
Original Study
Domestic Minor Sex Trafficking Patients: A Retrospective Analysis
of Medical Presentation
Amy P. Goldberg MD1,2,*, Jessica L. Moore BA 2, Christopher Houck PhD 3,4, Dana M. Kaplan MD1,2,
Christine E. Barron MD1,2

1Department of Pediatrics, The Warren Alpert Medical School of Brown University, Providence, Rhode Island
2Hasbro Children's Hospital, Providence, Rhode Island
3Departments of Psychiatry and Pediatrics, Rhode Island Hospital, Providence, Rhode Island
4Department of Psychiatry and Human Behavior, The Warren Alpert Medical School of Brown University, Providence, Rhode Island

a b s t r a c t
Study Objective: To describe the clinical characteristics of patients r
eferred for domestic minor sex trafficking (DMST) to improve identi-
fication and intervention.
Design: Retrospective cohort study.
Setting: The Lawrence A. Aubin, Sr Child Protection Center at Hasbro Children's Hospital where patients are evaluated by child abuse
pediatricians in outpatient, emergency department, and inpatient settings.
Participants: A total of 41 patients younger than the age of 18 years referred for the evaluation of DMST involvement between August 1,
2013 and March 30, 2015.
Interventions and Main Outcome Measures: We collected demographic, social-environmental, medical, and psychiatric variables from the
medical records of patients referred for evaluation who have self-disclosed, been reported with evidence, and/or have histories that place
them at high risk for DMST involvement.
Results: Children had frequent contact with medical providers, with 81% seen in the year before referral for DMST. Childhood maltreatment
and family dysfunction were identified (sexual abuse, 21/37 or 57%; parental substance abuse, 22/37 or 60%) in the 41 patients. Children
had medical problems (eg, sexually transmitted infection, 13/41 or 32%), psychiatric needs (eg, acute suicidality, 8/41 or 20%; at least 1
previous psychiatric admission, 19/41 or 46%), and substance use (36/41 or 88%). Although 26/41 (63%) had runaway and 17/41 (42%) lived
in a group home placement, 28/41 (68%) currently lived at home and 29/41 (71%) presented with a parent/guardian or relative.
Conclusion: Children referred for DMST present frequently to physicians and have complex medical and psychiatric needs. Medical pro-
viders' increased awareness of this health issue would inform victim identification and intervention.
Key Words: Domestic minor sex trafficking, Commercial sexual exploitation of children, Sexual abuse, Victim, Patient
Introduction

The commercial sexual exploitation of children (CSEC) is
often perceived as a hidden atrocity that occurs in an in-
ternational setting. However, this severe manifestation of
sexual abuse has become an increasingly recognized health
issue in the United States, known as domestic minor sex
trafficking (DMST). DMST, as defined by the Trafficking
Victims Protection Act of 2000, is the “recruitment,
harboring, transportation, provision, or obtaining of a per-
son for the purpose of a commercial sex act” where the
person is a citizen younger than the age of 18 years.1 This
encompasses sexual acts such as survival sex, prostitution,
and stripping, where the child is the victim of criminal
exploitation in exchange for remuneration in the form of
money, food, shelter, or another valued entity.2e4 Research
conservatively estimates that 150,000-300,000 American
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children are at risk of being victimized each year, and the
average age at which they are recruited is 12-14 years.5

By virtue of their age and development, children are
more vulnerable than adults to exploitation and are sus-
ceptible to deception and manipulation.5 However, some
children are at heightened risk because of individual, family,
and community factors.6 According to the Institute of
Medicine, children with a history of maltreatment (eg,
sexual/physical abuse, neglect) are at especially high risk, as
are those who come from families with other dysfunctions
(eg, parental substance abuse, domestic violence), have a
history of Child Protective Services (CPS) involvement, use
substances, and/or havemental health disorders.6 Runaway,
homeless, and group home youth are also at a high risk
because they often come from environments with impaired
parental supervision, poverty, neglect, and abuse.6

