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Summary

Trafficking is a global human rights violation with multiple and complex mental health consequences. Valid and reliable mental health assessment tools are needed to inform healthcare provision. We aimed to review mental health assessment tools used in research conducted to date with men and women trafficked for sexual and labour exploitation. Studies were identified using searches of 9 electronic databases and hand searching reference lists. Seven studies were included in this review. Six screened for PTSD, depression and anxiety, one screened for harmful or abuse of alcohol and used a diagnostic tool to assess PTSD, depression and anxiety. Two studies included men in their sample population. Although reported prevalence of mental health problems was high, limited information was provided regarding validity, reliability, and cultural appropriateness of assessment tools. Further research is needed to determine which assessment tools are culturally appropriate, valid, and reliable for this population.
Funding: No funding was received for this review. The corresponding author confirms that she had full access to all data in this study and final responsibility for decision to submit for publication.
Background
The trafficking of people for the purpose of sexual and labour exploitation is a growing global concern with serious mental health consequences. The United Nations defines trafficking as the recruitment or transportation of people through means such as threat, coercion or deception, for the purposes of exploitation.1 It has been estimated that 21 million people are trafficked each year, 11.4 million women and girls and 9.5 million men and boys.2 Zimmerman et al. (2011) created a conceptual model through which to understand the stages of human trafficking as people progress from recruitment, through travel and transit, into exploitation, and then to reintegration into their country of origin or integration into the country of most recent exploitation.3 This model posits that each stage carries risks to health, including mental health. Mental health disorders already existing from a history of abuse at the recruitment stage can influence mental health in all stages that follow, while violence and abuse suffered in the travel stage can exacerbate already existing issues or precipitate new issues.3 In the same vein, poor living and working conditions, abuse, violence, isolation and movement restriction during exploitation stage along with possible detention by immigration, police or re-trafficking by perpetrators can contribute to poor mental health outcomes.3 Lastly, even post-trafficking situations carry risk as re-integration into country of origin may create tensions with family, feelings of shame, or retribution from traffickers.3 Integration into the country of most recent exploitation can also carry risks to mental health due to precarious immigration and legal status, language barriers and feelings of shame and stigma. 

The health risks to people who have been trafficked have been recognized by the United Nations, which notes nation states are required to take into consideration implementation of health recovery programmes for trafficked people and to a lesser extent, consider medical responses.1 However, despite these considerations the majority of research on trafficked populations has been associated with legal aspects or anecdotal in nature with limited attention paid to the health consequences of this type of exploitation.4 

The health consequences of being trafficked were examined in a 2012 systematic review by Oram et al., which found that a high proportion of trafficked women were exposed to sexual and physical violence and experienced mental health problems such as depression and post-traumatic stress disorder (PTSD).5 There is limited information available on the mental health problems of trafficked men but what does exist suggests they experience high rates of similar mental health disorders to women.6,7
Developing robust evidence base on the mental health needs of men and women trafficked for sexual and labour exploitation requires the use of valid and reliable mental health assessment tools. Valid and reliable mental health assessment tools are also needed for the assessment and treatment of survivors of human trafficking in healthcare settings. Validated screening tools may be particularly helpful in resource poor settings8,9, though where possible, screening should be followed by diagnosis to confirm the condition.8 Yet, work to investigate the validity and reliability of mental health assessment tools for survivors of human trafficking is limited to date5 and researchers have raised concerns about potential risks to internal validity due to study samples including participants of several nationalities and to context-specific issues related to the trafficking experience such as the type and severity of violence.10 The cultural and linguistic diversity related to the trafficking context itself are major challenges for researchers seeking to select a suitable tool for mental health research with this population. A possible way to address this may be to create a context-specific tool that allows for cultural and linguistic differences and factors particular to human trafficking. 
An evaluation of the validity, reliability, process of or potential for modifications for cultural appropriateness, and method of administration is vital when assessing tools for cross-cultural use.11,8 Tools should ideally be translated into participants’ first languages to improve context and accuracy of their mental health experience.12 Consistent use of validated tools using appropriate translation methods may not only ensure mental health outcomes are recorded accurately but also reflect the reality of the nature of mental health consequences. This data can then be used to develop a robust evidence-base to effectively inform service provision and policy.
This review sought to build upon the systematic review by Oram et al., (2012) and to (1) identify mental health assessment tools used in research with men and women trafficked for sexual and labour exploitation; (2) evaluate the validity and reliability of these tools; and (3) evaluate how tools were used, including with respect to translation and modifications for cultural appropriateness.

