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ABSTRACT. Objective. This study is one of the first
to examine the association between. sexual orientation
and health risk behaviors among a representative,
school-based sample of adolescents.

Design. “This study was conducted on an anonymous,
representative sample of 4159 9th- to 12th-grade students
in public high schools from Massachusetts’ expanded
Centers for Disease Control and Prevention 1995 Youth
Risk Behavior Survey. Sexual orienfation was deter-
mined by the following question: “Which of the follow-
ing best describes you?” A total of 104 students self-
identified as gay, lesbian, or bisexual (GLB),
representing 2.5% of the overall population. Of GLB
youth, 66.7% were male and 70% were white {not His-
panic). Health risk and problem behaviors wereanalyzed
comparing GLB youth and their peers. Those variables
found to be significantly associated with ‘GLB youth
were then analyzed by multiple logistic regression
maodels,

Results. GLB youth were more likely than théir peers
to have been victimized and threatened and to have been
engaged ina variety of risk behaviors including suicidal
ideation and attempts, multiple substance use, and sex-
ual rigk behaviors, Four separate logistic regression miod-
¢ls were constructed. Model T, Onset of Behaviors Before
Age 13, showed use of ‘cocaine before age 13 years as

strongly associated with GLB grietation. (odds: ratie

[ORI: 6.10; 95% confidence interval [CIl = 2:45-15.20).
Eatly initiation of sexual intércourse (2.15; 10.6-4.38),
marijuana use (1.98; 1.04-4.09), and alcohol ‘uge (1,82
1.03-3.23) also ‘was associated ‘with GLB orientation,
Model I, Lifetime Frequéncies. of Behaviors, showed
that frequency of erack cocaine use (1.38; 1.06-1.79), in-
halant use (1.30; 1.05-1.61),-and number of sexual part
ners (1.27; 1.06~1.43) was associated with GLB orienta-
tion. Model 1II, Frequency of Recent Behaviors, showed
smokeless tobacco use inthe past 30 days'(1.38;'1.20-1.59)
and number of sexual pariners in the previous 3 months
{1.47; 1.31-1.65) were associated with GLB oriénfation,
Model IV, Frequency of Behaviors at Scheol, showed
having oné’s property stolen or deliberately damaged
{1.23; 1.081.40) and using marijuana (1.29; 1.05-1,59) and
smokeless tobacco (1:53; 1.30-1.81) were associated with
GLB orientation, Overall, GLB respondents engaged dis-
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proportionately in multiple risk behaviors, reporting an
increased mean number of risk behaviors (mearn = 681 &
4:49) compared with the overall student population
(mean = 345 3.15),

Conclusion, GLB youth. who self-ideéntify during
high school report disproportionate risk for a variety of
health risk and problem behaviory, incduding suicide,
victimization, sextial risk behaviors, and multiple sub-
stance wuge. In dddition, these youth are more likely to
report engaging in multiple risk behaviors and initiating
risk behaviorsat an edilier age than are thieir peers. These
findings suggest that educational efforts, prevention
programs, and health services must be designed to ad-
dress the unique needs of GLB youth. Pediairics 1998;
101:895-902; sexial orientation, swicide, victimization,
risk behaviors.

ABBREVIATIONS. GLB, gay, lesbian, and bisexual; HIV, huimian
immunodeficiency virus; AIDS, sequired immunodeficiency syn-
drome; CDC, Centers. of Disease Control and Prevention; YRBS,
Yoluth Risk Behavior Survey; OR, odds ratio; CL, confidence inter-
val.

v face tremendous challenges growing up
physically and mentally healthy in a culture
that is often unaccepting."** Medical, sociological,
and psychological research indicates that these youth
face rejection, isolation, verbal harassment, and
physical violence both at school and at home* Ac-

Gay, lesbian, and bisexual (GLB) adolescents

cording to Jessor's Problem Behavior Theory, these

stresses place GLB adolescents at risk of engaging in
individual risk behaviors; clusters of risk behaviors,
and initiating behaviors at an earlier age than their
peers.’® Previous studies support the notion that
many GLB youth engage in an array of individual
behaviors that increase their risk for a number of
negative health outcomes including suicide, depres-
sion; physical and verbal victimization, substance
use, and HIV,!291214 For example, suicide is a lead-
ing cause of death among GLB and transgendered
youth.® In a study-of 137 gay and bisexual males 14
to 21 years of age, Remafedi et al showed that 29%
reported a suicide attempt, with half of these report-

ing multiple attempts.! It has been estimated that gay

and lesbian youth are two to three times more likely
to attempt suicide than their heterosexual peers and
may ;:xccount for 30% of suicides among youth annu-
ally.!