Victims suffer from significant immediate and long-term
adverse health consequences as the result of severe sexual,
physical, and emotional abuse endured during their
exploitation.5e7 Existing studies indicate that victims
experience physical assault, substance abuse, neglect, un-
safe sexual practice (eg, exposure to sexually transmitted
infections [STIs], lack of contraceptive use), malnutrition,
cent Gynecology. Published by Elsevier Inc.
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untreated chronic medical conditions, and psychological
issues (eg, depression, self-destructive behaviors).8,9 As a
result of these serious consequences, trafficked patients
present frequently for medical and psychiatric evaluations.
Lederer and Wetzel reported that 88% of 107 US adult and
adolescent female victims interacted with health care pro-
viders during their time of trafficking; however, none of
them reported being identified and assisted by those
professionals.8

Previous survey studies have identified that providers,
including physicians, have limited training, low levels of
confidence and knowledge, and reported barriers to iden-
tifying and managing sex-trafficked patients.10,11 A 2015
study by Titchen and colleagues showed that although
medical trainees and physicians recognized the significance
of knowing about sex trafficking, most have never sus-
pected a patient was trafficked and were unaware of the
scope of the problem.12 These studies establish the impor-
tance of informing medical providers who have the op-
portunity to identify and care for victims. Patients being
victimized do not always present with evidence and
inconsistently self-disclose involvement6,13,14; therefore,
physicians must become knowledgeable of their clinical
characteristics to recognize high-risk or involved youth.

Empirical research available for pediatric providers
regarding the risk factors for and the common medical and
psychiatric problems associated with DMST patients re-
mains relatively limited.15,16 Much of the available infor-
mation relies on qualitative interviews of sex trafficking
survivors and the professionals who work with them.16

Most peer-reviewed quantitative data occurs in an inter-
national population, with a focus on HIV and other sexual
health outcomes of trafficking.17e19 Published studies typi-
cally use mixed populations of children and adults, different
forms of human trafficking (labor and sexual), and
geographically/culturally diverse samples,4,6,20 precluding
identifying factors specific to incidence of sex-trafficked
minors in the United States.

Recently, in a valuable study Varma and colleagues re-
ported that suspected sex-trafficked patients were more
likely to have had histories of substance use/abuse, STIs,
running away from home, and CPS involvement compared
with sexually abused children.21 However, their definitional
criteria did not distinguish patients confirmed of sex traf-
ficking involvement from those who were suspected. The
study offered limited clinical detail to inform clinicians in
providing direct and more specific care for this particular
patient population. Greater focus in research on previous
maltreatment and high-risk behaviors, mental health con-
cerns, physical/genital examination findings, STIs, and
treatment options during the referral visit is essential to
develop a more comprehensive assessment of these youth
within the medical environment.

The objective of the present study was to describe the
demographic, social-environmental, medical, and psychi-
atric characteristics of pediatric patients referred to child
abuse pediatricians for the evaluation of DMST in the
context of a multidisciplinary team. Our goal was to
contribute detailed quantitative evidence to further un-
derstand the risk factors associated with DMST involvement
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and the complex medical and psychiatric needs of victims
reported in previous literature.6,21,22 These data might assist
providers who are in the position of identifying, managing
and treating this unique patient population.

Materials and Methods

Setting

Medical records of patients at the Lawrence A. Aubin, Sr
Child Protection Center (The Aubin Center) at Hasbro Chil-
dren's Hospital were retrospectively reviewed (n5 41). The
Aubin Center is the only child protection program in the
state of Rhode Island where patients are evaluated by
board-certified child abuse pediatricians in the outpatient,
emergency department, and inpatient settings. The Aubin
Center physicians, staff nurses, and social workers partici-
pate in a multidisciplinary setting comprised of CPS, law
enforcement, forensic interviewers, attorney general's rep-
resentatives, and community mental health providers.
Patients

