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Every person is more than what happened to them. Every community can become safer. Every act of informed compassion can help make restoration possible.


Help turn informed concern into durable care. Donate securely to Kadesh Foundation: DONATE SECURELY THROUGH ZEFFY
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Kadesh Foundation encourages educational discussion of this paper with attribution. No portion may be sold, materially altered, or presented as an official Kadesh Foundation policy statement without written permission. The Kadesh Foundation name and logo may not be used to imply endorsement of another organization, program, product, or fundraising campaign.

This paper is educational. It does not provide medical, legal, clinical, investigative, or emergency advice. Kadesh Foundation is not an emergency-response agency, law-enforcement body, confidential reporting service, or treatment provider. If a person appears to be in immediate danger, contact the appropriate local emergency service. Do not submit names, identifying details, medical information, immigration information, or allegations through an ordinary website form.

Human trafficking and substance use disorders are complex subjects. Statistics in this paper come from different populations, years, definitions, and methods. They should not be added together or treated as interchangeable. “Modern slavery,” “forced labor,” “detected trafficking victims,” “hotline-identified cases,” “substance use disorder,” “need for treatment,” “treatment receipt,” and “overdose mortality” each measure a different reality.

References to faith-based support are not substitutes for licensed medical, behavioral-health, legal, or social services. Kadesh Foundation supports collaboration between trustworthy faith communities and qualified professionals.

      
    

  

    
      
        This work is dedicated to people whose freedom, health, relationships, and hope have been threatened by exploitation or addiction; to families who continue to love in the middle of uncertainty; to survivors and people in recovery whose experience improves the systems meant to serve them; and to the practitioners, peer specialists, volunteers, congregations, investigators, clinicians, advocates, and donors who keep showing up.

May every act of service preserve dignity. May every gift be stewarded with humility. May every community become more capable of offering hope, healing, and restoration.
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      The problems examined in this paper are immense. Human trafficking reaches across borders and also occurs within familiar neighborhoods. Addiction affects families in every region, faith tradition, income level, and political community. Both subjects can be distorted by fear, stigma, sensational stories, and statistics stripped of context.

Kadesh Foundation has a different responsibility. We must tell the truth without turning suffering into spectacle. We must recognize urgency without pretending that complex problems have simple cures. We must invite generosity while being honest about what charitable dollars can—and cannot—do.

The name Kadesh evokes a place set apart: a place of refuge, protection, and the possibility of a different future. Refuge, however, is more than a building. A person leaving exploitation or beginning recovery may need safe housing, medical and behavioral-health care, legal advocacy, transportation, identification documents, education, employment support, spiritual care, healthy relationships, and time. A responsible response must therefore be relational, coordinated, survivor-informed, evidence-aware, and built for the long term.

This paper explains the scale of trafficking and addiction, the points at which they may intersect, and the gaps that philanthropic partnership can help address. It also presents a practical role for Kadesh Foundation: educating communities, identifying and strengthening trustworthy partners, supporting recovery capital and survivor stability, and reporting honestly to donors.

The invitation is not merely to feel concerned. It is to become informed, discerning, and useful.

Craig M. Johnson
President, Board of Directors
Kadesh Foundation
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      This expanded edition honors the people whose lived experience, professional discipline, and sustained service have made responsible public understanding possible. It draws on the work of survivors and people in recovery, peer specialists, clinicians, researchers, advocates, attorneys, investigators, public-health teams, outreach workers, shelter staff, recovery communities, faith leaders, and donors who choose patient, accountable work over easy promises.

Kadesh Foundation especially acknowledges that knowledge is not distributed equally through institutions. A person who has navigated exploitation, withdrawal, housing instability, stigma, or an inaccessible service system may understand a barrier that no administrative dataset records. Ethical learning brings that knowledge into decision-making without requiring anyone to surrender privacy or repeatedly perform trauma.

The board also recognizes its responsibility to keep this publication current. Statistics age, terminology changes, programs improve, and communities identify harms that were previously overlooked. Readers are invited to treat this edition as a well-sourced foundation for action—not as the final word.

    

  

    
      Abstract





    

    
      Human trafficking and substance use disorders are distinct but sometimes intersecting public-health, human-rights, and community challenges. Trafficking is defined by exploitation and, for adults, the use of force, fraud, or coercion; it does not require transportation. Substance use disorder is a treatable health condition characterized by clinically significant impairment or distress associated with substance use. Neither trafficking victimization nor addiction can be reduced to a single demographic, pathway, or intervention.

This paper synthesizes current global, U.S., and North Carolina evidence from international agencies, federal surveys, mortality surveillance, administrative and hotline data, government guidance, systematic reviews, and peer-reviewed studies. The 2021 Global Estimates of Modern Slavery estimated that 49.6 million people were living in modern slavery on any given day, including 27.6 million in forced labor and 22 million in forced marriage. UNODC reported that detected trafficking victims increased 25 percent between 2019 and 2022; children represented 38 percent of victims detected in 2022. These measures describe different phenomena and are not additive.

For addiction, the 2024 U.S. National Survey on Drug Use and Health estimated that 48.4 million people age 12 or older had a past-year substance use disorder. Of 52.6 million people classified as needing substance-use treatment, 10.2 million received treatment. At the same time, 23.5 million adults who believed they had ever had a drug or alcohol problem described themselves as in recovery or recovered. Globally, the 2025 World Drug Report estimated that 64 million people had drug use disorders in 2023, while only about one in twelve received drug-related treatment. WHO estimated that 400 million people age 15 or older lived with alcohol use disorders in 2019.

The available literature indicates several possible connections between trafficking and substance use: preexisting substance use may be exploited as a vulnerability; traffickers may introduce, compel, supply, or withhold substances as a means of control; substances may be used to cope with trauma; and criminalization, unstable housing, stigma, and fragmented services may make both exit and recovery harder. The evidence base for integrated trafficking-and-addiction interventions remains limited. A 2026 scoping review identified only six evaluated interventions reporting substance-use outcomes among trafficking survivors.

The paper proposes a Kadesh Foundation bridge model organized around four functions: trustworthy education, partner due diligence, catalytic support for gaps in care, and transparent donor engagement. The model emphasizes survivor-informed practice, evidence-informed treatment, low-barrier access, housing and practical stability, peer and spiritual support, safeguarding, measurable outcomes, and explicit limits on claims. The central conclusion is that philanthropy is most credible when it funds the conditions that make restoration more possible while resisting promises that exceed the evidence.

Keywords: human trafficking; forced labor; modern slavery; substance use disorder; addiction; recovery capital; trauma-informed care; philanthropy; faith-based partnership; North Carolina

    

  

    
      Executive Summary





    

    
      Human trafficking is exploitation. It can occur in commercial sex, agriculture, domestic work, construction, hospitality, restaurants, manufacturing, criminal activity, begging, online environments, and other settings. A person does not have to cross a border—or travel at all—to be trafficked. In the United States, an adult trafficking case generally involves force, fraud, or coercion for labor or commercial sex. When a minor is induced to engage in commercial sex, federal law does not require proof of force, fraud, or coercion.

Addiction is not a moral identity. A substance use disorder is a health condition influenced by biology, development, environment, trauma, access to substances, social context, and patterns of learning and reinforcement. It can affect judgment, health, relationships, housing, employment, and safety. It is treatable, and millions of people identify as being in recovery or recovered.

The two issues must not be collapsed into one. Most people with substance use disorders are not trafficking victims. Not every trafficking survivor uses substances or has a substance use disorder. Drug use does not prove trafficking, and trafficking indicators do not establish a diagnosis. Yet service systems cannot ignore the overlap when it occurs.


    
        Findings about human trafficking

    



	The latest joint global prevalence estimate found 49.6 million people living in modern slavery in 2021: 27.6 million in forced labor and 22 million in forced marriage (ILO, Walk Free, & IOM, 2022).

	Within forced labor, 3.3 million were children. Commercial sexual exploitation represented a smaller share of forced labor by count but a highly profitable and deeply harmful form of exploitation.

	UNODC found a 25 percent increase in detected trafficking victims in 2022 compared with 2019. Detected child victims increased 31 percent, and children represented 38 percent of all detected victims (UNODC, 2024).

	Forced labor accounted for 42 percent of detected victims in 2022, compared with 36 percent for sexual exploitation, while convictions remained disproportionately concentrated in sexual-exploitation cases (UNODC, 2024).

	The National Human Trafficking Hotline identified 301 North Carolina cases involving 580 potential victims in 2024. These are reported and identified situations, not an estimate of statewide prevalence (Polaris, 2025).




    
        Findings about addiction and recovery

    



	In 2024, 48.4 million people age 12 or older in the United States had a past-year substance use disorder, including 27.9 million with alcohol use disorder and 28.2 million with drug use disorder. Categories overlap (SAMHSA, 2025).

	SAMHSA classified 52.6 million people as needing substance-use treatment, but 10.2 million—19.3 percent—received treatment in 2024 (SAMHSA, 2025).

	Among adults who believed they had ever had a drug or alcohol problem, 23.5 million considered themselves in recovery or recovered (SAMHSA, 2025).

	Final U.S. mortality data recorded 79,384 drug-overdose deaths in 2024. This was a major decline from 2023, but it remained an extraordinary loss of life (Garnett & Miniño, 2026).

	UNODC estimated 64 million people worldwide had drug use disorders in 2023, with only about one in twelve receiving drug-related treatment; among women, the estimate was about one in eighteen (UNODC, 2025).

	WHO estimated that 400 million people age 15 or older had alcohol use disorders in 2019, including 209 million with alcohol dependence. Alcohol was attributable to approximately 2.6 million deaths in 2019 (WHO, 2024).




    
        What the intersection means

    



Evidence and practitioner experience describe at least five mechanisms:

	An exploiter targets a person whose existing substance use, withdrawal risk, debt, or criminal-legal exposure can be manipulated.

	An exploiter introduces or forces substances to reduce resistance, increase dependency, create compromising evidence, or control withdrawal.

	A person uses substances to endure physical pain, fear, sleep disruption, shame, or traumatic stress during exploitation.

	Substance use begins or intensifies after trafficking as a coping strategy for trauma, isolation, or unstable living conditions.

	Fragmented services force a person to choose between trafficking services that cannot address addiction and addiction services that are not prepared for trafficking-related safety and trauma.



The strongest responsible conclusion is not that trafficking “causes addiction” in every case. It is that both conditions can be linked through trauma, coercion, instability, stigma, and service gaps—and that integrated, low-barrier, survivor-informed care deserves investment.


    
        The proposed Kadesh Foundation role

    



Kadesh can bridge concern and credible action through four connected functions:

	Educate: publish careful research, equip churches and communities to recognize exploitation and addiction without stereotyping, and normalize evidence-informed recovery.

	Vet: assess partner governance, safeguarding, clinical scope, survivor participation, financial controls, referral networks, and outcome practices.

	Strengthen: use grants and partnerships to close practical gaps such as transportation, identification, emergency lodging, treatment access, peer support, family services, employment preparation, and continuing care.

	Report: tell donors what was funded, what changed, what remains uncertain, and how learning will improve the next decision.




    
        The donor proposition

    



A donor should not be promised that a specific dollar amount “rescues” a person or guarantees recovery. A more honest proposition is stronger:

Your gift helps Kadesh Foundation identify trustworthy work, strengthen the conditions that make safety and recovery more attainable, educate communities, and hold partners and itself accountable for responsible stewardship.


Join Kadesh in building practical pathways toward hope, healing, and restoration. Donate securely: DONATE SECURELY THROUGH ZEFFY


    
        What this expanded edition adds

    



This expanded edition deepens the practical and analytical case in four ways.

First, it places trafficking and addiction within systems rather than presenting either problem as a series of isolated personal tragedies. Housing markets, labor practices, treatment capacity, transportation, criminal-legal policy, immigration systems, family support, and community trust influence both vulnerability and recovery. These conditions do not remove individual agency, but they determine which choices are realistically available.

Second, it distinguishes three levels of evidence:

	scale evidence, which estimates how many people may be affected;

	mechanism evidence, which examines how exploitation, substance use, trauma, and institutional barriers may interact;

	intervention evidence, which asks whether a particular program improves outcomes.



Strong scale evidence does not automatically prove that a specific intervention works. A compelling mechanism does not establish prevalence. An encouraging program story is not a controlled outcome study. Donors and boards need all three levels, but they must not confuse them.

Third, the edition develops a more complete philanthropic model. Kadesh can support people indirectly but meaningfully by improving the organizations, access routes, practical resources, and relationships around them. This model values small enabling expenditures—transportation, identification, childcare, medication access, digital security, peer navigation, and temporary lodging—alongside larger program grants.

Fourth, it treats learning as an ethical obligation. When evidence is incomplete, the answer is not paralysis or overstatement. The answer is a carefully bounded pilot, transparent measurement, participant feedback, and willingness to change course.


    
        Twelve conclusions for decision-makers

    



	Trafficking is defined by exploitation and control, not by movement.

	Labor trafficking requires greater public, investigative, and philanthropic attention.

	No available data source provides a complete count of trafficking in the United States or worldwide.

	Addiction is treatable, and recovery is common enough to be a central part of public messaging.

	Treatment access remains profoundly unequal by geography, gender, income, insurance, and social position.

	Trafficking and substance use sometimes intersect through coercion, coping, vulnerability, and institutional exclusion.

	Evidence for integrated interventions is promising in rationale but limited in evaluation.

	Housing, transportation, documentation, and connection are not peripheral services; they are part of the intervention environment.

	Faith communities can provide meaning and belonging when spiritual care remains voluntary and works alongside qualified care.

	Ethical fundraising should describe contribution rather than promise rescue or cure.

	Survivor-informed governance requires compensation, influence, diversity, and the right not to disclose.

	Kadesh can earn donor confidence by being unusually precise about evidence, partner standards, outcomes, limitations, and learning.



    

  

    
      How to Use This Book





    

    
      This book is designed for several kinds of readers.

Community members can begin with the Executive Summary, Chapters 1 and 6, and the discussion guide. These sections establish definitions, correct common misconceptions, and suggest constructive action.

Donors may move from the Executive Summary to Chapters 12 through 15. Those chapters explain how Kadesh converts generosity into careful partner selection, flexible support, shared learning, and honest stewardship.

Service providers and civic leaders may focus on Chapters 5, 8, 10, and 11. Together they describe the local service landscape, the treatment environment, pathways connecting trafficking and substance use, and standards for low-barrier coordination.

Board members and grant reviewers should use Chapters 12 through 15 with Appendices B, C, F, and G. The narrative provides the rationale; the appendices convert it into repeatable questions and records.

The charts are intentionally selective. Each one communicates a defined finding and should be read with its source year and limitations. The illustrations are interpretive, not documentary. They avoid depicting identifiable survivors or turning suffering into spectacle.

Readers should never use this book to identify, confront, diagnose, or investigate a particular person. Immediate danger, suspected abuse involving a child, a medical emergency, or a legal question requires the appropriate qualified local response.

    

  

    
      Research Method and Limits





    

    
      This paper is an evidence-informed synthesis rather than an original prevalence study, clinical guideline, or formal systematic review. It was prepared for public education, philanthropic strategy, board discussion, and partner development.


    
        Evidence hierarchy

    



Priority was given to:

	treaty texts, statutes, and official definitions;

	global estimates and multi-country reports from ILO, IOM, WHO, and UNODC;

	nationally representative U.S. surveys and final mortality data;

	federal and state administrative or program data;

	systematic and scoping reviews;

	peer-reviewed observational and qualitative research;

	practitioner consensus reports and survivor-informed guidance.



Sources were selected for authority, relevance, recency, methodological transparency, and direct applicability. When a newer release did not replace a major underlying estimate, the date of the measured data is stated. For example, the 2022 modern-slavery report describes 2021 estimates, and WHO’s 2024 alcohol report primarily describes 2019 outcomes.


    
        Important limits

    



Human trafficking is deliberately hidden. People may not disclose because of threats, fear of deportation or arrest, dependence on an exploiter, lack of privacy, concern for family, prior institutional harm, or not recognizing their experience within legal terminology. Administrative detection is therefore not prevalence.

Global prevalence estimates depend on modeling, surveys, extrapolation, and assumptions. They are indispensable for understanding scale but should be presented with uncertainty and definitions intact.

Hotline information reflects situations reported to and identified by a particular service. It is affected by awareness, access, language, publicity, reporting behavior, and data practices. State totals cannot rank the “worst” states without accounting for these factors.

