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 Abstract 
 This work investigates the associations between experiences of domestic 
minor sex trafficking and adolescent interpersonal violence victimizations, 
including intimate partner violence (IPV) and community violence. Abuse and 
violence in childhood are commonly proposed as risk factors for domestic 
minor sex trafficking. However, less is known about how interpersonal 
violence victimizations in adolescence connect to domestic minor sex 
trafficking experiences. The poly-victimization framework provides a 
means to understand domestic minor sex trafficking as a type of violence 
amid a web of additional interconnected violence victimizations. Efforts to 
better understand the interpersonal violence experienced by survivors of 
domestic minor sex trafficking are valuable in contextualizing trafficking 
experiences for adolescents. Data from The National Longitudinal Study 
of Adolescent to Adult Health, a population-based sample of adolescents 
in the United States ( n  = 12,605) were used to examine experiences of 
domestic minor sex trafficking for minor respondents, as measured through 
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questions about exchanging sex for money or drugs. A multivariable logistic 
regression model was used to estimate the associations between domestic 
minor sex trafficking and IPV or community violence, while controlling 
for demographic variables and adolescent risk behaviors. Minors who 
experience community violence had significantly greater odds of having 
exchanged sex (aOR: 1.86; 95% CI: 1.32 -2.64). However, IPV was not 
significantly associated with minors’ experiences of sex exchange (aOR: 
1.14; 95% CI: 0.85 -1.54). Alcohol or drug use (aOR: 1.87; 95% CI: 1.32 
-2.65) and having run away (aOR: 2.04; 95% CI: 1.53 -2.72) were also 
significantly associated with minor sex exchange. As experiences of domestic 
minor sex trafficking were significantly associated with community violence 
victimizations, prevention and intervention efforts targeting youth at high 
risk for or survivors of domestic minor sex trafficking should consider how 
community violence victimizations impact these adolescent populations, and 
programming/messaging should be adjusted to account for these additional 
violence victimizations.
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Introduction

Minor sex trafficking in the United States (U.S.) is frequently referred to as 
domestic minor sex trafficking (DMST), and it is defined as any minor (under 
age 18) who is a U.S. citizen or legal resident and who is involved in a com-
mercial sex act (Kotrla, 2010). Unlike sex trafficking of an adult, DMST does 
not require the presence of force, fraud, or coercion for the commercial sex act 
to be considered trafficking, as minors cannot legally consent to engage in 
commercial sex exchanges (Kotrla, 2010; Victims of Trafficking and Violence 
Protection Act, 2000). DMST, a form of commercial sexual exploitation of 
children (CSEC), includes all forms of sexual involvement of minors in under-
ground economies (Greenbaum, 2014). The terms DMST and CSEC are often 
used synonymously or interchangeably, but for this study DMST will be used 
as the focus is on commercial sex acts and excludes stripping and pornography 
of minors, which are also captured in CSEC (Greenbaum, 2014).

Due to the relatively hidden nature of the issue, statistics capturing the 
prevalence of DMST or size of the population experiencing DMST are diffi-
cult to estimate (Stransky & Finkelhor, 2008). Currently, no credible preva-
lence or count estimates for DMST exist and recent scholarship has cautioned 
against continuing to cite current flawed estimates (Franchino-Olsen et al., 
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2020; National Academies of Sciences Engineering and Medicine, 2020). 
However, DMST has been noted as occurring across all fifty states and not 
being isolated to a single demographic group. Further, the antihuman traffick-
ing field is rapidly adapting and applying emerging methodologies to gener-
ate improved estimates of human trafficking, including estimates of DMST 
(Franchino-Olsen et al., 2020; National Academies of Sciences Engineering 
and Medicine, 2020).

Numerous studies have examined the risk factors and correlates that create 
vulnerability for DMST (Choi, 2015; Franchino-Olsen, 2019; IOM & NRC, 
2013). A history of abuse and violence in childhood and adolescence—
including childhood abuse or maltreatment; rape or adolescent sexual victim-
ization; or dating violence—are commonly cited risk factors for DMST 
(Franchino-Olsen, 2019; U.S. Department of Health and Human Services 
Administration for Children Youth and Families [ACYF], 2013). Additionally, 
witnessing family violence or intimate partner violence (IPV) between care-
givers may increase a minor’s risk of subsequent DMST experiences 
(Franchino-Olsen, 2019). Studies using data from the National Longitudinal 
Study of Adolescent to Adult Health (Add Health) found significant corre-
lates between DMST or young adult (age 18 or older) sex exchange and drug 
use and binge drinking, shoplifting, running away, homelessness, history of 
abuse or neglect, and experiences of depression (Edwards et al., 2006; 
Kaestle, 2012; Ulloa et al., 2016).

Females are often assumed to represent the vast majority of DMST vic-
tims/survivors, and much of the research in the previous two decades has 
focused on females’ victimizations or used samples in which cisgender 
females are the most common gender of victim/survivor (Robert & Willis, 
2013). More attention needs to be given to the nature of victims/survivors 
who are cisgender males or who represent a gender minority (including trans-
gender, gender nonconforming, or gender nonbinary), especially as some 
studies have suggested that the latter experience a disproportionate degree of 
DMST (Clawson et al., 2009; Robert & Willis, 2013; Roe-Sepowitz et al., 
2017).