In terms of school-related behaviorsand victimiza-
tion, a study conducted by the National Gay and
Lesbian Task Force found that 45% of the gay men
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and 20% of the lesbians surveyed were victims of
verbal and physical assaults in secondary schools.”
In a survey of school counselors, 54% agreed that
students often degrade fellow students whom they
discover are homosexual, and 67% strongly agreed
that homosexual students are more likely than others
to feel isolated and rejected. Another study re-
ported that 28% of homosexual youth were dropping
?ut ;)f secondary school because of discomfort and
ear,

Regarding sexual risk behaviors, all adolescents

are at potential risk for HIV infection. Yet not all are.

faced with equal levels of risk. High-risk sexual ac-
tivity between ment accounts for the largest propor-
tion of AIDS cases.among adolescents and has been
implicated in 70% of adolescent AIDS cases unre-
lated to infected blood products.” In 1995 AIDS be-
came the leading cause of death in the United States
for males 25 to 44 years of age.”® Given the inherent
latency for HIV, many of these deaths are attribut:
able to- infection vccurring during adolescence:
Among a subset of young homosexual and bisexual
males in the San Francisce area (17 to 22 years);
Lemp and colleagues reported in the Young Men's
Survey an overall HIV seroprevalence rate of 9.3%
and a seroprevalence rate of 21.2% ameng African-
American men.*

Unfortunately, previous research designed to ex-
amine the risks and needs of GLB. youth is often
hampered by societal stigmas about homosexuality
and difficulties identifying a representative sample
population. Much of what is known concerning the
association between gay youth and health risk be-
haviorsis derived from studies using self-select pop-
ulations such as homeless/runaway youth, youth
presenting to sexually transmitted disease clinics, or
youth responding to advertisements in gay newspa-
pers or dance ‘clubs. Cransten and Faulkner used
data from a representative survey of high school
gtudents to report an increased risk for-a variety of
behaviorg including suicide, substance use, and vio-
lence’ among, adolescents with same-gender sexual
contacts.® Representative, population-based data ex-
amining the association between: sexual orieptation
and adolescent risk ‘behaviors have been limited.
Using Jessor’s Problem Behavior Theory as a model,
this' study will use an anonymous, representative,
school-based sample to examine the association be-
tween self-reported GLB. -sexual orientation and
multiple health rigk behaviors among adolescents.
Variables examined include suicidal ideation and
attempts, violence-related béehaviors, school-based
victimization, drug use, sexual risk behaviors, and
the early initiation of risk behaviors.

METHODS
Swrvey Design

The Centers of Disease Contral and Prevention. (CDC) de-
signed the Youth Risk Behavior Survey (YRBS) fo.measure the
prevalence of behaviors associated with leading cavses of mor-
bidity and mortality among youth. Datd for this study were
obtained from the 1995 Massachusetts YRBS. The YRBS was
conducted between February and May 1995 in répresentative

public high schools ¢hosen across Massachusetts: Fiftysnine. of
63 {94%:) schodls initially selected chose-to participate, Within,

each schiool, 80 students from three fo five classrooms of Gth.
10 12th-graders were randomly selected, providing a total sain-
ple of 4159 students: The demographic characteristics of the
students aré presented in Table 1.

