them in Spain)” 

- “As mental health care providers, having a therapeutic relation based on omitting such 
information is it acceptable?” 

 
 

2. Ethical challenges related to traffickers 
 

1. Providing a service for the traffickers: “keeping their “merchandise” in good shape”. 

- “If we don’t help the women to escape and we just remain on our limited area or medical 
intervention we could say what we are doing is just giving a service for the traffickers by 
providing health care to the victims we are basically keeping their “merchandise” in good 
shape. Obviously we are taking care of their health and even in some few cases saving 
their lives, but are we ready to accept this? To which extend, under which conditions and 
which is our limit?  
 

- “Couldn’t we in a way be considered an accessory to the traffic network?” 
 

2. Providing Health and Mental Care to Traffickers. 

- “Among this heterogeneous group which is our target population are some of these 
traffickers. Some of them are very easy to spot (the chairmen)

62
, but in many cases is 

difficult to know who are you helping especially when we are among the communities in 
the forests or other big settings (middle men easily mixed among the population). Some of 
the migrants there work as well for the criminal organisations at a lower level collecting 
money, passing information, etc. They are aware about all our activities with other groups 
and ask us for the same services!! At the moment we are providing all the people with the 
same services as any other beneficiaries, except for the psychosocial activities”. 
 

- “Should we do it, knowing that we are providing medical services to traffickers? Are we 
going to provide traffickers with those psychosocial services knowing that they are the 
perpetrators?” 

 

3.  Ethical challenges related to local population  

- “The systematic question of “why don’t you help our people as well” is daily put on the 
table not only by the authorities but also by the population itself.” 

 

4.  Ethical challenges related to de strategy  

- Working mainly with harm reduction strategies, sometimes makes you feel like that your 
work It is not enough that stays on the surface. Knowing that many times is the only think 
we can do.  
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ANNEXES  
 
ANNEX 1: MEDICAL INCIDENT REPORT FORM POST SEXUAL VIOLENCE  
 
Name of Health worker conducting examination:________________________ 
Job Title:___________________      Signature:_____________________ 
 

Sex:                                                                   Date of Birth: 

Address:  

Camp:                           Age: 

Area: Place of Origin: 

Civil Status: Referred by: 

  

Date/time of examination: 
 

In presence of:  

Date/Time of the Incident: 
 

Place of the incident:  

Type of the Incident: 
 

Displacement status: 

Status (refugee, asylum seeker, 
undocumented):  
 

Date of arrival in Morocco : 

 
DELAY of PRESENTATION 

<72h >72h - <120h >120h – 6m >6m 

    

 

SURVIVOR’S DESCRIPTION OF THE INCIDENT: (number of perpetrators/identity if known) 
 
 
 
 

 

PHYSICAL VIOLENCE YES NO DESCRIBE TYPE AND LOCATION 

Type (Beating, pulling hear, use of 
restrains, use of weapon) 

   

PENETRATION YES NO DESCRIBE (oral, vaginal, anal, object) 

Penis    

Finger    

Other (describe)    

EJACULATION    

 
Describe and systematically draw on an attached document body pictograms, including the exact location 
of all wounds and injuries. Document type, size, colour, forms and others. 
 

Actual complaints 
 
 

 

PRE- EXISTING HEALTH PROBLEMS (chirurgical history, medical, gynaecological, Obstetrical, 
allergies, history of female genital cutting, genre, actual treatment or after aggression, sexual 
relations after aggression): 
 
 

Menstrual History: Last date of menstruation, Menstruation at time of event: 
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GENERAL PSYCHOLOGICAL STATUS 
MEDICAL FINDINGS: 

Appearance (clothing, hair, Mental condition; calm, sad, anxious, etc etc.): 
 
 
 

Weight: 
 

Pulse and respiratory rate: 

Blood pressure: 
 

Temperature 

 
If survivor is a child, also ask: Has this happened before? When was the first time? Who did it? Is the 
person still a threat? 
 
PHYSICAL EXAMINATION: 

ENT (Ears Nose Throat): 
 
 

Cardiac-Respiratory 
Ausculation: 

Chest Examination: 

Abdominal Examination: 
 
 

Upper-Lower Extremities: Back-Buttocks: 

 
GENITAL/ANAL EXAMINATION: 

VULVA/SCROTUM 
 
 

HYMEN ANUS 

VAGINA/PENIS 
 
 

CERVIX Bimanual/Rectovaginal 

Position of the patient (supine, prone, knee-chest, lateral, mother’s lap) 

For Genital Examination: For anal examination: 
 

 
 POSITIVE NEGATIVE 
1

st
 HIV test   

PREGNANCY TEST   

Evidence of pregnancy (if test not 
available) 

  

Number of weeks pregnant:   

Family planning method:   

 

VACCINATION STATUS YES NO UNKNOWN 
TETANUS    

HEPATITIS B    

HIV status    

 
TREATMENT PRESCRIBED: 

TREATMENT YES NO  TYPE AND COMMENTS  

Prevention of unwanted pregnancy    

STIs    

H.I.V single dose    

H.I.V complete dose    

VACCINATION (hepatitis B)    

VACCINATION (Tetanus)    

Request for abortion    

Mental Health    

Other    
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 YES NO Comments 

Referred 
 

  TO :  

Survivor received a medical certificate? 
 

   

Psychosocial consultation during the first 
consultation? 

   

Survivor received emergency social care? 
 

   

Emergency accommodation ? 
 