Though abuse or violence in childhood is frequently cited as a key factor 
that creates vulnerability for DMST, less is understood about the connections 
between violence in adolescence and DMST (Finkelhor et al., 2005; Twis, 
2020; Twis et al., 2020). Previous studies have examined the complexities of 
romantic partner relationships that result in one partner trafficking the other and 
other work has explored the types of violence and abuse minors experience 
when being trafficked (Bejinariu et al., 2020; Doychak & Raghavan, 2020; 
Haney et al., 2020; Kellison et al., 2019; Roe-Sepowitz et al., 2017; Twis, 2020; 
Twis et al., 2020). However, to our knowledge, no empirical studies have 



4	 Journal of Interpersonal Violence 

investigated adolescent violence experiences that may exist beyond the DMST 
context nor the connections between these forms of interpersonal violence and 
a minor’s experiences of DMST. With the recognition that DMST is typically 
not the first form of abuse or violence minors have experienced, a polyvictim-
ization framework has been proposed as a way to conceptualize DMST (Twis, 
2020). The polyvictimization framework explores the context and nuance of 
DMST by placing it as one element of cumulative violence across the life 
course of youth at-risk of experiencing DMST and those who have experienced 
DMST (Twis, 2020). The polyvictimization framework highlights the value of 
exploring the context of DMST within a web of adolescent violence (such as 
IPV or teen dating violence) by noting that DMST is unlikely to be an isolated 
experience of abuse or violence in the lives of minors (Twis, 2020). Instead, 
experiences of DMST may co-occur with, be preceded by, or be followed by 
additional forms of violence in adolescence.

Current Study

This study examined DMST in the polyvictimization framework by using a 
measure that captured minors engaging in commercial sex exchange. 
(Respondents were asked: “Have you ever given someone sex in exchange 
for drugs or money?” or “Since [the last interview], how many times have 
you given someone sex in exchange for drugs or money?”) The measured sex 
exchange was experienced by minor respondents in this study, meaning these 
minor sex exchange (MSE) experiences qualify as DMST under federal law.

Guided by the polyvictimization framework, the current study aimed to 
investigate violence victimization connections between DMST, measured as 
MSE, and other forms of interpersonal violence in adolescence by analyzing a 
large nationally representative sample of youth. The additional forms of vio-
lence victimizations considered in adolescence were IPV and community vio-
lence (Decker et al., 2018). The study’s research questions are as follows:

1.	 Is interpersonal violence victimization in adolescence associated with 
MSE?

2.	 Is adolescent community violence or IPV associated with MSE?
3.	 Does biological sex modify the relationship between interpersonal 

violence in adolescence and MSE?

Methods

Sample

This study analyzed data from the National Longitudinal Study of Adolescent 
to Adult Health (Add Health). Add Health is a large, nationally 
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representative, longitudinal study with a sample of more than 20,000 adoles-
cents in the United States who were in 7th-12th grade in 1994-1995 (Harris 
et al., 2009).

The analysis data set was comprised of information from the first two 
waves of Add Health, meaning the Waves I and II in-home interviews with 
the adolescents. Wave I included interview data with the original 20,743 
respondents (10,480 females and 10,263 males) who were aged 12-20 in 
1994-1995 (Harris, 2013). Wave II follow-up interviews with the respondents 
were collected from April to August 1996, and included 13,568 respondents 
(6,963 females and 6,605 males) who were aged 12-22 in 1996 (Harris et al., 
2009). Thus, there was approximately one year between the Wave I and Wave 
II interviews. Note that Wave II interviews were not conducted with individu-
als who were high school seniors (12th grade) in Wave I unless they were part 
of the genetic sample.

To be eligible for inclusion in the analysis data set, interview data for each 
respondent must have been collected during both Waves I and II to support 
merging the datasets and include a nonzero Wave II sampling weight for each 
respondent. In addition, the respondents must have been 18-years-old or 
younger at Wave II, and have information available on the demographic vari-
ables of race/ethnicity, family structure, and age at Wave II.

Measures

Demographic variables
Biological sex. For analysis purposes, biological sex was captured at Wave II 
when respondents were coded as either male or female.

Race/ethnicity. Race and ethnicity measures were created as a constructed 
variable from numerous interview questions and provided by Add Health 
researchers (Udry et al., 2003). This was included as a categorical variable 
with four options: Non-Hispanic White, Non-Hispanic Black, Hispanic, Other.

Age. Age at Wave II interview was included as a continuous variable.
Highest parental education. Highest parental education was used as a 

proxy variable for socioeconomic status, as recommended by other Add 
Health researchers (Kahn & Halpern, 2018). Constructed from multiple inter-
view questions, it was included as a categorical variable with four options: no 
high school degree, high school graduate, some college attended, and college 
graduate or beyond.

Family structure. Family structure, previously constructed, reflects the 
type of family the respondent primarily resided with and was used as a cate-
gorical variable with four options: two biological parents, two parents (at 
least one of whom is nonbiological), single mother or single father, and other.
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Adolescent risk behaviors
In order to account for certain adolescent behaviors, which may increase the 
risk of violence in adolescence, certain risk behaviors were controlled for in 
the multivariable analysis. These risk behavior controls were previously 
found to be associated with experiences of sex exchange in studies using Add 
Health data (Edwards et al., 2006; Kaestle, 2012; Ulloa et al., 2016):

Binge drinking. Respondents were asked about their risky alcohol use 
(Hayibor et al., 2019) at Waves I and II. Respondents indicated the frequency 
with which they engaged in binge drinking (five or more drinks in a row dur-
ing one day) in the past 12 months. A drink was defined as more than a sip or 
a taste of someone else’s beer, wine, or liquor. Respondents who reported 
doing this two or more times each month were coded as engaging in binge 
drinking.