Substance-use surveys rely partly on self-report and may underrepresent people who are unhoused, institutionalized, incarcerated, or otherwise outside household sampling frames. Treatment receipt does not by itself show treatment quality, duration, appropriateness, or outcome.

Overdose death categories overlap because more than one substance may be involved. Overdose mortality is not identical to addiction prevalence; a person can die from a toxic exposure without meeting criteria for a substance use disorder, and many people with a disorder never experience a fatal overdose.

Research at the intersection of trafficking and substance use often uses service-engaged, justice-involved, or clinical samples. Such findings may not generalize to all survivors. Studies frequently focus on sex trafficking, women, girls, or youth, leaving major gaps regarding labor trafficking, men and boys, LGBTQ+ people, older adults, migrants, rural communities, and survivors who never enter formal services.


    
        Editorial commitments

    



This paper uses person-first, non-stigmatizing language. It avoids graphic imagery, sensational narratives, inflated prevalence claims, and the implication that rescue is a single event. It recognizes “survivor” and “person in recovery” as identities people may choose for themselves, not labels imposed on everyone.

The report’s recommendations for Kadesh are proposals. Before publishing partner claims, grant totals, program outcomes, tax statements, financial ratios, or individual stories, the board should verify them and obtain appropriate permissions.


    
        Analytic framework

    



The expanded paper uses a five-question framework for each major claim:

	Definition: What exactly is being measured or described?

	Population: To whom does the evidence apply?

	Period: When were the data collected?

	Method: Was the evidence modeled, surveyed, administratively detected, clinically coded, or qualitatively reported?

	Decision relevance: What action can the evidence reasonably support?



This framework prevents a common error in advocacy: using an emotionally powerful figure for a decision it cannot support. A global modern-slavery estimate can justify international attention. It cannot reveal the number of people trafficked in one North Carolina county. A national treatment-gap estimate can support investment in access. It cannot determine which treatment is right for one person.


    
        Literature-search boundaries

    



The review prioritized English-language sources available through July 2026. This creates limits. Important research published in other languages, local evaluations not posted publicly, Indigenous knowledge, and community experience may be underrepresented. Global evidence is also shaped by which countries have functional reporting systems and research capacity.

Peer-reviewed literature was used to test and deepen claims from government and international reports. Studies at the trafficking-and-substance-use intersection were reviewed for sample source, setting, identification method, outcome definition, and generalizability. Observational findings were not presented as proof of causation.


    
        Conflicts of role

    



This paper is both research-informed education and a Kadesh Foundation engagement resource. That dual role creates a potential conflict: fundraising incentives can reward dramatic certainty. The paper addresses the risk by:

	presenting limitations beside claims;

	separating Kadesh proposals from established evidence;

	avoiding per-dollar rescue claims;

	distinguishing partner outcomes from Kadesh contributions;

	retaining source dates and definitions;

	inviting correction when newer evidence becomes available.




    
        Updating protocol

    



Before each major new edition, Kadesh should:

	verify whether ILO, UNODC, WHO, SAMHSA, CDC, and state reports have been replaced;

	preserve old measurement years when the underlying estimate remains the latest;

	document changed definitions or survey methods;

	update charts and captions together;

	archive the previous edition;

	record the reviewer and review date for every headline statistic.



This protocol turns research maintenance into an organizational process rather than an occasional communications task.
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Human Trafficking—Definitions, Scale, and Human Consequences





    

    
      
                    
                        [image: A wide editorial landscape shows people working with dignity across agriculture, food service, construction, domestic work, and an urban transit corridor as cool predawn light gives way to sunrise.]
                    

                

Part I opening image — Trafficking can be hidden within familiar industries and ordinary places. The image avoids assigning victimhood by appearance; exploitation is defined by conduct and control, not by how a person looks.

    

  

    
      Chapter 1



Exploitation, Not Movement





    

    
      Public understanding of trafficking is often shaped by images of kidnapping, border crossings, locked rooms, and dramatic rescue. Those situations can occur, but they do not define the crime. The central concept is exploitation.

The United Nations Protocol to Prevent, Suppress and Punish Trafficking in Persons defines trafficking through three components: an act such as recruitment, transport, transfer, harboring, or receipt; a means such as force, coercion, abduction, fraud, deception, abuse of power, or abuse of vulnerability; and a purpose of exploitation. For children, the “means” element is not required under the protocol.

U.S. federal law similarly recognizes severe forms of trafficking in persons as sex trafficking induced by force, fraud, or coercion, or involving a person under age eighteen; and the recruitment, harboring, transportation, provision, or obtaining of a person for labor or services through force, fraud, or coercion for involuntary servitude, peonage, debt bondage, or slavery.


    
        Force, fraud, and coercion

    



Force may include assault, restraint, confinement, sexual violence, physical deprivation, or threats backed by violence.

Fraud may include false employment terms, deceptive recruitment fees, sham romantic relationships, false promises of education or immigration assistance, substituted contracts, concealed working conditions, or lies about pay and debt.

Coercion may be physical, psychological, economic, legal, relational, or technological. Examples include threats against family; confiscation of identity documents; manipulation of debt; monitoring phones; withholding wages; blackmail; immigration threats; threats of arrest; exploiting withdrawal symptoms; isolation; and repeated conduct that makes a person reasonably believe serious harm will follow an attempt to leave.

The reality of coercion is important because outsiders sometimes ask why a person did not simply walk away. That question assumes freedom where freedom has been systematically undermined. A door may be unlocked while a child is threatened, a family member is endangered, a debt is impossible to repay, a passport is withheld, withdrawal is imminent, or every safe alternative appears closed.


    
        Trafficking and smuggling are different

    



Human smuggling generally involves facilitating unauthorized movement across a border, often for payment. The offense is principally against the state’s immigration system. Trafficking is an offense against a person and centers on exploitation. A smuggling arrangement can become trafficking if coercion and exploitation emerge, but neither term should be used as shorthand for the other.


    
        Trafficking does not require transportation

    



A person may be trafficked in a home, farm, hotel, restaurant, factory, construction site, salon, online platform, or neighborhood where they have always lived. The word “trafficking” can mislead communities into looking for travel rather than control.


    
        Labor trafficking deserves equal seriousness

    



Media coverage and public fundraising often emphasize commercial sexual exploitation. Sex trafficking requires urgent attention, but labor trafficking can be overlooked precisely because the labor occurs in familiar industries. UNODC found that forced labor represented 42 percent of detected trafficking victims in 2022, exceeding the 36 percent detected for sexual exploitation. Yet convictions were far more concentrated in sexual-exploitation cases (UNODC, 2024).

Labor trafficking may appear in:

	domestic work and caregiving;

	agriculture, forestry, and fishing;

	construction and landscaping;

	factories and manufacturing;

	hospitality, cleaning, and food service;

	traveling sales crews;

	beauty, health, and personal-service businesses;

	informal work and illicit economies.



Workers can face recruitment debt, wage theft, document confiscation, employer-controlled housing, threats, unsafe conditions, and practical or legal barriers to leaving.


    
        Indicators are prompts, not proof

    



Possible indicators include a person being unable to speak privately; another person controlling identification, money, transportation, or communication; work or housing conditions differing sharply from promises; debt being used to compel work; threats against family; a minor involved in commercial sex; or a worker who cannot leave without threatened harm.

No single sign establishes trafficking. Fear, injury, fatigue, language barriers, shared housing, unusual work hours, or a controlling companion can have multiple explanations. Community education should encourage safe observation, qualified consultation, and respect for the person—not amateur surveillance or confrontation.


    
        Why precision is protective

    



Overbroad definitions can misidentify people, obscure labor exploitation, damage credibility, and encourage unsafe interventions. Underinclusive definitions can leave survivors unseen. Precision helps communities recognize exploitation while protecting people from stereotypes and misdirected suspicion.


    
        Consent, constraint, and the reality of choice

    



Trafficking discussions can become confused when a person initially agreed to travel, accepted a job, entered a relationship, used a substance, or engaged in commercial sex. Initial agreement does not authorize later exploitation. Consent to one activity is not consent to threats, confinement, debt bondage, assault, withheld wages, document confiscation, or compelled services.

The relevant question is not whether the person ever said yes. It is whether force, fraud, coercion, or the legally applicable child standard was used to obtain or maintain exploitation. The circumstances surrounding a choice matter. A decision made under threat of homelessness, withdrawal, family harm, or immigration retaliation may be legally and practically constrained even when it is not physically forced.

This distinction should shape Kadesh education. Presenters should avoid implying that trafficking always begins with kidnapping. They should also avoid labeling every harmful or regretted situation as trafficking. Precise definitions protect both credibility and access to the correct form of help.


    
        Forced criminality

    



UNODC has documented trafficking for forced criminality, including compelled fraud, drug activity, theft, and other illegal conduct. People can therefore appear first as suspects or offenders rather than victims. This creates a critical identification challenge.

A victim-centered response does not assume that every offense was compelled. It asks whether another person recruited, controlled, threatened, profited from, or prevented exit from the conduct. Criminal-record consequences can create additional leverage for exploiters and long-term barriers to housing and employment.


    
        Commercial sex involving minors

    



Under U.S. federal law, a minor induced to engage in a commercial sex act is a trafficking victim without proof of force, fraud, or coercion. “Commercial” can involve anything of value, not only cash. Communities should therefore understand that food, shelter, transportation, substances, or other survival needs can form part of commercial exploitation.

This standard does not authorize public interrogation of young people. Identification and response require trained child-welfare, advocacy, health, and law-enforcement professionals operating under applicable law and safeguarding procedures.


    
        Why labor trafficking is missed

    



Labor trafficking can be obscured by beliefs that exploitation is merely a labor dispute, that migrants should accept any condition, or that legal immigration status eliminates risk. Warning signs may be hidden inside subcontracting, employer-controlled housing, recruitment debt, or informal cash arrangements.

Kadesh can help donors see labor rights, worker voice, ethical recruitment, and safe migration pathways as part of anti-trafficking work. Funding legal screening, wage recovery, language access, or worker outreach may be as mission-aligned as supporting a residential program.


    
        Kadesh action

    



Kadesh can provide short, source-based educational modules for churches, businesses, schools, and civic groups. Each module should distinguish trafficking from smuggling, consensual adult activity, poor working conditions that do not meet the legal threshold, and other forms of abuse. It should teach that concern is a reason to seek qualified guidance, not permission to conduct an investigation.

Help Kadesh replace myths with responsible education and practical support. Donate securely: DONATE SECURELY THROUGH ZEFFY

    

  

    
      Chapter 2



Measuring a Hidden Crime





    

    
      The desire for a single, definitive number is understandable. Donors, journalists, policymakers, and communities want to know how many people are affected. Yet trafficking data answer several different questions, and apparent precision can be misleading.


    
        Global estimates of modern slavery

    



The ILO, Walk Free, and IOM estimated that 49.6 million people were living in modern slavery on any given day in 2021. The umbrella included 27.6 million people in forced labor and 22 million in forced marriage. Approximately 3.3 million children were in forced labor (ILO, Walk Free, & IOM, 2022).


                    
                        [image: A horizontal bar divides the 49.6 million global modern-slavery estimate into 27.6 million in forced labor and 22 million in forced marriage, with 3.3 million children included in forced labor.]
                    

                

Figure 1. Composition of the 2021 global modern-slavery estimate. Source: ILO, Walk Free, and IOM (2022). Modern slavery is a statistical umbrella, not a count of individually adjudicated trafficking cases.

The term modern slavery is a statistical umbrella, not a single criminal charge. It brings together forced labor and forced marriage because both involve situations a person cannot refuse or leave because of threats, violence, coercion, deception, or abuse of power. The category helps show scale, but it should not be presented as though 49.6 million people were individually identified through trafficking investigations.

Among people in forced labor, the majority were exploited in the private economy. State-imposed forced labor and commercial sexual exploitation also contributed substantially. Forced labor occurred across regions and income levels. Asia and the Pacific had the largest absolute estimated number, while prevalence rates and forms varied.


    
        Detected victims

    



UNODC’s 2024 Global Report on Trafficking in Persons compiled information from 156 countries. It found that the number of victims detected in 2022 was 25 percent higher than in 2019. Detected child victims increased 31 percent, and children accounted for 38 percent of detected victims. UNODC also reported that 58 percent of detected victims were trafficked within national borders (UNODC, 2024).


                    
                        [image: Two indexed bars show all detected trafficking victims increasing 25 percent and detected child victims increasing 31 percent between 2019 and 2022; a callout notes that children were 38 percent of detected victims in 2022.]
                    

                

Figure 2. Change in global detected trafficking victims, 2019–2022. Source: UNODC (2024). Detection can change because prevalence, reporting, enforcement, capacity, or data practices change.

These figures do not directly show that global prevalence rose by 25 percent. Detection can change because trafficking changes, authorities improve identification, laws and reporting evolve, services expand, conflicts and migration patterns shift, or pandemic-era disruption changes what reaches official attention.

Detected cases also reflect system priorities. If labor inspectors lack trafficking training or resources, forced-labor cases may remain invisible. If police and service systems focus heavily on commercial sex, detected-victim data may reproduce that focus. The disparity between forced-labor victim detection and forced-labor convictions suggests a need for stronger investigation and prosecution capacity.


    
        Hotline data

    



In 2024, the National Human Trafficking Hotline received 638 signals from North Carolina and identified 301 cases involving 580 potential victims. Reported case types included 145 sex-trafficking cases, 73 labor-trafficking cases, and 38 involving both. Since 2007, the hotline reports identifying 2,806 North Carolina cases involving 7,574 potential victims (Polaris, 2025).

These data can help describe what reached the hotline. They cannot establish the total number of people trafficked in North Carolina, prove that one state has more trafficking than another, or show that every report met a criminal evidentiary standard. Changes may reflect awareness, media attention, service availability, hotline reach, and reporting practices.


    
        Criminal-justice data

    



Investigations, prosecutions, and convictions measure the activity and capacity of justice systems. They are affected by legal definitions, evidentiary standards, plea practices, survivor safety, prosecutorial discretion, investigative resources, and the difficulty of proving coercion.

A low number of convictions does not necessarily mean a low number of victims. A high number of arrests does not necessarily mean services are adequate. Justice metrics should be paired with protection, prevention, and survivor outcome measures.


    
        Program data

    



Organizations may report people contacted, screened, sheltered, treated, placed in employment, reunited with family, or completing a program. These are valuable operational measures, but they do not automatically demonstrate long-term restoration.

A completion rate can be misleading if:

	“completion” is not defined;

	the denominator excludes people who left early;

	follow-up is short;

	participants lost to follow-up are ignored;

	housing, safety, health, or quality of life are not measured;

	a program claims responsibility for outcomes produced by many partners.




    
        A responsible statistical vocabulary

    



Kadesh communications should use verbs that match the evidence:

	estimated for modeled prevalence;

	detected for victims identified by reporting authorities;

	identified through hotline information for hotline cases;

	reported for survey responses;

	recorded for mortality or administrative events;

	served for program contacts;

	achieved only when a defined outcome and measurement period are stated.




    
        Data should guide, not dehumanize

    



Statistics can establish urgency, identify gaps, and support allocation. They can also reduce people to numbers. The corrective is not to abandon data; it is to pair data with dignity, limitations, and action. Every figure should answer: What does this measure? What does it not measure? What decision should it inform?


    
        The denominator problem

    



Every percentage depends on a denominator. If a report states that a proportion of “victims” experienced a form of exploitation, the reader must ask: victims detected by whom, in which countries, over what period, and with what missing data?

Hotline demographics are often incomplete because collecting information may be unsafe or inappropriate. Program outcomes may exclude people who left early. Court data include only cases reaching a legal stage. Hospital studies include people who obtained hospital care and were coded in a particular way. Each denominator selects a different population.

Kadesh publications should display denominators whenever they materially change interpretation. “Thirty-eight percent of detected victims in the UNODC reporting dataset were children” is more accurate than “thirty-eight percent of trafficking victims are children.”


    
        False precision and viral statistics

    



Trafficking advocacy has a long history of statistics repeated without traceable methods. A number may persist because it is memorable, not because it is valid. Warning signs include:

	no original source;

	no measurement year;

	an implausibly exact local count for a hidden population;

	global and national categories combined;

	“rankings” based only on hotline calls;

	economic estimates converted into victim counts without explanation;

	one study sample generalized to all survivors.



A responsible organization should be willing to use fewer numbers. Three well-defined figures can educate more effectively than a page of unsupported claims.


