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Abstract

Purpose—To assess whether childhood exposure to violent contexts is prospectively associated
with risky adolescent health behavior and whether these associations are specific to different
contexts of violence and different types of risky behavior.

Methods—Data come from 2,684 adolescents in the Fragile Families and Child Wellbeing Study,
a population-based, birth cohort study of children born between 1998-2000 in 20 large American
cities. Using logistic regression models, we evaluate whether exposure to 6 indicators of
community violence and 7 indicators of family violence at ages 5 and 9 is associated with risky
sexual behavior, substance use, and obesity risk behavior at age 15.

Results—Controlling for a range of adolescent, parent, and neighborhood covariates, each
additional point on the community violence scale is associated with 8% higher odds of risky
sexual behavior but not substance use or obesity risk behavior. Alternatively, each additional point
on the family violence scale is associated with 20% higher odds of substance use but not risky
sexual behavior or obesity risk behavior.
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Conclusions—Childhood exposure to violent contexts is associated with risky adolescent health
behaviors, but the associations are context and behavior specific. After including covariates, we
find no association between childhood exposure to violent contexts and obesity risk behavior.

Keywords

violence; domestic violence; community violence; health behavior; risky sexual behavior;
substance use; obesity risk behavior; children; adolescents; Fragile Families and Child Wellbeing
Study

Adolescents who have unprotected sex, use tobacco, abuse alcohol, or become obese are at
increased risk of morbidities and preventable death[1]. Therefore, examining the social
determinants of adolescent health behavior is critical to developing a better understanding of
health disparities[2]. Growing up in a violent environment is one aspect of childhood
adversity that is understudied with regard to its consequences for adolescent health. Though
a large literature has documented that childhood victims of violence suffer a range of
negative consequences[3], less is known about the consequences of exposure to indirect
violence (defined as witnessing violent acts, hearing about violence from others and/or
interacting with persons and institutions affected by violence).

Though most people who live in violent environments do not become victims of violence[4],
indirect exposure to violence may affect health and health behaviors by creating physical
and psychological stress[3,5-7]; diminishing cognitive performance, attention, and impulse
control[8,9]; and changing the perceived costs and benefits of risky behavior[10].
Additionally, the presence of violence may create structural changes in the institutions on
which children and adolescents depend. Violence in the family may negatively affect
parenting quality and parent-child attachment [11], while violence in the community may
undermine neighborhood social organization (e.g. social cohesion and informal control of
behavior) and positive socialization (via peer networks)[10]. In particular, the chronic stress
resulting from exposure to violent contexts is likely to elicit subsequent coping behaviors
that create pleasurable sensations or a sense of escape[12]. The leading causes of
preventable morbidity and mortality fall within this range of coping behaviors: risky sexual
behavior, substance use, overeating, and physical inactivity[13].

Despite the range of pathways through which violent contexts are likely to affect behavior,
few studies have investigated whether childhood exposure to violent contexts matters for
risky adolescent health behavior. In two clinical samples of girls, a retrospective report of
ever witnessing violent acts was associated with unsafe sexual activity[14], having a risky
sexual partner, using drugs or alcohol before sexual activity, and using tobacco or
marijuana[15]. Similarly, in the 1995 National Survey of Adolescents retrospective report of
witnessing violent acts was associated with substance abuse among 12- to 17-year-old
adolescents[16]. With regard to violent acts that occurred in the home, ever witnessing
domestic violence was associated with higher odds of overweight/obesity in a small sample
of adolescents[17], and a large national survey found that adolescent girls (but not boys)
who retrospectively reported ever wanting to leave home due to violence had higher rates of
regular smoking and drinking than their peers[18]. However, the 2005 National Survey of
Adolescents found an elevated risk of alcohol abuse and non-experimental drug use among
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adolescents who witnessed violent acts in their community but not among those who
witnessed violent acts between parents[19].

Only one study has examined the prospective association of exposure to violence with risky
adolescent health behavior. Among 1,655 adolescents from the Project on Human
Development in Chicago Neighborhoods, exposure to community (but not family or school)
violence, including both indirect exposure and violent victimization, at ages 9-19 was
associated with a higher frequency of marijuana use (but not alcohol use) three years
later[20].