Marijuana, cocaine, and other drug use. Questions about marijuana use, 
cocaine use, and use of other illegal drugs (including LSD, PCP, ecstasy, 
mushrooms, speed, ice, heroin, or pills) and inhalants were asked during the 
Waves I and II interviews. If a respondent reported using one of these at any 
time, they were coded as having used that particular substance during their 
lifetime.

Alcohol or drug use. An overall measure of any risky alcohol or drug use 
was created using the alcohol and drug variables. If a respondent reported 
instances of binge drinking, marijuana use, cocaine use, or use of other illegal 
drugs or inhalants, they were coded as having experienced some type of alco-
hol or drug use.

Shoplifting. Shoplifting was measured at both Waves I and II by asking 
how often respondents took something from a store without paying for it. 
Respondents who reported shoplifting at least once at any time were coded as 
having ever shoplifted.

Running away from home. Running away was measured at both Waves I 
and II by asking how often respondents ran away from home. Respondents 
who reported having run away from home at least once at any time were 
coded as having ever run away from home.

Adolescent violence victimization
Adolescent community violence victimization. Community violence victim-
ization was assessed at Waves I and II by asking respondents whether in the 
past 12 months someone pulled a knife or gun on them; shot, stabbed, or cut 
them; or jumped them. Respondents who answered yes to any of these ques-
tions were coded as having experienced community violence victimization.

Adolescent intimate partner violence (IPV) victimization. Add Health 
questions about IPV victimization were collected in the Wave II interview. 
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Respondents were asked about this victimization for three types of partners: 
romantic partners, romantic interest partners, and nonromantic (potentially 
sexual) partners. (For more information on the designation of these catego-
ries, see the Introductory Guides of the Add Health Codebooks [Add Health 
Codebooks, 2020].) For each respondent experiencing such violence by one 
of these types of partners, respondents were asked whether the victimization 
was physical or psychological in nature. Physical violence victimization was 
assessed by asking whether the respondent’s partner had pushed or shoved 
them or thrown something at them that could hurt. Psychological violence 
victimization was assessed by asking whether the respondent’s partner had 
called them names, insulted them, treated them disrespectfully in front of oth-
ers, swore at them, or threatened them with violence.

Responses to these questions were used to create six variables document-
ing respondents’ physical and psychological IPV experiences for each type of 
partner. These variables included the following: romantic partner violence 
that was physical; romantic partner violence that was psychological; roman-
tic interest partner violence that was physical; romantic interest partner vio-
lence that was psychological; nonromantic partner violence that was physical; 
and nonromantic partner violence that was psychological. For respondents 
who reported multiple relationships with a particular type of partner (e.g., 
multiple romantic partners), these multiple partners were combined to create 
a composite measure of IPV experiences within that type of partnership. Two 
additional variables were created to document physical violence by any of the 
three types of partners and psychological violence by any of the three types 
of partners. A final variable was created representing either physical or psy-
chological violence by any partner type (any IPV).

Adolescent interpersonal violence. Using information from the interview 
questions on community violence and IPV, we created an adolescent interper-
sonal violence victimization variable to indicate whether the respondent had 
ever experienced community or IPV.

Minor sex exchange (MSE)
Sex exchange as a minor. DMST was evaluated via a measure of MSE. MSE 
was assessed by asking respondents about their experiences of “giving some-
one sex in exchange for drugs or money,” an act that qualifies as DMST if the 
exchange happened when the respondent was a minor (Choi, 2015). 
Respondents at Wave I were asked if they had ever experienced MSE and at 
Wave II they were asked if they had experienced MSE between Waves I and 
II. Thus, when taken together, the Wave I and Wave II responses are a mea-
sure of MSE events prior to the Wave II interview.
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In both the Wave I and Wave II interviews, respondents indicated the fre-
quency of MSE events they had experienced (range: 0-834). Frequencies 
were summed across both interviews and presented descriptively. For analy-
sis purposes, MSE responses were coded to reflect whether the respondent 
had ever exchanged sex for money or drugs either before the Wave I inter-
view or between the time of the Wave I and II interviews.

Analyses

Descriptive statistics for the key variables of interest were conducted for the 
whole analysis sample and separately for males and females. Bivariate cross-
tabulations between MSE experiences and other forms of interpersonal vio-
lence victimization also were conducted on the entire sample and separately 
for males and females.

A multivariable logistic regression model was used to examine associa-
tions between community violence and IPV with MSE experiences. This 
model included data from the entire sample of males and females. More spe-
cifically, MSE (yes or no) was modeled as a function of demographic vari-
ables (biological sex, race/ethnicity, age, parental education, and family 
structure), adolescent risk behaviors (alcohol or drug use, shoplifting, run-
ning away), and interpersonal violence victimization (community violence, 
IPV). To assess sex differences in associations between MSE and the vio-
lence variables, as well as the risk behaviors, interaction terms were assessed 
between biological sex and each independent nondemographic variable.

Multiple imputation by chained equations (MICE) was conducted to 
account for item nonresponse on model variables that existed for a small por-
tion (<5%) of the eligible sample. Data underwent 100 imputations (m = 100) 
using demographic variables (biological sex, race/ethnicity, age, family 
structure) as predictors. All analyses account for the complex survey design 
of Add Health—including weighting, stratification, and clustering—and the 
use of MICE (m = 100) in the application of respondent sampling weights 
(Wave II) and adjustment of variance estimates (Harris, 2013). Analyses were 
completed using Stata 16.1 (StataCorp, 2020).