    
        Data justice

    



Data collection can help allocate resources, but it can also expose people to surveillance, stigma, or legal risk. Organizations should collect the least identifying information required for care, safeguarding, accountability, and lawful reporting.

Questions to ask before collecting a field include:

	Who will use it?

	What decision will it change?

	Could it be subpoenaed, breached, or misinterpreted?

	Is the person free to decline?

	How long will it be retained?

	Can aggregate reporting achieve the purpose?



People should not have to trade unnecessary personal history for basic assistance.


    
        Building a Kadesh evidence register

    



The evidence register proposed in this paper can be a simple spreadsheet or database. Each entry should contain:

	approved public wording;

	underlying source and link;

	measured population and year;

	publication date;

	known limitations;

	approved charts using the figure;

	next review date;

	board or staff owner.



Campaign writers should draw from the register rather than search the internet independently each time. Corrections can then propagate across the website, presentations, events, and future editions.


    
        Kadesh action

    



Kadesh should maintain a public evidence register for every major statistic used in campaigns. The register should state the source, data year, publication year, definition, geographic scope, limitation, and date last reviewed. This small practice can distinguish the foundation from organizations that repeat viral but unsupported claims.

    

  

    
      Chapter 3



Vulnerability, Recruitment, and Control





    

    
      Trafficking is caused by traffickers and exploitative systems—not by the characteristics of victims. Nevertheless, traffickers search for needs, relationships, and structural conditions they can manipulate.


    
        Vulnerability is relational

    



Vulnerability is not an identity permanently attached to a person. It arises from the interaction between individual circumstances, social systems, and an exploiter’s strategy. A recent housing loss may matter because someone offers a place to stay with hidden conditions. Limited English proficiency may matter because an employer controls information and documents. A substance dependence may matter because an exploiter controls supply and withdrawal.

Commonly cited vulnerability factors include:

	unstable housing or homelessness;

	poverty, unemployment, and debt;

	child-welfare or juvenile-justice involvement;

	family rejection or violence;

	migration and insecure legal status;

	conflict, disaster, and displacement;

	disability and unmet health needs;

	social isolation and lack of trusted adults;

	prior victimization and traumatic stress;

	discrimination based on race, ethnicity, gender, sexuality, or nationality;

	substance use and barriers to treatment.



The presence of any factor does not predict trafficking. Millions of people experience these conditions without being trafficked. The ethical focus remains on the person who chooses to exploit.


    
        Recruitment often looks like opportunity

    



Recruitment can begin with an offer that appears to solve a real problem: a job, romance, housing, transportation, protection, belonging, travel, education, immigration assistance, or a way to support family. Fraudulent recruitment works because the promise is plausible and the need is genuine.

Online spaces can widen reach. Social media, messaging platforms, gaming communities, job boards, and dating apps can facilitate grooming, deceptive offers, monitoring, or image-based abuse. Technology is not the root cause; it is an instrument that can be used for recruitment and control.


    
        Control can be cumulative

    



Trafficking rarely depends on one tactic. Control may be built through a pattern:

	offer belonging or opportunity;

	create emotional, financial, or practical dependence;

	separate the person from trusted relationships;

	change the rules and increase demands;

	impose debt, threats, surveillance, shame, or violence;

	alternate punishment with affection, relief, or promises;

	convince the person that authorities, family, or community will reject them.



This cumulative pattern explains why leaving can be dangerous and why returning to an exploiter does not negate victimization. A person may be calculating immediate survival under constrained choices.


    
        Structural conditions create exploitable gaps

    



Trafficking prevention cannot rely only on awareness posters. If a worker must choose between exploitation and homelessness, information alone is weak protection. If a young person leaving foster care lacks housing and supportive adults, recognizing grooming does not create a safe alternative. If a person with opioid dependence cannot access medication or transportation, warning them that substances can be used as control does not resolve withdrawal.

Prevention must therefore strengthen:

	safe housing and emergency assistance;

	worker protections and ethical recruitment;

	accessible health and behavioral-health care;

	education and economic opportunity;

	language access and legal assistance;

	family and community connection;

	child-welfare transition support;

	safe migration information;

	digital literacy and image-safety practices.




    
        The importance of labor systems

    



Forced labor risk increases where workers are isolated, subcontracting chains are opaque, recruitment fees create debt, visas are tied to one employer, labor inspection is weak, or retaliation appears inevitable. Donors and charities can contribute to prevention by examining their own purchasing, event vendors, apparel, food, construction, cleaning, and supply chains.


    
        Faith communities as protective communities

    



Congregations can provide belonging, meals, transportation, temporary practical support, mentoring, and a trusted place to disclose concern. They can also cause harm if they promise confidentiality they cannot keep, pressure disclosure, substitute prayer for professional care, blame victims, or turn personal stories into public testimony.

A protective faith community:

	explains safeguarding and reporting obligations;

	trains leaders to respond without interrogation;

	maintains referral relationships;

	respects consent and privacy;

	understands medical and behavioral-health scope;

	supports people for months and years, not only during a public campaign.




    
        An ecological model of prevention

    



Prevention is strongest when it works at several levels.

Individual level: knowledge, digital literacy, health care, coping skills, identification documents, and awareness of labor rights.

Relationship level: trusted adults, family support when safe, peer connection, mentoring, and healthy workplace supervision.

Community level: housing, transportation, schools, health services, ethical employers, congregations, and responsive local institutions.

System level: labor enforcement, child welfare, migration policy, health coverage, criminal-record relief, procurement standards, and economic opportunity.

Education that addresses only individual awareness can imply that a person should have recognized or avoided exploitation. An ecological approach asks whether the community offered a safe alternative.


    
        The grooming continuum

    



Grooming is often described as a sequence, but real relationships are not always linear. Attention, affection, gifts, opportunity, or protection may coexist with early boundary violations. Control can intensify gradually enough that each new demand appears only slightly worse than the last.

Digital communication can accelerate intimacy and extend surveillance. Location sharing, account access, intimate images, shared passwords, and financial apps may become tools of control. Safety planning may therefore require new devices, account recovery, privacy settings, documentation of threats, and guidance from qualified professionals.


    
        Climate and disaster displacement

    



Disasters can destroy housing, separate families, interrupt identification and medication, and create demand for temporary labor. Workers arriving for cleanup or reconstruction may face deceptive recruitment, wage theft, unsafe housing, or threats. Residents displaced into hotels, shelters, or informal arrangements may become dependent on people offering transportation or lodging.

Kadesh’s North Carolina location makes disaster readiness a practical mission issue. Partner grants can support worker-rights information, treatment continuity, safe temporary lodging, and rapid flexible assistance after hurricanes.


    
        Prevention without surveillance

    



Some prevention campaigns encourage the public to watch strangers for signs. Poorly designed campaigns can increase racial profiling, suspicion of immigrants, or harassment of consensual adult workers.

Better prevention focuses on conduct and conditions:

	Can a worker leave?

	Are wages and documents controlled?

	Are threats or debts being used?

	Can the person communicate privately?

	Is a child involved in commercial sex?

	Are working conditions materially different from recruitment promises?



The goal is a safer community, not a suspicious one.


    
        Kadesh action

    



Kadesh can fund protective factors as legitimate anti-trafficking work. A transportation grant, security deposit, recovery medication copay, legal consultation, or peer-support position may not produce a dramatic photograph, but it can close the practical gap an exploiter would otherwise use.

Fund the conditions that make exploitation harder and restoration more attainable. Donate securely: DONATE SECURELY THROUGH ZEFFY

    

  

    
      Chapter 4



Health, Trauma, and the Long Work of Restoration





    

    
      The effects of trafficking can extend across physical health, mental health, relationships, finances, identity, legal status, and community connection. The pattern varies. There is no universal “survivor presentation,” and visible distress is not required for an experience to be real.


    
        Health consequences

    



Systematic reviews have documented high levels of violence and significant mental, physical, and sexual-health problems among studied trafficking survivors, while emphasizing differences in samples and limited evidence for some groups (Ottisova et al., 2016; Oram et al., 2016).

Possible health needs include:

	injuries, chronic pain, dental problems, and untreated illness;

	reproductive and sexual-health care;

	infectious-disease testing and treatment;

	sleep disturbance, fatigue, and nutrition needs;

	depression, anxiety, traumatic stress, dissociation, and grief;

	substance use disorders and overdose risk;

	pregnancy and parenting support;

	disability-related care;

	medication continuity.



Screening must be conducted by trained professionals with privacy, language access, and attention to safety. A checklist used without trust can become another coercive encounter.


    
        Trauma-informed is not a slogan

    



A trauma-informed approach recognizes the prevalence and effects of trauma and attempts to avoid reproducing powerlessness. In practice, it means:

	explaining what will happen before it happens;

	asking permission when choices are available;

	offering meaningful options;

	reducing unnecessary repetition of traumatic details;

	protecting privacy;

	recognizing behavior as adaptation before labeling it noncompliance;

	attending to culture, disability, gender, and language;

	creating predictable processes;

	responding to return to use or program exit without humiliation.



Trauma-informed care does not mean avoiding boundaries. Safety, confidentiality, program expectations, and professional roles still matter. The difference is that boundaries are transparent, proportionate, and applied with dignity.


    
        Survivor-informed practice

    



Survivor-informed practice goes beyond collecting a testimonial. It brings diverse lived experience into planning, governance, program design, training, evaluation, and compensation. HHS guidance emphasizes that no single survivor can represent all forms of trafficking or every community (Office on Trafficking in Persons, 2025).

Responsible participation includes:

	paying people for expertise;

	providing a real ability to disagree;

	avoiding pressure to disclose personal history;

	allowing consent to be withdrawn where possible;

	protecting participants from tokenization;

	including labor-trafficking and underrepresented perspectives;

	explaining how recommendations were used.




    
        Exit is a process

    



Physical separation from an exploiter may be followed by housing instability, legal questions, debt, threats, digital harassment, medical needs, family conflict, or pressure to return. A person may leave and return more than once. Programs that treat one exit as a permanent, linear event may discharge people at the moment they most need flexible reengagement.


    
        Restoration requires more than crisis response

    



Immediate safety is essential, but durable recovery may require:

	permanent housing;

	income and benefits;

	identification and documentation;

	legal advocacy;

	medical and behavioral-health care;

	education and employment;

	childcare and family support;

	digital security;

	peer connection;

	spiritual care chosen by the individual;

	opportunities for leadership and ordinary community life.



These needs are not signs of dependency. They are the architecture of agency.


    
        Outcomes should reflect a life, not only a program

    



Useful outcome domains include:

	current safety and reduced exploitation;

	stable housing;

	access to health care and medication;

	reduced overdose risk;

	improved quality of life;

	increased social support;

	education or employment progress;

	financial stability;

	legal needs addressed;

	participant-defined goals;

	sustained connection after transition.



Some outcomes are influenced by housing markets, legal systems, health coverage, and family circumstances beyond a program’s control. Evaluation should recognize contribution rather than claim sole causation.


    
        Complex and cumulative trauma

    



Some survivors experience repeated interpersonal trauma over long periods, sometimes beginning before trafficking. Symptoms may affect attention, memory, trust, emotional regulation, sleep, and bodily health. These effects can complicate interviews, appointments, and program participation.

Inconsistent recall does not automatically indicate dishonesty. Memory under stress can be fragmented, and disclosure may change as safety and trust change. Investigators and providers still need accurate information, but they should avoid treating a perfectly linear narrative as the only credible one.


    
        The health-system opportunity

    



Health professionals may encounter trafficking survivors in emergency departments, primary care, dental care, reproductive health, behavioral health, addiction treatment, urgent care, or occupational settings. The opportunity is not to turn every clinician into an investigator. It is to create safe privacy, recognize concerning patterns, ask trained questions, and make supported referrals.

Health systems should prepare before screening by establishing:

	private interpretation;

	security and visitor policies;

	social-work and advocacy response;

	documentation guidance;

	mandated-reporting procedures;

	substance-use and withdrawal protocols;

	staff training and debriefing;

	safe discharge planning.




    
        Restoration and post-traumatic growth

    



Trauma should not be romanticized as a source of strength. Harm remains harm. Yet some people describe new purpose, deeper relationships, spiritual change, advocacy, or a stronger sense of self after surviving profound adversity.

Programs can make room for growth without demanding it. A person does not owe the community an inspirational transformation. Stability, privacy, ordinary life, and the freedom not to become a public advocate are valid outcomes.


    
        A restoration horizon

    



Programs often operate in thirty-, sixty-, or ninety-day periods while recovery unfolds over years. A restoration horizon asks what support is needed at:

	the next twenty-four hours;

	the next thirty days;

	six months;

	one year;

	three years.



Different partners may hold different portions of that horizon. Kadesh can fund the connective tissue that prevents each transition from becoming a new cliff.


    
        Kadesh action

    



Kadesh can favor partners that make reentry easy. A person who disengages should have a clear, non-shaming path back to care. Grants can support flexible funds, peer navigation, transportation, and continuing contact—functions often difficult to fund through restricted government contracts.

    

  

    
      Chapter 5



The United States and North Carolina Landscape





    

    
      The United States is a source, transit, and destination country for trafficking. U.S. citizens and foreign nationals experience both sex and labor trafficking. Exploitation occurs in legal industries and illicit markets, in metropolitan and rural areas, and through family, intimate-partner, employer, recruiter, and network relationships.


    
        Federal framework

    



The Trafficking Victims Protection Act of 2000 established the principal federal framework around prevention, protection, and prosecution, later expanded to include partnership. Federal efforts include criminal enforcement, immigration relief, victim services, grants, procurement rules, diplomacy, training, and data collection.

The framework has produced significant infrastructure, but persistent challenges remain:

	labor-trafficking identification and prosecution lag;

	services vary substantially by location and eligibility;

	survivors face housing shortages and long-term economic barriers;

	immigration processes can be complex and delayed;

	rural and culturally specific services may be limited;

	data systems do not produce a complete national prevalence estimate;

	criminalization can obscure victimization;

	people with co-occurring substance use and mental-health needs may be excluded from programs.




    
        North Carolina

    



North Carolina’s geography and economy include large metropolitan corridors, ports, interstate highways, agriculture, hospitality, construction, military communities, tourism, and rural areas. None of these features proves trafficking; each can shape labor mobility, service access, and opportunities for exploitation.

The National Human Trafficking Hotline identified 301 North Carolina cases involving 580 potential victims in 2024. Of the specified case types, sex trafficking was most frequently reported, followed by labor trafficking and combined sex-and-labor trafficking. Frequently listed labor venues included domestic work, agriculture, construction, and food service. These figures reflect hotline information, not statewide prevalence.


                    
                        [image: Horizontal bars show 145 North Carolina sex-trafficking cases, 73 labor-trafficking cases, 38 involving both, and 45 unknown or unspecified cases identified through hotline information in 2024; 301 cases involved 580 potential victims.]
                    

                

Figure 3. North Carolina situations identified through hotline information in 2024. Source: National Human Trafficking Hotline. These are reported and identified situations, not a statewide prevalence estimate.


    
        The rural service problem

    



Rural communities may face:

	fewer shelters and specialized providers;

	limited public transportation;

	long distances to medication or counseling;

	lower anonymity in small communities;

	shortages of health and legal professionals;

	broadband and phone-access gaps;

	difficulty recruiting bilingual or culturally specific staff.



At the same time, rural communities can have strong relational networks, congregations, local knowledge, and civic trust. The strategic question is how to equip those networks without expecting volunteers to perform specialized functions outside their competence.


    
        A coastal and disaster lens

    



Hurricanes and other disasters can increase housing instability, interrupt treatment, displace workers, create urgent demand for construction and cleanup labor, and overwhelm ordinary safeguards. Fraudulent contractors, labor recruiters, and exploiters can take advantage of chaos. Disaster preparedness should include continuity of medications, safe temporary housing, worker-rights communication, transportation, and referral coordination.


    
        Youth and transition points

    



Young people leaving foster care, running from unsafe homes, experiencing family rejection, or moving through juvenile justice can face abrupt losses of housing and connection. Prevention is strongest before crisis: stable adults, transition planning, education, employment, identity documents, health coverage, and accessible behavioral-health care.


    
        The role of local partnerships

    



No single nonprofit can provide every needed service. Effective local networks connect:

	housing and homelessness systems;

	health centers and hospitals;

	substance-use treatment and recovery organizations;

	domestic and sexual-violence services;

	child-welfare and youth programs;

	legal-aid and immigration professionals;

	worker organizations and labor enforcement;

	law enforcement trained in victim-centered practice;

	schools, colleges, and workforce programs;

	survivor-led and culturally specific organizations;

	congregations and civic groups.