We extend this literature in three ways. First, we measure the extent of violence in the
environments in which children grew up. This approach is distinct from the large literature
investigating the negative consequences of violent victimization. Second, we examine both
community and family violence and their prospective associations with three health
behaviors: risky sexual behavior, substance use, and obesity risk behavior. To our
knowledge, no other study has modeled a range of risky health behaviors as a function of
exposure to violence across multiple contexts. Finally, we use prospective data from a
longitudinal, population-based birth cohort study.

Based on theory related to stress and decision-making, we hypothesize that higher levels of
childhood exposure to violent contexts will be associated with risky adolescent health
behavior. Because violence may also affect behavior through an additional set of institution-
specific mechanisms, such as by changing family or community functioning, we do not
assume that family and community violence will be similarly associated with all risky health
behaviors. Indeed, violence at different ecological levels operates through distinct pathways
and is likely to have unique implications for particular health behaviors. For example, family
violence is believed to interfere with adolescents’ ability to develop trust in intimate
relationships[11], which may affect sexual health behavior. Additionally, growing up in an
unsafe community decreases children’s opportunities for outdoor exercise[21,22], an
important component of obesity risk behavior. By examining multiple violent contexts and
several risky health behavior outcomes, we aim to provide insight into the connection
between childhood experiences and adolescent health behavior.

METHODS

Data

The Fragile Families and Child Wellbeing Study (FFCWS) is a population-based, birth
cohort study of 4,898 children born between 1998-2000 in twenty large American cities
(population over 200,000). Because FFCWS oversampled non-martial births, the study
includes a large and diverse sample of children from low-income families and
neighborhoods. Sample recruitment is described in Reichman et al.[23]; subsequent data
collection procedures are documented at https://fragilefamilies.princeton.edu/
documentation. The Institutional Review Boards of Princeton University and Columbia
University approved data collection.
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Of the 3,444 adolescents who participated in the year 15 survey, 143 were excluded from
analyses because they did not answer questions about the outcomes of interest. Another 456
adolescents were excluded because their mothers did not participate in either the age 5 or
age 9 interview and therefore did not provide any information on violence predictors at one
or both of these ages. An additional 143 cases were dropped because mothers reported that
the child lived with them less than half the time at age 5, age 9, or both. Finally, 18 of the
remaining adolescents were excluded because their mothers did not answer questions about
one or more indicator of violence at both ages 5 and 9. These exclusions resulted in a final
sample size of 2,684. Table A1 compares this analytic sample to the baseline and 15-year
samples.

We used multivariate imputation using chained equations (M = 20) to impute missing data
on covariates. Violence indicators were only imputed for cases that had data on a given
indicator at either age 5 or age 9 but were missing a value at the other wave. We also limited
analyses to a sample created using listwise deletion (N = 1,414) and found results to be
substantively unchanged.

Each measure is described in Table 1, including the source of the measure, the time frame to
which it refers, and its prevalence or mean.

Risky Health Behaviors—Our outcomes are three risky health behaviors: risky sexual
behavior, substance use, and obesity risk behavior. For each behavior, we created a
dichotomous indicator of whether the adolescent reported engaging in one or more (1) or
none (0; reference) of the relevant behaviors. Risky sexual behavior (13% of sample)
included whether the adolescent failed to use a condom at first sex, had multiple sexual
partners, or had sexual intercourse before age 14. Substance use (28% of sample) was
measured by whether the adolescent had tried any illegal drugs, smoked an entire cigarette,
or drunk an entire alcoholic beverage more than 2 or 3 times when not with parents. Obesity
risk behavior (69% of sample) was measured by whether the adolescent drank more than
two non-diet sweetened drinks per day, ate fast food more than twice per week, or engaged
in physical exercise less than three times per week (based on recommendations of the U.S.
Department of Health and Human Services[24]). Alternative analyses examine the
adolescent’s overweight and obesity, based on self-reported or objectively measured (if
available) height and weight.

Exposure to Violent Contexts—The predictors of interest are exposure to community
and family violence. Community violence includes six indicators; family violence includes
seven indicators. All indicators were measured at both ages 5 and 9.