The YRBS is 4 self-administered questionnaire consisting of 91
multiple-cheice questions. The Guestionnaire wes available in En-
glishy; Spanish, and Portiguese, All participants were-assuréd that
the survey was both anonymous ahd voluntary. Schools had: the
option of vbtaining parental consent for participation; fewer than
10/ students were denied parental permission. Of the students
sefectéd whi were in school on the days the questionnaire was
administered, fewer than 15 chose. not to complete the survey:

Variables

Sexual orientation was determined by the question: “Which.of
thie followirig: best describes you?” Responses were: hiterosexual
(straight); gay/leshian, bisexual, not sure; and none of the above.
This marked: the fitst time a question regarding sexual drientation
had been added 't the standardized YRBS instrument produced
by the CDC., Students who selt-identified a5 gay/lesbian (1 = 23)
or bisexual (= 81} -were selected as the GLB study population.
Subjects whoanswered “not sure” (#.=.57) were not included in
the GLB group becanse we were interested in the behaviors of
stirdents who had already identified as:GLB in orientation, In
addition, in terms of same-gender sexual contact as well ds other
sexiial and health risk bebaviors, the “not sure” respﬁnden&szavpc-
peated duite different from the GLB respondents. “None of the

-above” respondents ‘were hicluded in the non-GLB group. GLB

respondents were compared ‘with their peers on a number of
health risk and probleny behaviors contained in the YRBS, inclid-
g violence/ victimerelated biehgviors; suicidal ideation and. at-
tempts, substance use; and.sexual risk behaviors. Analyses were
conducted with the “not sure” group as part of the nonGLB
group: Eachiatialysis was then repeated with the "notsure” group
excluded from the non-GLB group.

To evaluate viglent beltaviors, subjects were ask, "During the
past 12 menths, how many times were you in a-physical fight?”
The variable was measuréd on an gight-point seale ranging from 0
to 12 or more tmes: Subjects also were asked how frequently
injuties from a fight required midical: stterition: and how fre-
guently fights oecurred onschool propeéety. Other vislence-related
threats on scheol property induded failure to attend school in the
past 30 days attributable to- “felt unsafe,” "Carried. a weapon”
“property stolenvordeliberately damaged”, and “injured or threat-
ened with a4 weapen.” Questions of weaponscarrying nclirded,
“During the past 30 days; on.how many days.did you carry a
weapon such as gun; knife, or dub?”

To evaluate suicidal behaviors, sitbjects. were asked whether
they had, “attempted“ suicide inthe past 12 months. Respondents
were asked whether attempts had resulted: in-injury requiring
miedical attention.

To-evakiate substance usg; subjects were asked questions about

TABLE L  Demographic Characteristics of 9th--to 12th-Grade
Students ifi'the 1995 Massachusetts YRBS
N %
Age ()
=14 and vousiger 1353 85
15 902 27
16 114 275
17 1072 258
=18 682  1n4
School grade
9 131 249
10 1451 254
11 1124 7.2
12 924 23
Ungraded or other 6 0.1
Kace/ethnicity
White,-not Hispanic 279 718
Black, not Hispanic 350 84
Hispanic or Latino 360 87
Asian or Pagific Islander 203 19
Native-American Indian: Alaskan Native 36 08
Other 218 5.2
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tobaceo, alcohol, and illegal drug use. Questions evaluating, to-
bacco-use asked if cigarettes had ever been tried, the age first bried,
and daily use (“that is, at least one cigarette every day for 30
days”). Another question focused on the récent use of chewing
tobacco and snuff, Regarding aléohol use, respondents were
asked, “How old were you when you had your first drink of
aleohol other than # few sips?” Recent alcohol use (in past 30
days), frequency of binge drinking (“five or more drinks” éon-
summed at one tinig), and lifelime frequency of alcoho! use also
were asséssed. i

To evaluate illegal drug use. subjects were asked questions

regarding the use of marijuana, cocaine; and other drugs such as:

injectables and inbalants. Subjécts were dsked the age at which
matijuana was first tried, the age at-which any formof cocaine was
first tried, and the frequency of use fir each substance in.the past
30 days;. Concerning lifetime-use, subjects were asked, *During
your life, how:many times have you tried marijuana . ... how many
Hmes have you used any other type of illegal drug, suchvas LSD),
PCP, ecstasy; thushrooms, speed, ice, hetoin.” Additional ques-
tionis asked whether subjects had “ever injected {shot up) any:
illegal drug” ur engaged inneedle:sharing practices,

Sexual risk behaviors wire teasired with questions asking the
number of people with whom the respondent had sexual intet-
course in botm Past3 months and in his or her ifetime, and the
age:at first intercourse. Subjects were asked ‘whether aleohol or
drugs wereé used at their Tast vexual encounter and whether they
had “ever had sexual contact against your will?