Coordination must protect confidentiality. “Collaboration” should not become broad sharing of personal information or mandatory disclosure as the price of receiving help.


    
        A place-based role for Kadesh

    



Kadesh’s Rocky Point location provides a practical North Carolina base while its mission remains global. The foundation can build a place-based portfolio that demonstrates responsible partnership locally and a separate global portfolio that respects local leadership abroad.

Local work may include education, small capacity-building grants, transportation, flexible survivor assistance through qualified partners, recovery support, and network convening. Global work should avoid exporting a one-size-fits-all model and should prioritize organizations with local governance, cultural competence, safeguarding, and transparent financial systems.


    
        A fragmented federal picture

    



The United States has substantial trafficking infrastructure distributed across the Departments of Justice, Homeland Security, Health and Human Services, Labor, State, and other agencies. Fragmentation creates specialized expertise but also inconsistent eligibility, definitions, data systems, and geographic coverage.

Federal prosecution data cannot serve as a national prevalence measure. Grant-program participants cannot represent everyone affected. Immigration relief numbers describe one legal pathway for eligible foreign nationals, not the whole survivor population.

For donors, the practical lesson is to ask which public systems already fund a service and which gaps remain. Philanthropy should complement public responsibility, not quietly replace it.


    
        North Carolina capacity mapping

    



A useful state map would identify services by function rather than by a generic “anti-trafficking” label:

	emergency and long-term housing;

	child and adult advocacy;

	labor and employment law;

	immigration law;

	medical and behavioral health;

	addiction treatment and medication;

	peer and survivor-led services;

	transportation;

	education and workforce development;

	language and culturally specific care;

	services for men, boys, LGBTQ+ people, and people with disabilities.



The map should also identify exclusion criteria. A nominally available bed is not genuinely available if medication, age, gender, children, mobility, criminal history, or geography makes the person ineligible.


    
        The Cape Fear and coastal opportunity

    



Rocky Point sits within reach of Wilmington and the wider Cape Fear region while remaining connected to rural communities. Kadesh can convene partners across urban and rural boundaries, where transportation and specialized-care gaps are especially visible.

A place-based initiative could begin with listening rather than a new program. Interviews with service providers, people with lived experience, hospitals, recovery organizations, legal aid, worker advocates, and congregations could identify two or three fundable access bottlenecks.


    
        Workforce development

    



Both trafficking services and addiction treatment depend on a stable workforce. Low pay, high caseloads, secondary trauma, and limited supervision contribute to turnover. When an experienced navigator leaves, relationships and institutional knowledge leave too.

Capacity grants can support supervision, training, benefits, data systems, and leadership development. These expenditures may not look dramatic in a campaign, but they protect service quality and continuity.


    
        Kadesh action

    



Kadesh can publish an annual North Carolina learning brief that reports verified partner work, not a speculative statewide prevalence number. It can include services funded, counties reached, practical gaps observed, and changes made in response to evidence.

    

  

    
      Part II



Addiction—Scale, Treatment, and Recovery





    

    
      
                    
                        [image: A connected community scene shows clinical care, peer support, a safe home, job training, a community garden, and voluntary spiritual community under calm light after rain.]
                    

                

Part II opening image — Recovery is a whole-person and community process. Clinical care, safe housing, purpose, belonging, peer support, and faith chosen by the individual can reinforce one another.

    

  

    
      Chapter 6



Addiction as a Health and Community Condition





    

    
      The word “addiction” is widely used but often poorly defined. In clinical contexts, substance use disorders are diagnosed according to patterns of impaired control, social impairment, risky use, and physiological features such as tolerance or withdrawal. Severity varies. A person can experience serious harm without fitting a stereotype of constant use, visible intoxication, homelessness, or criminal involvement.


    
        More than a matter of willpower

    



Substances can activate reward, stress, learning, and decision systems in the brain. Repeated exposure may strengthen learned associations between a substance and relief, reward, people, places, or emotional states. Genetics, early development, mental health, trauma, social environment, substance availability, and age of initiation can influence risk. None of these factors makes an outcome inevitable.

Calling addiction a health condition does not erase responsibility or consequences. It clarifies what kind of response is most likely to reduce harm: prevention, accurate information, evidence-based treatment, recovery support, and environments that make healthier choices possible.

Moral condemnation can delay care. People may hide use because they fear losing employment, housing, custody, community standing, or spiritual belonging. Stigma also affects policy and treatment, especially when programs exclude people using medication, treat recurrence as proof of failure, or require public disclosure as a condition of support.


    
        Substance use exists on a spectrum

    



Not every use is a disorder, and not every disorder has the same severity. A continuum may include:

	no use;

	experimental or occasional use;

	use associated with elevated risk;

	harmful patterns;

	mild, moderate, or severe substance use disorder;

	remission and recovery;

	recurrence or return to use.



Interventions should match need. Universal prevention, brief intervention, outpatient counseling, medication, residential care, withdrawal management, peer support, harm reduction, and continuing care serve different functions.


    
        Co-occurring conditions are common

    



Mental illness and substance use disorders can occur together. SAMHSA estimated that approximately 21.2 million U.S. adults had co-occurring mental illness and substance use disorder in 2024 (SAMHSA, 2026). Treatment that addresses only one condition may miss the symptoms, medications, safety concerns, and social needs maintaining the other.

Trauma is also common, but trauma and substance use should not be treated as synonymous. Some people use substances to cope with traumatic stress; others develop a disorder through different pathways. Screening should guide individualized care rather than assuming a universal narrative.


    
        Social determinants shape risk and recovery

    



Health is affected by housing, transportation, food, employment, insurance, childcare, discrimination, community safety, and access to care. Someone discharged from treatment into homelessness, isolation, and a high-risk environment faces a different recovery landscape than someone returning to stable housing and supportive relationships.

The concept of recovery capital captures resources a person can draw on:

	personal capital: health, skills, confidence, coping, identity;

	social capital: family, friends, peers, mentors, congregations;

	community capital: housing, treatment, transportation, work, education, safe spaces;

	cultural capital: language, traditions, spiritual meaning, and belonging.



Recovery capital does not replace clinical care. It helps explain why the same treatment may produce different results in different environments.


    
        Faith can help without becoming a gate

    



Faith communities may offer meaning, forgiveness, service, rituals, friendship, practical assistance, and hope. For many people, spiritual life is central to recovery. It should remain voluntary and should not be used to deny medication, discourage mental-health care, or imply that recurrence proves a lack of faith.

A responsible faith-based program:

	states its spiritual practices clearly before enrollment;

	respects informed choice;

	employs or partners with qualified clinicians;

	maintains medication and emergency protocols;

	welcomes people using evidence-based medications;

	avoids guaranteed healing claims;

	measures health, safety, and stability as well as spiritual participation.




    
        A non-stigmatizing vocabulary

    



Prefer:

	“person with a substance use disorder” rather than “addict”;

	“substance use” rather than “drug abuse” when describing a person;

	“return to use” or “recurrence” rather than automatic moral failure;

	“positive” or “negative” test rather than “dirty” or “clean”;

	“medications for opioid use disorder” rather than “replacing one drug with another”;

	“in recovery” when that is the person’s chosen description.



Language alone does not reform a system, but it can either invite or inhibit care.


    
        Learning, reward, stress, and adaptation

    



Addiction involves learned behavior and biological adaptation. Repeated substance exposure can alter reward, motivation, stress response, and executive control. Cues associated with a substance may acquire unusual power, while ordinary rewards lose salience. Stress, pain, isolation, and withdrawal can narrow attention toward immediate relief.

This account does not mean behavior is biologically predetermined. It explains why information and intention alone are often insufficient. Recovery may require medication, new routines, supportive relationships, safer environments, treatment of co-occurring conditions, and repeated opportunities to practice different responses.


    
        Risk and protection across a life course

    



No single risk factor causes addiction. Risk can accumulate through genetic vulnerability, early adversity, untreated mental illness, chronic pain, social isolation, unstable housing, exposure to substance use, and limited access to health care. Protective factors can also accumulate: stable caregiving, school connection, cultural belonging, safe housing, meaningful work, timely treatment, and supportive peers.

Prevention should therefore extend beyond warnings about drugs. A community that reduces childhood adversity, supports families, treats pain responsibly, creates belonging, and responds early to behavioral-health needs is doing addiction prevention.


    
        Ethics, autonomy, and coercion

    



Treatment can become coercive when housing, family contact, legal outcomes, employment, or basic dignity depend on compliance with a single pathway. Accountability and safety rules may be necessary, but they should be proportionate, transparent, and clinically defensible.

People should receive understandable information about options, benefits, risks, confidentiality, and medication. Faith-based support can be valuable when participation is genuinely voluntary and when refusal does not reduce access to food, shelter, clinical care, or other essential services.


    
        Stigma as a service barrier

    



Stigma is not only an attitude. It appears in delayed pain care, disrespectful language, housing exclusion, employment barriers, family separation, inadequate withdrawal management, and policies that prohibit evidence-based medication.

Kadesh can evaluate stigma operationally. Does a partner use person-first language? Accept people taking prescribed medication? Train staff in overdose response? Provide a grievance process? Include people in recovery in governance? These questions reveal whether dignity exists in practice.


    
        Kadesh action

    



Kadesh should require every recovery partner to state its clinical scope, medication policy, staff qualifications, emergency procedures, and referral relationships. Faith identity can be a strength; it cannot substitute for transparent standards.

    

  

    
      Chapter 7



The Global Addiction Epidemic





    

    
      The global burden of substance-related harm includes alcohol, controlled drugs, nonmedical use of pharmaceuticals, and rapidly changing synthetic substances. Different international reports use different age ranges, definitions, and data years, so figures must be read in context.


    
        Global drug use and drug use disorders

    



UNODC’s World Drug Report 2025 estimated that 316 million people ages fifteen to sixty-four used a controlled drug in 2023, excluding alcohol and tobacco. Cannabis was the most widely used, followed by opioids, amphetamines, cocaine, and ecstasy-type substances. Use does not equal disorder.

UNODC estimated that 64 million people had drug use disorders in 2023. Only about one in twelve received drug-related treatment. Among women, the estimated treatment reach was about one in eighteen, reflecting barriers that can include stigma, childcare, gender-based violence, limited women-specific services, and fear of legal or family consequences (UNODC, 2025).


                    
                        [image: Two icon arrays show that about one in twelve people with drug use disorders received treatment globally in 2023, while the estimate for women was about one in eighteen.]
                    

                

Figure 4. Estimated global drug-treatment reach in 2023. Source: UNODC (2025). The ratios are approximate and affected by limitations in international and sex-disaggregated reporting.

The global figure hides major differences. In many low- and middle-income countries, specialized treatment is scarce, concentrated in cities, unaffordable, or not integrated with primary care. Coercive and punitive approaches may displace voluntary, evidence-based care.


    
        Alcohol-related burden

    



WHO estimated that 2.6 billion people age fifteen or older consumed alcohol in 2019. Approximately 400 million lived with alcohol use disorders, including 209 million with alcohol dependence. Alcohol consumption was attributable to about 2.6 million deaths in 2019, with men accounting for a large majority (WHO, 2024).

WHO reported very low treatment contact in countries with available data. The percentage of people with alcohol use disorders in contact with treatment services ranged from less than one percent to no more than fourteen percent. Alcohol’s legal and cultural status can make its harms less visible even when its health burden is large.


    
        Synthetic substances and market volatility

    



Illicit drug markets adapt rapidly. Fentanyl and its analogues transformed overdose risk in North America. Nitazenes and emerging “orphine” synthetic opioids have since appeared in multiple regions. UNODC reported in 2026 that nitazene analogues had been detected in at least thirty-seven countries and that some emerging opioids may not be identified by standard fentanyl or nitazene test strips (UNODC, 2026).

Synthetic substances create several challenges:

	very small dosing differences may produce severe toxicity;

	products may be mislabeled or mixed;

	users may not know an opioid is present;

	toxicology and surveillance can lag;

	emergency clinicians may encounter unfamiliar presentations;

	prevention messages and test technology can become outdated.



This volatility supports broad access to naloxone, timely drug surveillance, overdose education, and nonjudgmental health services.


    
        Conflict, displacement, and inequality

    



Conflict and displacement can interrupt treatment, increase trauma, disrupt regulated medication supplies, and expand illicit economies. Poverty and inequality can increase exposure to unsafe work, housing instability, incarceration, and untreated illness. Wealth does not eliminate addiction, but resources strongly influence access to confidential, high-quality care.


    
        Gender and family barriers

    



Women may face fewer treatment options, childcare responsibilities, intimate-partner violence, and greater fear of losing custody. Pregnant people may avoid prenatal and addiction care when they expect punishment. Men may face cultural pressure not to disclose distress. LGBTQ+ people may encounter discrimination or non-affirming services. Young people require developmentally appropriate care and family involvement when safe.


    
        Treatment quality matters

    



Counting a treatment contact does not establish effective care. International standards emphasize voluntary, ethical, evidence-based treatment integrated with general health and social services. Detention, forced labor, humiliation, or unproven “cures” are not acceptable treatment merely because a facility uses recovery language.


    
        What global philanthropy can do

    



Philanthropic support is most useful when it:

	strengthens locally led organizations;

	expands workforce training and supervision;

	improves access for women, youth, rural communities, and marginalized groups;

	supports medication and primary-care integration;

	funds peer and family services;

	builds evaluation capacity without imposing unrealistic reporting;

	protects human rights and informed consent;

	supports translation, transportation, and technology;

	funds continuity during conflict or disaster.




    
        Alcohol and drugs require a shared but differentiated response

    



Global discussion often separates alcohol from other drugs even though alcohol contributes substantially to disease, injury, family harm, and premature death. Policy and treatment systems should recognize common drivers—trauma, commercial availability, stress, exclusion—while respecting differences in pharmacology, withdrawal risk, legal status, and effective intervention.

The same distinction applies among drugs. Opioid dependence, stimulant use disorder, sedative dependence, cannabis-related problems, and polysubstance use do not have identical treatment pathways. A global headline should never substitute for local assessment.


    
        Treatment systems, not isolated programs

    



A treatment system includes prevention, early intervention, withdrawal management, medication, psychosocial care, harm reduction, mental-health services, primary care, housing, employment support, peer recovery, and long-term follow-up. If one component is missing, another program may carry demand it was not designed to meet.

In lower-resource settings, donors may be tempted to import a familiar model. Responsible philanthropy starts with local law, culture, workforce, drug supply, public-health capacity, and community leadership. It asks which existing organizations are trusted and what support would make their work safer and more effective.


    
        Rights and equity

    



Women may face childcare burdens, violence, stigma, or fear of losing custody when seeking treatment. LGBTQ+ people may encounter discrimination. Indigenous and racialized communities may carry histories of harmful state intervention. People in rural areas may have no practical transportation to care. Migrants may fear authorities or lack language access.

An equity lens does not presume every group needs a separate institution. It requires examining who enters, who is excluded, who leaves early, whose outcomes improve, and whether the service environment is safe.


    
        Localization and reciprocal learning

    



International partnership should not reduce local organizations to delivery contractors for an outside donor’s idea. Kadesh should invite partners to define priorities, explain context, identify risk, and challenge assumptions. Budgets should include local administration, safeguarding, learning, and leadership—not only visible program activities.

Reciprocal learning also means recognizing innovation outside the United States. Community health workers, mutual-aid networks, mobile care, and family-centered approaches developed in resource-constrained settings may offer lessons for rural American communities.


    
        Kadesh action

    



For global recovery partnerships, Kadesh should require evidence that participation is voluntary, safeguarding is active, medication is not categorically prohibited, and confinement or forced labor is not presented as therapy. Local governance and cultural expertise should be treated as essential assets.

Help Kadesh strengthen responsible recovery work at home and abroad. Donate securely: DONATE SECURELY THROUGH ZEFFY

    

  

    
      Chapter 8



The United States Addiction and Overdose Landscape





    

    
      The United States addiction crisis is not a single epidemic. Alcohol, opioids, stimulants, cannabis, sedatives, and polysubstance exposure produce different patterns of risk. The illicit supply changes, treatment access varies, and health outcomes reflect both individual circumstances and public systems.


    
        Prevalence of substance use disorder

    



The 2024 National Survey on Drug Use and Health estimated that 48.4 million people age twelve or older—16.8 percent of that population—had a past-year substance use disorder. This included:

	27.9 million people with alcohol use disorder;

	28.2 million with drug use disorder;

	7.7 million with both alcohol and drug use disorders.