Community violence: The violent crime rate of the child’s county of residence was
measured using FBI Uniform Crime Report statistics. To identify exposure to high levels of
violent crime, we created a dichotomous indicator of whether the violent crime rate in the
child’s county of residence in the interview year was above two times the national average
for the same year. We also included mothers’ reports of whether they were ever afraid to let
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the child outside because of violence, whether gang violence was currently a problem in the
child’s residential neighborhood, and whether in the last year they had seen somewhat get
beat up, attacked with a weapon, or shot at in their communities. Sixty-nine percent of
adolescents were exposed to at least one indicator of community violence. Figure Al shows
the community violence score distribution

Family violence: The most prevalent form of family violence in our sample is the mother’s
report that the child witnessed a physical fight between her and a romantic partner (the
child’s biological father or a different partner). Other indicators of family violence come
from the mother’s report of experiencing specific types of interpersonal violence
victimization in the past year, including whether a partner slapped or kicked; hit; threw
objects at; or pushed, grabbed, or shoved her, as well as whether the partner prevented her
from seeing family/friends or going to work/school. We created a series of dichotomous
measures of whether the child’s mother did or did not report each indicator of family
violence. Twenty-one percent of adolescents were exposed to at least one indicator of family
violence at either age 5 or age 9. Figure A2 shows the family violence score distribution.

Other Covariates—To account for factors that may influence both exposure to violence
and risky health behavior, we include as covariates a range of child/adolescent, parent, and
neighborhood characteristics.

Adolescent characteristics: Adolescent characteristics include age, gender, low birth
weight, and infant temperament. Infant temperament is measured using a subset of questions
from the Emotionality and Shyness sections of the EAS Temperament Survey for
Children[25], including to what extent the child tends to be shy, often fusses and cries, gets
upset easily, is very sociable (reverse-coded), or is very friendly with strangers (reverse-
coded) with scores ranging from 1 to 5 (Chronbach’s alpha = .51) and with higher scores
indicating that a characteristic is true of the child.

Parent characteristics: Demographic characteristics of the adolescent’s mother include
race/ethnicity (non-Hispanic white, non-Hispanic black, Hispanic, and other race/ethnicity),
educational attainment (less than high school degree, high school graduate, some college,
and college graduate), and age, in years. Whether the mother was likely depressed when her
child was age 1 was assessed using the Composite International Diagnostic Interview —
Short Form, Section A[26], scored with adjustments as per Walters, Kessler, Nelson, and
Mroczek[27], and mothers reported their past-month substance use, including cigarette use,
alcohol use, and drug use, at the same wave. When the child was 3 years old, in-home
measurements of height and weight were collected for a subset of mothers; the remainder of
mothers reported their own height and weight and we used this measure to categorize
mothers as normal weight, underweight, overweight, or obese. Mothers’ cognitive ability
was measured using the Weschler Adult Intelligence Scale — Revised (WAIS-R) Similarities
subtest[28]. We also control for household income as a percent of the federal poverty line
and parents’ relationship status (married, cohabiting, or no relationship) at the time of birth.
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Neighborhood characteristics: Our models control for the proportion of households in the
child’s census tract with incomes below the poverty line at ages 5 (from the 2000 Census)
and 9 (from the 2005-2009 American Community Survey), averaged for the two ages.

Analytic Strategy

RESULTS

We estimate the extent to which exposure to violent contexts at ages 5 and 9 is associated
with each of three risky health behaviors — risky sexual behavior, substance use, and obesity
risk behavior — at age 15 using logistic regression in the form

E(Y | ) = a+ B, X +B,X,

In these analyses, a is the model intercept, X; is the violence score, and, in models with all
covariates, X is a vector of child, family, and neighborhood characteristics (covariates with
the vector of coefficients ).

Results are reported in Tables 2 and 3 (all coefficients for Table 3 are available in Table A2).

Community Violence

Focusing first on community violence, bivariate associations show a strong, positive
association between childhood exposure to violent community contexts and risky adolescent
health behaviors. Each additional point on the community violence score is associated with
about 20% higher odds of risky sexual behavior (Table 2, Model 1), 8% higher odds of
substance use (Table 2, Model 3), and 13% higher odds of obesity risk behavior (Table 2,
Model 5).

After adjusting for covariates, each additional point on the violence score is associated with
approximately 8% higher odds of risky sexual behavior in adolescence (Table 3, Model 1).
This coefficient changes very little when family violence is added to the model (Table 3,
Model 3). Each additional point on the community violence score is also associated with
about 5% higher odds of substance use (Table 3, Model 4), but the coefficient is no longer
statistically significant when both types of violence are included in the model (Table 3,
Model 6). Finally, after including covariates there is no significant association between the
community violence score and obesity risk behavior (Table 3, Model 7), either alone or
when the family violence score is included in the model (Table 3, Model 9).