Methods
This systematic review follows the PRISMA reporting guidelines 13 [See Supplementary Information].
Selection criteria: Studies were eligible for inclusion if they reported the findings of primary research with study populations of trafficked adults over the age of 18 years and children between 5-18 years, who self-identified or were defined by researchers as having been trafficked, and used structured tools to assess mental health (including tools that assessed drug and alcohol use disorders). Exclusion criteria were as follows: qualitative design, health outcome was physical or sexual health, no screening tool was used, and study format was ineligible (i.e. case file review, opinion piece). No restrictions were placed on date of study, except during the Google Scholar search where due to the high number of results returned outside the search parameters, results were restricted to years between 2000 and 2014. Due to resource constraints only articles in English were included. The search was conducted between January 5, 2014 and November 10, 2015.
Search Strategy: Psycinfo, Ovid Medline, Pubmed, Embase, Assia, Web of Science, Global Health, Google Scholar and Open Grey were searched using the following search terms relating to the mental health of trafficked people (trafficked AND people, sex AND traffick*, sexual AND exploitation AND health, sex AND traffick* AND health, traffick* AND mental AND health, human trafficking AND health AND mental, trafficking, human trafficking AND health, human AND traffick* AND health). Articles from these searches and relevant references found within those articles were reviewed. When the review identified multiple eligible papers from the same study only the main paper reporting the largest number of participants with data of relevance to the objectives of the review was included. 
Study selection and data extraction: Two reviewers (SD, CS) independently evaluated screening titles and abstracts then assessed full text articles. For every eligible study, information was extracted on study design, sample size, population type, age range, participant country of origin, study setting, research design, category of mental health assessment tool (i.e. depression, anxiety), name of mental health assessment tool, tool administrator, facets of overall and specific tool validity, tool reliability, and modifications for cultural appropriateness.