   

Survivor plans to report to the police or has 
already made a report:   
 

   

Survivor has a safe place to go:     
 

   

Survivor is in danger when she return to her 
house:   
 

   

 

Follow up Required by MSF (Date 
of next visit): 
 

Day Day 
28 
Month 6 
Year 1 

1.  / / 
2.  / / 
3.  / / 
4.  / / 

 

Other comments:  
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ANNEX 2:  CLINICAL HISTORY DATABASE 
 

VICTIM PROFILE 
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T 

CLINICAL VACC. TREATMENT FOLLOW-UP 
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ANNEX 3: MOROCCAN HEALTH PROVIDER QUESTIONNAIRE 
 
The propose of these interviews are to attempt to better understand the sexual health consequences for 
VOT population, try to identify the main barriers faced by health providers when attempting to manage and 
treat this patients, and together with other sources of data try to adapt medical protocols and guidance to 
better fill the needs of this specific population.  
1. More or less how many migrant women do you see each month?  
2. Which health consequences have you managed for migrant women?  

 Infectious desease (TB, Malaria, etc) 

 Mental health problems 

 Physical Trauma 

 Malnutrition 

 Substance abuse (drugs, alcohol, cigarettes) 

 Others 

3. Specifically for Sexual & Reproductive health, which are the more frequent health consequences you 
have seen? Unwanted Pregnancies/Unsafe Abortion/STI (including HIV)/PID/Sexual Violence 

4. What is your main challenge when assisting this population? 
5. Do you usually find signs of STI by physical examination when the patients do not come for this 
complaint? 
6. What type of STI´s are the most frequently seen? 

 Chlamidya Trachomatis 
 Niseria Gonorrhae 
 Trichomona vaginalis 
 Syphillis 
 Herpes genital 
 HPV 
 Chancroid 
 Others 

7. How often do you see the same patient with a recurrent STI? 
8. Do you offer partner treatment? And if yes, how and what?  
9. What type of approach do you use for Diagnosis? Syndromic or Lab test? 
10. If lab tests are available: which ones? 

 Syphillis 

 Chlamidia 

 N.Gonnorreah 

 Trichomonas 

 Hep B 

 HIV 

 Others 

11. Do you give PEP? 
12. Do you actively search during the medical consultation for PID sings & symptoms? 
13. Do you have cases of severe PID requiring hospital admission or laparotomy? 
14. What strategies do you use to manage these cases? If any? (IPT, Health talk, provision of EC, harm 
reduction model for unsafe abortion, etc.) 
15. Do you see or suspect cases of infertility?  
16. Are genital warts due to HPV, frequently seen? 
17. Do you see or suspect cases of cervical cancer?  
18. Are you able to provide screening for cervical cancer? Or refer? 
19. In case you want to refer for screening how you do proceed? 
20. Do you offer Family Planning? If so which methods do the women ask for? Or refer for it? 
21. More or less how many incomplete abortion do you see a month? 
22. Do you often see cases of sepsis or severe bleeding due to incomplete/unsafe abortion?  
23. How many times patients request EC in a month?  
24. Do you see VOT? If yes, do you have safe referral? Or how do you manage these cases?  
25. For the follow up visits do women return?  
26. Is there any home-practice commented by the women when complaining about any of the above 
mentioned issues? Which? 
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ANNEX 4: MSF STAFF QUESTIONNAIRE 
 
Consider from a medical perspective the correlation with some operational aspects that affect access and 
proximity for VoT interventions.  
 
A. Improving access to care: effective mechanisms for disseminating health-related information to 

VoT 
Improve access to health care 

 What is your experience in disseminating health-related information to VoT? 

 What are the difficulties? 

 Can you speak open on all subjects (for example sexual violence)? 

 What are the good/bad practices you have on disseminating health-related information to VoT? 

 What would be your suggestions on how to improve our practice on disseminating health related 
information? How to speak about more sensitive matters? 

 If you had to re-start this project again would you change in disseminating health-related 
information to VoT? What do you not change? 

 
Access to VoT 

 What is your experience in accessing VoT? 

 What are the difficulties?  

 What are the good / bad practices? 

 How do you deal with the traffickers/chairmen? We would have had to use with them a stronger 
strategy / hard? 

 If you had to re-start this project again would you change in accessing to VoT? What do you not 
change? 

 
B. Multi-sectoral response strategies: safe referrals 

 Where you refer a trafficked person for help? Examples 

 Is providing referrals to VoT for protection a complex issue? Are there risks involved? 

 Did you ever refused a request for help? How did it make you feel? 

 Did you feel unsafe when being involved in referrals/ or as a consequences of a referral? 

 In your opinion, what would be the actions to take for a good and safe referral? 

 What do you do when safe referrals are not a possibility? 
o  The safe referrals doesn’t exist 
o The patient does not desire it 
o The situation is too unsafe to make a referral 

 If you had to re-start this project again would you change in safe referrals? What do you not 
change? 

 
C. Ethical challenges: harm reduction or protection response 
Promoting the harm reduction model means: reducing existing vulnerability among VoT 
Promoting the protection model means: rescue and rehabilitation of VoT 
 

 What do you think is the responsibility of MSF as a Health care provider concerning the needs of 
VoT (legal/protection/social, etc)? 

 Do you have a specific security protocol or code of conduct for dealing with patients who have been 
trafficked? 

 How your experience is in providing health care and simultaneously being involved in protection 
issues? Do you think this is a good/bad practice? Did you have proper information on existing 
referral networks and available services? Have you taken in consideration the safety of your 
patient, yourself and your health facility? 

 What are the ethical challenges when providing a harm reduction approach to VoT? 

 If you had to re-start this project again would you change? What do you not change? 
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ANNEX 5: EXIT SURVEY QUESTIONNAIRE 
 
Patient ID Number: ___________ 
DOB:                        ____/____/________ 
VOT: (code?)         
 