Finally; a Risk Behavior Scale was constructed using 20 health
risk-arid problem behaviors statistically significant at the bivariate
level (P < 001y including weapon carryitig, fighting, tobacvo,
alcohiol and other drug use; and sexual risk behaviors: This scale
wias used to assess the sum total number of behaviors ih which
each student had engaged. The scalé ranged from (018, with.a
mean of 345 = 3.18 among the total study population and 3
skewness 01'1.06 = 0.04, The internal consisteéricy of the 20 Behat-
iors using the ordinal scale resporses was 0.83. The Cionbach’s o
for the scalé in its present format was 0.82.

Statistical Analysis
Data cleaning and preliminary analysis were perforined By
Westat, Ine (Rockville, MD) undercontract by the CDC. Weighting
the data reduives possible bias from nonresponders and reflects the
likelihood of sampling each: student, Weightinig: also adjusts for
the intentional pvetsamgiing of Boston studerits, which was done
to coordinate the state YRBS with the city YRBS, The welght use
for estimation is given by
Wo="W, X W, X f; X fu Xy where
W, = inverse of the probability of school selection;
Wi = invetse of the probability of classroom selection:
A = a schoaklevel nonresponse adjustment factor caleulated by
school size; L
£, = astudent-lébvel nonresponse adjustrient factor calculated by
class; and
5 = a poststratification adjustment factor by gender and e
Al _f::lyses were performed on weig}wedydgaa * Ana]j?sl;:d was
used to-compare health risk behaviors-among students with re
ported GLB orfettation and their péers. Because the YRBS uses &
complex survey design and not a simple random sample design, a

P level of 001 was used to test-our hypotheses as 'well as to:

determine which variables from the bivariate arialyses would be
considered for the multivariate analyses. Fiom each area of risk
behaviok, representative variables associated. significantly with
GLB' grientation. were ‘analyzed using fout stepwise multiple-
Togistic regression models:onset of behaviors beforeage 13 years,
lifetimne frequencies of behaviots, frequency of recent behaviors,
and- Frequency ‘of behaviors ‘at school. Bach regression madel
included gender and minority racial group versus white noi-
Hispanic: Because of the small sample size of GLB respondents,
race and génder interactions with other risk-behaviors were not
inclided inthe * analyses. The logistic regressions mipdels were
computed using a forward stepwise proceddire i which. the re-
moval testing is based on the probability ‘of a likelihood ratio
statistic based oft the maximum partial likelihood estimates. For
interval and ordinal variables, the adjusted iodds ratios {ORs) that
are reported reflect the odds associated with each increasing unit
of .ordinal variable and therefore are smaller than those for the
dichotomous independent variables, In other words; as the fre-

Guency of engaging in a tisk behavior increases, the ORs or
miagnitude of the association reported for each regression model
increases in'proportion to the score on our ordinal scale. In addi-
tion, the Risk Behavior Scale used statistically significant (P <
{001). variables at the bivariate level and was analyzed with-a
Kruskal-Wallis analysis-of variance test,

RESULTS

The demographic distribution of the 1995 Massa-
chusetts YRB% is deseribed in Table 1, On the sexual
orientation question, 104 students self-identified as
having GLB .orientation, - ting 2.5% of the
overall study population (0.6% gay/lesbian and 1.9%
bisexual). An additional 1.5% of the study popula-
tion responded “not sure,” and 3.7% responded
“none of the above.” A total of 9.3% did not answer
the question altogether. Of GLB youth, 66.7% were
male and 70% were white (not Hispanic). There were
no statistically significant age differences between
GLB youth and the overall population. In contrast,
there were a higher percentage of male respondents
among the GLB population than in the overall stu-
dent population (66.7% vs 50.3%). There were no
statistically significant differences between GLB
youth and the overall population in terms of white
(not Hispanic), black, and Hispanic students. Of
note, 8 of 36 (22%) Native Americans surveyed self-
identified as GLB.