Subject identification was obtained from an electronic
record database of patients maintained between August 1,
2013 andMarch 30, 2015. Inclusion criteriawere all patients
younger than the age of 18 years referred to The Aubin
Center for the evaluation of sexual abuse secondary to
DMST involvement. Referrals were made by medical facil-
ities (emergency department, inpatient psychiatry), a
parent/guardian, teacher, legal and law enforcement
agencies, as well as state child protective agencies. Referrals
were on the basis of patient disclosure and/or evidence that
indicated DMST victimization (eg, law enforcement sting
operations, pictures posted on Backpage.com), or suspected
involvement. Patients suspected of involvement were
referred because of a combination of significant concerns:
had friends who were victimized, had been solicited to
engage, and/or had histories (eg, a referred patient who
denies trafficking but frequently runs away with friends
involved in trafficking and presents with an STI) that placed
them at high risk.
Record Review and Data Analyses

The Rhode Island Hospital institutional review board
approved all research procedures. An electronic medical
record (EMR) review was conducted by a trained research
assistant, the second author, and overseen by the principal
investigator, the first author. EMRs included inpatient,
outpatient, and consultation patient encounters in the
emergency department, The Aubin Center, and other med-
ical center clinics (eg, adolescent health care center, inpa-
tient psychiatric). The sources of information consisted of
physician (eg, child abuse pediatricians, psychiatrists,
emergency medicine physicians) notes documenting pa-
tient/guardian interviews, demographic characteristics,
medical histories, orders for the administration of medica-
tions, and diagnostic tests within medical encounters for
the period of 1 year before and including their initial
m at Lifespan October 25, 2016.
n. Copyright ©2016. Elsevier Inc. All rights reserved.
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Table 2
Postevaluation Categorization of Patients Referred for DMST

Categorization n (%)

Confirmed DMST 23 (55)
Disclosed on own 7 (17)
Disclosed after found by law enforcement with evidence 12 (29)
Disclosed after found by a relative/friend with evidence 2 (5)
Denies but reported with evidence by law enforcement 1 (2)
Denies but reported with evidence by relative/friend 1 (2)

Suspected DMST 18 (44)
Denies but states they were solicited to become involved 5 (12)
Denies and states they were not solicited to become involved 6 (15)
Denies and not screened about whether they were solicited 7 (17)

DMST, domestic minor sex trafficking.
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referral for DMST. Demographic, medical, psychiatric, and
social-environmental variables were selected from a com-
bination of a comprehensive literature review5,6,13 and
clinical practice. All variables were collected from EMRs
when available and descriptive statistics were calculated.

Results

The demographic characteristics of the 41 patients
included in this analysis are reported in Table 1. Most pa-
tients were female and the mean age was 15.5 years (range
11�17). Most patients lived at home (28/41, 68%) at the time
of their initial evaluation for DMST involvement and were
accompanied to the medical visit by a parent/guardian (26/
41, 63%). For two-thirds of evaluations, there was docu-
mentation of self-reported school status; half of the pa-
tients who were asked, reported passing or doing well in
school (14/41, 34%). However, 15/41 (37%) had a history of
and/or current truant behavior.

Categorization of patient involvement in DMST at the
initial evaluation visit is described in Table 2. Patients were
identified as confirmed DMST victims (23/41, 55%) through
self-disclosure or disclosure after evidence from law
enforcement or a relative (21/41, 51%). Patients were also
identified as DMST victims if they denied involvement to a
medical provider, but were found by law enforcement or a
Table 1
Demographic Characteristics of Patients Referred for Evaluation of DMST (n 5 41)

Characteristic n (%)

Gender
Female 39 (95)
Male 1 (2)
Transgender 1 (2)

Age (mean 5 15.5), years
11-12 1 (2)
13-14 9 (22)
15-17 31 (76)

Race/ethnicity
Non-Hispanic white 21 (51)
Non-Hispanic African American 16 (39)
Non-Hispanic Asian 1 (2)
Hispanic 1 (2)
Unknown 2 (5)

Living situation
Home 28 (68)
Group home 13 (32)

Who accompanied the child at evaluation*
Parent/guardian 26 (63)
Relative 3 (7)
Group home staff 7 (17)
Police 15 (37)
Child welfare service 8 (20)
Social worker 4 (10)