Q 1 Did you experience any of these symptoms in the last 6 months? 
If no, go to Q2  
If yes, put a cross to all the symptoms that applies  
Vaginal discharge   □  
Unusual vaginal smell  □  
Vaginal discharge and itching □  
Blisters    □ 
Ulcers or sores   □  
Vaginal warts    □  
Chronic pelvic pain   □  
Pain during sex   □  
Chronic pelvic pain + Pain during sex    □ 

 
Q 1.1 How many times did you have these symptoms in the last 6 months? 
Once  □  
Twice  □  

 3  □  

     Yes  No 
Q 1.2 Did you receive any treatment? □  □  
If yes, where did you receive the treatment? 
MoH Health Facility □  
Private Clinic  □  
Pharmacy  □   
MSF   □  
Chairman   □  
Other________________________         

Yes  No 
Q 1.3 Did your last sexual partner receive any treatment?  □  □ 
If yes, where did they receive the treatment? 
MoH Health Facility □  
Private Clinic  □  
Pharmacy  □   
MSF   □  
Other___________________ 

Yes  No 
Q 2 Have you ever being pregnant? □   □ 
If no, go to Q 3 
If yes…… 
Number of pregnancies: ------ 
Number of Wanted: ------ 
Number of Unwanted: ----- 
Number of deliveries: ----- 

 
Q.2.1 For the last pregnancy - where did you go for care?  
MoH Health Facility □  
Private Clinic  □  
MSF   □  
TBA   □ 
Friends   □ 
Other________________________    
        Yes  No 
Q 3 Have you ever had an abortion? □   □ 
If no, go to Q 4 
If yes 
Number of abortions:_____ 
Number of Spontaneous abortion: ____ 
Number of Induced abortion by yourself: ____ 
Number of Induced abortion by someone else: ____ 
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Q 3.1  Regarding the last abortion, who performed the abortion?  
Health professional  □  
Non health professional  □  
Self induced   □  
Other__________________ 
 
Q 3.2  Method used 
Curettage   □  
Manual vacumm aspiration    □  
Pills (cytotec)   □  
Other__________________ 

Yes  No 
Q 3.3 Did you have any complications:   □   □ 
If Yes, which one? 
Severe bleeding    □     
Fever    □  
Uterine perforation      □ 

Yes  No 
Q 4. Do you use a family planning method?       □   □  
If yes mark the one/s that applies 
Withdrawal method  □ 
Male Condoms   □  
Female condoms   □  
Pills    □  
Injectables   □  
Implants    □  
Intra-uterine device  □  

Other                  □  
Yes     No      No Reply 

Q 5 Have you had more than 3 sexual partners  
in the last 6 months          □      □             □ 

Yes            No 
Q 5.1. Do you use condom? □             □ 
If yes; how often?  
Sometimes   □  
Frequent    □  

Always    □  
Yes       No  

Q 6. Do you use a condom as well a family planning method?                  □        □   
       Yes      No 
Q 7. Have you ever used Emergency Contraception?    □       □ 
       Yes                      No 
Q 8. Have you ever being tested for HIV?     □  □ 
             
           Positive               Negative        Don’t know 
Q 8.1 Do you know your status?         □    □                         □ 
                  Yes  No        Don’t know 
Q 9. Did you have smear test   □    □          □ 
(screening for Cervical Cancer?)         
                 Yes                     Non                
Q 9.1 Do you know your result?         □    □                        
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ANNEX 6: MHPS WORKING GROUP QUESTIONNAIRE 
 
 
1. Which is the best approach to sensibilize migrants to MHPS activities? (Men, children, unaccompanied 
minors, women, victims of trafficking…). What have we learned from our experience in the field? 
 
2. What are the cases where group activities are preferred over individual activities and vice versa? 
 
3. What MHPS activities for victims of trafficking? What should we avoid? What are the precautions to be 
taken? 
 
4. Therapeutic or prevention activities? 
 
5. What are the difficulties with the protocol SV? (MH) How to improve this protocol? 
 
6. How to address the problem of patients with psychiatric disorders? 
 
7. Internal and external referral system. How we can improve it? 
 
8. Mental Health for all (as well as medical and logistical activities)? 
 
9. Ethical dilemmas (communication with Chairmen, information that we can’t disclose, limits of the 
assistance…). 
 
10. Project design (e.g. SV vertical project) as an obstacle to MHPS activities (e.g. Priorities defined by the 
project and not by the patients). 
 
11. Capitalization limits: the extent to which activities are applicable to other contexts? 
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ANNEX 7:  INFORMED CONSENT TO PARTICIPATE IN A MEDICAL 
QUESTIONNAIRE 
(For Use with Survey Subjects over Age 18) 

Questionnaire completed at: …………………………… 

Date:…………………………………………… .................................................................... 71 

Signature …………………………………………………… 

 

 
The purpose of this Medical Questionnaire is to gain a better understanding of the situation of migrants 
in transit though Morocco and specially of the women, with the aim to improve the way that they are 
treated. 
 
Procedure 
The questionnaire is being conducted by Medical MSF Staff. 
It will take 30 minutes to complete. 
 
Risks/ discomforts 
There are minimal risks for participation in this questionnaire.  
However, you may feel emotional discomfort when answering personal questions.      
 
Participation in this questionnaire is entirely voluntary. 
It is no obligation to agree to being interviewed.  
Saying no will not affect the care that MSF provides to you in any way. 
Voluntary participation also means:  
* You can not respond to any questions you consider inappropriate. 
* You may stop the questionnaire at any point.  
 
Benefits 
You will not receive any compensation (financial or other) or preferential treatment for agreeing to do the 
questionnaire. 
 
This questionnaire is completely anonymous and confidential.  
All information provided will remain confidential and will only be reported as group data with no identifying 
information. 
 
 If you have any questions about this questionnaire and your rights, please contact to Medical MSF Staff. 
 
 
Consent to: 
 

1. “I have understood the verbal explanation and I understand what will be required of me” 
2. “My questions concerning this questionnaire have been answered by the Medical team.”  
3. “I agree to take part in this questionnaire.” 
 

 
Questionnaire completed at: …………………………… Date:…………………………………………… 
 
Signature…………………………………………………… 
 
 
If patient cannot write or read: 
Patient Thumbprint ……………………………………….. 

Name of the Witness ……………………………………….. 