Results of the »? analysis revealed greater than 30
health risk behaviors positively associated with self-
reported GLB orientation (P < 0001), including vio-
lenge-related behaviors, suicidal ideation and at-
tempts, multiple substance wuse, and sexual risk
behaviors (Table 2). GLB youth were more likely to
carry a weapon in the past 30 days, engage in a
physical fight in the past 12 months, and attempt
suicide in the past 12 months. Regarding substance
use, GLB orientation was associated with an in-
creased lifetime frequericy of use of cocaine, crack,
anabolic steroids, inhalants, “illegal,” and injectable
drugs. GLB youth were more likely to report using
tobacco, marijuana, and cocaine before 13 years of
age. Among sexual risk behaviors, sexual intercourse
before 13 years of age, sexual intercourse with four
or more partners both in lifetime and in the past 3
months, and sexual contact against one’s will all
were associated with GLB orientation, Within school
environments, GLB youth were more likely to report
being threatened/injured with a weapon, failing to
attend school because of fear, having property stolen
or deliberately damaged, using tobacco, carrying a
weapon, and engaging in a physical fight.

When analyzed with multiple logistic regression,
model I showed that use of cocaine before age 13
years 'was strongly associated with self-reported GLB
orientation (Table 3). Early initiation (<13 years of
age) of alcohol use, marijuana use, and engaging in
sexual intercourse also were significantly associated
with GLB versus non-GLB orientation. Gender and
race were not significant predictors of GLB orientas
tion in the model. When the analyses were repeated

‘with the “not sure” respondents excluded from the

non-GLB group, cocaine use (OR = 7.52), marijuana
use (OR = 2.51), and alcohol use (OR = 1.87) con-
tintied: to be associated with GLB orientation. How-
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TABLE 2,  Associstions Between Health Risk Behaviors and Self-reportof GLB Orientation
Frequency GLB % non-GLB % QCor Phi P
Weapon carrying {30 days) 463 198 A2 00001
Gun carrying (30 days) 247 49 15 00001
Weapon carrying at school (30 days) 253.3 84 i L0001
Missed: schiool because of fear (30 days) 251 54 a6 L0001
Threatened with weapon. at schiool (30 days) 327 71 22 00001
Propetty damaged at school (12 months) 50.5 287 A5 00001
Fighting (12 months) 68.1 376 16 ,00001
Fighting requiring medical treatment (12:months) 140 4.1 A0 00001
Fighting at school (12 months) 381 144 15 L0001
Suicide attempts (12 months) 35.3 9.9 e 00001
Smoked cigarette (<age 13} 479 234 10 00001
Smioked cigarettes (30 days) 593 352 a1 00001
Smoked at school (30 days) a74 184 09 00001
Smokeless tobaceo use (30 days) 337 7.7 22 00001
Smokeless tobacco use.at school (30 days) 268 4.1 23 00001
Alcohol use (age 13) 59.1 304 A3 00001
Alcohol use (life 86.8 79.0 08 00635
Aleohol use (30 days) 894 528 a7 00001
Binge drinking (30 days) 46.2 330 16 00001
Alcohol use at school (30 days) 25.0 62 J9 00001
Marijuana use.{<age 13) 365 85 A4 00001
Marijuana use-{life) 685 474 A 00001
Marijuana use (30 days) 53.7 314 A3 000Dt
Martijuania use at school (30 days) 31.6 107 A7 00001
Cocaine use (<age 13) 17.3 12 23 00061
Cocdine use (life) 3340 69 22 00001
Cocaine use (30 days) 253 27 26 L0001
Crackor freebase use (life) 32 35 26 00001
Inhalant use (life} 476 185 15 00001
Anabelic steroids use {life) 250 39 18 00001
Other illegal deug use (life) 485 183 a7 00001
Injection drug use (life) 222 23 A8 00001
Shared reedles (life) 155 1.4 A8 00001
Offered drugs-atschool (12 mos) 59.2 380 06 00002
Ever had sexual intércourse BL.7 44.1 10 00001
Sexual intercourse (<age 13) 268 74 a5 00001
Three or more sexul partiers. (life) 554 192 A5 00001
Three or more sexual partners (3 months) 379 7.5 21 ;00001
Alcobol or drug use at 138t sexual épisode 34.7 13,3 08 00001
Sexual contact against will 325 %1 J2 00001

*Variables are presented as dichotomous variables for-simplicity, but were analyzed as ordinal variables,

ever, minority race/ethnic group also was associated
with GLB orientation {OR ="1.28}.