Insurance
Public 33 (80)
Private 6 (15)
Uninsured 2 (5)

School Statusy,z

Passing/doing well in school 14 (34)
Failing in school 10 (24)
Drop out of school 3 (7)

History of Truancyz 15 (37)

DMST, domestic minor sex trafficking.
* Total percentage greater than 100% is the result of nonmutually exclusive

variables.
y Total percentage less than 100% is the result of unavailable information in

medical charts.
z School status and truancy were documented in medical charts by physicians via

patient report or parental report.
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relative with evidence (eg, posting pictures on Backpage.
com, law enforcement sting operation; 2/41, 4%). The
remaining patients were suspected of DMST engagement
without patient disclosure or confirmed evidence (18/41,
44%). The suspicion was on the basis of activity highly
suggestive of DMST (eg, frequent running away accompa-
nied by returning with a change in appearance and/or large
sums of money, running away with friends engaged in
DMST) or patient reports of being solicited to sell sex but
denied engagement to authorities and medical staff (5/41,
12%).

The social-environmental context of patients, identified
in previous literature as risk factors for DMST involvement,
is presented in Table 3.5,6 Patients had high rates of having a
friend involved or suspected of DMST (15/41, 37%), alcohol
or substance use/abuse (36/41, 88%), being placed in a group
home or CPS custody (17/41, 42%), a history of runaway
behavior (26/41, 63%), and/or exposure to a form of child
maltreatment (37/41, 90%). The highest form of maltreat-
ment was parental substance abuse (22/37, 59%), followed
by sexual abuse (21/37, 57%).

Eighty percent of patients presented for medical atten-
tion at least once in the year before the date of their initial
evaluation for DMST. There were a total 142 previous
medical visits (mean 5 3.46). Eighty-nine out of 142 total
visits (63%) were located in the emergency department,
35 (25%) at a primary care clinic, 9 (6%) at the Aubin Center,
6 (4%) at another outpatient clinic (eg, adolescent health),
and 3 (2%) for an inpatient admission. The most common
chief complaints were as follows: 40/142 (28%) psychiatric
problems (eg, depression, aggressive behavior, auditory
hallucinations), 19/142 (13%) presentations for abdominal/
back pain, 13/142 (9%) accidental and/or inflicted injuries
(eg, concussion, broken bone), 12/142 (8%) gynecological
problems (eg, vaginal pain, discharge), and 11/142 (8%)
alleged sexual abuse/assault.

The historic medical and psychiatric features of patients
are described in Table 4. A quarter had a history of an STI
(10/41, 24%) and nearly two-thirds had a previously docu-
mented psychiatric diagnosis (27/41, 66%). There were high
rates of reported previous suicidal ideation (24/41, 59%) and
self-injurious behavior (18/41, 44%).

Patients were evaluated in 3 different settings at their
initial medical visit for DMST involvement: 24/41 (59%) in
the emergency department, 16/41 (39%) in an outpatient
setting, and 1/41 (2%) in an inpatient setting. The medical
t Lifespan October 25, 2016.
opyright ©2016. Elsevier Inc. All rights reserved.
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Table 3
Social-Environmental Factors of Patients Referred for Evaluation of DMST

Factor n (%)

Social-environmental factors
Friend involved or suspected of DMST 15 (37)
Alcohol/substance use 36 (88)
Group home/in CPS custody 17 (42)
Runaway 26 (63)
Exposure to child maltreatment 37 (90)

Type of maltreatment
Sexual abuse 21 (57)
Physical abuse 11 (30)
Neglect 9 (24)
Emotional abuse 2 (5)
Exposure to DV 11 (30)
Parental substance abuse 22 (59)

CPS, Child Protective Services; DMST, domestic minor sex trafficking; DV, domestic
violence.