Figure 1 shows the predicted probabilities of risky sexual behavior by level of exposure to
community violence (obtained using Table 3, Model 3). Comparing adolescents with a
community violence score of 0 to those with a score of 9, the predicted probability of risky
sexual behavior approximately doubles from 13% to 26%.
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Family Violence

Next we examine the association of childhood exposure to family violence with risky
adolescent health behavior. In bivariate analyses, each additional point on the family
violence score is associated with 21% higher odds of substance use (Table 2, Model 4); there
is no statistically significant association with risky sexual behavior (Table 2, Model 2) or
obesity risk behavior (Table 2, Model 6).

In models that include covariates, the pattern is similar. The family violence score is not
statistically significantly associated with risky sexual behavior (Table 3, Models 2 and 3) or
obesity risk behavior (Table 3, Models 8 and 9). However, each point on the family violence
score is associated with about 19% higher odds of substance use (Table 3, Model 5). This
association diminishes by less than one percentage point when community violence is added
to the model (Table 3, Model 6).

Figure 2 shows the predicted probabilities of substance use by level of exposure to family
violence (obtained using Table 3, Model 6). Adolescents who grew up in families with no
violence are predicted to have a 22% probability of substance use, while adolescents who
have a family violence score of five have a 58% chance of substance use.

Alternative Model Specifications

Specific Risky Health Behavior Outcomes—Because the risky health behavior
outcomes include multiple indicators, it is possible that associations between exposure to
violent contexts and the outcomes differ for some indicators. Table A3 shows models of
each individual risky health behavior indicator. We find that associations are quite
comparable to those presented in the main analyses; exposure to community violence is
associated with higher odds of both first sex before age 14 and having multiple sexual
partners, exposure to family violence is associated with elevated risk of drug and alcohol
use, and no type of violence is associated with obesity risk behavior indicators. We found no
association between violence exposure and not using a condom at first sex or smoking an
entire cigarette. However, these two outcomes have the lowest prevalence of all of the
outcomes (3.17% and 4.77% of the analytic sample, respectively), and thus associations are
estimated less precisely than for indicators. Consequently, we do not interpret these findings
as compelling evidence of differential effects between indicators.

Alternative Obesity-Related Outcomes—To test whether our failure to identify a
statistically significant association between the violence scores and obesity risk behavior
was an artifact of our particular obesity-related measures, we considered other frequency
cutoffs for the obesity risk indicators. We also modeled the adolescent’s overweight and
obesity directly, both with and without controlling for obesity risk behavior. We found no
statistically significant association of childhood exposure to violence contexts with
adolescent obesity risk behavior or weight status.

Nonlinearities—To assess potential nonlinearities in the association between exposure to
violence and behavioral outcomes[29], we used two methods. First, we allowed the
association between one type of violent environment and risky health behavior to be
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moderated by the other using a community violence score * family violence score
interaction term. Second, we added a quadratic term for the violence score to our models, to
test whether high levels of exposure to violence desensitized children to the violent contexts.
We found no evidence of either nonlinearity.

Moderators—Finally, we considered models accounting for gender or age moderation. The
association of exposure to or experience of violence with behavioral outcomes may differ by
gender[18], and most studies of risky sexual behavior have relied on samples of girls
only[14,15]. We found no evidence of a gender difference. Additionally, exposure to
violence at different ages or developmental stages may have different consequences[30].
When we considered models in which the violence was measured at only age 5 versus only
age 9, results were similar, with odds ratios somewhat larger at age 5 than at age 9.
DISCUSSION

This study is the first to demonstrate a prospective link between exposure to violence and
risky health behavior across domains. Using a diverse population-based sample, we find that
childhood exposure to violent contexts is associated with higher levels of risky health
behavior six to ten years later at age 15. Controlling for child, family, and neighborhood
characteristics, community violence (but not family violence) is associated with risky sexual
behavior, whereas family violence (but not community violence) is associated with
substance use. Neither family nor community violence is associated with obesity risk
behavior, conditional on covariates. The lack of association of exposure to violence with
obesity risk behavior may indicate no meaningful effect. Alternatively, measurement error
and the ubiquity of obesity risk behavior may limit our ability to identify a statistically
significant association.