Results

The eligible Add Health sample size included 12,605 respondents (nmale = 
6,071; nfemale = 6,534). Of these eligible respondents, approximately 95% 
had no missing data for all included variables of interest (ncomplete case = 
12,015). The data for the remaining 5% who were eligible but missing 
responses on at least one variable of interest (npartially complete = 590) underwent 
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MICE (m = 100) to restore the analysis sample to the full, eligible size of 
12,605 respondents.

Demographic Characteristics

Table 1 presents descriptive findings on the demographic characteristics of 
the full sample, and by biological sex. The sample was approximately 
evenly split between males (48.16%) and females (51.84%). In the full 
sample, the majority of respondents identified as non-Hispanic White 
(65.91%) while 15.33% identified as non-Hispanic Black, 11.94% identi-
fied as Hispanic, and 6.82% identified by another race/ethnicity (Other). 
The average age at Wave II was 15.76 years. For highest parental education, 
31.02% of respondents had a parent who had graduated college or beyond, 
followed by 29.97% with a parent who attended some college, 26.97% with 
a parent who had graduated high school, and 12.05% with a parent who had 
less than a complete high school education. Most respondents (55.03%) 
lived with two biological parents, while 17.15% lived with two parents, 
23.78% lived with a single mother or a single father, and 4.04% lived in 
some alternative family structure.

Risk Behaviors

As shown in Table 1, alcohol or drug use was the most common adolescent 
risk behavior (41.69%) with the most common substance use being mari-
juana (34.84%) followed by monthly binge drinking (17.08%), other illegal 
drugs or inhalants (14.92%), and cocaine (4.42%). Nearly one-third of 
respondents reported ever shoplifting (32.55%), and 11.33% of respondents 
indicated they had ever run away from home. When considering these risk 
behaviors by biological sex, a significantly larger percentage of males 
(44.21%) reported engaging in any alcohol or drug use than females (39.20%), 
and a greater percentage of males (20.81%) than females (13.41%) reported 
monthly binge drinking. While a significantly greater percentage of male 
respondents reported shoplifting (36.34%) than female respondents (28.80%), 
a higher percentage of females (12.40%) reported running away compared to 
males (10.25%).

Violent Victimization

Table 1 shows that a sizeable portion (38.41%) of respondents experienced 
some form of interpersonal violence (IPV and/or community violence) in 
adolescence. The most common form of interpersonal violence victimization 
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was community violence, which approximately one-fourth of respondents 
experienced in adolescence (25.40%). Community violence victimization 
was significantly more common for males (35.11%) than for females 
(15.80%). Approximately one in five respondents experienced IPV in adoles-
cence (21.30%), and psychological IPV (19.64%) was more common than 
physical IPV (7.53%).

MSE Experiences

The proportion of respondents who experienced MSE is included in Table 1, 
which reflects what has been published in other studies using Add Health 
data (Edwards et al., 2006; Kaestle, 2012; Ulloa et al., 2016). In the full 
sample, 3.53% of all respondents reported experiences of MSE, and a signifi-
cantly greater proportion of male respondents (4.83%) reported having expe-
rienced MSE compared to females (2.26%).

Table 2 displays the frequency of incidents of MSE events for the com-
plete-case sample of males and females pooled and stratified by biological 
sex. For the complete-case sample, 3.12% of respondents (males: 4.19%; 
females: 2.09%) experienced one or more MSE incidents. The most common 
frequency was a single reported instance of sex exchanged for money or 
drugs (1.91% of all respondents).

MSE and Violence Victimizations

Table 3 presents the bivariate frequencies of types of interpersonal violence 
victimization for respondents who experienced MSE and respondents who 
did not experience MSE. In general, greater percentages of minors with a his-
tory of sex exchange experienced interpersonal violence victimization (forms 
of IPV and/or community violence) compared to their peers without MSE 
experiences. More than half of the respondents who had experienced MSE 
also experienced community violence (51.09%), making community vio-
lence approximately twice as common among MSE survivors as their peers 
without MSE experiences (24.45%). For IPV, 30.44% of minors with sex 
exchange histories had a history of any IPV, while 20.96% of their non-MSE 
peers had experienced IPV. Among respondents who experienced MSE, psy-
chological violence was the most common form of IPV (28.96%) and physi-
cal IPV (11.82%) was less common. Again, both these forms of IPV were less 
prevalent for respondents who had not experienced MSE (psychological: 
19.30%; physical: 7.38%). These more prevalent victimization estimates of 
community violence and any IPV found in the full sample also existed for 
males and females when respondents were stratified by biological sex. For 
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Table 1. Descriptive Statistics for Demographics, Adolescent Risk Behaviors, 
Adolescent Violence Victimization, and MSE Experiences.

All  
(n = 12,605)

Males  
(n = 6,071)

Females  
(n = 6,534)

% (SE) % (SE) % (SE)

Demographics

Race/ethnicity

Hispanic 11.94 (1.59) 12.00 (1.64) 11.88 (1.64)

Non-Hispanic White 65.91 (2.80) 65.67 (2.85) 66.14 (2.87)

Non-Hispanic Black 15.33 (2.02) 14.84 (2.02) 15.81 (2.08)

Other 6.82 (0.77) 7.48 (0.91) 6.17 (0.75)

Age (Wave II) Mean (SE) 15.76 (0.10) 15.80* (0.10) 15.71* (0.11)

Highest parental education (SES)

Less than high school graduation 12.05 (1.26) 11.98 (1.37) 12.12 (1.27)

High school graduate/GED 26.97 (1.13) 25.63 (1.25) 28.29 (1.25)