Table 5
Medical/Psychiatric Variables of Patients at the Time of Referral for DMST Evaluation

Variable n (%)

Physical examination
Refused 3 (7)
Completed 38 (93)
Cutaneous* 14 (37)
Tattoo 8 (21)

Genital examinationy

Refused 10 (24)
Completed 31 (76)
Normal 9 (29)
Consistent with vaginal penetration 22 (71)
Acute 2 (9)
Chronic 18 (82)
Both 2 (9)

STIs detectedz

0 27 (64)
1 11 (27)
O1 2 (5)

Medications given
STI prophylaxisx 24 (59)
HIV postexposure prophylaxisjj 9 (22)
Pregnancy prophylaxis{ 10 (24)

Forensic evidence kit collected 5 (12)
Psychiatric admission at the time of DMST evaluation 14 (34)
Current suicidal ideation 8 (20)
Current self-injurious behavior 4 (10)

DMST, domestic minor sex trafficking; STI, sexually transmitted infection.
* Bruising or self-inflicted injuries found during physical examination.
y Some examinations are limited because of patient discomfort or refusal to

continue.
z Total percentage less than 100% is the result of unavailable information in

medical charts.
x Azithromycin, metronidazole, ceftriaxone.
jj Two-drug regimen with tenofovir disproxil/emtricitabine or lamivudine/zido-

vudine; 3-drug regimen includes raltegravir.
{ Levonorgestrel.
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and psychiatric features of patients at the time of that
referral visit are reported in Table 5. Most completed a
physical examination (38/41, 93%); of these patients, 14/38
(37%) had a self-inflicted or incidental cutaneous finding
(eg, bruising) and 8/38 (21%) had at least 1 tattoo. Of the
patients who completed a genital examination, 22/31 (71%)
had evidence of vaginal penetration and 13/41 (32%) tested
positive for an STI. Whereas more than half of the cohort
received STI prophylaxis, less than a quarter of patients
were given HIV postexposure prophylaxis (PEP) and preg-
nancy prophylaxis. Patient-reported suicidal ideation (8/41,
20%) and self-injurious behaviors (4/41,10%) were identified
during the medical evaluation.
Table 4
Medical/Psychiatric Variables of Patients

Variable n (%)

Number of medical visits 1 year before referral for DMST
0 8 (20)
1-3 20 (49)
4-7 9 (22)
$8 4 (9)

Most common chief complaints of previous medical visits 142 (100)
Psychiatric issues 40 (28)
Abdominal/back pain 19 (13)
Physical injury 13 (9)
Gynecological complaint 12 (8)
Sexual abuse/assault 11 (8)
Missing from care (AWOL) 8 (6)

Previous STIs detected
0 31 (76)
1 9 (22)
O1 1 (2)

Reported frequency of condom use*
Always 8 (20)
Sometimes 14 (34)
Never 7 (17)

Previous psychiatric admission 19 (46)
Emergency psychiatric evaluations
0 16 (39)
1 16 (39)
O1 9 (22)

Psychiatric diagnosis 27 (66)
Suicidal ideation 24 (59)
Self-injurious behavior 18 (44)

AWOL, absent without official leave; STI, sexually transmitted infection.
* Total percentage less than 100% is the result of unavailable information in

medical charts.
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Discussion

The current study captured detailed patient-level quan-
titative data historically and at the time of the initial eval-
uation for DMST involvement. Existing studies that focused
specifically on DMST, particularly in a medical context, are
limited; many combined mixed samples, target-restricted
populations, and involve qualitative reports.16e20 In
conjunction with recent research that addressed these is-
sues and provided a conceptual framework for identifica-
tion,21 our study contributes a comprehensive description
of clinical features to aid professionals in more effective
medical practice. Through an in-depth analysis of patients
evaluated by specialty medical providers, we found that
children referred for DMST frequently sought medical care
and had medical and psychiatric needs.