We extend prior research by examining how childhood exposures to violent family and
community contexts are associated with a range of heath behavior outcomes[31]. First, to
our knowledge, this the first population-based longitudinal study to estimate the association
between exposure to multiple violent contexts and several adolescent health behaviors.
Notably, our estimates adjust for parental substance use and obesity. Second, our work
develops the substantial literature on the consequences of adverse childhood experiences for
health behaviors[32] by including community violence and by using a prospective research
design[16,19]. Third, we consider three risky health behaviors, whereas prior longitudinal
work has considered substance use only[20]. Although the differences described above make
it difficult to compare our findings with those of previous studies, our study provides
evidence that childhood exposure to violent contexts is the type of stressor that may lead to
subsequent risky health behaviors[13].

This study also has several limitations. First, we are not able to measure violence in the
school or peer group. Future research should incorporate these key childhood contexts.
Second, only one indicator of family violence (whether the child witnessed the mother and
her partner having a physical fight) captures violence in which the partner is the victim;
other family violence indicators measure only the mother’s victimization. Thus, our measure
of family violence is likely an underestimate. Third, we could not test how exposure to
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violent contexts in early childhood or adolescence matter for risky adolescent health
behavior. Associations may differ depending on developmental period of exposure. Fourth,
our violence scores give equal weight to all indicators of violence. It is possible that some
exposures to violence are more important for later risky health behaviors than are others, and
future work should assess these differences. Fifth, we do not have measures of all possible
risky health behaviors; notably, we do not know if adolescents engage in substance use
simultaneously with risky sexual behavior[15]. Sixth, although our study design is
prospective and controls for many potential confounders, our findings cannot be interpreted
as causal. Finally, our sample is largely urban and disadvantaged, and this population may be
at higher risk of exposure to violence (particularly community violence) than more rural or
advantaged populations. We note, however, that the high level of exposure to violence that
we observe is not inconsistent with national prevalence estimates of children’s exposure to
violence[33].

Future research should also investigate the mechanisms and moderators of the association
between exposure to violent contexts and risky health behaviors. Determining the
mechanisms through which these associations come about will require assessing the
intermediary physiological and psychological sequela of exposure to violence that affect
health behavior decision-making in pathways specific to particular violent contexts and
specific risky health behaviors. It is also important to identify the individual, family, and
community factors that may foster resilience among children embedded in violent contexts,
in order to design interventions to mitigate the consequences of exposure to violence.

Our findings underscore the importance of studying violence as an aspect of context that
produces health. Moreover, our results suggest that associations between violence and risky
behaviors are context- and domain-specific. Reducing childhood exposure to violence in
communities and families has the potential to mitigate a substantial portion of risky
adolescent sexual behavior and adolescent substance use, respectively. Because violence is
an important pathway through which poor health and socioeconomic outcomes are
reproduced across generations[34], policies that reduce childhood exposure to violence are
ultimately likely to facilitate greater long-term health and social mobility.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Implications and Contribution

Using a national sample of 2,684 children followed from birth in 1998-2000 to age 15,
this study finds that childhood exposure to violent communities predicts higher odds of
risky adolescent sexual behavior and that childhood exposure to family violence predicts
higher odds of adolescent substance use.

J Adolesc Health. Author manuscript; available in PMC 2019 July 01.



1duosnuepy Joyiny 1duosnuely Joyiny 1duosnuey Joyiny

1duosnue Joyiny

James et al.

Page 13

03-
— o J
9 e
>
g 477
3 ~-®
..
= 02- P
g L
3 e
> o %
-
.g .f
Y—
(o]
2 01-
=
®
Ko}
e
a
00-
0 1 2 3 4 5 6 7 8 9

Community violence score

Figure 1.
Predicted Level of Risky Sexual Behavior as a Function of Community Violence Score

Note: Covariates are held at their means for continuous variables and modes for
dichotomous or categorical variables.
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Figure 2.
Predicted Level of Substance Use as a Function of Family Violence Score

Note: Covariates are held at their means for continuous variables and modes for
dichotomous or categorical variables.
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Table 1
Description of Analytic Sample
Source Time frame Percent  Mean