Quality appraisal: To our knowledge, no suitable evaluation tool existed to assess use of mental health tools in this population. The Checklist for Health Tools in Trafficked Populations was therefore created to evaluate the use of mental health assessment tools in the included studies [See Supplementary Information]. The following categories were assessed: validity and reliability in the population studied or a similar setting, translation and any modifications for cultural appropriateness and method of tool administration, with each category worth one point for a total score of five. Studies were scored on a scale of 5 with under 2 points considered a poor score, 3 points considered fair, and 5 points considered excellent. Scores were derived by critically examining each study to determine if measures of validity or reliability were reported, if it was reported that the tool had been used in a similar population, if translation had been done and how this was accomplished, any report of changes made to the assessments to ensure cultural appropriateness and if administration of the tool was suitable (i.e. administered by trained personnel). A poor score indicated little or no evidence was reported to indicate the tool used was suitable for the population under examination. An excellent score indicated the tool used had been found to be valid and reliable, translation and back-translation were clearly articulated, any modifications required for cultural appropriateness were made and reported and the tool was administered by appropriate personnel.
All studies were also assessed for overall study quality using the STROBE Statement checklist.14 This tool has 22 questions relating to all facets of studies from stating specific objectives to describing efforts to address potential bias to overall interpretation of results.
Ethics: No ethical approval was required for this review as only information available in the public domain was used.
Results
The flow chart detailing the search strategy can be found in Figure 1. Seven studies were included in the review: Table 1 summarizes the key characteristics of the studies. Studies were carried out with men and women from fifteen different countries including Moldova, Ukraine7,15,16,17, Russian Asian Republics of the Former Soviet Union, Latvia, Brazil, Israel15,16, Nepal18, Cameroon, Nigeria, Jamaica, Bulgaria, Czech Republic, Kyrgstan, Lithuania, Romania, Russian Federation and Slovak Republic17,, Cambodia, Laos, Burma, Thailand and Vietnam.6 The youngest participant assessed was 10 years6, the oldest 60 years.6 One study looked at women and girls currently in a trafficking situation15, one looked at women awaiting deportation16 three looked at women and girls receiving post-trafficking services, two in their country of origin,18,19 and one in the country of most recent exploitation.7 Two studies looked at men and women trafficked for sexual and labour exploitation receiving post-trafficking services6,7, one in their country of origin6 and one a mixture of country of origin for some participants and country of most recent exploitation for others.7 
All studies assessed participants for PTSD, depression and anxiety, one administered a screen for harmful use or abuse of alcohol19, and one reported inquiring after alcohol and drug use. 7 One study used a diagnostic tool to assess mental disorder; the remaining six used screening tools to assess mental health symptoms.  Studies typically included multi-ethnic and multi-lingual samples: two exceptions to this were Ostrovschi et al, (2011) who assessed a sample of ethnic Moldovan women in their country of origin and Tsutsumi et al, (2008) who assessed ethnic Nepali women in their country of origin. Table 2 summarizes measurement tools utilized, study findings and STROBE Statement quality assessment scores.
Scores on the Checklist for Health Tools in Trafficked Populations ranged from 3-4 and as such all studies were ranked fair in their use of assessment tools. Low scores were awarded with respect to lack of evidence on validity and reliability and lack of information on the process of translation or modifications for cultural appropriateness. Overall, studies did not use assessment tools validated for trafficked populations and lacked transparency on translation efforts. Table 3 details quality scores of included studies.
Scores on the STROBE Statement checklist for overall study quality ranged from 14-18 out of a possible score of 22. Lower scores were given as a result of small sample sizes, a lack of discussion on efforts to address potential bias, limited information on numbers of individuals at each study stage, and lack of discussion of generalizability of results. Four out of seven studies included examined small sample sizes ranging from 35 to 55.7,15,16,18 Five out of the seven included studies that were cross-sectional in design 6,7,15,17,18, one was case-control16 and one a longitudinal cohort.19 Four studies were conducted with sexually exploited women15-17,19, one with women exploited for sexual and labour purposes18, one with men and women exploited for labour7 and one with men and women exploited sexual and labour purposes.6
Validity and Reliability