The categories overlap and must not be added. Young adults ages eighteen to twenty-five had the highest age-group rate, at 25.9 percent. Among adolescents ages twelve to seventeen, the rate declined from 9.2 percent in 2021 to 7.8 percent in 2024, though approximately two million adolescents were still affected (SAMHSA, 2025).


    
        The treatment gap

    



SAMHSA classified 52.6 million people as needing substance-use treatment in 2024. Only 10.2 million, or 19.3 percent, received treatment. Among people who met criteria for a past-year substance use disorder, 12.3 percent received substance-use treatment and 87.7 percent did not (SAMHSA, 2025).


                    
                        [image: Horizontal bars show 52.6 million people classified as needing substance-use treatment in the United States in 2024, 10.2 million receiving treatment, and 42.4 million not receiving treatment.]
                    

                

Figure 5. The U.S. substance-use treatment gap in 2024. Source: SAMHSA (2025). Treatment receipt describes contact with specified services, not treatment quality, duration, or outcome.

“Need” is a survey classification: having a past-year disorder or receiving treatment. “Treatment” includes several settings and medications but does not establish adequacy. A person may receive a single service, complete long-term care, or fall somewhere in between.

Barriers reported by adults perceiving an unmet need include cost, insurance limitations, uncertainty about where to go, inability to find a desired program, transportation, childcare, scheduling, and concern about employment or community judgment. Some people do not perceive a need; others want help but reject the options available.


    
        Overdose mortality

    



Final U.S. mortality data recorded 79,384 drug-overdose deaths in 2024, an age-adjusted rate of 23.1 per 100,000. The rate fell 26.2 percent from 2023—the largest annual decline in the reported series—but the toll remained enormous. Of the 2024 deaths, 54,045 involved an opioid and 47,735 involved synthetic opioids other than methadone. Categories can overlap because multiple substances may be involved (Garnett & Miniño, 2026).

The decline demonstrates that trajectories can change. Naloxone access, treatment expansion, shifts in the drug supply, prevention, and community response may all contribute, though attributing the national decline to one factor would exceed current evidence.


    
        Alcohol remains central

    



Public attention often centers on fentanyl, but alcohol use disorder affects more Americans than any single drug-use-disorder category. Alcohol contributes to chronic disease, injury, cancer, family harm, and mortality. A balanced Kadesh strategy should not allow the visibility of one substance to erase another.


    
        Polysubstance exposure

    



Many overdose deaths involve more than one substance. Fentanyl can be present with stimulants, benzodiazepines, alcohol, or other drugs. People may intentionally use more than one substance or encounter an unexpected adulterant. Programs designed around one substance need the capacity to recognize mixed risks.


    
        Effective treatment

    



Treatment should be individualized and may include:

	medications for opioid use disorder such as buprenorphine, methadone, or naltrexone;

	medications for alcohol use disorder;

	behavioral therapies;

	withdrawal management when indicated;

	treatment for co-occurring mental and physical conditions;

	peer recovery support;

	family services;

	harm-reduction and overdose-prevention services;

	residential care for some people;

	outpatient and primary-care models;

	continuing care and recovery community.



No single pathway fits everyone. For opioid use disorder, medications are associated with reduced illicit opioid use and mortality risk and should not be categorically excluded by a charitable or faith-based program (National Academies, 2019; NIDA, 2024).


    
        North Carolina context

    



North Carolina faces the national pattern of alcohol and drug use disorders, fentanyl-related risk, rural access gaps, behavioral-health workforce shortages, and transportation barriers. SAMHSA’s 2021–2023 Behavioral Health Barometer provides pooled state estimates and should be cited with that period rather than presented as a single-year count.

For Kadesh, the practical implication is more important than ranking: partner capacity must include overdose prevention, referral pathways, co-occurring care, rural access, and continuity after residential or intensive services.


    
        A continuum rather than a doorway

    



People enter care through emergency departments, primary care, schools, courts, outreach, shelters, treatment programs, recovery communities, and family networks. A system fails when each doorway offers only a referral list.

A warm handoff includes consent, direct contact, confirmation that the service can accept the person, transportation or telehealth support, attention to withdrawal and medication, and follow-up when the connection fails. Kadesh grants can fund these practical steps.

    

  

    
      
        Medications for opioid use disorder reduce important health risks and are a standard part of evidence-based care. Medication choices require clinical evaluation and should not be undermined by programs that treat prescribed treatment as moral failure. Alcohol use disorder also has approved medications, although awareness and use remain limited.

For stimulant use disorder, treatment planning relies more heavily on behavioral interventions, management of co-occurring conditions, practical supports, and emerging evidence. Polysubstance exposure complicates all categories. Programs need protocols for the actual drug supply and patterns in their community.


    
        Overdose prevention and harm reduction

    



Overdose prevention keeps people alive long enough for recovery to remain possible. Naloxone access, drug checking where lawful and available, safer-use education, infectious-disease prevention, and nonjudgmental outreach can reduce harm and build trust.

Harm reduction and treatment should not be framed as opposing philosophies. A person may need immediate safety today, medication tomorrow, housing next month, and continuing peer connection for years. An ethical system keeps multiple doors open.


    
        Recovery housing

    



Recovery housing varies widely. Quality environments support autonomy, safety, connection, and recovery goals without claiming to provide clinical services they are not licensed to deliver. Potential concerns include exploitative fees, unpaid labor, arbitrary discharge, medication bans, unsafe density, financial conflicts, and lack of grievance procedures.

Kadesh should review recovery residences with the same seriousness applied to treatment providers. Housing is both a protective factor and a setting in which vulnerable people can be exploited.


    
        Kadesh action

    



Kadesh can fund the “last mile” between an available treatment and a person’s ability to use it: transportation, phone service, identification, medication copays, childcare, temporary housing, peer navigation, and follow-up. These supports are modest compared with the cost of repeated crisis, but they are often excluded from restricted funding.

      

    

  

    
      Chapter 9



Recovery Is Real—and Rarely Linear





    

    
      An addiction paper that describes only disease and death is incomplete. Recovery is a measurable social reality, even though people define it in different ways.


    
        National recovery evidence

    



In the 2024 NSDUH, 31.7 million adults said they believed they had ever had a problem with drugs or alcohol. Among them, 74.3 percent—23.5 million adults—considered themselves in recovery or recovered (SAMHSA, 2025).

This is a self-reported identity measure, not the proportion of every adult who has ever met diagnostic criteria. It nevertheless provides nationally representative evidence that millions of people experience recovery.


    
        Recovery has multiple dimensions

    



SAMHSA describes recovery as a process of change through which people improve health and wellness, live self-directed lives, and strive to reach their potential. Recovery may involve abstinence, medication, harm reduction, renewed relationships, spiritual life, education, employment, or improved stability. People may emphasize different goals at different stages.

A broad framework includes:

	health: managing or overcoming symptoms and making informed choices;

	home: a stable and safe place to live;

	purpose: meaningful daily activities, work, education, caregiving, creativity, or service;

	community: relationships and social networks that provide belonging, love, and hope.




    
        Recurrence is a risk, not a verdict

    



Substance use disorders can be chronic or recurrent. A return to use may signal that treatment intensity, medication, housing, coping strategies, or support needs adjustment. It can also increase overdose risk because tolerance may have fallen.

A recurrence should trigger reassessment and reconnection, not automatic expulsion. Programs still need safety policies, but zero-tolerance discharge without referral can turn a clinical setback into homelessness or death.


    
        Peer support

    



Peer specialists use lived experience and training to offer navigation, practical support, hope, and connection. Their role is distinct from clinical treatment. Strong peer programs provide:

	clear job descriptions and supervision;

	fair compensation;

	manageable caseloads;

	boundaries and confidentiality;

	professional development;

	support for secondary trauma;

	meaningful influence on program design.



Volunteer testimony alone is not a peer workforce.


    
        Families also recover

    



Addiction affects family trust, finances, parenting, and mental health. Family members may need education, boundaries, counseling, peer groups, respite, and support that does not make them responsible for controlling another adult’s recovery.

For trafficking survivors, family reconnection must be individualized. Family can be a source of safety, but it can also be unsafe or involved in exploitation. “Reunification” should never be treated as an automatic outcome.


    
        Spiritual restoration

    



Recovery often raises questions of identity, grief, forgiveness, purpose, and community. Faith communities can respond to these questions while resisting shame. Spiritual restoration is not a performance of perfection. It can include lament, doubt, service, belonging, and a renewed sense that life is worth building.


    
        Measuring recovery responsibly

    



Programs should measure more than program completion or days abstinent. Useful measures can include:

	mortality and nonfatal overdose;

	treatment retention and reengagement;

	access to medication;

	housing stability;

	quality of life;

	physical and mental health;

	social connection;

	education and employment;

	participant-defined goals;

	family well-being where appropriate;

	reduced criminal-legal involvement;

	continuing engagement after transition.



Measures should be collected with consent and used to improve care, not punish participants.


    
        Recovery capital

    



Recovery capital describes resources that help a person initiate and sustain recovery. It may be considered in four overlapping domains:

	personal: health, coping skills, identity, education, and hope;

	social: supportive relationships, peers, family, and community;

	community: housing, transportation, treatment, employment, and safe public spaces;

	cultural: meaning, tradition, spirituality, language, and belonging.



A deficit in one domain can overwhelm strengths in another. Philanthropy can increase recovery capital without trying to control the person’s recovery.


    
        Peer support and mutual aid

    



Peers can translate systems, reduce isolation, model possibility, and maintain contact outside brief clinical encounters. Mutual-aid groups offer belonging and structure for many people, but no single group fits everyone. Communities benefit from multiple secular, spiritual, culturally specific, medication-supportive, and family-oriented options.

Peer roles require clear scope, supervision, fair compensation, confidentiality, and protection against tokenism. Lived experience is expertise, but it should not be used to justify underpaying emotionally demanding work.


    
        Family and chosen family

    



Families can be powerful supports, sources of harm, or both. Education may help relatives understand recurrence, medication, overdose risk, boundaries, and communication. Providers should not assume reconciliation is safe or desired.

Chosen family, recovery community, mentors, and faith or civic relationships may provide belonging when biological family cannot. Programs should let participants define the people they want involved.


    
        Measuring a life, not only abstinence

    



Substance-use outcomes matter, but they are not the only outcomes. Measures can include survival, housing stability, physical and mental health, reduced emergency care, employment or education, family connection, legal stability, safety, purpose, and self-defined quality of life.

Recurrence of use can signal increased risk and a need to adjust care. It should not erase prior progress or automatically end housing and support. A learning organization examines what changed before, during, and after recurrence.


    
        Kadesh action

    



Kadesh can support recovery community organizations and survivor-led or peer-led functions that traditional treatment reimbursement may not cover. Grants should include funds for supervision, evaluation, and staff well-being so the peer workforce is not built on underpaid emotional labor.

Recovery is possible. Help make the path more reachable. Donate securely: DONATE SECURELY THROUGH ZEFFY
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Where Trafficking and Addiction Intersect





    

    
      
    

  

    
      Chapter 10



Five Pathways of Intersection





    

    
      Trafficking and addiction are linked in some lives, but the direction and timing vary. A person may have used substances before exploitation, begin during trafficking, be forced to use, develop a disorder afterward, or never use at all. Responsible care asks what happened without forcing an expected story.


    
        Pathway one: preexisting substance use is exploited

    



An exploiter may target a person who needs substances, fears withdrawal, owes drug-related debt, or is already stigmatized by institutions. The trafficker can offer access, housing, or protection and then attach escalating conditions.

Existing substance use does not diminish victimization. Under trafficking law, exploiting a vulnerability or threatening serious harm can contribute to coercion. Clinically, the person may need both safety planning and rapid access to withdrawal management or medication.


    
        Pathway two: substances are introduced or compelled

    



Traffickers may provide substances to lower resistance, facilitate assault, increase dependence, or make a person easier to control. They may force use, manipulate dosage, or deliberately produce withdrawal. HHS reported that hotline incident information from January 2015 through June 2017 included 2,238 potential trafficking victims for whom induced or exploited drug use was identified as a control tactic (Office on Trafficking in Persons, 2022).

These data are historical hotline reports, not a current prevalence estimate. Their importance lies in demonstrating a documented mechanism of coercion.


    
        Pathway three: substances are used to cope during exploitation

    



People may use alcohol or drugs to numb fear, physical pain, shame, sleep deprivation, or traumatic stress. Coping does not imply consent to exploitation. It may be an adaptation in an environment with few safe choices.

An older service-engaged study cited by HHS found high rates of alcohol or drug use during trafficking and some forced use. Such samples cannot be generalized to all survivors, but they reinforce the need to ask about the context and function of use rather than only the substance.


    
        Pathway four: substance use emerges or intensifies after exit

    



Leaving trafficking does not end trauma, grief, pain, threats, housing problems, or isolation. Substances may become a way to manage intrusive memories, insomnia, depression, or the loss of a relationship that was simultaneously exploitative and emotionally significant.

Post-exit services that focus only on physical separation can miss this period of vulnerability. Safe housing, trauma treatment, pain care, peer connection, and purpose can be as important as an initial crisis intervention.


    
        Pathway five: systems reinforce the cycle

    



Survivors who use substances may be excluded from shelters, criminalized for conduct connected to exploitation, denied medication, or judged as unreliable witnesses. Treatment programs may not understand trafficking safety. Trafficking programs may lack addiction expertise. Each system can refer the person away.

The result is a service gap precisely where risk is highest.


    
        What current research shows

    



Research is growing but remains limited. Koegler and colleagues interviewed fifteen providers across thirteen agencies and found reports of alcohol, cannabis, opioid, stimulant, and polysubstance use among survivors, along with barriers such as housing needs, limited residential options, and low perceived treatment need (Koegler et al., 2022). The sample reflected provider perspectives in one metropolitan region and should not be generalized nationally.

An analysis of 2019–2021 U.S. emergency-department data found documented substance use disorders among visits involving trafficking-related codes. A later latent-class analysis identified distinct patterns, including groups with high probabilities of stimulant, opioid, or multiple disorders (Dell et al., 2025; Gezinski et al., 2026). Administrative codes can miss both trafficking and substance use, and visits are not unique individuals, but the findings support tailored screening and treatment.

A 2026 scoping review found only six evaluated interventions that included substance-use outcomes for trafficking survivors. Programs were heterogeneous, outcome measures were inconsistent, and standardized assessments were uncommon (Dell et al., 2026). This is a critical conclusion: urgency is high, but the direct intervention evidence is thin.


    
        The danger of causal overstatement

    



It would be inaccurate to say that addiction causes trafficking, that trafficking always causes addiction, or that substance use proves exploitation. Shared risk factors—such as trauma, housing instability, and poverty—can also create an apparent association.

The most credible position is:

	substance use can be a vulnerability exploited by traffickers;

	substances can be tools of coercion;

	traumatic exploitation can contribute to substance-related coping and disorder;

	stigma and fragmented systems can prolong both harms;

	integrated care is plausible and ethically necessary;

	stronger evaluation is urgently needed.




                    
                        [image: A five-part diagram connects existing substance use exploited by traffickers, substances introduced or forced, coping during exploitation, use after exit, and fragmented systems to integrated low-barrier care.]
                    

                

Figure 6. Five pathways at the trafficking-and-substance-use intersection. This synthesis describes mechanisms found in government and peer-reviewed literature; it is not a prevalence model and no pathway applies to every person.


    
        Time order matters

    



Research at the intersection should distinguish whether substance use preceded exploitation, was introduced during it, became a coping strategy, intensified after exit, or occurred in several phases. These paths imply different prevention and care needs.

Cross-sectional studies often capture several paths in one snapshot. They can demonstrate that experiences coexist but usually cannot establish which caused the other. Kadesh should resist converting association into a universal survivor narrative.


    
        Criminalization and institutional mistrust

    



A person may have been arrested for conduct connected to exploitation or substance use. Even when legal relief is available, records and prior treatment by institutions can shape whether the person trusts a provider, police officer, court, or donor-funded program.

Integrated care should include access to qualified legal screening and should explain confidentiality and reporting limits before disclosure. Promises of secrecy that law or safeguarding policy cannot honor destroy trust.


    
        Trafficking-specific clinical risk

    



Traffickers may control medication, intentionally create withdrawal, force substance use, or use overdose threats. Exiting can therefore involve medical risk alongside safety risk. Standard discharge or residential rules may inadvertently reproduce control when they remove medication, communication, or choice without clinical justification.

