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ORIGINAL ARTICLE

Effects of At-School Victimization and Sexual
Orientation on Lesbian, Gay, or Bisexual Youths’
Health Risk Behavior
DANIEL E. BONTEMPO, M.A. AND ANTHONY R. D’AUGELLI, Ph.D.

Purpose: To examine the link between victimization at
school and health risk behaviors using representative
data comparing lesbian, gay, and bisexual (LGB) youths
and heterosexual youths.
Methods: Data from the 1995 Youth Risk Behavior
Survey taken in Massachusetts and Vermont were examined. This sample included 9188 9th through 12th grade
students; 315 of these students were identified as LGB.
Analyses of variance were used to examine health risk
behaviors by sexual orientation by gender by victimization level.
Results: The combined effect of LGB status and high
levels of at-school victimization was associated with the
highest levels of health risk behaviors. LGB youths
reporting high levels of at-school victimization reported
higher levels of substance use, suicidality, and sexual
risk behaviors than heterosexual peers reporting high
levels of at-school victimization. Also, LGB youths reporting low levels of at-school victimization reported
levels of substance use, suicidality, and sexual-risk behaviors that were similar to heterosexual peers who
reported low at-school victimization.
Conclusions: The findings provide evidence that differences in health risks among LGB youth are mediated
by victimization at school. Such victimization of LGB
youth is associated with health risk behaviors. © Society
for Adolescent Medicine, 2002
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Studies of lesbian, gay, and bisexual (LGB) youth
have found high levels of health risk factors (e.g.,
victimization, mental health problems) and health
risk behaviors (e.g., substance abuse, risky sexual
behaviors, suicidality) [1–9]. Recent studies using
state-level representative samples have found victimization, substance use, and sexual risk behaviors
among LGB youths to be significantly higher than
among their heterosexual peers [5–7,10,11].
The mechanisms underlying associations of sexual
orientation with health risk factors and behaviors
have been explored with mediation models that use
stressors specific to LGB youth, including victimization, developmental readiness, and community support as mediators [4,12–16]. Based on research on
external and internal stressors in other minority
populations, researchers conceptualized internalized
homophobia, stigma, and experiences of discrimination and violence as stressors for lesbians, gay males,
and bisexuals [17,18]. Researchers studying LGB
youth use “gay-related stress” to refer to stresses
associated with coming out as LGB [19], being discovered as LGB, or being ridiculed because of being
LGB [14,15]. In addition, external stressors related to

© Society for Adolescent Medicine, 2002
Published by Elsevier Science Inc., 655 Avenue of the Americas, New York, NY 10010

May 2002

sexual orientation such as verbal and physical abuse
are prevalent in studies of LGB youth [3,4].
Victimization has been found to mediate the association of sexual orientation and suicidality
[10,20,21]. In a representative study, higher levels of
an index of violence and victimization were predictive of suicide attempts [10]. Among LGB youth,
suicide attempters have also been found to be more
likely than nonattempters to report prior verbal
insults, property damage, and physical assaults [20].
Associations of sexual orientation with victimization, mental health problems, and health risk behaviors have also been observed in several studies
[2,4,13,16], but the extent to which victimization
mediates these associations has received little attention. Among LGB youth, victimization was found to
interact with family support to influence mental
health [4]. These studies suggest that sexual orientation victimization (SOV) is predictive of mental
health problems, substance abuse, and risky sexual
behavior in addition to suicidality. However, it is
desirable to test these models using representative
data and heterosexual comparison groups.
Research on LGB adults suggests that LGB youth
experiencing SOV may show greater distress than
their heterosexual peers who experience similar levels of victimization. Among adults, studies have
found that SOV was more predictive of distress than
victimization unrelated to sexual orientation [22].
Some LGB adults experienced increased internalized
homophobia, guilt, and self-blame after being victimized. Many LGB adult victims of gay-related harassment were found to be more psychologically distressed then victims of other types of harassment or
crimes. [23]
In contrast to adults, LGB youth are more likely to
be victimized, and the psychological consequences of
their victimization may be more severe [16]. For
adolescents, the negative effects of SOV may be
compounded by developmental and contextual issues. These youths may already be experiencing
confusion related to LGB identity, have little accurate
information about LGB people, and lack resources to
cope with SOV. In addition, youth who are unsure
of, or have not disclosed, their sexual orientation
may be less likely to seek help owing to fear of
discovery of their sexual orientation [3].
The purpose of this study was to use representative data to test several hypotheses related to the
combined effect of LGB status and at-school victimization. First, it was hypothesized that a greater
proportion of LGB youths would experience disproportionately high levels of victimization at school,
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compared with their heterosexual peers. Second, it
was hypothesized that LGB youths experiencing low
levels of victimization would evidence levels of
health risk behaviors comparable with their heterosexual peers. Third, it was hypothesized that LGB
youths with high levels of victimization at school
would evidence higher levels of health risk behaviors, compared with heterosexual peers who also
experience high levels of victimization.