PTSD
One study used the Structured Clinical Interview for DSM Disorders (SCID), a diagnostic tool based on DSM-IV criteria, to diagnose PTSD among Moldovan survivors of human trafficking.19 Three studies screened for PTSD using versions of the PTSD Checklist (PCL)15,16,18; a self-report checklist developed in 1993, with versions for use with military populations (PCL-M), populations with a specific traumatic event (PCL-S), and populations without a specific linked event (PTSD checklist).20 Two of the three studies were conducted in Israel and used an unspecified version of the PCL with women from Moldova, Ukraine, Russian Asian Republics of the Former Soviet Union, Latvia, Brazil and Israel.15,16 The authors reported the PCL used was part of an overall questionnaire that had been used in other Israeli settings with sex workers and validated in Russian.15,16 Both Israeli studies provided Cronbach’s alpha scores of Cα=0.9015 and Cα=0.88.16 for internal consistency and one study noted using a cut off point of over 50.15 The third study, conducted in Nepal with women repatriated to their country of origin using the PCL-C, reported the scale had been previously validated for use in Nepal using the cut-off  of a total score of more than 50 and noted this score had been validated in a previous study in the same country.18
Three studies used the Harvard Trauma Questionnaire (HTQ), either in full or in part.6,7,17 The HTQ has six versions (Laotian, Cambodian, Vietnamese, Japanese, Croatian and Bosnian) all written to correspond with specific traumatic events experienced in these contexts and designed to be administered by qualified healthcare workers.21 All studies that used the HTQ were conducted with participants from multiple countries of origin across multiple sites. 6,7,17 The first, a multi-country European study included women from Bulgaria, Cameroon, Czech Republic, Jamaica, Kyrgstan, Lithuania, Moldova, Nigeria, Romania, Russian Federation, Slovak Republic, and Ukraine.17 The second, conducted in the Greater Mekong Sub Region, included male and female participants from Burma, Cambodia, Laos, Thailand, and Vietnam.6 The third study, conducted in the United Kingdom, included male and female participants from regions of Europe, Central Asia, South Asia, South-East Asia and Africa.7 The first study, which utilized the HTQ posttraumatic symptom scale did not report which version of the HTQ was used but noted it had previously been used with marginalized populations.17 The scale has 16 items derived from the Diagnostic and Statistical Manual, 3rd edition (DSM-III) and 4th edition (DSM-IV).17 The second study, which used the full HTQ, reported a cutoff of 2.0 based on an earlier study with post-trafficking service users.6 This study also noted the exclusion of an unnamed item due to sensitivity issues.6 The third study reported using standard scoring.7 The HTQ has been validated in other populations such as Tibetan refugee survivors of torture and human rights abuses with a reported Cronbach’s alpha of Cα=0.89.22 The HTQ has also been validated in a population of primary health care attendees in Bosnia and Herzegovina who were survivors of trauma and displacement during war with a reported Cronbach’s alpha of Cα=0.88.23

Depression and anxiety
One study, conducted in Moldova with repatriated Moldovan women, used a psychiatric interview with DSM-IV criteria to diagnose depression and anxiety and reported good face validity from pre-testing of the interview questions.19 

The two previously described Israeli studies used the Center for Epidemiological Studies Depression Scale (CES-D) to screen for depression and anxiety with women from Moldova, Ukraine, Russian Asian Republics of the Former Soviet Union, Latvia, Brazil and Israel.15,16  They reported Cronbach’s alpha scores of Cα=0.7715 and Cα=0.6516 and both reported using the clinical cutoff point suggested by Sherbourne et al.24 The CES-D is a self-report scale developed to measure current levels of depression in the general population.25 The reliability and validity of the tool have been tested across the general population in the Midwestern and Western United States.25 
Two studies used the Hopkins Symptoms Checklist 25 (HSCL-25) to screen for depression and/or anxiety.  The first used the scale with trafficked women who had been repatriated to Nepal; authors noted that the HSCL had been previously used and validated with a Nepali population and a cut off point of 1.75 or more for both anxiety and depression scales.18 A second study conducted in the Greater Mekong Sub Region reported a cutoff of 1.75 for anxiety based on a post-trafficking service user study that looked at men and women trafficked for sexual and labour exploitation in Europe.6 The authors mentioned use of the cut off score had been chosen based on previous use of the tool in studies that looked at post-trafficking service users and Cambodia, Laotian, and Vietnamese and refugees.6 The tool was administered by social workers or caseworkers who had received one week’s training.6 The HSCL has been validated in other populations such as adults in Bosnia and Herzegovina attending primary care who had been exposed to trauma and displacement during war with a reported Cronbach’s alpha of Cα=0.86 for the depression subscale.23 It has also been validated in a population of Tibetan refugees exposed to torture and human rights abuses with reported Cronbach’s alpha scores of Cα=0.89 for anxiety subscales and Cα=0.92 for depression subscales.22
The previously described multi-European study and the United Kingdom study both used the Brief Symptom Inventory (BSI) to screen for depression and anxiety, with one using the depression, anxiety and hostility subscales17 and one using only the depression and anxiety subscales.7 The BSI was developed as a self-report questionnaire to screen for symptoms of psychological distress in 9 domains: somatization, obsessive-compulsive, interpersonal sensitivity, depression, anxiety, hostility, phobic anxiety, paranoid ideation and psychoticism.26 The validity and reliability of the BSI was originally established in an outpatient population in the United States in the early 1980s.26 The multi-European study noted the BSI had not been previously validated in trafficked populations but did have good general validity and reliability.17 This same study reported validation in other cross-cultural settings and use in trauma-effected populations.17 The study conducted in the United Kingdom noted standard scoring was used for subscales.7