Some college or vocational 
education

29.97 (0.90) 31.05 (1.08) 28.89 (1.00)

College graduate or beyond 31.02 (1.78) 31.33 (1.88) 30.70 (1.85)

Family structure

Two biological parents 55.03 (1.32) 55.23 (1.52) 54.84 (1.38)

Two parents 17.15 (0.49) 17.59 (0.63) 16.71 (0.64)

Single mother or single father 23.78 (1.12) 23.23 (1.27) 24.32 (1.19)

Other 4.04 (0.30) 3.95 (0.38) 4.13 (0.37)

Adolescent risk Behaviors

Alcohol or drug use 41.69 (1.26) 44.21* (1.43) 39.20* (1.40)

Binge drinking (monthly prior 12 
months)

17.08 (0.86) 20.81* (1.25) 13.41* (0.73)

Marijuana use (ever) 34.84 (1.30) 36.20 (1.42) 33.49 (1.53)

Cocaine use (ever) 4.42 (0.32) 4.77 (0.46) 4.07 (0.40)

Illegal drug (other) or inhalant use 
(ever)

14.92 (0.68) 14.76 (0.81) 15.09 (0.80)

Shoplifting 32.55 (0.83) 36.34* (0.98) 28.80* (0.99)

Running away from home 11.33 (0.47) 10.25* (0.58) 12.40* (0.62)
(continued)
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All  
(n = 12,605)

Males  
(n = 6,071)

Females  
(n = 6,534)

% (SE) % (SE) % (SE)

Adolescent violence victimization

Any violence 38.41 (0.99) 44.84* (1.29) 32.07* (1.06)

Any community violence 25.40 (0.93) 35.11* (1.26) 15.80* (0.96)

Any partner violence (IPV) 21.30 (0.75) 20.84 (0.94) 21.75 (0.97)

Physical 7.53 (0.33) 7.14 (0.49) 7.93 (0.45)

Psychological 19.64 (0.74) 18.81 (0.88) 20.46 (0.97)

Minor sex exchange experiences

Ever exchanged sex as a minor 3.53 (0.29) 4.83* (0.41) 2.26* (0.30)

Note. % (percentage) and SE (standard error) are weighted to be population-based estimates 
and account for multiple imputation.
* designates estimates significantly different for males vs. females (α = 0.05).

Table 1. Continued

Table 2. Frequency of MSE Experiences (Ever Having Exchanged Sex as Minor in 
Wave I and/or Wave II).

Frequency All (n = 12,015) Males (n = 5,726) Females (n = 6,289)

n (%) n (%) n (%)

0 11,633 (96.88) 5,476 (95.81) 6,157 (97.91)

1 242 (1.91) 147 (2.43) 95 (1.41)

2 38 (0.27) 28 (0.36) 10 (0.19)

3 19 (0.18) * (0.17) * (0.19)

4-6 26 (0.27) 15 (0.31) 11 (0.21)

7-19 26 (0.31) * (0.39) * (0.06)

20-834 31 (0.27) * (0.41) * (0.07)

Note. Counts and percentages reflect complete-case data (n = 12,015) prior to multiple 
imputation (where nfinal = 12,605).
n values are raw counts; % (percentages) are weighted to be population-based estimates.
* = count suppressed due to small cell sizes.

example, 53.81% of males and 45.37% of females who experienced MSE 
also experienced community violence compared to 34.16% of males and 
15.12% of females without an MSE history. As reported in Table 3, the statis-
tics for community violence significantly differed by biological sex, meaning 
that males who reported MSE had the highest percentage of community 
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violence of the respondents, followed by females who reported MSE. 
Likewise, when examining IPV victimization across the three forms of IPV 
relationships/partnerships and the type of IPV (physical, psychological) 
experienced, nearly all estimates demonstrated a higher prevalence of IPV 
among respondents who experienced MSE than among their peers for both 
the full sample and the stratified male and female samples. The only excep-
tion to this pattern was for females who experienced IPV from a romantic 
partner. For physical IPV, psychological IPV, and any IPV in this partnership, 
female respondents who experienced MSE had a lower prevalence of IPV 
than their peers without an MSE history. This pattern for females who expe-
rienced IPV from a romantic partner likely accounted for the significant dif-
ferences in biological sex for the romantic partner IPV categories of Table 3. 
Males and females were found to have significantly distinct estimates for any 
romantic partner IPV, physical IPV perpetrated by a romantic partner, and 
psychological IPV perpetrated by a romantic partner.

Table 4 presents results of logistic regression examining associations 
between MSE and experiences of community violence and IPV among 
respondents, with this analysis controlling for adolescent risk behaviors and 
demographic characteristics. Preliminary examinations investigated whether 
biological sex moderated the relationship between MSE and the nondemo-
graphic independent variables of the multivariable model (adolescent vio-
lence victimization; adolescent risk behaviors). Biological sex did not 
significantly (α = 0.05) modify any of the associations between interpersonal 
violence or risk behaviors and the odds of experiencing MSE, therefore strat-
ified results for males and females are not presented in the multivariable 
model. Additionally, multiple IPV variables (e.g., physical IPV by a romantic 
partner, etc.) were included in preliminary models and were not significantly 
associated with MSE. As a result, more detailed measures of IPV were col-
lapsed into a single composite variable for any IPV in multivariable regres-
sion model of Table 4.