Methods
Data used in the present study combined information from the 1995 Massachusetts Youth Risk Behavior Survey (MYRBS) and the 1995 Vermont Youth
Risk Behavior Survey (VYRBS). This combined sample included 9188 9th- through 12th-grade students;
315 of these students either self-identified as lesbian,
gay, bisexual, or questioning (LGBQ) or were categorized as LGB on the basis of their reported sexual
behaviors. This relatively large sample allowed for
analysis by sexual orientation, gender, and amount
of victimization.
Morbidity and mortality items on the MYRBS and
VYRBS were from the Centers for Disease Control
and Prevention’s Youth Risk Behavior Surveillance
System (YRBSS), an instrument that has been tested
extensively [24]. Additional items were included in
the version of the Youth Risk Behavior Survey
(YRBS) survey used in Massachusetts and Vermont.
Both Massachusetts and Vermont sought information about sexual behavior. In addition, the MYRBS
included a sexual identity item and several items
assessing demographic characteristics. The MYRBS
data also included information on type of community (i.e., urban, suburban, or rural) based on school
location.

Sexual Orientation Assessment
In Massachusetts, self-identified sexual orientation
and same-sex sexual behavior were each assessed
with one item. Behavior was assessed by the following question: “The person(s) with whom you have
had sexual contact is (are): (a) no sexual contact, (b)
female(s), (c) male(s), or (d) female(s) and male(s).”
Self-identification was assessed by the following
question: “Which of the following best describes
you? (a) heterosexual (straight), (b) bisexual, (c) gay
or lesbian, (d) not sure, or (e) none of the above.” We
used both questions to determine the composition of
the LGBQ group for the Massachusetts respondents.
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Table 1. Comparison of Massachusetts and Vermont YRBS Samples
Characteristic

Massachusetts

Vermont

Sample size
Percent males
Number LGBQ
Percent LGBQ youths
Percent LGBQ male
Age (yr)
Heterosexual
LGBQ
Percent youths reporting intercourse
Percent youths designated sexually activeb
Heterosexual
LGBQc
Demographics (%)d
Ethnic heterosexual youths
Ethnic LGBQ youths
Heterosexual recent immigrants
LGBQ recent immigrants
Heterosexual youths in rural communities
LGBQ youths in rural communities
Mean risk index levels
Times victimized past year
Cigarettes/day past month
Drinks/month past month
Marijuana/cocaine use past month
Sexual-risk behaviorse
Attempted suicides past year

3324
51.1
114
3.4
64.0
16.2
16.2
16.3
44.9
53.3
52.5
78.1

5864
49.7
201
3.4
61.2
15.9
15.9
16.1
44.5
47.0
45.1
100.0

a

Both
9188
50.2
315
3.4
62.2
16.0
16.0
16.2
44.7
49.3
47.8

24.5
30.7
18.1
25.4
13.2
9.7
0.9
1.3
1.8
0.9
0.6
0.2

Test

Cohens’ D

2 ⫽ 1.53
2 ⫽ 0.00
2 ⫽ 0.25
t1 ⫽ 10.17***
t1 ⫽ 10.13***
t1 ⫽ 1.24
2 ⫽ 0.18
2 ⫽ 36.19***
2 ⫽ 44.71***

⫺0.22
⫺0.22
⫺0.15

2 ⫽ 2.78
2 ⫽ 4.17**
2 ⫽ 1.28
1.1
1.6
1.8
0.9
0.7
0.2

1.0
1.5
1.8
0.9
0.7
0.2

ta ⫽ 2.71**
ta ⫽ 3.18**
ta ⫽ 0.14
ta ⫽ 0.00
ta ⫽ 6.33***
ta ⫽ 1.76

0.06
0.07
0.00
0.00
0.19
0.04

** p ⱕ .01; *** p ⱕ .001.
Degrees of freedom vary with missing data, but ⱕ9187 for all youths and ⱕ314 for LGBQ youths.
b
Wording of Massachusetts question detects 156 sexually active youths who do not report having sexual intercourse. In Vermont 140
youths who indicated sexual contact on questions about males and females did not answer a separate question about intercourse.
c
By definition all Vermont youths coded LGBQ are active because the coding is based on sexual behavior.
d
Ethnicity, kind of community (urban, suburban, rural), length of residence in the United States and gang involvement were assessed
only in Massachusetts.
e
Based on 4527 sexually active youths.
LGBQ ⫽ Lesbian, gay, bisexual, or questioning; YRBS ⫽ Youth Risk Behavior Survey.
a