Harmful or abuse of alcohol and drugs
The study conducted with repatriated Moldovan survivors of human trafficking used the Alcohol Use Disorders Identification Test (AUDIT) to screen for alcohol misuse.19 The AUDIT was created by the World Health Organization to screen for alcohol misuse and excessive drinking and was designed for use by health care practitioners in a range of health care settings.27 The AUDIT has been validated in other populations such as adult men and women attending primary care clinics with a reported Cronbach’s alpha of Cα=0.85.28 The authors of the study conducted in Moldova did not report specific reliability or validity measures.19 The study conducted in the United Kingdom with men and women survivors reported inquiring after participants’ alcohol and drug use without noting which tool they used to assess this information.7 No validity or reliability measures were reported.7
Translations/Modifications for Cultural Appropriateness
The multi-country European study reported the translation of their tools from English into Bulgarian, Czech, Italian, Lithuanian, Polish, and Russian followed by back translation to English.17 Similarly, the study conducted in the Greater Mekong Sub Region reported that tools were translated from English into Burmese, Khmer, Lao, Thai, and Vietnamese and then back translated into English.6 The first study reported tools were reviewed for cultural meaning by cultural mediators, psychologists and bilingual social workers17, and the second reported that questionnaires were pilot tested and revised for cultural understanding.6 

Both studies conducted in Israel with women from Moldova, Ukraine, Russian, Asian Republics of the Former Soviet Union, Latvia, Brazil, and Israel reported using Russian translations of the tools, but neither described whether or how tools were adapted for cultural meaning.15,16 The study conducted with repatriated Moldovan women reported they used the Romanian version of the SCID and further reported using local criteria, including consulting a list of substances commonly abused in the country, to screen for harmful or abuse of alcohol.19 The study conducted in Nepal noted that due to low literacy rates and a cultural distrust of written agreements, the tool was administered verbally by a researcher.18 The study conducted in the United Kingdom did not note any specific modifications to their tools for cultural appropriateness.7
Method of tool administration
The survey of repatriated Moldovan trafficking survivors reported a psychiatrist completed the diagnostic assessment19, and the two studies conducted in Israel reported that two interviewers, one of whom was Russian speaking, female, and a psychiatrist, administered the tools. 15,16 In the remaining studies, mental health assessment tools were administered by trained female researchers, social workers, or caseworkers. 6,7,17,18 
Discussion
Key findings
Numerous types of mental health assessment tools were used and sparse information was provided as to rationale for particular choice of tool, translation methods, pilot testing, and modifications for cultural appropriateness. Additionally, limited tools were identified as validated or reliable for trafficked populations.