Eighty percent of our patients interacted with medical
professionals in a variety of health care settings within the
year before their initial evaluation for DMST. This finding is
consistent with previous studies documenting that 75% of
sex-trafficked youth had contact with health care pro-
fessionals within the past 6 months,22 and 88% of adult and
adolescent victims sought medical care at some point dur-
ing their period of exploitation.8 The current investigation
also identified the settings and chief complaints of patients'
previous visits that might inform identification and
screening efforts in health care institutions. We found that
patients presented most frequently in the emergency
m at Lifespan October 25, 2016.
n. Copyright ©2016. Elsevier Inc. All rights reserved.
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department (89/142, 63%), followed by the primary care
setting (35/142, 25%). More than a quarter (40/142, 28%) of
the presenting concerns were related to psychiatric issues,
including suicide attempts, bolstering the association be-
tween DMST and mental health problems.6,13 The second
most common chief complaints were related to abdominal/
back pain; gastrointestinal symptoms are relatively com-
mon for children who have been sexually abused, likely
manifestations of psychological distress.23 Medical en-
counters also included gynecological complaints, such as
vaginal itching, pain, and bleeding (12/142, 8%). This pre-
senting concern is not surprising, because of the ongoing
and high-risk sexual behaviors inherent in these youth.
Recurrent contact with these patients highlights the need
for increased awareness among pediatric professionals to
make identification, intervention, and ideally prevention
true possibilities within the medical environment.

This cohort also revealed living and schooling environ-
ments not described in previous literature as characteristic
in a DMST population. A significant number of our patients
lived at home with a parent or guardian (28/41, 68%), and
were often accompanied to their initial evaluation for DMST
by a parent or guardian (26/41, 63%). Although DMST
involvement for homeless youth has been clearly estab-
lished,24e26 our cohort of patients' contact with an adult
caregiver offers a perspective of youth not typically
described. Attempts to engage a parent or guardian in
identification and treatment was an important aspect of the
evaluation and management process for our subjects.
Similarly, although truancy has been linked to DMST
involvement27 and was identified in the current cohort (15/
41, 37%), one-third of our patients reported passing or doing
well in school. Some children presented to medical pro-
viders with features uncharacteristic of perceptions of
trafficked youth, such as having regular contact with family
or other potential support systems, and doing well
academically. These data show the complexity of this
unique patient population, and emphasize the need for
broader DMST screening.

Risk factors previously described in published research6,8

were supported by our data, showing that childhood
maltreatment and family dysfunction commonly co-
occurred with sex trafficking victimization. A remarkably
high number of patients in the current study had histories of
childmaltreatment (37/41, 90%), consistentwith studies that
reported 91%-95% of female victims had histories of abuse
before their exploitation.28,29 Child sexual abuse victims, in
particular, might be vulnerable to and have a propensity
toward later engagement in high-risk sexual behaviors, such
as sex trafficking.30e32 Stoltz and colleagues reported a
significant association between sexual abuse and subse-
quent sexual exploitation in a population of drug-using
youth.32 In addition, approximately 70% of subjects in 2
previous studies self-reported that a childhood sexual abuse
history preceded their involvement in sex trafficking.30,31

More than half of our patients (21/37, 57%) had a history of
sexual abuse, further contributing to the research that these
victims are at increased risk of sexual exploitation.

Smith and colleagues reported that family dysfunction is
often experienced by sex-trafficked youth.5 Similarly, our
Downloaded from ClinicalKey.com a
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data showed that more than half (22/37, 60%) of patients
had at least 1 parent who abused substances and 11/37
(30%) witnessed domestic violence in their home. A fore-
ground of family dysfunction and decreased support (eg,
inadequate parental supervision) with the resultant trau-
matic developmental experience might weaken resiliency
and create susceptibility to engage in risk-taking behaviors,
placing youth at risk for DMST.6 For example, a large
number of our patients had run away from home (26/41,
63%) at least once before their presentation for DMST.
Williamson and Prior reported high rates of parental sub-
stance abuse (64%) and ‘common’ runaway behavior among
a small cohort of 13 female victims.28 Children who expe-
riencemaltreatment or other adversities at homemight feel
the need to escape, leaving limited options for physical
survival, consequentially increasing their risk for exploita-
tion or to engage in survival sex. Previous surveys that
targeted homeless or runaway youth reported that they
have exchanged sexual acts for shelter, food, drugs, or
money.25,26,33