Providers should coordinate withdrawal management, medication continuity, privacy, safe transportation, and protection from a controlling person. These decisions require qualified teams rather than improvised volunteer response.


    
        Whose experience is missing?

    



Evidence is especially thin for labor-trafficking survivors, men and boys, transgender and nonbinary people, older adults, people with disabilities, rural populations, and survivors outside formal service systems. Research samples drawn from one residential program or court docket should not be generalized to these groups.

Kadesh can fund careful needs assessment and participatory evaluation, but participation must never become a condition of receiving help.


    
        Kadesh action

    



Kadesh can fund integrated pilot programs only when they include a learning plan. Support should cover implementation, participant feedback, outcome measurement, and dissemination of negative or mixed findings—not merely a success story.
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Designing Integrated, Low-Barrier Care





    

    
      The intersection of trafficking and substance use requires coordination without forcing a person to navigate a maze of disconnected eligibility rules. “Integrated” does not necessarily mean one organization provides everything. It means the network behaves as though the person is one person.


    
        Immediate priorities

    



At first contact, priorities may include:

	imminent safety;

	overdose and withdrawal risk;

	urgent medical or psychiatric needs;

	safe communication;

	shelter and transportation;

	children or dependents;

	threats from an exploiter;

	medication continuity;

	language access;

	legal and immigration concerns.



The order should be guided by the person’s priorities and professional assessment. A detailed trafficking disclosure should not be required before basic care.


    
        Low-barrier access

    



Low-barrier services reduce unnecessary conditions without abandoning safety. Examples include:

	same-day or rapid appointments;

	flexible identification requirements;

	walk-in access;

	transportation and phone support;

	medication-friendly policies;

	reengagement after missed appointments;

	private language interpretation;

	services that do not require cooperation with law enforcement;

	practical help before a complete assessment;

	warm handoffs rather than a phone-number list.



A warm handoff means the referring person helps establish contact, confirms availability, and—with consent—shares only the information necessary to prevent the individual from repeating their story.


    
        Screening and identification

    



Screening can help trained professionals identify possible trafficking and substance-related needs. The Adult Human Trafficking Screening Tool and Guide from HHS emphasizes a survivor-centered, trauma-informed process. Screening should occur privately, with qualified interpretation, an explanation of confidentiality limits, and a plan for a positive response (Office on Trafficking in Persons, 2025).

Organizations should not screen if they lack:

	privacy;

	trained staff;

	a response protocol;

	referral relationships;

	data protections;

	a plan for immediate safety.



Asking high-risk questions without the ability to respond can increase distress or danger.


    
        Addiction treatment components

    



An integrated plan may include:

	assessment of substance use, withdrawal, and overdose history;

	access to medications for opioid or alcohol use disorder;

	naloxone and overdose education;

	pain assessment and non-stigmatizing pain care;

	treatment for infectious diseases and other health needs;

	evidence-based behavioral therapies;

	trauma-focused care when the person is ready;

	peer recovery support;

	harm-reduction services;

	continuing care.



Trauma treatment and addiction treatment should be coordinated. For some people, stabilization precedes intensive trauma processing. For others, addressing trauma and substance use together is necessary. Qualified clinicians should individualize the sequence.


    
        Trafficking-specific components

    



Care may also require:

	safety planning and digital security;

	legal advocacy;

	immigration assistance from qualified providers;

	criminal-record relief where available;

	labor and wage claims;

	housing protected from exploiter access;

	identity documents and benefits;

	family assessment and reunification when safe;

	education and employment pathways;

	culturally specific support.




    
        Housing as an intervention

    



Housing is not merely a backdrop. It affects the ability to store medication, sleep, avoid an exploiter, attend treatment, maintain employment, care for children, and recover from trauma. Programs that require sobriety before housing may exclude people who need stability in order to reduce use.

Different communities may use emergency shelter, transitional housing, recovery housing, rapid rehousing, permanent supportive housing, host homes, or rental assistance. Each model needs safeguarding, quality standards, grievance procedures, and attention to medication policies.


    
        Care coordination and consent

    



Cross-system teams can help, but shared meetings and databases create privacy risk. Consent should specify:

	what information will be shared;

	with whom;

	for what purpose;

	for how long;

	whether consent can be withdrawn;

	what services remain available if consent is declined.



Substance-use treatment records may receive special federal confidentiality protection. Organizations need competent legal and compliance advice rather than assuming that a general release covers all sharing.


    
        Workforce care

    



Staff and peers may experience secondary trauma, burnout, moral distress, and safety concerns. A credible integrated program funds supervision, manageable caseloads, training, paid leave, incident review, and access to support. Heroic overwork is not a sustainable model of compassion.


    
        A phased pathway

    



Integrated care can be organized in overlapping phases:

	Safety and survival: urgent medical care, overdose prevention, food, private communication, and safe shelter.

	Stabilization: withdrawal management, medication continuity, identification, transportation, benefits, and legal triage.

	Treatment and restoration: behavioral health, primary care, housing, education, employment, relationships, and voluntary spiritual support.

	Long-term connection: peer community, recurrence response, leadership opportunities, and re-entry to care without shame.



People do not move through these phases in a straight line. The model is a coordination guide, not a test of readiness.


    
        Minimum warm-handoff standard

    



A referral should record, with appropriate consent:

	the service requested;

	the receiving organization and named contact;

	eligibility confirmed;

	appointment or arrival plan;

	transportation and communication needs;

	medication or immediate health considerations;

	safety constraints on voicemail, email, or location sharing;

	the person responsible for follow-up.



Aggregate tracking can show where handoffs fail without exposing unnecessary personal information.


    
        Housing and medication as infrastructure

    



Housing rules should be reviewed for clinical necessity and disproportionate harm. Medication continuity, including medications for opioid use disorder and mental-health conditions, should be treated as a health issue. Abrupt discontinuation can increase risk.

Flexible funds for deposits, temporary lodging, transportation, phones, and identification can convert a theoretical service plan into an accessible one. Kadesh is particularly well positioned to support such gaps when public funding is categorical or slow.


    
        Data sharing and consent

    



More coordination does not always require more data. Partners should define the minimum information required for a handoff, use written agreements, restrict access by role, and create procedures for correction and deletion where possible.

Survivors and participants should know what is collected, why, who can see it, and whether declining affects service. Identifiable data should not be placed in donor reports.


    
        Fidelity and adaptation

    



When a partner uses an evidence-based model, Kadesh should ask which elements are essential and which can be adapted. Blind fidelity may ignore local context; uncontrolled adaptation may remove the mechanism that made the intervention effective.

Evaluation should document both. This helps explain whether a weak result reflects the model, implementation, population fit, or external conditions.


    
        Kadesh action

    



Kadesh can use grants to pay for coordination itself: a shared navigator, referral protocol, secure consent process, joint training, transportation pool, or cross-agency case consultation. These connective functions are often the unfunded gap between good organizations.

Help Kadesh turn disconnected services into a more reachable pathway. Donate securely: DONATE SECURELY THROUGH ZEFFY

    

  

    
      Part IV



The Kadesh Bridge





    

    
      
                    
                        [image: A coastal North Carolina-inspired footbridge connects donors, researchers, faith and civic leaders, clinicians, peers, local organizations, safe homes, and job training; people and knowledge move in both directions.]
                    

                

Part IV opening image — Kadesh’s role is connection and stewardship. Donors, partners, people with lived experience, and communities meet as collaborators rather than heroes and recipients.
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From Charity to a Theory of Change





    

    
      Donors deserve more than moving stories. They deserve a coherent explanation of how resources are expected to contribute to change, what assumptions the model makes, and how Kadesh will know whether it is learning.


    
        The problem Kadesh is positioned to address

    



Communities often have concern but lack accurate information. Specialized organizations may have expertise but lack flexible funds, connections, evaluation capacity, or access to new supporters. Donors may be willing to help but unable to distinguish credible work from exaggerated claims.

Kadesh can bridge these gaps. It does not need to become a shelter, treatment center, law-enforcement agency, or international operator. Its comparative role can be philanthropic and connective.


    
        The four-function bridge model

    




    
        Function one: trustworthy education

    



Kadesh translates authoritative research into useful public education. Outputs may include:

	this research paper and shorter briefs;

	church and community workshops;

	myth-versus-evidence resources;

	guidance for ethical storytelling;

	sector-specific labor-trafficking education;

	addiction and recovery literacy;

	annual updates to statistics.



The expected near-term result is not “ending trafficking.” It is improved knowledge, reduced stigma, safer responses, and more qualified referrals.


    
        Function two: partner due diligence

    



Kadesh identifies organizations with credible governance, safeguarding, financial controls, relevant expertise, referral networks, and respect for survivor agency. Due diligence is not a guarantee against every failure. It is a disciplined process for reducing risk and improving decisions.


    
        Function three: catalytic support

    



Kadesh directs funds toward gaps that can unlock or stabilize care:

	transportation;

	emergency lodging through qualified partners;

	identification and documentation;

	medication access;

	peer navigation;

	childcare;

	workforce training;

	digital safety;

	evaluation;

	continuing care;

	organizational infrastructure.



Flexible support can be catalytic because many public grants are restricted to defined activities or eligible populations.


    
        Function four: transparent engagement

    



Kadesh reports to donors in plain language:

	how much was granted;

	to whom and for what;

	what safeguards were reviewed;

	what outputs occurred;

	what outcomes were observed;

	what could not be concluded;

	what will change next.



Transparency turns a one-time transaction into informed partnership.


    
        A logic model

    



	Element
	Kadesh Foundation model

	Inputs
	Donations, board oversight, research, partner expertise, volunteers, survivor-informed consultation

	Activities
	Education, vetting, grantmaking, convening, capacity building, monitoring, donor communication

	Outputs
	Workshops, resources, grants, referrals strengthened, staff trained, flexible needs funded

	Near-term outcomes
	Greater knowledge, lower stigma, safer responses, improved access, stronger partner systems

	Intermediate outcomes
	Better continuity, housing stability, treatment engagement, recovery capital, organizational resilience

	Long-term contribution
	More people able to pursue safety, health, agency, belonging, and restoration



The phrase long-term contribution is deliberate. Kadesh will rarely be the sole cause of a person’s outcome. Change results from the individual’s agency, partner work, family and community, public systems, and many conditions.


                    
                        [image: A four-stage Kadesh Foundation logic model flows from inform, to vet, to strengthen, to learn, supported by donors, board oversight, partner expertise, and lived experience.]
                    

                

Figure 7. The proposed Kadesh bridge model. The model connects research, due diligence, catalytic support, and transparent learning to stronger conditions for safety and recovery.


    
        Strategic assumptions

    



The model assumes that:

	trustworthy partners exist or can be strengthened;

	flexible dollars can close meaningful gaps;

	education can improve response behavior;

	survivor-informed practice improves relevance and safety;

	donors value credible reporting;

	collaboration can occur without compromising privacy.



Each assumption should be tested. If transportation grants do not improve appointment completion, or training does not change knowledge, Kadesh should revise rather than protect the appearance of success.


    
        What Kadesh should not claim

    



Kadesh should not claim:

	that a fixed donation amount rescues one person;

	that every person served is a confirmed trafficking victim;

	that program completion equals permanent recovery;

	that faith alone cures addiction or trauma;

	that overhead is inherently wasteful;

	that all partner activities are Kadesh outcomes;

	that one story represents all survivors;

	that a global statistic describes local prevalence.



Credibility is a ministry asset. Restraint can build more trust than exaggerated certainty.


    
        A portfolio, not a single bet

    



Kadesh can balance its grantmaking across three functions:

	direct access: transportation, navigation, treatment, housing, legal help, or other immediate pathways;

	organizational strength: workforce, supervision, safeguarding, technology, evaluation, and leadership;

	community conditions: prevention, education, employer practice, recovery capital, and cross-system coordination.



A portfolio reduces dependence on one program and recognizes that durable change requires both service and infrastructure.


    
        Contribution rather than attribution

    



Social outcomes rarely belong to one donor. A person’s stability may reflect their own work, family, peers, clinicians, public benefits, housing providers, employers, and several funders. Kadesh should report what its grant made possible and how the partner contributed, without claiming sole credit.

This is more truthful and more useful. It directs attention to cooperation rather than competition for stories.


    
        Flexible and capacity funding

    



Restricted project grants can protect donor intent, but excessive restriction creates administrative burden and prevents adaptation. General operating and capacity support can strengthen the conditions under which every program performs.

Kadesh can use milestone-based unrestricted grants with clear outcomes, financial review, and learning conversations. Flexibility should be paired with accountability, not confused with an absence of it.


    
        Cost and learning

    



Cost per participant can inform planning but should not become a simplistic ranking. Programs serving people with intensive needs may cost more. Rural delivery, interpretation, accessibility, childcare, and safeguarding are legitimate costs.

Boards should examine cost beside reach, quality, equity, duration, outcome, participant feedback, and system contribution.


    
        Kadesh action

    



The board can adopt this logic model as a provisional framework, select two or three near-term outcomes for the first grant cycle, and publish a one-page learning report after twelve months.

    

  

    
      Chapter 13



Partner Due Diligence and Ethical Grantmaking





    

    
      Good intentions are not a safeguarding system. Kadesh’s reputation and donor trust depend on a repeatable method for reviewing partners before funds, stories, or endorsements are shared.


    
        Governance and legal standing

    



Review:

	legal registration and current good standing;

	governing board and conflicts of interest;

	leadership roles and succession;

	independent financial oversight;

	insurance appropriate to activities;

	required licenses or accreditations;

	litigation, sanctions, or serious complaints;

	relationships with related entities.



Global organizations may operate under different legal structures. The principle is not to impose U.S. paperwork everywhere; it is to understand who holds authority, who controls funds, and what accountability exists.


    
        Safeguarding

    



Every partner serving children or vulnerable adults should have:

	written safeguarding policies;

	background screening appropriate to law and role;

	staff and volunteer training;

	codes of conduct;

	reporting and escalation procedures;

	participant grievance channels;

	rules for transportation, lodging, communications, and images;

	response procedures for allegations;

	board-level oversight.



A policy copied from the internet is not enough. Kadesh should ask how it is implemented, tested, and understood.


    
        Survivor-informed and person-centered practice

    



Assess whether the organization:

	includes lived experience in leadership or advisory roles;

	compensates expertise;

	protects choice and privacy;

	permits feedback without retaliation;

	avoids pressure to tell a public story;

	adapts services to culture, language, disability, gender, and age;

	distinguishes voluntary support from coercion.




    
        Clinical quality and scope

    



For addiction or behavioral-health services, review:

	licenses and credentials;

	clinical supervision;

	assessment practices;

	medication policy;

	overdose and withdrawal protocols;

	suicide and emergency procedures;

	co-occurring-disorder capability;

	informed consent;

	referral and discharge practices;

	response to recurrence;

	continuity after program exit.



Residential settings require particular attention to freedom of movement, labor expectations, communication access, medication, discipline, and grievance rights.


    
        Financial stewardship

    



Review:

	recent financial statements and budget;

	internal controls and separation of duties;

	restricted-fund tracking;

	compensation and related-party transactions;

	cash handling;

	procurement;

	grant reporting;

	fraud response;

	reserves and sustainability.



Low overhead is not the same as high effectiveness. Adequate staffing, data security, insurance, supervision, and evaluation cost money. Kadesh should ask whether costs are reasonable and connected to mission, not whether administration has been reduced to zero.


    
        Outcomes and evidence

    



Ask:

	What problem is the program addressing?

	Who is eligible and who is excluded?

	How is success defined?

	What is the denominator?

	How long is follow-up?

	How are people lost to follow-up handled?

	What measures are participant-defined?

	What adverse events are tracked?

	What does the program not know?

	How have findings changed practice?



An organization willing to discuss weak or mixed results may be more trustworthy than one claiming universal success.


    
        Story and image ethics

    



Before Kadesh republishes a story, confirm:

	informed and revocable consent where feasible;

	the purpose, audience, channels, and likely duration of use;

	whether identifying details create danger;

	whether compensation affects consent;

	whether a child can be identified;

	whether the person controls how they are described;

	whether the story implies outcomes Kadesh did not produce.



Avoid chains, taped mouths, cages, bruises, anonymous silhouettes, and graphic reenactments. Such imagery can sensationalize trauma, reinforce stereotypes, and make survivors appear permanently powerless.


    
        A tiered funding decision

    



Kadesh may use four determinations:

	Approved: requirements met; normal monitoring.

	Approved with conditions: limited grant tied to specific improvements.