Witness’s Signature …………………………………………………… 

Name of MSF Staff Member …………………………………………… 
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ANNEX 8:  GUIDING PRINCIPLES FOR WORKING WITH A HARM REDUCTION 
STRATEGY  
 
Harm reduction strategy

63
 has been put forward with the objective to improve wellbeing and access to 

health services. Victims of Human Trafficking are exposed to serious harms (violence, exploitation, forced 
prostitution, drug use, diseases, HIV, STIs, etc).  The aim is to address the impact this has on the lives of 
individuals involved in trafficking/forced prostitution. Successful and promising harm-reduction strategies 
are available: education, empowerment, prevention, care, occupational health and safety, and human-
rights-based approaches

64
. 

 
1) “Do no harm” is the first principle of most medical ethical guidance. Given the extreme risks associated 
with trafficking, the fragile state of many of its victims and the potential for increased trauma, this basic 
principle cannot be overrated. It is the ethical responsibility of every health practitioner to assess the 
potential for harm, and if there is any reason to believe that carrying out an interview or conducting an 
examination, will cause the individual to be worse off than before, it should not be undertaken at that time.   
 
2) Adopting human rights approach: it emphasizes the equality of all persons and their inherent right to 
health as the foundation of the health care system. 
 
3) Considering the physical safety and psychological well-being of co-workers. 
Conducting an interview/examination with a trafficked woman can put to the health provider in danger from 
trafficking agents. Emotional exhaustion or anxiety is a common response to listening to respondents' 
personal histories of abuse and trauma. Health providers may be unprepared for these feelings of distress 
and need support in dealing with them. Health providers may encounter feelings of helplessness, or 
conversely, may wish to adopt the role of "saviour."  
 
4) Ensure the confidentiality and privacy of trafficked persons and their families. Put measures into 
place to make sure all communications with and about trafficked persons are dealt with confidentially and 
that each trafficked person is assured that his or her privacy will be respected. 
 
5) Prepare referral information: Be prepared to provide information in a VoT's native language about 
appropriate legal, health, shelter, social support and security services, and to help with referral, if 
requested. It is not the responsibility of the health care provider to manage all the needs of the patient; yet 
the referral process does have the potential to either benefit or worsen a patient’s well-being.

65
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                 
63 Harm reduction (or less commonly known as harm minimization) refers to a range of public health policies designed to reduce the harmful 
consequences associated with human behaviors, even if those behaviors are risky or illegal. Examples of behaviors targeted for harm reduction 
policies include recreational drug use and prostitution.  
64 British Columbia Centre for Disease Control, Sex-work harm reduction by Michael L Rekart, 2005. 
65 IOM and the Health Centre of the LSHTM, Caring for Trafficked Persons: Guide for Health Care Providers by Catherine Zimmerman, 2009.  

 

http://en.wikipedia.org/wiki/Public_health
http://en.wikipedia.org/wiki/Recreational_drug_use
http://en.wikipedia.org/wiki/Prostitution
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ANNEX 9:  HUMAN SMUGGLING AND TRAFFICING NETWORKS IN OUJDA:  
Observations on Structure and Access  
Confidential document! 
Introduction: “The only thing we know is that we know nothing” 
 
This document provides practical information on the structure of human smuggling and trafficking networks 
operating in Oujda (Oriental Region, Morocco). It is intended to be used as background document for 
organisations planning on working in Oujda. However it must be clear that the information is not and, due to 
controls on information, the fluidity of migration routes and the regular changes in organisational structures 
never will be comprehensive. It provides a limited, non-expert glimpse into some of the activities of some of 
these networks.  
 

A. Oujda: Point of entry, point of transit and point of departure  

 
Bordering Algeria in Morocco’s Oriental Region, Oujda has a reputation as a hub for illegal activity, 
including the smuggling of alcohol, cigarettes and petrol. Marginalised and underdeveloped due to its 
opposition to previous monarchs, Oriental Region is the focus of a strategy of “rapprochement” by 
Mohamed VI, who visits the region regularly.  Extensive development programmes and building work are 
underway, particularly in Oujda, and 100 billion dirhams of government funding is reported to have been 
invested in the region since 2003.  
 
Oujda is a point of entry for migrants entering Morocco, a point of transit from which they continue their 
journeys - either to other cities in Morocco or en route to Europe -  and a point of departure from where 
migrants arrested throughout Morocco are expelled to Algeria. Human smuggling and human trafficking 
networks operate openly throughout Oujda. Many sub-Saharan migrants, including victims of trafficking, 
have passed through the Algerian cities of Tamanrasset, Oran and Maghnia en route to Oujda. Widespread 
incidents of sexual violence and forced prostitution have been reported in all these locations. Maghnia, in 
particular, appears to be a key location for human smuggling and trafficking network, with women and girls 
sent from there, on to Oujda and then on to Europe or elsewhere.  
 

B. The ECOWAS Structure  

 
“From 2008 we established ECOWAS in every region where migrants are present. It allows us to avoid the 
misbehaviour of 2007, when the Nigerians settled their differences using knives, which damaged our image 
with the Moroccans.

 66
”  

 
In Morocco the human smuggling and human trafficking of sub-Saharan Africans

67
 is organised through a 

structure called ECOWAS
68

. This structure ensures that human smuggling and human trafficking activities 
run smoothly, establishes and enforces rules regarding social behaviour, manages inter and intra-
community disagreements and conflict (including violent punishments for those that break the rules), and 
ensures good relations with other actors, such as the authorities and NGOs. At a national level “the 
organisation brings together all the nationalities present in Morocco. It meets twice a year in Rabat to make 
an assessment of the year and try to think of ways to protect our brothers from expulsions and attacks.