In addition, in the current study we found that most of
our patients (36/41, 88%) used/abused substances
(including alcohol). Curtis et al reported that nearly 80% of
trafficked youth admitted to using a range of drugs: 53.8%
reported using marijuana, 26.1% used cocaine, and 25.3%
used alcohol.22 There are a few ways to understand these
very high rates of substance use/abuse. Substance usemight
increase risk for exploitation because alcohol and drugs
might decrease inhibitions and impair judgement, which
might subsequently lead to risk-taking behaviors. Moreover,
traffickers might use a youth's dependency on drugs to lure
and control them into sex trafficking by promising to
finance their addiction.6 In previous studies, substance use/
abuse was one of the most prevalently stated reasons by
adult survivors for entering into commercial sex
work.32,34,35 Exploited youth might also use drugs to dull
the psychological effects of trauma they experience.

All patients analyzed had a medical evaluation by a
child abuse pediatrician. Of the 38/41 (93%) of patients
who completed a physical examination, 14/38 (37%) had a
cutaneous finding secondary to trauma; this is a finding
less commonly seen compared with adolescent victims of
acute sexual assault or children evaluated for sexual
abuse.36 Interestingly, 8/37 (21%) of patients had a tattoo,
which in some cases was related to the child's trafficking
experience (branding by a trafficker). Therefore, one
screening step for DMST should be to inquire about the
origin of tattoos incidentally noted during physical exam-
ination. Of the 31/41 (76%) of patients for whom a genital
examination was completed using colposcopic magnifica-
tion, 22/31 (71%) had evidence of vaginal penetration. Most
of the genital findings (18/22, 82%) were determined to be
chronic/healed trauma. Definitive evidence of penetration
in this cohort was far more common compared with ado-
lescents and children evaluated for sexual abuse.37,38

The percentage of patients in the present sample with an
STI in the past (10/41, 22%) or at the time of referral (13/41,
32%) exceeds the rates of STIs among children evaluated for
sexual abuse,39e41 and in the general adolescent population
of Rhode Island.42 However, these rates were lower than in
t Lifespan October 25, 2016.
opyright ©2016. Elsevier Inc. All rights reserved.
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previous studies on sex trafficking.21,22 For example, Varma
et al reported a history of STIs in 53% of 25 suspected CSEC
victims,21 and Lederer and Wetzel reported that 67% of sex-
trafficked survivors reported having an STI during their
period of exploitation.8 All patients in the current study
with an STI were treated; however, prophylaxis was not
uniformly provided. Despite high-risk exposure, only 9/41
(22%) of our patients received HIV PEP, whichmight reflect a
variety of factors. The 2015 Centers for Disease Control and
Prevention guidelines recommend provision of HIV PEP
within 72 hours of sexual contact and are on the basis of
assessed potential compliance of patients with the 28-day
course of medication(s).43 Most of our patients presented
for evaluation more than 72 hours since their last sexual
contact. Additionally, many patients either stated they
would run away from where they were placed after evalu-
ation or denied engaging in high-risk sexual activity, thus
decreasing the likelihood for compliance and subsequent
HIV PEP recommendation. Therefore, the prescription of
HIV PEP should be on the basis of careful individual evalu-
ation of each patient.

Our review showed the psychological complexity of pa-
tients historically and during their referral visit for DMST. In
a study of sexually exploited youth engaged in care in
Northern California, high levels of depression, anxiety,
anger, and attachment problems were found, and more
than 30% of the youth engaged in self-harming behavior.44