Health behaviors
Risky sexual behavior
No condom at first sex Teen, 15-year Ever 3.17
Multiple sexual partners Teen, 15-year Ever 10.13
First sex before age 14 Teen, 15-year Ever 5.70
Any risky sexual behavior 12.63
Substance use
Drugs Teen, 15-year Ever 21.31
Smoked entire cigarette Teen, 15-year Ever 477
Drank entire drink Teen, 15-year Ever 15.57
Any substance use 27.50
Obesity risk behavior
Fast food > 2x/week Teen, 15-year Typical week 22.54
Sweetened drinks >2x/day Teen, 15-year Typical day 35.99
Vigorous exercise <3x/week Teen, 15-year Typical week 40.95
Any obesity risk behavior 68.78
Exposure to violence
Community violence
County violent crime rate greater than 2x national

5-year residence FBI UCR Interview year 30.82

9-year residence FBI UCR Interview year 23.84
Afraid to let child outside because of violence

5-year Mother Ever 15.53

9-year Mother Ever 18.64
Gangs are a problem in neighborhood

5-year Mother Current 13.51

9-year Mother Current 15.64
Saw someone get beat up in community

5-year Mother Past year 30.84

9-year Mother Past year 22.74
Saw someone get attacked with weapon in community

5-year Mother Past year 9.81

9-year Mother Past year 7.60
Saw someone get shot at in community

5-year Mother Past year 5.97

9-year Mother Past year 5.59
Any community violence 68.55
Community violence score 1.99

Family violence
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Child saw physical fight of mother and partner
5-year
9-year
Partner slaps or kicks mother
5-year
9-year
Partner hits mother
5-year
9-year
Partner throws objects at mother
5-year
9-year
Partner pushes/grabs/shoves mother
5-year
9-year
Partner keeps mother from seeing family/friends
5-year
9-year
Partner keeps mother from going to work/school
5-year
9-year
Any family violence
Family violence score
Other covariates
Child characteristics
Child age
Child male
Child low birth weight
Infant temperament
Parent characteristics
Mother’s race/ethnicity
White, non-Hispanic
Black, non-Hispanic
Hispanic
Other race/ethnicity
Mother’s education
Less than high school
High school or GED
Some college
College graduate
Mother’s age
Mother depressed

J Adolesc Health. Author manuscript; available in PMC 2019 July 01.

Source Time frame Percent Mean
Mother Past two years 5.85
Mother Past four years 4.59
Mother Past year 0.67
Mother Past year 0.83
Mother Past year 0.37
Mother Past year 0.61
Mother Past year 0.97
Mother Past year 1.06
Mother Past year 1.68
Mother Past year 1.70
Mother Past year 6.89
Mother Past year 5.01
Mother Past year 2.72
Mother Past year 141
20.51

0.33

Teen, 15-year n/a 15.50
Medical records, birth  n/a 51.19
Medical records, birth  n/a 8.95

Mother, 1-year Current 2.56
Mother, birth n/a 21.86
Mother, birth n/a 50.21
Mother, birth n/a 24.35
Mother, birth n/a 3.58
Mother, birth Current 29.74
Mother, birth Current 31.32
Mother, birth Current 26.62
Mother, birth Current 12.31

Mother, birth Current 25.34
Mother, 1-year Past year 12.16

Page 16



1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuen Joyiny

James et al.

Page 17

Mother’s substance use
Any cigarette use
Any alcohol use
Any drug use
Mother’s weight status
Normal weight
Underweight
Overweight
Obese
Mother’s cognitive ability
Household poverty ratio
Biological parents’ relation
Married
Cohabiting

No relationship

Neighborhood characteristics

Average tract poverty rate

Source Time frame Percent Mean
Mother, 1-year Past year 25.33

Mother, 1-year Past year 34.41

Mother, 1-year Past year 191

Mother, 3-year Current 26.12

Mother, 3-year Current 2.2

Mother, 3-year Current 28.64

Mother, 3-year Current 43.04

Mother, 3-year Current 6.89
Mother, birth Past year 1.15
Mother, birth Current 25.71

Mother, birth Current 34.86

Mother, birth Current 39.43

Census 2000; 2005-09 19.72

Note: One hundred twenty-nine cases in the analytic sample had dates of first sexual intercourse which could only be narrowed to a 12-month
window that included their fourteenth birthday; for these cases, we took the midpoint of the window and then scored the case based on whether that
date was before or after the adolescent’s fourteenth birthday.

At the 5-year study wave, questions about mothers seeing someone get beat up, attached with a weapon, or shot at did not explicitly specify “in
community” in the question prompt.
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