	Capacity-building only: mission alignment exists, but systems need development before program funding.

	Declined: risk, misalignment, insufficient evidence, or unresolved concern.



Declining a grant is not a declaration that an organization is bad. It means Kadesh cannot responsibly proceed at that time.


    
        Red flags requiring deeper review

    



Potential red flags include:

	guaranteed rescue, cure, or success claims;

	pressure for survivors to disclose publicly;

	absence of safeguarding or complaint procedures;

	unclear licensing or clinical scope;

	medication prohibition without clinical basis;

	financial relationships that benefit insiders;

	unexplained turnover or repeated crises;

	discriminatory admission or discharge practices;

	collection of excessive identifying information;

	images of identifiable vulnerable people without documented informed consent.



A red flag is a reason to investigate, not always an automatic rejection. The response should be documented.


    
        The grant lifecycle

    



Ethical review continues after approval. A strong lifecycle includes:

	written purpose, budget, responsibilities, and reporting expectations;

	safeguarding and incident-notification terms;

	a startup conversation about assumptions and risks;

	proportionate financial and program check-ins;

	participant feedback where safe and voluntary;

	a closeout focused on outcomes, limitations, and next decisions;

	a record of lessons for future grants.



Reporting burden should be proportional to grant size and risk. Kadesh should not require a small organization to build a custom data system solely for one modest grant.


    
        Incident response

    



Partners should know what types of serious incidents require notification and on what timeline. Kadesh should respond through a predefined team, protect confidentiality, preserve due process, and distinguish immediate safety from reputational concern.

The goal is not to hide failure or punish transparent partners. It is to protect people, meet legal and ethical duties, understand what happened, and correct systems.


    
        Power in global partnerships

    



Currency, travel, language, legal structures, and donor visibility can concentrate power in a U.S. foundation. Kadesh should pay reasonable indirect costs, avoid unrealistic reporting, clarify currency risk, and obtain local legal and safeguarding advice.

Exit planning matters. A partner should not be pushed into an unsustainable expansion and then abandoned when a campaign changes.


    
        Kadesh action

    



The partner checklist in Appendix B converts this chapter into a board-ready review tool. No public endorsement should precede a completed review and documented decision.

Your gift supports disciplined stewardship as well as compassionate action. Donate securely: DONATE SECURELY THROUGH ZEFFY
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A Donor Engagement Model Built on Trust





    

    
      Fundraising around trafficking and addiction can easily become manipulative. Urgency, hidden harm, and human stories create strong emotion. Kadesh can use emotion ethically by pairing it with context, agency, and verifiable action.


    
        The donor’s real question

    



Behind “Where does my money go?” are several questions:

	Can I trust this organization?

	Does it understand the problem?

	Are the partners credible?

	Will my gift be used as described?

	Does the work preserve dignity?

	Will I learn what happened?

	Is there a meaningful role for me beyond one transaction?



Kadesh should answer these questions before intensifying the ask.


    
        A three-level engagement pathway

    




    
        Learn

    



Offer:

	the full research paper;

	concise issue briefs;

	community presentations;

	a quarterly research note;

	myth-correction resources;

	transparent explanations of uncertainty.



Learning should remain useful even if the reader never donates.


    
        Participate

    



Offer:

	Twin Oaks 5K Fun Run/Walk participation;

	volunteer opportunities with clear scope;

	church and civic-group education;

	workplace or supply-chain learning;

	professional skills for vetted capacity-building projects;

	prayer and community support;

	peer-to-peer fundraising with approved language.



Participation should not give volunteers access to confidential survivor information.


    
        Invest

    



Offer:

	one-time gifts;

	recurring gifts;

	designated initiatives when appropriate;

	sponsorships;

	major gifts;

	legacy or planned giving after legal and financial review;

	in-kind support requested by vetted partners.



Donor restrictions should be honored, but excessive fragmentation can reduce flexibility. Kadesh should explain where unrestricted support enables due diligence, safeguarding, evaluation, and rapid response.


    
        Calls to action without exploitation

    



An ethical call to action:

	names a verified need;

	explains Kadesh’s role;

	avoids graphic detail;

	makes no guaranteed outcome promise;

	provides a secure giving path;

	respects a person’s decision not to give;

	reports back.



Example:

Transportation, documentation, treatment access, and continuing support are often the difference between an available service and a reachable one. Your gift helps Kadesh strengthen vetted partners and close practical gaps.



    
        Recurring giving and durable care

    



Long-term restoration requires longer funding horizons. Recurring donors can support:

	multiyear grants;

	staff retention;

	peer positions;

	continuing care;

	evaluation;

	rapid flexible assistance;

	annual research updates.



Kadesh should not imply that recurring giving creates ownership of a participant’s story. Donors fund systems of support, not access to private lives.


    
        The Twin Oaks 5K as a gateway

    



The Twin Oaks 5K Fun Run/Walk can unite health, community, awareness, and giving. To strengthen the event:

	use accurate educational signage;

	explain the Kadesh bridge model;

	offer QR access to the paper and Zeffy giving page;

	invite partner organizations only after review;

	protect survivor privacy;

	report event revenue, expenses, and allocation;

	create a follow-up pathway for participants.



The event is not merely a fundraiser. It can be an annual community-learning moment.


    
        Donor reporting

    



An annual donor report should include:

	opening balance and gifts received;

	grants and program spending;

	administrative and fundraising costs;

	partner names unless safety requires confidentiality;

	outputs and outcomes;

	participant feedback in de-identified form;

	incidents or significant challenges where appropriate;

	lessons and next-year priorities.



If a pilot underperforms, donors should hear what Kadesh learned. Transparency about difficulty can deepen rather than weaken trust.


    
        Suggested donor promise

    



Kadesh Foundation will pursue hope without hype, healing without stigma, and restoration without reducing people to stories. We will vet partners, protect dignity, report honestly, and use evidence to improve our decisions.



    
        Donor journeys

    



People enter the mission through different doors. A first-time event participant may value community. A recurring donor may want steady evidence of progress. A major donor may want to understand strategy and risk. A congregation or business may want a shared service opportunity.

Kadesh can tailor depth without changing the truth. Every path should lead from awareness to informed commitment, useful participation, transparent reporting, and renewal.


    
        Truthful urgency

    



Urgency is ethical when it describes a real time-sensitive need. It becomes manipulative when it invents a deadline, implies one gift will rescue a named person, or suggests that hesitation makes the reader responsible for harm.

Strong calls to action pair moral clarity with a credible use of funds: “Help a vetted partner remove practical barriers to safety and recovery” is more defensible than “Your gift saves a victim tonight” unless the latter can truly be demonstrated.


    
        A balanced engagement calendar

    



A yearly rhythm might include:

	a winter research and learning briefing;

	spring partner stories and volunteer education;

	the Twin Oaks 5K community event;

	a summer field update;

	an autumn partner or program focus;

	year-end giving and a candid annual impact report.



Recurring donors should receive meaningful updates without being asked for another gift in every message. Stewardship is part of the mission relationship, not merely the interval between solicitations.


    
        Stories with agency

    



When lived-experience stories are used, the storyteller should control what is shared, how long permission lasts, whether identifying details appear, and whether the material may be repurposed. Compensation should be considered when an organization benefits from someone’s expertise or presentation.

Composite or de-identified stories must be labeled. Donor emotion does not justify ambiguity.


    
        Kadesh action

    



Adopt the donor promise, publish a grantmaking page, and connect every campaign to one verified need, one partner standard, and one reporting commitment.

Become part of a donor community built on informed compassion and transparent stewardship. Donate securely: DONATE SECURELY THROUGH ZEFFY
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A Three-Year Implementation Roadmap





    

    
      Kadesh can begin with disciplined focus. Attempting to operate programs, fund many countries, produce constant events, and build a full research institute at once would dilute governance and learning.


    
        Year one: build the foundation

    




    
        Governance

    



	approve mission, theory of change, and conflict-of-interest processes;

	assign board responsibility for safeguarding, finance, and grants;

	adopt partner due-diligence and story-consent standards;

	verify charitable, tax, and fundraising language;

	establish data-retention and privacy rules.




    
        Research and education

    



	publish this paper and two short companion briefs;

	establish an annual statistics review date;

	deliver a small number of evaluated workshops;

	measure knowledge before and after training;

	create a speaker and volunteer code of conduct.




    
        Partnerships

    



	map North Carolina trafficking, recovery, housing, legal, and health resources;

	complete full reviews of three to five potential partners;

	make a limited first grant portfolio;

	include at least one capacity-building or coordination grant;

	create referral boundaries explaining what Kadesh does not provide.




    
        Donor trust

    



	publish the donor promise;

	standardize campaign claims;

	connect Zeffy giving and Twin Oaks registration;

	send a six-month and twelve-month learning report;

	track recurring donor retention without profiling vulnerable people.




    
        Year two: deepen and test

    




    
        Program development

    



	renew strong partners based on evidence and relationship;

	test one integrated trafficking-and-recovery pilot;

	support peer or survivor-informed consultation;

	fund a shared practical-access pool;

	evaluate access, continuity, and participant experience.




    
        Geographic strategy

    



	identify whether a coastal/rural North Carolina focus adds value;

	select global partnerships through locally led due diligence;

	avoid expansion into new regions until monitoring capacity exists;

	create an emergency and disaster-response protocol.




    
        Organizational capacity

    



	strengthen financial systems and grant tracking;

	build a secure board dashboard;

	develop a communications calendar tied to evidence;

	provide staff and volunteer training on boundaries and secondary trauma.




    
        Year three: scale what earns it

    




    
        Evidence and learning

    



	compare pilots using common outcome domains;

	commission an external review if resources permit;

	publish results, including limitations;

	discontinue or redesign weak approaches;

	share useful tools with peer organizations.




    
        Funding

    



	move effective partners toward multiyear support;

	create a balanced portfolio of direct support, capacity building, and education;

	build an operating reserve;

	explore major gifts and planned giving with professional advice;

	keep unrestricted revenue sufficient for oversight and learning.




    
        Leadership

    



	include compensated lived-experience expertise in ongoing governance or advisory work;

	develop board succession;

	formalize partner feedback on Kadesh’s own performance;

	establish a process for public correction of inaccurate claims.




    
        Key performance domains

    



Kadesh should not bury itself under dozens of measures. A first dashboard can track:

	Domain
	Illustrative measure

	Education
	Change in knowledge and intended response after workshops

	Access
	People receiving a completed warm handoff or practical barrier support through partners

	Continuity
	Participants still connected to appropriate support at a defined follow-up

	Partner strength
	Safeguarding, governance, or evaluation improvements completed

	Recovery capital
	Housing, transportation, social support, or purpose indicators selected with partners

	Stewardship
	Grants monitored on time; donor reports published; restrictions reconciled

	Dignity
	Consent compliance, grievances resolved, participant feedback, story-use audits



Measures should be disaggregated only when privacy can be protected and the analysis will improve equity.


    
        Decision gates

    



Before scaling an initiative, the board should ask:

	Is the need verified?

	Is the partner capable and trustworthy?

	Is the intervention plausible and ethical?

	Can Kadesh monitor without burdening participants?

	Is there evidence of benefit or a credible learning design?

	Can funding continue long enough to avoid abrupt abandonment?

	What will Kadesh stop doing to make room?




    
        A culture of correction

    



Responsible research changes. Statistics are revised, programs underperform, and assumptions fail. Kadesh should make corrections visible, dated, and understandable. An organization that corrects itself can be more trustworthy than one that never admits uncertainty.


    
        The first ninety days

    



The board can begin with a focused launch:

	adopt mission, language, safeguarding, conflict-of-interest, and story-consent standards;

	establish board owners for grants, finance, research, development, and governance;

	inventory current relationships, commitments, and unrestricted capacity;

	map a small set of regional access gaps;

	approve the evidence register and partner-review process;

	define the first grant portfolio and reserve;

	publish a clear donor promise explaining how decisions and results will be reported.



The first goal is institutional reliability, not maximum program volume.


    
        Annual decision cycle

    



Each year should include:

	a community and partner listening period;

	board approval of priorities and grant budget;

	documented partner review;

	grant monitoring and learning conversations;

	a midyear risk and financial review;

	an annual impact and limitations report;

	a strategy meeting that continues, adapts, or ends initiatives.



Minutes should capture major evidence and conflict-of-interest decisions without including sensitive participant data.


    
        Budget architecture

    



A responsible budget distinguishes grants, program learning, fundraising, communications, administration, reserves, and restricted funds. The board should define liquidity and reserve targets, review concentration risk, and model what happens if event or donor revenue declines.

Investing in financial controls, insurance, cybersecurity, safeguarding, and qualified review protects mission resources. Low overhead is not a substitute for good governance.


    
        A practical risk register

    



Kadesh should review at least these risks quarterly:

	participant or survivor safety;

	partner safeguarding failure;

	financial misuse or weak controls;

	privacy or cybersecurity breach;

	inaccurate public claims;

	overreliance on one donor, event, or partner;

	volunteer activity beyond competence;

	legal or regulatory noncompliance;

	reputational pressure overriding due process;

	board capacity and succession.



Each risk needs an owner, likelihood and impact assessment, mitigation, warning indicator, and response plan.


    
        What success looks like after three years

    



Success is not simply a larger mailing list. It is a trusted grant process, a diversified donor community, stronger partners, documented reduction of practical access barriers, useful learning shared with the community, and a board capable of stewarding growth.

The organization should be able to name what it stopped doing because the evidence did not support it. That is a sign of maturity, not failure.


    
        Kadesh action

    



The board can convert the roadmap into an annual operating plan with owners, dates, budget, and decision gates. The goal is not rapid activity. It is credible capacity.

    

  

    
      Conclusion



A Place Set Apart





    

    
      Human trafficking and addiction can make a person feel reduced to what others have done, what a substance has taken, what a system has recorded, or what a community assumes. Restoration begins by rejecting that reduction.

The evidence in this paper is sobering. Tens of millions live in forced labor or forced marriage. Detected trafficking of children has increased. Tens of millions in the United States live with substance use disorders, and most people classified as needing treatment do not receive it. Worldwide, treatment access remains deeply unequal.

The evidence also contains hope. Exploitation is not inevitable. Prevention can strengthen safe alternatives. Survivors rebuild. Millions of people identify as in recovery. Effective treatments exist. Peer and community support matter. Donors can help organizations become safer, more capable, and more accessible.

Kadesh Foundation’s opportunity is to occupy the space between awareness and action:

	between a statistic and a careful explanation;

	between a donor’s compassion and a vetted partner;

	between an available service and the transportation needed to reach it;

	between a crisis intervention and years of continuing support;

	between faith and qualified care;

	between a moving story and honest accountability.



Hope is not optimism without evidence. It is the conviction that action remains possible.

Healing is not a straight line. It is the work of restoring health, trust, choice, and connection.

Restoration is not returning someone to who they were before harm. It is supporting the person’s freedom to build a meaningful future.

That is the promise of a place set apart.

Stand with Kadesh Foundation in the work of hope, healing, and restoration. Donate securely through Zeffy: DONATE SECURELY THROUGH ZEFFY


    
        Hope as an operating discipline

    



Hope is more than optimism. For Kadesh, it can be the discipline of looking directly at difficult evidence while refusing to treat anyone as disposable.

Healing requires care that is competent, accessible, and responsive to the whole person. Restoration requires time, material stability, belonging, and the return of meaningful choice. None can be guaranteed by a foundation. All can be strengthened by a community willing to fund the unglamorous bridge between danger and durable opportunity.

The board’s distinctive contribution can be trustworthy attention: attention to definitions, overlooked groups, small barriers, partner health, donor truthfulness, and the voice of people closest to the problem. When that attention becomes policy, grant practice, and long-term relationship, the mantra becomes more than a message.