In model 1I, lifetime frequency of engaging in
health risk behaviors was examined. Three variables
were associated with self-reported GLB orientation,
including frequency of crack cocaine or freebase use,
numiber of sexual partners, and use of inhalants (Ta-
ble 3). Neither gender nor minority race/ethnic
group remained in the model as significant correlates
of GLB orientation; As the frequency of engaging in
each behavior increased, the ORs or ‘magnitude of
the association between that behavior and sexual
orientation increased in proportion to the score on
our ordinal scale. For example, although students
who used crack or freebase one or two times were
1.38 times as likely to be GLB, students who reported
using crack or freebase 20 to 39 times (scoted 4 on
our ordinal scale) were 5.52 times more likely to be
GLB than someone who had not used crack or free-
base. Also, students with six or more sexual partners
in their lifé (scored 6 on our scale) were 7.62 times
more likely to be classified as GLB than were stu-
dents who had never had sexual intercourse. When
the “not sure” students were excluded from the anal-
yses, lifetime cocaine use (OR = 1.38) and number-of

sexual partners (OR = 1.28) remained in the model;
but inhalant use dropped out of the model. How-
ever, frequency of suicide attempts (OR = 1.38; P =
042) entered into the model.

In model 11, frequency of recent behaviors, smoke-
less tobacco use in the previous 30 days and number
of sexual partners in the previous 3 months were
significantly associated with GLB versus non-GLB
association (Table 3). Gender and minority race/
ethnicity were not significantly associated with GLB
orientation. GLB students were 8.28 times more
likely to report being daily users of smokeless to-
bacco. Similarly, students who reported six or more
sexual partners in the previous 3 months were 10.29
times more likely to also report being GLB. When
analyzed without the “not sure” group of students,
smokeless tobacco use (OR = 140; P = .0001) and
number of sexual partners (OR = 144; P = £001)
remained in the model. In addition, race/ethnicity
(OR = 1.29; P = .039) was associated with reported
GL.B orientation.

In model 1V, frequency of behaviors at school, the
frequency during the previous 12 months that stu-
dents reported having property such as a car, cloth-
ing, ‘or books stolen or deliberately damaged was
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TABLE 3.  Multiple Logistic'Regression Analyses of Health
Risk Behaviors Associated With Gay, Lesbian, or Bisexual Orien-
tation Amiong 9th- to-12th-Grade Students

Aﬂj%tEd 95%
OR cl

Madel'l, Onset Before age 13

Cocaing use 6.10. 245, 15.20

Sexual intercourse 2.15 106,438

hdaﬂjuaﬁna use 198 1*04,4;09

Aleohol use LB2  1.08,3.23
Model 11, Lifetime Fréquencies ,

Crack vocaine or freebase 138 1.06.1.79

Used inhalants 130 105,161

Number of sexual pariners 127 106,143
Model 11, Prequency of Recent Behaviors

Nuzmhber of sexual parthers (30 months) 147 131, 1.65

Smokeless tobaceo use (30 days) 138 120,159
Maodel 1V, Frequency of Behaviofs at School ) _

Smokeless tobaceo wse 153 130, 181

Marijuaig use 129 105,159

Property stolen of damaged 1.23 108,140

* All models initially’ inchiided gender and minority race/éthinic-
ity. These variables were not significant (P > .05) in any model.

associated with being GLB (Table 3). The frequency
of marijuana and smokeless tobacco use on school
property in the previous 30 days also was associated
with reporting to be GLB. When the ”not sure” stu-
dents were excluded from the analysis, GLB orienita-
tion was associated with the frequency of being
threatened with a weapon on school property (OR =
1.22; P'=.024), frequency of property victimization
at school (OR = 1.19; P = .032), and smokeless to-
bacco use at school (OR = 1.56; P = .0001).