69
”  

 
In Oujda all nationalities involved in ECOWAS are forced to have a representative in Oujda and participate 
as we know in the general governance decisions, including weekly meetings, managing problems with 
“ghetto” fees and overseeing the behaviour of their compatriots in and around the city.  
The Nigerian community, which contains numerous different tribes, is the most powerful and seems to be 
the most heavily involved in human trafficking and, potentially, other criminal activities such as the 
smuggling and sale of drugs and alcohol

70
, however the Congolese (quite powerful compared to their 

reduced number) and Cameroonian communities also appear to be involved in these activities. The 

                                                 
66 Lemaizi Salaheddine (20-26 juillet 2012) “Oujda: le Terminus sans Papiers.” L’Observateur (in French)  
67 Although there have been cases of other nationalities such as Bangladeshis or Pakistanis who have used these Networks 
to try and reach Europe  
68 Named after the Economic Community of West African States (ECOWAS), yet with apparently no relation to official, 
legitimate structure  
69

 69 Lemaizi Salaheddine (20-26 juillet 2012) “Oujda: le Terminus sans Papiers.” L’Observateur (in French) 
70

 There is no evidence of these, or other, communities being involved in the smuggling or sale of arms however it is 

possible  
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Nigerian community is highly organized and hierarchical, with positions including: Chairmen, Coordinators, 
Chief Security Officers, Public Relations Officers and Guides / Connection Men (see section D for more 
details). All other communities have a Chairman and may also have separate positions for money collection 
and security / punishment. In some communities one person is responsible for all these activities, although 
they would normally order others to carry out violence rather than doing it themselves. Even if other 
communities are not actively involved in human trafficking, due to the structure of ECOWAS they are aware 
of the actions of the communities that are and will not do anything, for example hiding a woman that has 
run away, that might create problems or punishment.   
 
 

C. Rules & Regulations 

 
 Droit du Ghetto  

When a migrant or “passenger” arrives in Oujda they must pay their droit de ghetto, a fee for being allowed 
to sleep out in the open, in the forest, university grounds (la FAC) or elsewhere. Each nationality benefits 
from their own people, the Nigerians passengers will have to pay the Nigerian structure, the Ghanaians will 
have the pay the Ghanaian structure. A passenger is not allowed to choose where they stay, they have to 
live with their compatriots so that the Chairman can control the payments received. The droit de ghetto is 
paid once in Oujda, it does not need to be paid again if the person is arrested and expelled. The amount 
varies depending on the community and is the same no matter how long the person stays in Oujda. For the 
passengers who come from a country which is not represented under the ECOWAS structure, ECOWAS 
members have designated the countries to different nationalities, which oblige the “other” nationalities to 
pay a higher rate of droit de ghetto. If a passenger is unwilling or unable to pay, the “security” or “police” 
from their community will follow /shadow/intimidate and coerce the person until the payment is made, at 
which point they are considered free of their debt.  
 
 Providing for the community   

New arrivals and minors are often treated as “slaves” and forced to carry out the difficult, tiring tasks such 
as carrying water, collecting firewood and cooking. Men and boys are forced to beg (known as 
“salamalekoom” or “salam”) to pay their droit de ghetto and buy food and other essential items. It is not 
clear whether, after they have paid their droit de ghetto, those who beg are obliged to share the proceeds 
with the rest of their community or are able to keep some for themselves. As the risk of arrest is high, it 
seems that communities deliberately oblige those who are protected from expulsion by law 02-03, including 
pregnant women and girls and minors, and those whose arrest is not thought to be problematic for the 
community, such as new arrivals who have paid their droit de ghetto, to beg.  

 
 Behaviour  

In order to ensure good relations with the students and professors and maintain the “protection” offered to 
them by being based in the university grounds, ECOWAS has established strict rules regarding how 
passengers of all nationalities should behave. These include: 
 

 No passengers are allowed to urinate in the vicinity of the university  
 No passengers are allowed to stand near the restaurant Mr Smith 
 No passengers are allowed to speak to Moroccan students or attempt in any way to “hit on” a girl 
 

 Punishments  

If any of the above rules or the rules of the specific community are broken this is considered a “fuck up” 
which will be punished either in the community itself, or publicly by the ECOWAS structure. This can also 
be referred to as “jungle justice” by the communities. It is often the community itself which will bring 
someone from their community to be held accountable for their “rebellious” action. ECOWAS will make a 
decision on what punishment should be carried out and call ECOWAS members from different communities 
to humiliate, beat or torture the person/people who have “fucked up”. The members of the ECOWAS 
community responsible for administering “justice” come from all Sub Saharan nationalities, however in 
Oujda the majority are Nigerian. This is considered to be a strategy of the structure to maintain order 
between the different nationalities and ethnicities to ensure that non-regulated violence does not break out, 
and that the structure of power continues to be respected and feared.  
 
For victims of human trafficking the constant presence of physical violence for ‘disobedience’ becomes 
evident soon after the journey begins. Anything that is thought to undermine the authority of members of 
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the network, such as buying bread without asking for permission to leave the “house” or, more seriously, 
refusing sexual advances, can be harshly punished. The culture of fear, violence and intimidation becomes 
part of daily life and very few will challenge the authority of the network or disobey the rules.  
 
Punishments for victims of human smuggling and human trafficking include: 
 

 Being slapped on the ear. This method of beating tends to be most commonly used by the network 
based in the University  

 Being starved of food (either not fed throughout the day, or fed once a day a minimal amount of 
bread or flour) 

 Being forced to clean and cook for other people  
 Being forced to fetch firewood on a daily basis; 
 Being forced to beg, this will depend very much on the Chairman and whether he sees a risk of the 

man/woman escaping while begging 
 Having feet and arms tied up on a daily basis and beaten  
 Being tied to a tree and beaten 
 8. Remaining continuously tied up for days. This type of treatment is received for serious cases that 

require serious “punishment” for trying to escape, or disobeying rules 
 
Examples of punishments: 
 
Ex: Two women with children arrived at La Fac in Oujda asked for help to return to Nigeria soon after they 
arrived. They had wanted to go to Europe and had agreed to pay back the fee (debt) once at the 
destination; however they realized that they were involved with a criminal network. In Oujda they were 
asked for more money. The additional fee which they were not able to pay represented, in addition to the 
fee for them, a fee for the children to move forward. They would still owe a large amount of money upon 
arrival in Europe but were for some reason asked for more on route. Both women were hit on one ear and 
could not hear well after the incident.  
 