The use of Western designed tools that have not been specifically validated for the population studied is concerning as this may mean results found are not capturing the full range or complexities of mental health issues faced by this population. For example, the HTQ is a tool that was created to screen for PTSD symptoms in specific populations in response to specific traumas.21 Early Southeast Asian versions of the HTQ ask questions specific to refugee trauma and subsequent versions ask questions specific to torture and human rights abuses.22,23 While it is possible that men and women who have been trafficked may have experienced trauma similar to refugees and survivors of torture and other human rights abuses further research is needed to determine this.  This also applies to tools such as the HSCL-25, which aims to measure depression and anxiety. While it has been validated in similar populations it may not encapsulate the mental health complexities confronted by trafficked populations.22,23 Research included in this review suggests that trauma suffered by people who have been trafficked differs by experience and may be expressed in culturally different ways.6,17 People who have been trafficked are often identified in countries other than their country of origin. As this review indicates, other than the studies, which looked at repatriated women6,18, study populations consisted of men and women from a multitude of countries, cultural and linguistic backgrounds. Culture can influence perception and experience of mental health symptoms, how distress is expressed, patterns of coping and strategies for healing.29 Further, the trafficking context itself, which involves restriction of movement, physical, sexual and psychological abuse and isolation5,15-17,19 could mean differential relevance of certain symptoms. Drug and alcohol use may also be an underexplored issue for those who have been trafficked and validation work is needed to understand if standard assessment tools such as the AUDIT are appropriate for trafficked populations. Language adds another layer of complication, as conceptual equivalence may not be achieved if accurate translation and back-translation methods are not used.30 Additionally, men and women who have been trafficked for sexual and labour exploitation may have an excess of somatic symptoms due to co-morbid physical health injuries. This suggests that tools such as the standard versions of the HTQ may not fully capture the experience and expression of PTSD in this population. A possible way to address this may be to collect idioms of distress from a group of trafficked people and validate using local clinicians with relevant experience as has been done with adolescent survivors of war in Northern Uganda.31 Similarly, due to distinct experiences and cultural diversity, tools used to assess depression and anxiety among men and women trafficked for sexual and labour exploitation may not be valid or reliable for this specific population. 
Priorities for future research
There is a critical need for evidence on the mental health of men and women trafficked for sexual and labour exploitation, and researchers must balance the urgency of this need against the time and cost of validating mental health assessment tools across multiple languages, settings, and trauma experiences. This may be yet more challenging given that this is a population likely to be experiencing problems with concentration and cognitive functioning17 and which is extremely emotionally vulnerable.  In this field, new screening tools designed for trafficked populations might be helpful in expanding the evidence base but may prove unfeasible due to resource and time constraints. If unfeasible, the next best option will be to use existing tools that have been validated for the population and detailing their possible limitations, while also paying close attention to ethical challenges.29 In this context, researchers may consider that for ethical reasons, research interviews should be kept as brief as possible. Yet, in order to develop a robust evidence base to inform provision of mental health and other services, research is needed to determine the validity and reliability of mental health assessment tools. Future research must do so with careful attention to how to minimize participant burden and distress, and should consider which tools may be most suitable for their particular setting and sample. Key issues to consider when selecting mental health assessment tools include whether there are previous validation and reliability studies for relevant linguistic and cultural groups, and the suitability for use with participants from multiple countries of origin, for populations who have experienced chronic and repeated trauma (i.e. rather than single-event trauma), and for populations residing in shelter settings. Future researchers should also seek to improve reporting of the validity and reliability of mental health assessment tools, their administration and adaptation as well as any ethical challenges faced. Qualified personnel must also pay attention to the proper administration of a tool; if a tool is not correctly administrated then the results may not be accurate. Unqualified personnel may introduce bias into the results or lack the experience to interpret and understand findings. Researchers should perhaps regard the choice of mental health assessment tools as not just a methodological question but also an ethical one, as the use of un-validated tools could not only compromise the validity of the research but also the welfare and dignity of the research participant. 
Additionally, the omission of tools to screen for substance use disorders from most studies included is concerning as disorders due to alcohol and drug use have been identified in the World Health Organization’s Mental Health Gap Action Programme (mhGAP) as a priority condition within the category of mental health, neurological and substance use disorders.32 This is an important and under-researched component of mental health that bears further research within this population as untreated substance use disorders could exacerbate mental health issues or impair recovery.