On the Risk Behavior Scale, the total number of
behaviors students reported engaging in was signif-
icantly associated (OR = 124; P = 0001; 95% CL:
1.18, 1.30) with GLB orientation (Figure). For exam-
ple, students reporting to have engaged in four sep-
arate health risk or problem behaviors were 4.96
times more likely to report being GLB than students
were who had notengaged in any health risk behav-
iors. Approximately 50% of GLB respondeénts re-
ported engaging in more than five risk behaviors
compared with <25% of the non-GLB respondents.
The mean number of behaviors engaged in by GLB

respondents was 6.81 *+ 449 compared with 3.45 *
3.15among the overall population (P < .0001). When
the “notsure” students were excluded from the anal-
ysis, the relationship remained unchanged (P «
0001). Whern gay and lesbian respondents were com-
pared with bisexual respondents, there was not a
significant (P = ,94) difference in the total number of
risk behaviors in which each student had engaged.

DISCUSSION

Asaresult of a variety of social, psychological, and
sociceconiomic factors, adolescents engage in risk-
taking in an attempt to accomplish developmental
milestones such as seeking indépendence from pa-
rental figures and receiving social acceptance from
peers, etc: Accordingly, adolescent risk- taking
should be viewed within the context of normal de-
velopment. Taking risks and experimenting with
adult roles are essential to riormal adolescent devel-
gpment and can be accomplished with positive or
healthy behaviors. ' Jessor defines risk behaviors as
those behaviors that-compromise adolescent health,
life, and successful development®™ He proposes a
<ovariation among risk behaviors that cluster to form
a risk behavior syndrome® Although covariation
exists among both problem and nonproblem behav-
iors, the evidence for covariation is strongest among
problem behaviors; including drug use, violence, de-
linquency, and sexual activity. > Individuals who en
gage in multiple problem behaviors during early
adolescence are at greatest risk of developing a syn-
drome of problem behaviors.'e

Homosexual, bisexual, and other adelescents con-
fronting issues of sexual expression or orientation
have been identified as facing stresses including
emotional isolation, social rejection, and lowered
self-esteem.* The complex components of sexual ori-
entation, including fantasies, feelings, behaviors, at-
tractions, and cultural: affiliations, often are quite
difficult to manage. These issues challenge many
adolescents” emotional and psychological develop-
ment and most likely contribute to the risk of devel-
oping the syndrome of risk behaviors that Jessor
describes. According to estimates, at least 1 in 10

60.00%..-
50.00%.
40.00%.
30.00%.

Figure. Difference between non-GLB
and GLB adolescents in the Rick Behav~
ior'Scale.

20.00%
40.00%.,

0

1-5

MNon-GLB
C1GLB

610 11-15

16:18
Sum Total Number of Risk Behaviors In Which Each Student Engaged

*The:dats wers analyzedas & interval scale. They s summarized as

five categories foi descriptive purposes only.
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teenagers struggles with issues regarding sexual ori-
entation.” Sexual orfentation is an individual’s pat-
tern of physical and emotional arousal toward memi-
bers of the same and/or opposite gender.*-* Many
homosexual adults and adolescents report a sense of
“differentness” during childhood.”*" Commonly di-
chotomized as either heterosexual or homosexual,
Kinsey maintained that most individuals are some-
where in between, not absolutely oneor the other?
There is considerable debate concerning Kinsey’s hy-
pothesis as well as about the nature versus nurture
determinants of sexual orientation, and there is a lack
of scientific evidenice to draw strong conclusions at
this time.® Sexual orientation should not be confused
with other aspects of sexuality such as gender iden-
tity, gender role, or sexual behavior. Of particular
importance regarding homosexuality among adoles~
cents is the difference between sexual behavior; ex-