Ex: In one ghetto there was a rule that no women were allowed to enter the kitchen. A heavily pregnant 
woman became hungry and went to the kitchen area to check if there was something to eat. The ‘chairman’ 
asked her why was she going to the kitchen and when she replied that she was hungry, he began beating 
her (kicking, slapping and punching with a fist). The lady knew the rule, but as she was hungry and thought 
that she would not get caught she tried. 
 
Ex: A girl was asked to pose for a picture for a Chairman. She walked a short distance to pick up her jacket 
before returning for the picture. She was punched by the Chairman for not obeying his order immediately.  
 

 
D. The Human Trafficking Networks 

 
Many nationalities appear to be involved in human trafficking in Oujda, however this document provides 
information on the Nigerian communities. Although the networks have a strong, hierarchical structure, the 
chairmen, coordinators and other positions often live in the same conditions as the rest of the community, 
dress like them and are not easy to identify unless they introduce themselves. Many are migrants 
themselves who arrived in Morocco several years ago and have established themselves within the 
business of human trafficking. Some have their own migration story to tell and will talk of the problems and 
discrimination they have encountered and also their dreams of reaching Europe.  
 
 

Structure  
 

 Chairmen 

In Oujda each ethnicity has a chairman, however in the case of the Benin they have multiple chairman as 
they are the largest number of the population based in Oujda. The chairman controls the governing 
structure in each community. They are responsible for the movement of girls/passengers from Maghnia to 
Oujda and ultimately control the movements of each girl when she arrives in Oujda, with all the positions 
under the chairman reporting back to him directly.  
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A chairman’s position is not guaranteed, it may be taken from them if there is large dissatisfaction from their 
specific community about the way in which they are governing. In these cases an election of a new 
chairman will be ordered and the other members of the ECOWAS will vote for a new chairman.  
 
The chairman controls access to the community and decides whether women and girls are allowed to leave 
the community to beg, go to the health centre, participate in activities etc. Interaction with the chairman is 
unavoidable (any activity with the community should be negotiated with them), yet must be carefully 
managed particularly when considering how that interaction is perceived by other members of the 
community, especially victims of the trafficking activities.  
 
The Oujda chairman, in turn, reports to a chairman in Rabat. The chairman in Rabat is the one who will 
have the contact with the madam and is the central link between Europe and Nigeria because of his power 
and his connections. He will also be responsible for ordering a woman to be pushed to Europe. It is his 
decision which girls go where, and how long they stay in each location in concordance with the madam if 
she has already paid for the girl. The Rabat chairman is the one who will receive the money to secure 
passengers travelling on route, and coordinate payments from Nigeria and Europe. The chairman in Rabat 
may order that the girl is sold on a local level and her future will then depend on her relationship with the 
man she is sold to. The Rabat chairman will, at times, have connections directly with the family of the girls 
sent from Nigeria. Chairmen from Rabat and other cities travel to Oujda on a regular basis for meetings. 
 
For example: When a new group of women arrive the Rabat chairman will allocate them to different 
locations. Where the woman goes depends on a number of factors, including if the they have already been 
identified for someone in Oujda or Rabat, if it is easy for them to travel quickly to Europe or not, or if the 
madam in Europe has already paid a large sum of money for them. If the madam has already allocated a 
sum, and sent the money for the girl then she may stay in Oujda/Rabat for a few months until it is time for 
her to travel to Europe to work for the madam. If the woman has not already been bought by a madam in 
Europe, the Rabat chairman will provide information on the women that have arrived and will negotiate a 
price with the madam in Europe before organising the transport to Europe. If it is difficult to arrange the 
transport to Europe the Rabat chairman may order the woman to be sold to another community or specific 
person (for as little as 1,500 Euros) to make more money.  
 
 Coordinators 

A coordinator is the second in command, underneath the chairman. His role is to manage the movements 
of the women/men on a much smaller scale and to make sure women and men who owe money, or have 
been sold, do not go missing. The coordinator controls when/how and why people go out and has to report 
to the chairman if they are late coming back or disappear. If a woman in Oujda/Tangier/Rabat/Casablanca 
is arrested and/or expelled, the coordinator is responsible for trying to re-establish contact with them and 
ensuring that they reach members of their own tribe in Oujda. If, upon returning to Oujda, the woman ends 
up with members of another tribe they can hold her hostage until her own tribe pays money for her to be 
released.  The amount can range from 50 to 500 Euros.  
 
 Chief Security Officers (CSO) 

Underneath the coordinator of each Nigerian tribe there is a chief security officer. The CSO is responsible 
for the “hands on control” of the “passengers” both men and women. He monitors movements, particularly 
of women who are high value, and reports back to the coordinator. The CSO ensures that any external 
dangers, such as kidnapping threats, are well managed. He also manages the “security” within the 
community. If someone has not paid their droit du ghetto or if a woman refuses to do what she is told, the 
CSO is responsible for punishing them, usually by beating them himself or ordering others to do so.  If the 
CSO fails to manage the population on a day to day basis then they can lose their role. 
 