Results show that community violence victimization was significantly 
and positively associated with MSE experiences (aOR: 1.86; 95% CI: 1.32-
2.64). However, IPV victimization was not significantly associated with 
MSE (aOR: 1.14; 95% CI: 0.85-1.54). Alcohol or drug use was significantly 
positively associated with MSE (aOR: 1.87; 95% CI: 1.32-2.65), as was 
having run away from home (aOR: 2.04; 95% CI: 1.53-2.72). Females had 
significantly lower odds of experiencing MSE (aOR: 0.50; 95% CI: 0.37-
0.68) compared to males. Non-Hispanic Black respondents had significantly 
greater odds of having experienced MSE (aOR: 1.86; 95% CI: 1.29-2.68) 
compared to non-Hispanic White respondents. Parental education was also 
significantly positively associated with MSE with all parental education 
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Table 3. Percentages and Standard Errors of Interpersonal Violence Victimizations 
During Adolescence Among MSE Youth vs. Non-MSE Youth.

Youth Who Reported MSE 
(% = 3.53)

Youth Who Did Not Report 
MSE (% = 96.47)

All Males  
(% = 67.87)

Females  
(% = 32.13)

All Males  
(% = 49.02)

Females  
(% = 50.98)

% (SE) % (SE) % (SE) % (SE) % (SE) % (SE)
Any violence 60.87 

(3.47)
62.37 
(4.06)

57.68 
(5.87)

37.59 
(1.02)

43.95 
(1.32)

31.48 
(1.07)

Any community 
violence*

51.09 
(3.48)

53.81 
(4.06)

45.37 
(6.51)

24.45 
(0.93)

34.16 
(1.27)

15.12 
(0.97)

Any partner 
violence (IPV)

30.44 
(3.01)

32.13 
(3.49)

26.88 
(4.30)

20.96 
(0.75)

20.27 
(0.95)

21.63 
(0.97)

Physical 11.82 
(2.19)

11.89 
(2.67)

11.65 
(3.07)

7.38 
(0.33)

6.89 
(0.50)

7.84 
(0.45)

Psychological 28.96 
(2.91)

30.41 
(3.28)

25.90 
(0.42)

19.30 
(0.74)

18.22 
(0.89)

20.34 
(0.97)

Romantic partner 
violence*

4.87 
(1.23)

6.87 
(1.82)

0.65  
(0.63)

1.66 
(0.15)

1.81 
(0.21)

1.52 
(0.21)

Physical* 2.29 
(0.93)

3.36 
(1.40)

0.03  
(0.03)

0.46 
(0.08)

0.51 
(0.12)

0.42 
(0.10)

Psychological* 4.46 
(1.18)

6.26 
(1.76)

0.65  
(0.63)

1.59 
(0.14)

1.72 
(0.20)

1.46 
(0.21)

Romantic interest 
partner violence

21.94 
(2.44)

20.75 
(2.86)

24.44 
(4.08)

18.96 
(0.73)

17.81 
(0.90)

20.06 
(0.92)

Physical 8.42 
(1.72)

7.28 
(2.06)

10.82 
(3.03)

6.61 
(0.32)

6.01 
(0.47)

7.19 
(0.43)

Psychological 20.86 
(2.36)

19.63 
(2.67)

23.47 
(4.01)

17.44 
(0.72)

15.94 
(0.84)

18.88 
(0.91)

Nonromantic 
relationships 
(includes sexual) 
partner violence

7.16 
(1.44)

9.01 
(1.97)

3.25  
(1.54)

1.65 
(0.15)

2.10 
(0.27)

1.23 
(0.18)

Physical 1.69 
(0.69)

2.11 
(0.96)

0.80  
(0.64)

0.53 
(0.08)

0.61 
(0.12)

0.46 
(0.10)

Psychological 7.10 
(1.43)

9.00 
(1.97)

3.09  
(1.53)

1.43 
(0.15)

1.80 
(0.26)

1.09 
(0.18)

Note. % (percentage) and SE (standard error) are weighted to be population-based estimates 
and account for multiple imputation.
* designates violence categories in which the percentages across “Reported MSE” levels 
(youth who reported MSE vs. youth who did not report MSE) were significantly different for 
males vs. females (α = 0.05).
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Table 4. Results of Multivariable Model: Adjusted Odds Ratios for Any Minor Sex 
Exchange (MSE) (n = 12,605).

MSE aOR (95% CI)

Adolescent violence victimization

Any community violence 1.86* (1.32, 2.64)

Any partner violence (IPV) 1.14 (0.85, 1.54)

Adolescent risk behaviors

Alcohol or drug use 1.87* (1.32, 2.65)

Shoplifting 1.11 (0.80, 1.54)

Running away from home 2.04* (1.53, 2.72)

Demographics

Biological sex

Male 1.00 (ref)

Female 0.50* (0.37, 0.68)

Race/ethnicity

Non-Hispanic White 1.00 (ref)

Hispanic 0.66 (0.39, 1.14)

Non-Hispanic Black 1.86* (1.29, 2.68)

Other 0.87 (0.48, 1.57)

Age 0.98 (0.88, 1.10)

Highest parental education (SES)

Less than high school graduation 2.50* (1.52, 4.11)

High school graduate/GED 2.53* (1.75, 3.66)

Some college or vocational education 1.92* (1.35, 2.73)

College graduate or beyond 1.00 (ref)

Family structure

Two biological parents 1.00 (ref)

Two parents 0.64* (0.45, 0.92)

Single mother/single father 0.72 (0.51, 1.00)

Other 0.83 (0.44, 1.56)

Note. Adjusted odds ratio (aOR), (95% confidence interval).
*significant aOR.
(ref) = reference category.
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categories compared to college graduate having elevated odds of experienc-
ing MSE (Less than high school—aOR: 2.50; 95% CI: 1.52-4.11; High 
school graduate—aOR: 2.53; 95% CI: 1.75-3.66; Some college—aOR: 
1.92; 95% CI: 1.35-2.73). For family structure, when compared to respon-
dents living with two biological parents, those living with two parents (at 
least one nonbiological) had significantly decreased odds of MSE (aOR: 
0.64; 95% CI: 0.45-0.92).