Finally, the majority of included studies were retrospective in design in that the outcome of interest (i.e. the trauma experienced during trafficking) had already occurred. There are limitations to this approach as it can introduce information and selection bias, the temporal relationship between cause and outcome is unclear, and exposure and control assessment is difficult to control as often data has already been collected by others33 (i.e. when case files at NGOs are reviewed). However, retrospective designs are preferable when conducting mental health research with people who have been trafficked as it would be clearly unethical to either deliberately expose a participant to trafficking or to conduct research during a participant’s exploitation. NGO case file examination is a common practice in this field and perhaps review of medical records and other routinely collected information on mental health could help provide a non-invasive way to understand mental health of people who have been trafficked. A recent study conducted in the United Kingdom searched electronic health records to identify patients who had been trafficked and examined their mental health outcomes.34 While this kind of electronic search of records could provide an interesting avenue to understand trafficked people’s mental health it will also be important to understand the ethical issues that could arise with this kind of data collection.
Strengths and Limitations

The review used a robust search strategy and reporting adhered to PRISMA guidelines. Only seven studies examined mental health outcomes of human trafficking, with four concentrating specifically on women and sexual exploitation, one on women and sexual and labour exploitation and two examining men and women and multiple types of exploitation. Only one study included a drug and alcohol assessment tool due to the dearth of research with trafficked populations, which examines substance use and misuse. We note that as our search terms were based on issues of mental health we may not have captured all drug and alcohol use assessment terms. However, as our search terms were broad we believe the search was comprehensive and captured all relevant studies. As relatively few studies using a variety of tools, usually not reporting on their validity and reliability were found, this indicates a timely opportunity to inform future research in an area of growing importance.  

Due to the lack of a critical appraisal tool to evaluate the validity and reliability of tools and their suitability for use with trafficked people an assessment tool was created by the authors. This tool was created specifically to address quality issues of tools used to assess validity, reliability, cultural adaptation and method of tool administration as this kind of quality assessment was not a part of traditional quality assessment. The validity of this tool is, unclear, however dual appraisal was completed and level of agreement between raters was 90%. We do acknowledge that using an untested checklist to assess quality of tool use is a limitation to this study. 

All studies were assessed using the STROBE checklist as a way to more broadly assess overall quality of the studies. While the Checklist for Health Tools in Trafficked Populations assessed tool use, the STROBE quality assessment was utilized to understand overall quality of included studies as it examines all aspects that should be included in order to produce a high quality observational study. Factors discovered during the STROBE quality assessment also contributed to the limited ability of this study to draw solid conclusions. Four out of the seven studies included small sample sizes and this may have overestimated results generated. The use of cross-sectional designs by the majority of studies hampered ability to show causal connections. Additionally, the majority of studies were conducted with women who had been trafficked for sexual exploitation limiting conclusions that could be determined about men who had been trafficked and likewise, men and women trafficked for multiple types of exploitation. 
As has been highlighted in previous reviews of trafficking and health, there was considerable heterogeneity in studies’ definitions of human trafficking5 and in a number of studies it was unclear how participants were defined as trafficked.  The majority defined people who had been trafficked as those receiving post-trafficking services from an NGO without stating what the NGO definition was.6,7,13,18 Only one study detailed that the definition used by the NGO providing post-trafficking services was in line with the UN definition of trafficking.18 Other studies categorized women as having been trafficked into the sex industry on the basis of their immigration status.15,16 This is problematic as varied definitions reduces the ability to compare findings and this is compounded by the lack of validated screening tools with which to conduct comparable studies.5 
The above discussion on the limitations of the current review and the limitations of the studies included illustrates that conclusions made here will have to be carefully considered. Within the seven studies included, there was a lack of attention paid to validation, reliability and cultural appropriateness of the tools used. The lack of research on this important topic indicates there is a valuable opportunity to inform future research and that the topic of mental health assessment of people who have been trafficked deserves more attention to serve a violated and vulnerable population.

Conclusions
There is a lack of validated and culturally appropriate assessment tools available for mental health research with men and women who have been trafficked for sexual and labour exploitation. In the absence of validated, culturally appropriate mental health assessment tools for use with men and women trafficked for sexual and labour exploitation, there is likely to be an ongoing lack of evidence to inform provision of mental health services for this population. Further work is needed to either create new assessment tools specifically for use with trafficked men and women or to validate existing assessment tools for use with this population. 
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