Additionally, Varma et al reported that 39% of their CSEC
patients had a history of a mental health disorder.21 Our
study provides further detail; most of our patients (27/41,
66%) had a previous psychiatric diagnosis in their medical
record and 19/41 (46%) required a psychiatric admission in
the year before referral for DMST. More than half of patients
(54%) described previous and current self-injurious behav-
iors, 24/41 (59%) of patients reported previous suicidal
ideation, and 8/41 (20%) reported current suicidal ideation.
These data suggest several important points. First, evalua-
tion for DMST should include psychiatric assessment. Sec-
ond, children who are referred for DMST involvement
present frequently for psychiatric assessment and attention
to psychiatrists and other mental health providers. Psy-
chogenic factors, such as chronic depression, suicidal idea-
tion, and self-harm, might be concerning features of DMST
that should prompt additional screening. Estes and Weiner
reported that psychogenic factors, such as poor self-esteem
and chronic depression, might be individual risk factors for
sex trafficking.13 The Institute of Medicine further suggested
that child sexual abuse has been shown to have a significant
effect on these psychological factors, thus supporting the
possible relationship between a history of sexual abuse and
DMST.6 Incorporating standardized screening for DMST into
psychiatric assessment might again make intervention, and
possibly prevention, a viable opportunity deserving further
research.

On the basis of direct clinical interactions, the 41 patients
included in this analysis were categorized regarding their
involvement at the initial evaluation for DMST (Table 2).
More than half of our patients were confirmed DMST vic-
tims at the time of referral (23/41, 55%) through disclosure
or evidence that indicated involvement. This is a notable
Downloaded from ClinicalKey.co
For personal use only. No other uses without permissio
finding, because previous research has examined a legion of
challenges to the immediate identification of DMST vic-
tims.14,45 One such challenge is that victims rarely disclose
their involvement because of fear of and/or loyalty to their
trafficker, distrust of authorities, and/or lack of realization
they are being victimized.14,45 Interestingly, our patients
disclosed involvement on their own (7/41, 17%) to a medical
provider, or after being found with evidence by law
enforcement or a relative/friend (14/41, 34%). Through
increased awareness and knowledge of DMST patients,
nonjudgemental listening, and proper intervention of their
health needs, providers can create environments for
disclosure within the medical setting. Within the suspected
group, patients who reported being asked to engage in
DMST but denied involvement (5/41, 12%) are likely at
minimum being exposed to the concept of DMST, and
warrant further evaluation and intervention to maximize
prevention efforts.

This study has a number of limitations. The sample size
of 41 patients limits a broader, more comprehensive
depiction of this diverse patient population. In addition,
there is an under-representation of male DMST victims. This
study included patients who presented to medical pro-
viders in a single New England hospital; therefore gener-
alizations derived from the data likely cannot be applied to
all medical settings in the United States. Existing data do not
consistently distinguish events occurring before or during
the period of exploitation (eg, substance use). Considering
the retrospective study design, no assumptions can bemade
as to causal factors for DMST.

This study identified demographic, medical, psychiatric,
and historical features to help medical providers become
knowledgeable of this vulnerable pediatric patient popu-
lation to identify and assist victims. These data also might
contribute to the development of a validated screening tool
for this population in medical and nonmedical settings (eg,
emergency departments, emergency psychiatric facilities,
truancy courts). Future research is needed to explore the
differences between confirmed DMST patients and those
who are suspected or are at high-risk using a larger cohort.
Because of the obstacles that make victim identification
difficult and rare,14,44 it is important to inform physicians of
the distinguishing features between patients who have
evidence of and/or disclose involvement from those who do
not present with that information. Future research should
also examine adherence to follow-up after the referral
visit, and their status as a DMST victim (eg, a suspected
patient later discloses involvement to a trusted medical
provider).

In conclusion, children who are referred for DMST (1)
presented frequently to physicians for medical and psychi-
atric attention; (2) had complex medical and psychiatric
needs; and (3) presented with features commonly associ-
ated with DMST victims, or might also have had charac-
teristics not identified in previous literature (eg, living at
home, reporting good school performance). It is incumbent
upon medical providers to become knowledgeable of the
characteristics that describe youth who are referred for
DMST to treat the complex plethora of physical and mental
health problems associated with these patients. This will
m at Lifespan October 25, 2016.
n. Copyright ©2016. Elsevier Inc. All rights reserved.
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fortify medical institutions to develop systematic strategies
to increase recognition of DMST, establish community
partnerships and referrals for intervention, and develop
thoughtful prevention efforts for involved or suspected
youth.
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