perimentation, and sexual orientation. Heterosexual

youth may have or have had same-gender sexual
experiences. Gay or lesbian youth may have oppo-
site-gender sexual experiénces or may -abstain from
sexual activity altogether.® ,
Previous research has shown an assodiation be-
tween GLB orientation-and. a variety of risk behav-
iors: including suicidal ideation, and attermipts, sub-
‘stance use, and sexual risk behaviors.43-4 Srudies
indicate GLB youth face violence and victimization
both in school and at home.* However, many previ-
ous studies have been challenged from a traditional
methodologic perspective by relying largely on self-
selected populations or extrapolating retrospective
data from homosexual adults.* Representative, pop-
ulation-based data has been published regarding
sexual behavior, yet this is neither a specific nor a
Sensitive predictor of self-identified sexual orienta-
tion.% In 1995, Massachusetts modified-its version
of the CDC YRBS to include a question addressing
sexual orientation. This provided a unique opportu-
nity to evaluate multiple health risks and problem
behaviots among an anonymous, representative
sample of GLB adolescents who self-identified dur-
ing high school. Using the survey, this study found
2.5%.of the overall student population self-reported
GLB otientation. Ofthe additional 1.5% of the study
population who responded “not sure”, there is nota
way to determine which students were truly unsure
of their sexual orientation versus which were con-
fused about the question itself or possible tesponses.
We also have no way of determining what propor-
tion of the “not sure” students will later identify as
heterosexual, bisexual, gay, of lesbian. Other demo-
graphic information revealed that among white,
black, and Hispanic respondents, there were no sig-
nificant différences between the GLB and overall
student populations. In addition, although there
were no significant age differences between GLB and
non-GLB respondents, there was a larger percentage
of male respondents among the GLB study popula-
tion. This is consistent with previous: retrospective
data that report males self-identifying at-earlier-ages
than do females.™ In fact, the mean time of self-
identification for gay and bisexual male adolescents
interviewed in Minnesota was 14 years.®

Regarding individual risk behaviors, in suppott of
previous studies, the GLB youth in our study re-
gor,ted more frequent psychosocial and medical risk

ehaviors, including school problems, substance use,
suicide attempts, violence, victimization, and sexual
risk behaviors. According to the bivariate analyses,
in compatison with non-GLB respondents, this sub-
sample of GLB youth was more than three times as
likely to have attempted suicide in the past 12
months, almost five times as likely to have missed
school because of fear about safety, more than nine
times:as likely to have used injectable drugs in their
lifetime, and more than four times as likely to have
been threatened with a weapon on school property.
In addition, GLB respondents were more likely to

have reported séxual intercourse in their lifetime and

to‘have had an increased number of sexual partners,
and were more likely to have experienced sex against
their will. The logistic regression models indicate
that as the frequency of engaging in risk behaviors
increases, the magnitude of the association between

self-reported GLB orientation also increases. Previ-

ously unreported, our findings suggest that in this
subset of GLB youth that self-identifies during high
school, GLB orientation is associated with an in-
ereased likelihood to initiate sexual intercourse and
to engage in cocaine, marijuana, and tobacco use
before age 13.

The findings g)resmted in this study support Jes~
sor's: Problem Behavior Theory as related to GLB
adolescenits. Of this subsample of GLB youth, >50%
reported engaging in multiple problem behaviors
{more than five total behaviors) that jeopardize their
health. and successful developmerit. On the Risk Be-
haviors Scale, GLB respondents engaged in twice the
mean number of risk behaviors as did the overall
population. By initiating risk behaviors during early
adolescence (<13 years of age), GLB respondents
appear to be at extremely high risk for developing
Jessor’s “syndrome ‘of problem behaviors.” Jessor
proposes that the usefulness of conceptualizing a
“syndrome” ‘of problem behaviors is because it ad-
dregses the adolescent as-a whole rather than as a
sum of individual behaviors.*® This directs interven-
tion efforts that are comprehensive, focusing on ad-
olescent lifestyle (environment, personality, behav-
iors, biology) rather than on individual behaviors.

Comprehensive efforts directed toward the GLB ad-

olescent require an understanding of the complexity
of sexual orientation and its effect on adolescent
development. _

Thiere are several limitations to this study. The
data collected were part of a cross-sectional survey
and, therefore, we:can only examine the association
between sexual orientation and health risk behaviors
and not draw conclisions about causality, Although
estimates of these associations may be generalizable
to the majority of adolescents who attend public high
school, other high-risk youth, such as runaway or
homeless youth who do not routinely attend school,
are not represented by these data. Unfortunately,
secondary to intensified isolation, rejection, and
other psychosocial stressors, this subset of out-of-
school youth may face levels of risk that exceed those
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