 Public Relations Officers 

The Public Relations Officer is responsible for public relations between tribes and different nationalities.  If 
there are any conflicts between tribes and/or nationalities then he will be responsible for the meetings and 
mediation. If the chairman has been disrespected in any way by other ethnicities or nationalities to PRO will 
need to manage this and negotiate the punishment or the people responsible for this. He is responsible for 
upholding the reputation of his tribe, and to make sure that this is not contested by external factors outside 
the community itself.  
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 Pastor /Babalawo (based in Nigeria)  

The Babalawo is a kind of a pastor figure, based in the traffickers and girls country of origin, and who 
carries out religious “juju’’ ceremonies. When the madam based Europe is ready to ‘push’ the girl to 
Europe, she makes a verbal agreement over the phone with the girl in question in the presence of the 
chairman. This verbal agreement between the ‘girl’ based in Oujda and the madam based in Europe is 
seen to be a kind of ‘oath’ which must be respected. Not all girls take the oath, however it seems to be 
common particularly with the Beni tribe.  
 
After the agreement with the Madam is made, the girl in Oujda will then confirm to her family in Nigeria over 
the phone that when she arrives in Europe she is willing to pay off her debt of xxx amount of money. By 
making this call she is giving her family the green light to go ahead with the meeting and to take the ‘formal 
oath’ with the Babalawo and the madam’s family in Nigeria. The madam in Europe will then contact the 
Babalawo in Nigeria to arrange a meeting between the girl’s family and the madam’s family in Nigeria. 
When this meeting takes place, in the presence of the Babalawo, both parties will take an oath. The girl’s 
family will agree to pay the money back in the event that the girl is unable to ie: she runs away or refuses to 
upon arrival in Europe. The Babalawo’s presence during this meeting is perceived as a means to ‘seal the 
deal’ as the general belief amongst the family and the girl involved is that the Babalawo is capable of 
‘cursing’ the family. It is believed that if the girl does not fulfil her promise, the Babalawo will be contacted 
by the madam to carry out spells on the family and the girl.  
 
This could be considered one of the ways in which the trafficking networks are able to ensure their control 
over the girl. Their access to her is secured all the way back to her country of origin and in turn directly to 
her family and her home. As a result of this process, the madam’s family and the Babalawo will now know 
where the family lives and who the members of the family are. However the threat of ‘juju’ does not 
necessarily have the same impact on families who do not believe in it. As a result families who are more 
inclined to believe in the powers of Christianity can make their oath on the bible with the Babalawo present.   
 
 Guides / Connection Men 

In the context of Oujda the sub-Saharan guide and the connection man share the same name and more or 
less the same role. The role of the guide/connection man is to guide the connection from Oujda to 
Nador/Rabat and especially Europe. In Oujda the connection man who works with the communities do not 
necessarily need to be of the same nationality or ethnicity. It is up to the migrant or, in the case of the 
trafficking networks, the chairman to choose and pay the connection man who they think is most likely to 
get them or their women to Europe.  
 
The Sub-Saharan connection man will most likely also work with a Moroccan guide who will make the 
connection and assist in the purchasing of the zodiac, life jackets, and/or arranging the car for the 
passengers to travel in. The Moroccan guide will either be on the zodiac with the Sub-Saharan migrants 
when they travel or will arrange for someone else to travel with the Sub-Saharan on the boats as the Sub-
Saharans do not know the route to Europe by boat. The quality of the mode and conditions of transport will 
depend very much on how much money has been paid. For example: If what is considered to be a low sum 
is paid for the transport, the boat will most likely be in very bad condition and no life jackets will be on the 
boat for the passengers.  
 
 

1. Locations (see map)  
 
The trafficking networks in Oujda are organized according to tribes and live in the forest close to the 
university, abandoned houses close to the border and houses around the university and in the Andalous 
neighbourhood. It is possible that many of these neighbourhood houses operate as brothels and gaining 
access to them is extremely difficult, however women and girls who live in these houses have participated 
in other activities that are run by organisations in Oujda.   
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Location  Community  Tribe  Size (Dec 
2012)  

Chairman / 
Responsible  

Other  

Moussakin 
Forest  

Bright’s Place Beni 50 men  
20 women 
1 minor 
7 children  

Edison Very big ghetto, with a 
lot of women  

 Roman Empire  Beni 8 men  
5 women 
1 minor 
2 children  

Marefi  Previous chairman was 
Pastor Success  

 Urhobo 
Progressive 
Union (UPU) 

Urhobo (Delta 
State)  

7 men  
8 women 
1 child 

John  New ghetto formed in 
August 2012 following 
dispute between 
people living in Roman 
Empire. Given 
materials to set up 
ghetto by Bright’s Place  

 Kennedy’s 
Place  

Afesa  12 men  
2 women  
1 minor  

Austen  Also big, but less 
women  

      

Maisons 
Frontieres 

Anyoma House  Anyoma 15 men  
12 women 
2 children  

DC  Previously called 
Vincent’s House. Lots 
of young girls and 
boys. CSO (Friday) 
used to be police 
officer in Nigeria   

 Shadrack 
House 

Igbo  3 men 
3 women  
3 children 

Frank  Small community, with 
around 6 stable 
members (3 women 
with children) and 
regular flow of 
“passengers”  

 Yoruba House Yoruba 12 men  
7 women 

Ibrahim Dispersed due to raids 
but seem to be 
regaining strength  

 George House Beni 5 men 
6 women 
2 children  

George  Live in grounds of 
locked house with 
agreement of landlord. 
Very difficult to access  

      

Maisons 
Quartiers  

Newton House Benin    

 Jumbo House Benin    

 
 

2. Husband and Boyfriends  
 
Nigerian women in the trafficking ring may be allocated to a boyfriend when they arrive in Oujda. Their 
treatment will differ depending on their circumstances, for example if they have already been bought by a 
madam in Europe and/or how much money they have been sent with from Nigeria before they arrive in 
Oujda.  
 
Women who have been sent by a contact linked to a madam in Nigeria will (with the rare exceptions) end 
up in Europe working for a madam in Europe, however not all women who have a “boyfriend” or “husband” 
will necessarily be sent to Europe for prostitution.  
 