Discussion

This study found a significant connection between MSE—a measure of 
DMST—and community violence experienced by adolescents. Despite the 
consistent bivariate pattern wherein a larger proportion of minors with a his-
tory of sex exchange experienced community violence and IPV compared to 
their non-MSE peers, IPV did not have a significant association with MSE in 
the multivariable model when controlling for demographic variables and 
adolescent risk behaviors. In this multivariable model, community violence, 
which captured whether the adolescent had been threatened or injured with a 
weapon or jumped, was significantly associated with whether a minor had 
ever given someone sex in exchange for money or drugs. Alcohol and drug 
use, as well as having run away from home, were also significantly associ-
ated with MSE. The associations between these forms of interpersonal vio-
lence or adolescent risk behaviors and DMST did not vary by biological sex, 
which suggests these connections between community violence victimiza-
tions and DMST experiences may not be meaningfully different for males 
and females.

This is the first study of which we are aware that links experiences of 
DMST to nonsexual interpersonal violence victimizations in adolescence 
using a large, population-based survey. These findings are consistent with 
other studies that have shown a connection between trafficking and other 
forms of violence, such as partner or domestic violence, and they reinforce 
the notion that DMST is not an isolated form of violence in the lives of minors 
(Koegler et al., 2020; Ortega-Senet & Tierney, 2020). This work also builds 
on prior Add Health analyses which found that DMST experiences were sig-
nificantly linked to forced sex in adolescence, though it is unclear in these 
previous analyses whether respondents were considering their DMST experi-
ences as forced sex or if the reported forced sex reflected one or more sepa-
rate experiences from DMST (Edwards et al., 2006). Previous work has noted 
that DMST is not a “monolithic phenomenon” but an experience intersected 
with vulnerabilities and violence experiences of a minor’s life (Twis, 2020, p. 
322). These findings shed light on how experiences of DMST may cluster 
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with community violence victimizations, highlighting the interrelationship 
between these forms of violence (Finkelhor et al., 2005).

Females were found to be significantly protected against DMST, com-
pared to males, in the multivariable regression results. Given that males are 
often overlooked or excluded from analyses focused on DMST experiences, 
these Add Health results are valuable in demonstrating the connections 
between DMST and community violence for both males and females, as the 
connection between DMST and community violence were not significantly 
distinct by biological sex (Moore et al., 2020; Robert & Willis, 2013). The 
protective relationship detected here for females may be due to the way in 
which the DMST measure was asked in Add Health. Previous work has noted 
that females may be more likely to report DMST or be identified as DMST 
survivors in contexts in which there is force, fraud, or coercion (via a third-
party trafficker), or in which they consider their trafficker to be a romantic 
partner (Greeson et al., 2019; Reid, 2012). Males may be more likely to 
report DMST or be identified as DMST survivors in contexts in which sex is 
sold to meet survival needs or in which there is no third-party trafficker 
(Edinburgh et al., 2015; Mapp, 2016; Robert & Willis, 2013). The phrasing 
of the Add Health question reflecting DMST (which asked whether the 
respondent had ever given someone sex in exchange for money or drugs) 
may have caused the respondents to consider sex exchanges in which they 
had greater agency (i.e., in which there was no explicit force or coercion or 
no third-party trafficking) and resulted in more males than females reporting 
DMST experiences.

Additionally, the multivariable regression results connect a history of 
risky alcohol or drug use with DMST experiences, which is not surprising 
given the potential of the minor seeking drugs in exchange for sex built into 
the Add Health MSE interview question. Previous work has determined alco-
hol or drug use to be a significant predictor of DMST (Edwards et al., 2006; 
Klatt et al., 2014; Laird et al., 2020). Likewise, the relationship between run-
ning away from home and experiences of DMST have been noted by others. 
Running away has been noted as a significant risk factor for DMST, and 
minors who have run away may exchange sex to meet basic needs such as 
housing or food (Franchino-Olsen, 2019; IOM & NRC, 2013; Laird et al., 
2020). In examining patterns of trafficking among youth who run away from 
foster care, Latzman and Gibbs (2020) noted that the relationship between 
trafficking and running away may be bidirectional, in which running away 
increases the risk of DMST and DMST increases the risk that a minor will run 
away from care. However, other research has indicated that the running away 
may sometimes reduce the risk of DMST by allowing the minor to leave an 
abusive or risky environment (Klatt et al., 2014). It seems the relationship 
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between experiences of DMST and having run away from home is complex 
with the context and circumstances surrounding these events influencing the 
relationship between these experiences.

These findings reinforce the potential applicability of the polyvictimiza-
tion framework—which focuses on the cumulative burden of violence—
when considering the context of DMST in the lives of minors (Hamby et al., 
2018; Twis, 2020). Though this analysis is unable to determine whether 
DMST preceded, co-occurred, or followed these reported community vio-
lence events, the results contextualize DMST as not an isolated incident of 
violence during adolescence. Rather, community violence is likely to be 
accompanied by experiences of DMST in adolescence, which provides a 
more nuanced understanding of the interconnected nature of victimizations. 
When considered alongside frequently cited risk factors of previous child-
hood abuse or maltreatment and sexual assault, these findings place DMST 
within a web of violence across the life course and speak to the need to care-
fully consider violence outside of DMST when responding to the needs of 
DMST survivors (Franchino-Olsen, 2019).