    

  

    
      Appendix A



Statistical Reference Table





    

    
      	Measure
	Current figure and correct interpretation

	Global modern slavery
	49.6 million people estimated on any given day in 2021; includes forced labor and forced marriage

	Global forced labor
	27.6 million people estimated in 2021, including 3.3 million children

	Global forced marriage
	22 million people estimated in 2021

	Detected trafficking
	25% more victims detected globally in 2022 than in 2019; not a prevalence trend

	Detected child victims
	38% of detected victims in 2022; detected child victims increased 31% from 2019

	Detected exploitation type
	42% forced labor and 36% sexual exploitation among victims in the relevant 2022 UNODC dataset

	North Carolina hotline data
	301 cases involving 580 potential victims identified in 2024; not statewide prevalence

	U.S. substance use disorder
	48.4 million people age 12+ with past-year SUD in 2024

	U.S. treatment need
	52.6 million classified as needing treatment in 2024

	U.S. treatment receipt
	10.2 million, or 19.3% of those classified as needing treatment, received treatment

	U.S. recovery identity
	23.5 million adults who perceived a past problem considered themselves recovered or in recovery

	U.S. overdose mortality
	79,384 recorded drug-overdose deaths in 2024

	Global drug use disorder
	64 million people estimated in 2023

	Global drug treatment
	About 1 in 12 people with drug use disorders received drug-related treatment; about 1 in 18 women

	Global alcohol use disorder
	400 million people age 15+ estimated in 2019, including 209 million with dependence

	Alcohol-attributable deaths
	Approximately 2.6 million deaths globally in 2019




    
        Interpretation rules

    



	Always include the measurement year.

	Do not add overlapping categories.

	Do not treat reports or detected cases as prevalence.

	Do not compare states using raw hotline totals alone.

	Do not treat use as equivalent to disorder.

	Do not treat treatment contact as treatment success.

	Do not treat overdose deaths as the number of people with addiction.

	Recheck every figure before a new print edition or campaign.




    
        Evidence-grade key

    



Kadesh may add a grade beside internally approved claims:

	Grade A—authoritative and directly applicable: a current primary government or international estimate with a clear method and matching population.

	Grade B—strong but bounded: peer-reviewed or official evidence with limitations in geography, sampling, or age.

	Grade C—emerging or contextual: smaller studies, qualitative evidence, or program data useful for learning but not broad prevalence claims.

	Grade D—illustrative only: anecdote, unverified administrative observation, or an indirect estimate that should not be used as a headline statistic.



The grade evaluates fitness for a particular claim, not the moral importance of the issue.

    

  

    
      Appendix B



Mission and population





    

    
      	The program’s purpose aligns with Kadesh’s mission.

	Eligibility and exclusions are written and understandable.

	The organization distinguishes trafficking, abuse, homelessness, and consensual adult activity.

	Addiction services use non-stigmatizing, evidence-aware language.




    
        Governance

    



	Legal standing is verified.

	Board and leadership roles are documented.

	Conflicts of interest are disclosed and managed.

	Independent financial oversight exists.

	Leadership succession and key-person risk are considered.




    
        Safeguarding

    



	Child and vulnerable-adult safeguarding policies are current.

	Background screening fits role and law.

	Staff and volunteers receive recurring training.

	Transportation, lodging, communications, and image rules are clear.

	Complaints can be made without retaliation.

	Allegations have a documented response path.




    
        Survivor-informed practice

    



	Lived-experience expertise is meaningfully included.

	Expertise is compensated.

	Storytelling is optional and separate from services.

	Consent explains channels, audience, duration, and withdrawal.

	Feedback can influence program decisions.




    
        Clinical and recovery quality

    



	Licenses, credentials, and supervision are verified.

	Scope of practice is explicit.

	Medication policy is clinically responsible.

	Overdose, withdrawal, suicide, and emergency protocols exist.

	Co-occurring mental-health needs can be addressed or referred.

	Return to use prompts reassessment and safe reengagement.

	Continuing care is available or arranged.




    
        Housing and practical support

    



	Housing is physically and emotionally safe.

	Medication is not categorically prohibited.

	Participant labor is voluntary, lawful, and fairly governed.

	Grievance and exit rights are clear.

	Transportation, identification, childcare, and benefits are considered.




    
        Financial stewardship

    



	Budget and recent financial reports are reviewed.

	Duties are separated for authorization, payment, and reconciliation.

	Restricted funds can be tracked.

	Related-party transactions are disclosed.

	Fraud and whistleblower procedures exist.

	Requested costs are reasonable and connected to the proposed work.




    
        Outcomes

    



	Outputs and outcomes are distinguished.

	Success measures have definitions, denominators, and time periods.

	People lost to follow-up are addressed.

	Adverse events and grievances are reviewed.

	Participant-defined goals are included.

	Claims do not exceed the evidence.




    
        Decision

    



	Approved

	Approved with conditions

	Capacity-building only

	Declined



Conditions, monitoring dates, decision owner, and board authorization should be recorded separately.


    
        Scoring discipline

    



A numeric score can support consistency but should not replace judgment. Reviewers should score independently before discussion, disclose conflicts, cite evidence for low or high ratings, and record unresolved questions.

Suggested domains are mission fit, leadership and lived-experience input, safeguarding, service quality, access and equity, financial health, governance, data protection, outcome learning, collaboration, and implementation feasibility. Any critical safeguarding failure should trigger a hold regardless of total score.

    

  

    
      Appendix C



What a contribution may support





    

    
      	careful research and public education;

	partner review and monitoring;

	transportation and practical access;

	peer or survivor-informed consultation;

	emergency flexibility through qualified organizations;

	treatment and medication access through qualified providers;

	continuing care and recovery capital;

	partner safeguarding and evaluation;

	community events such as the Twin Oaks 5K;

	the infrastructure required for responsible stewardship.




    
        What Kadesh will report

    



Kadesh should report:

	funds received and allocated;

	partner and purpose;

	outputs completed;

	selected outcomes;

	limitations;

	lessons and changes;

	the next decision donors helped make possible.




    
        What Kadesh will not promise

    



Kadesh will not promise:

	one rescue per donation amount;

	guaranteed abstinence or recovery;

	guaranteed permanent safety;

	universal partner success rates;

	direct access to participant stories;

	zero administrative cost;

	outcomes outside Kadesh’s or a partner’s reasonable control.




    
        Sample campaign architecture

    



Verified need: People frequently miss care because of transportation, documentation, medication, or short-term housing barriers.

Kadesh response: Provide a monitored flexible-access grant to a vetted partner.

Donor invitation: Help close the practical distance between available care and reachable care.

Reporting commitment: Report aggregate uses, people supported, access completed, unresolved gaps, and partner learning without identifying participants.


    
        Sample donor dashboard

    



A concise quarterly or annual dashboard can report:

	Dimension
	Example measure
	Interpretation guardrail

	Access
	People receiving a funded navigation or practical support
	Reach is not the same as long-term outcome

	Connection
	Completed warm handoffs
	Define completion and follow-up period

	Stability
	Housing, treatment, or recovery connection sustained at a defined checkpoint
	Report missing follow-up data

	Partner strength
	Staff trained, supervision added, or system improved
	Explain why capacity matters

	Equity
	Reach and outcomes by appropriate non-identifying groups
	Suppress small cells and protect privacy

	Learning
	Changes made because of evidence or feedback
	Include negative and inconclusive findings

	Finance
	Grants and mission support deployed by category
	Explain restricted and multi-year funds



Never publish a small cell or detailed combination of characteristics that could identify a person.

    

  

    
      Appendix D



Before the conversation





    

    
      	Choose a trained facilitator.

	Explain that no one must disclose personal experience.

	Provide a private way to step out.

	Do not invite public allegations or identifying details.

	Prepare local professional referral information.

	State Kadesh’s non-emergency role.




    
        Discussion questions

    



	Which trafficking myths are common in our community?

	What is the difference between a risk factor and a cause?

	Which practical gaps make people easier to exploit?

	How does stigma interfere with addiction treatment?

	Where do local services send people with both safety and substance-use needs?

	What would a warm handoff look like here?

	Does our organization have clear safeguarding and confidentiality rules?

	How can our purchasing and employment practices reduce labor exploitation risk?

	What can volunteers do safely, and what requires professionals?

	What evidence would we want before funding a partner?




    
        Commitments

    



	We will use precise, person-first language.

	We will not conduct amateur investigations.

	We will not pressure disclosure.

	We will protect privacy in prayer requests and public communication.

	We will support evidence-informed addiction care.

	We will verify statistics before repeating them.

	We will direct resources through vetted channels.

	We will report what we learn.




    
        Facilitator safeguarding

    



Before a discussion, facilitators should explain that the event is educational, no one is expected to disclose personal experience, and the group cannot promise unlimited confidentiality. A private referral pathway should be prepared in advance.

Facilitators should interrupt victim-blaming, graphic speculation, stereotyping, or pressure for testimony. If someone discloses immediate risk, the facilitator should follow the organization’s written safeguarding protocol rather than improvising publicly.

    

  

    
      Appendix E



Prefer





    

    
      	person who experienced trafficking;

	survivor, when self-chosen;

	person with a substance use disorder;

	person in recovery;

	forced labor or labor trafficking when supported by definition;

	commercial sexual exploitation;

	return to use or recurrence;

	medication for opioid use disorder;

	identified, detected, reported, or estimated according to the source.




    
        Avoid

    



	slave as a permanent identity;

	addict or junkie;

	clean or dirty for people or test results;

	prostitute when describing a trafficked person;

	rescue as the entire recovery process;

	modern slavery as a substitute for every legal category;

	trafficking as a synonym for smuggling;

	“one donation saves one victim” without valid program evidence;

	“100 percent success” without definition and follow-up.




    
        Image principles

    



Use images of community, agency, pathways, professional support, safe environments, restored connection, and hope. Avoid chains, cages, taped mouths, bruises, crying close-ups, sexualized scenes, and images that imply every trafficking experience looks the same.


    
        Story-consent questions

    



	Does the person understand every channel where the story may appear?

	Can the person decline without affecting services?

	Could details identify or endanger the person or family?

	Has the person chosen the words used to describe them?

	Is compensation transparent and non-coercive?

	Is withdrawal possible, and what are its practical limits after publication?

	Does the story imply Kadesh caused an outcome it merely supported?

	Is the story necessary, or could aggregate evidence make the point?




    
        Image approval workflow

    



Before publishing an image, Kadesh should document:

	source and license;

	whether any person is identifiable;

	consent scope and expiration when applicable;

	caption accuracy;

	risk of stereotyping or implied survivor status;

	accessibility alt text;

	approval owner;

	future removal process.



Symbolic images should preserve dignity and avoid restraints, bruises, price tags, sexualized silhouettes, or frightened children used as visual shorthand.

    

  

    
      Appendix F



Evidence and Claim Review Worksheet





    

    
      Use one record for every headline statistic or consequential public claim.

	Field
	Review entry

	Proposed wording
	Exact sentence intended for publication

	Decision or message supported
	Why the claim is needed

	Original source
	Primary source, stable link, title, publisher

	Population and geography
	Who and where the evidence describes

	Measurement period
	Year or period of underlying data

	Publication date
	When the source was released

	Method
	Survey, model, detected cases, program data, review, or other

	Denominator
	Population against which rate or percentage is calculated

	Key limitation
	What a reasonable reader might otherwise misunderstand

	Evidence grade
	A, B, C, or D for this intended use

	Approved public wording
	Final bounded language

	Visuals using the claim
	File names or campaign locations

	Reviewer and date
	Person accountable for verification

	Next review date
	Scheduled recheck



The reviewer should open the original source rather than approve a statistic from another organization’s graphic. If the original cannot be located, the claim should not be presented as established fact.

    

  

    
      Appendix G



Sample Kadesh Grant Scorecard





    

    
      Rate each domain from 1 to 5 and attach a short evidence note. Weighting should be approved before proposals are reviewed.

	Domain
	Questions

	Mission fit
	Does the work advance hope, healing, or restoration within approved priorities?

	Participant dignity
	Are autonomy, privacy, accessibility, and choice protected?

	Safeguarding
	Are policies, reporting channels, training, and incident response credible?

	Service quality
	Is the model lawful, appropriately licensed, evidence-informed, and within staff competence?

	Access and equity
	Who is excluded, and are those exclusions necessary and transparent?

	Leadership
	Are governance, supervision, lived-experience input, and succession adequate?

	Financial stewardship
	Is the budget reasonable, are controls documented, and are related-party interests disclosed?

	Data protection
	Is collection minimal and access controlled?

	Outcomes and learning
	Are measures useful, proportionate, and open to negative results?

	Collaboration
	Does the organization coordinate without duplicating or dominating?

	Feasibility
	Are timeline, staffing, permissions, and risks realistic?




    
        Decision record

    



	Decision: approve, conditionally approve, defer, or decline.

	Conditions: specific actions, owners, and deadlines.

	Conflicts disclosed: reviewer or organizational relationships.

	Minority view: material concern not resolved by the majority.

	Learning question: what Kadesh and the partner expect to learn.

	Renewal basis: evidence that will inform continuation, adaptation, or exit.



    

  

    
      Glossary





    

    
      Addiction: A commonly used term for severe or compulsive substance-related behavior. In clinical reporting, use the specific diagnosis “substance use disorder” when appropriate.

Coercion: Threats, schemes, patterns, or abuse of power that compel behavior through fear of serious harm, restraint, legal abuse, or other pressure.

Detected victim: A person identified by a reporting authority or system. Detection is not the same as population prevalence.

Forced labor: Work or service exacted under menace of penalty and not offered voluntarily.

Harm reduction: Policies, programs, and practices intended to reduce negative health, social, or economic consequences of substance use, whether or not use immediately stops.

Human trafficking: Recruitment, harboring, transportation, provision, obtaining, or related conduct for exploitation through legally specified means; definitions vary by jurisdiction and age.

Hotline case: A potential trafficking situation identified through information reported to a hotline. It is not a final legal finding or prevalence estimate.

Low-barrier care: Services designed to minimize unnecessary requirements that prevent access while maintaining safety and quality.

Modern slavery: A statistical umbrella used in global estimates that includes forced labor and forced marriage.

Recovery: A process through which people improve health and wellness, live self-directed lives, and work toward their potential; definitions are personal and programmatic.

Recovery capital: Personal, social, community, and cultural resources that support recovery.

Return to use: Resumption of substance use after a period of reduction or abstinence. It should prompt safety assessment and care adjustment, not automatic moral judgment.

Substance use disorder: A diagnosable pattern of substance use causing clinically significant impairment or distress, with mild, moderate, or severe levels.

Survivor-informed: Practice shaped by diverse lived-experience expertise in meaningful and compensated roles, not limited to storytelling.

Trauma-informed: Practice that recognizes trauma’s effects, emphasizes safety and choice, and seeks to avoid retraumatization.

Warm handoff: A supported referral in which the referring person helps establish connection and reduces the need to repeat information, with consent.

Capacity support: Funding for the people, systems, leadership, safeguards, and infrastructure that allow an organization to deliver its mission reliably.

Contribution: A defensible description of how one actor helped produce an outcome without claiming sole causation.

Data justice: The fair, safe, and accountable collection and use of information, with attention to power, privacy, representation, and harm.

Low-barrier care: Services designed to reduce unnecessary eligibility, administrative, behavioral, transportation, or identity-based obstacles while maintaining appropriate safety.

Recovery capital: Personal, social, community, and cultural resources that support recovery.

Warm handoff: A coordinated, consent-based connection in which eligibility and next steps are confirmed rather than merely suggested.
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      About Kadesh Foundation





    

    
      Kadesh Foundation stands in the fight against human trafficking worldwide and seeks to support trustworthy organizations helping people and families move from addiction toward recovery.

Our work is organized around a simple commitment:


    
        Hope

    



We refuse to reduce a person to a statistic, diagnosis, crime, or chapter of trauma.


    
        Healing

    



We recognize that recovery may require safety, qualified health care, counseling, peer support, spiritual care, stable housing, education, employment, family support, and time.


    
        Restoration

    



We help strengthen the conditions in which people can rebuild agency, purpose, connection, and a meaningful future.

Kadesh Foundation
87 Village Circle
Rocky Point, NC 28457
KadeshFoundation.org

Checks may be mailed to the address above. Do not mail cash.

    

  

    
      Take the Next Step



Donate





    

    
      Support Kadesh Foundation through our secure Zeffy donation page:

https://www.zeffy.com/en-US/donation-form/donate-to-change-lives-12709


    
        Join the Twin Oaks 5K Fun Run/Walk

    



Register, participate, sponsor, or invite your community:

https://www.zeffy.com/en-US/ticketing/twin-oaks-5k-fun-run-walk


    
        Share the research

    



Use this paper to begin a careful conversation with a church, board, business, school, or civic group. Keep the definitions and source dates attached to the statistics.


    
        Build a trusted partnership

    



Organizations interested in partnership should be prepared to discuss governance, safeguarding, financial controls, program methods, outcome definitions, and the role of lived-experience expertise.

Hope invites us to see what is possible. Healing asks us to stay. Restoration gives generosity a durable purpose.


Donate securely to Kadesh Foundation: DONATE SECURELY THROUGH ZEFFY
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