Trafficked women in Oujda may find themselves in the following situations: 
 

A. Recruited by a madam or someone linked to a madam in Nigeria will stay in 
Oujda/Rabat/Casablanca/Tangier for a few months with a “boyfriend”. Here she will be temporarily 



MÉDECINS SANS FRONTIÈRES 

 

79 

sold to until the connection man is ready to push her to Europe to work for a Madame in Europe,                      
Result =   Prostitution in Europe, with no possibilities to turn back on the plan.  

 
B. Recruited by someone linked to a chairman/ connection man in Oujda to come to Oujda. The girl is 

sold in Oujda and may be allocated to a boyfriend. She stays with her boyfriend in Oujda and they 
have a baby. If her connection to the chairman or other members of ECOWAS is strong she may 
eventually be pushed to Europe but stay with the partner, and out of prostitution.  
Result = Sent to Europe with baby and stays in Nigerian communities NOT necessarily as a 
prostitute.  

 
C. The woman is recruited by a family member / friend in Nigeria to come to Oujda. She arrived in 

Oujda as a single woman. The chairmen in Oujda will pass information to the chairman in Rabat 
that she is possible potential to be sold as a prostitute to a madam in Europe. Chairman in Rabat 
will contact the madam in Europe to provide a description of the women and negotiate the price for 
her. While she is in Oujda she will be temporarily allocated to a “boyfriend” willing to buy her for 
1,000 -1,500 Euros. Price is agreed between the madam and Rabat chairman and she is sent to 
Europe.  

 Result = Prostitution in Europe working for a madam.  
 
For example: A women has been trafficked from Nigeria to Oujda. Once she has arrived in Oujda she may 
have to pay her “rent” in the forest, neighborhood house and or border house by having a boyfriend while 
she is in Oujda. The chairman in Oujda with the approval of the main chairman in Rabat will sell the women 
for around the amount of 1,000-1,500 Euros locally for a certain amount of time in Oujda. 
 
These relationships can evolve into something stronger if the communication between the “couple” 
becomes strong. In some cases the “boyfriend” will take care of the women ensuring her accommodation 
and food, however in most cases women will also have go out to beg on a daily basis to make money for 
the “couple”. Many women eventually become pregnant by these boyfriends in some cases the babies are 
kept however many women also try to abort, either voluntarily or non-voluntarily.  
 
In other circumstances the “boyfriend” may tire of the women and sell her to someone else in Oujda, or 
travel to Europe and leave her behind. When the boyfriend is absent from the community or house woman 
can be badly treated by members of their respective communities. The role of a “boyfriend” can take on 
another dimension in these communities as someone to “protect” you from the community as well.  
 
Whether the woman has a family, husband in her country of origin will not affect whether she is sold or not. 
In many cases women may arrive in Oujda with young children already, however this will not prevent them 
from being bought or sold.  In some cases women who have not been allocated to a boyfriend will be used 
for multiple partners in their community.  
 
“Boyfriends” may become husbands if the couple has a child and once the man or woman travels to Europe 
they maintain contact. This looks to be the case especially with women who become the girlfriend of a 
chairman/coordinator etc. The women then assume a role within the structure and may be sent to Europe 
with the baby but will still be the “wife” of their “husband” in Oujda.  
 
However, the relationships are complex and varied do not always conform to the “typical” relations of 
boyfriend and husband outlined above. For example:  
 
Case 1: A Nigerian women in Oujda knew she would be forced to have a “boyfriend” and as a result she 
chose the man she was going to be with in Oujda to avoid having someone forced on her. The boyfriend 
treated her well and they agreed that once she reached Europe their relationship would be over. She had 
left a husband behind in Nigeria and while in Oujda she appeared to have autonomy regarding her 
movements, and decisions.  She was not badly treated in Magnhia (Algeria). She and her temporary 
“boyfriend” shared the rent of the house and the “boyfriend” often took care of her baby. She left for Tangier 
on her own without the boyfriend when she thought the time was right.  
 
Case 2: A “wife” of a chairman returned to Nigeria to recruit more women to be brought to Oujda. While she 
has been away she and her “husband” have remained in contact and although the chairman has had other 
girlfriends they have remained husband and wife.  
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Case 3: A wife of a chairman in Oujda was sent to Europe before she gave birth to their baby. Now in 
Europe the former “chairman” regularly shows pictures of their child and give updates on her situation in 
Europe. He has stayed in Oujda as he receives a good income from his work with ECOWAS.   
 
 

3. Identifying victims  
 
Identifying victims of human trafficking in Oujda is challenging, particularly because of the blurred 
boundaries between the smuggling and trafficking activities, the difficulties in access, the culture of fear and 
violence and the fact that many women or girls do not, or will not, actively self-identify as victims of human 
trafficking, do not ask for help and do not behave as “victims”. Many cases will only speak openly about 
their situation and what they have experienced when they have access to protection services and are able 
to leave the network.  
 
International identification guidelines are useful, but must be adapted to the local context. It is important to 
remember that not all victims of human trafficking are female, although for the majority of men and boys the 
exploitative relationship ends in Morocco. Equally not all Nigerian women and girls are victims of human 
trafficking, in fact some of them may be involved in the trafficking activities, such as recruiting girls in their 
country of origin or monitoring and controlling them whilst they are in Oujda. The relationships between the 
women and girls in the different communities in Oujda is complex and all interaction must be undertaken 
with care (see section E). There have been instances of women being sent to organisations’ activities by 
the chairman in order to act as spies and report back on what takes place. Although difficult to judge, it 
seems there have also been instances of women begging for help to escape in order to test the reaction of 
organisations working in Oujda.  
 
  

ANNEX 10: VoT Sexual Violence Protocol  
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Medical Protocol VoT Final March 2013.pdf

 
 
 
ANNEX 11: VoT Mental Health Capitalisation report  
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Capitalisation\SM\Raport final\MH report VoT Capitalisation-FINAL Dec'12.doc

 
 
 
ANNEX 12; Mental Clinical History  
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