Strengths and limitations

This study had the advantage of using a large, nationally representative, pop-
ulation-based survey to assess these rare and sensitive topics of violence in 
adolescence. The Add Health study design and sampling methods ensure that 
the sample was probability-based, which potentially expands the generaliz-
ability of the findings for adolescents in the United States. Additionally, by 
interviewing school-enrolled adolescents, many of whom may be typically 
overlooked as at-risk for DMST, the Add Health sample was potentially able 
to capture a greater portion of minors who had experienced one or more 
instances of DMST than would have been captured in a study focused on 
minors considered more at risk (e.g., homeless or runaway minors). This 
expanded sample of DMST survivors may have added nuance to this study’s 
findings. The findings also increase the diversity of our understanding around 
DMST due to the large number of males who were to be DMST survivors in 
the Add Health sample (67.87% of the MSE respondents were male).

The Add Health measure of MSE representing DMST cannot be used to 
distinguish between the natures of these DMST experiences. For example, 
the available variables do not provide insight into the context in which DMST 
events occurred. The measure is unable to determine if individuals exchanged 
sex for money or drugs to meet basic needs (such as food or housing), via 
coercion by a third-party, to meet a physiological need for drugs, or as a mat-
ter of choice in which they found it an appealing economic option to earn 
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money/acquire drugs as a minor. Future work should seek to tease out how 
these distinct contexts for DMST affect associations between trafficking and 
interpersonal violence. The study is also limited by its diversity as minors 
who are not enrolled in school and who may be at even greater risk of DMST 
are not included in Add Health (Wolfe et al., 2018). Community violence was 
measured at Waves I and II, while IPV was assessed only at Wave II, making 
it difficult to determine if community violence was truly more prevalent than 
IPV for respondents across adolescence, as shown in our descriptive findings. 
Finally, Add Health at Wave I and Wave II does not offer any nuance around 
gender beyond binary biological sex, meaning gender identities that may 
experience a disproportionate risk of DMST—such as transgender, gender 
nonconforming, and gender nonbinary—could not be detected in this sample 
(Choi, 2015; Fedina et al., 2019; IOM & NRC, 2013).

Implications

This study has implications for future research, policy, and practice for the 
antihuman trafficking field. Future research should further investigate the 
nature of the link between community violence and DMST to better under-
stand the context of these intersecting forms of violence and whether minors 
experiencing these forms of violence have contact with key systems—such 
as education, child welfare, and criminal justice—in the time period sur-
rounding these violent experiences. An improved understanding of the con-
text and circumstances connecting DMST and community violence will 
deepen the field’s understanding of the events that lead to and follow DMST 
and should aid in the formation of empirical models or theories that can 
describe the links for DMST risk and protective factors to DMST experiences 
to subsequent outcomes.

These findings demonstrate the importance of trauma-informed, survivor-
centered policy seeking to address DMST. The criminal justice, child wel-
fare, and/or medical systems may interact with minors following episodes of 
community violence, running away from home, or alcohol or drug use. Given 
the connection to DMST for each of these circumstances, comprehensive 
policies should be implemented to ensure minors are screened for experi-
ences of DMST and appropriate survivor-centered response protocols are in 
place for DMST disclosures to minimize harm and provide needed services.

Antitrafficking practice efforts should incorporate these findings to con-
sider DMST as interconnected to other forms of violence, which can inform 
prevention and intervention efforts. In examining dynamics of DMST cases, 
Twis et al. (2020) highlighted the similarities found between the context and 
dynamics of the DMST violence and the dynamics known to exist in 
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adolescent IPV or teen dating violence situations. The findings presented 
here linking DMST and community violence, along with the noted similari-
ties between trafficker-inflicted violence and adolescent partner violence, 
emphasizes the need to integrate DMST prevention efforts in advocacy and 
programing that target community violence and/or IPV in adolescence (Twis, 
2020; Twis et al., 2020). Recognizing the intersection of DMST and adoles-
cent interpersonal violence, future DMST prevention and intervention strate-
gies focused on education should provide messaging and resources for 
violence beyond DMST, while screening and/or service provisions for ado-
lescents should ask about and incorporate resources for interpersonal vio-
lence along with DMST.

Conclusion

This study fills important gaps in the antihuman trafficking field by contex-
tualizing experiences of DMST in adolescence among community violence 
victimizations. Understanding that minors who experience community vio-
lence are also significantly more likely to experience DMST demonstrated 
the interconnected nature of trafficking violence to other forms of interper-
sonal violence. This connected nature should be considered by researchers 
and practitioners seeking to improve awareness of DMST and provide pre-
vention or intervention efforts. Awareness efforts should be delivered with 
clear, trauma-informed messaging that addresses the additional forms of vio-
lence minors at risk of DMST or survivors of DMST have experienced. 
Prevention efforts should consider how violent environments or the connec-
tion between community violence and DMST can be used to reach high-risk 
minors and prevent DMST. Intervention work could also include screening 
for adolescent violence beyond DMST and providing care and services for 
needs that are tied to these additional violence victimizations. Future research 
should continue to explore these associations between adolescent violence 
and DMST and investigate how DMST survivors conceptualize these multi-
ple forms of violence as potential harms and traumatic events.
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