Self-identification was the primary determinant.
Thus, the LGBQ group included self-identified LGB
youths with no sexual experience (n ⫽ 12) or unknown sexual experience (n ⫽ 22). For youths answering “not sure” or “none of the above,” sexual
behavior was also used. Youths who reported their
sexual orientation as “not sure” (n ⫽ 8) or “none of
the above” (n ⫽ 6) were included in the LGBQ group
if they reported same-sex sexual experience. Likewise, youths who reported a heterosexual identity
but no sexual experience, or only heterosexual sexual
experience, were included in the heterosexual group.
However, self-identified heterosexual youths reporting same-sex sexual experience (n ⫽ 37) or whose
sexual experience was unknown (n ⫽ 206) were
excluded from the heterosexual group. The crosstabulation of self-labeling and sexual behavior is
shown in Table 1. After applying inclusion and
exclusion criteria, the final MYRBS sample contained

3324 youths (1586 heterosexual female, 1624 heterosexual males, 41 LBQ females, and 73 GBQ males).
In Vermont, only same-sex sexual behavior was
assessed. Two questions asked about sexual behavior: “During your life, with how many males have
you had sexual intercourse?” and “During your life,
with how many females have you had sexual intercourse?” We used responses to these sexual behavior
questions to determine the composition of the LGBQ
group, as shown in Figure 1. Of the 7156 youths in
the VYRBS sample, 1158 were excluded because they
were eighth graders (eighth graders were not surveyed in Massachusetts), and surveys from an additional 123 youths were unusable because their sexual
behavior was missing, their gender was missing, or
their answers to sexual experience questions were
inconsistent (e.g., reports no male or female sexual
partners yet reports sexual intercourse). The final
Vermont sample contained 5864 youths (2871 hetero-
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Figure 1 Operationalization of Lesbian, Gay, Bisexual, or Questioning and Heterosexual Groups by State and Gender.

sexual females, 2792 heterosexual males, 78 LGBQ
females, and 123 LGBQ males). As a result of the
criteria used, there were no sexually inexperienced
LGBQ youths in the Vermont sample, and some
sexually inexperienced LGBQ youths in Vermont
may not have been included in the heterosexual
group.
Risk Indices
Five indices covering victimization at school, smoking, alcohol use, marijuana or cocaine use, and sexual
risk were created by combining responses to relevant
YRBSS questions. Three additional indicators of risk
were derived from single YRBSS items. These items
pertained to fear of safety at school, lifetime illegal
drug use, and number of suicide attempts. Information on suicide attempts was included for comparison with previous analyses of the MYRBS and
VYRBS data. Prior to summing items, victimization
and risk behavior response categories that indicated
escalating frequencies (e.g., 0 ⫽ “none,” 1 ⫽ “two to
four times,” 2 ⫽ “five or more times”) were recoded
to the lower bound of the response category (e.g., 0,
2, and 5, respectively).
An index of victimization at school was computed

by summing the number of times during the past
year that youths reported being threatened or injured with a weapon at school and the number of
times during the past year that youths reported
having their property deliberately damaged or stolen
at school. The question concerning threats or injuries
was, ”During the past 12 months, how many times
has someone threatened or injured you with a
weapon such as a gun, knife, or club on school
property?“ The question concerning property was,
”During the past 12 months, how many times has
someone stolen or deliberately damaged your property such as your car, clothing, or books on school
property?“ For both items, response options ranged
from 0 to 12 or more times. Fear for personal safety at
school was used as an independent risk index. The
question was, ”During the past 30 days, how many
days did you not go to school because you felt you
would be unsafe at school or on your way to or from
school?“ Response options ranged from 0 to 6 or
more days.
Substance use indices were computed using questions about usage in the past month. An index of
cigarette use was computed by multiplying the number of days during the past month that youths
reported smoking at least one cigarette by the aver-
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age number of cigarettes per day reported. An index
of alcohol consumption was computed by summing
the number of days during the past month that
youths reported having at least one drink and four
times the number of days during the past month that
youths reported having five or more drinks. An
index of marijuana and cocaine use was computed
by summing the number of times during the past
month that youths reported using marijuana and the
number of times during the past month that youths
reported using any form of cocaine. An additional
question assessed lifetime use of other street drugs.
An index of sexual risk was constructed as follows. Youths received a ”2“ if they reported using
alcohol or drugs at last sexual intercourse and if they
reported not using condoms at last intercourse; they
received a ”1“ if they reported either behavior; and
they received a ”0“ if they reported neither behavior.
Both questions were answered ”yes“ or ”no.“ The
question assessing alcohol or drug use at last sexual
intercourse was, ”Did you drink alcohol or use drugs
before you had sexual intercourse the last time?“ The
question assessing condom usage was, ”The last time
you had sexual intercourse, did you or your partner
use a condom?“
In addition to the risk indices described above, an
individual question assessing the number of suicide
attempts in the past year was also analyzed. The
question was, ”During the past year, how many time
have you actually attempted suicide?“ Response
options were: “(a) 0 times, (b) 1 time, (c) 2 or 3 times,
(d) 4 or 5 times, (e) 6 or more times.”
Statistical Variance Estimation
It is necessary to address statistical concerns pertaining to the multistage sampling used in YRBS samples. Statistical packages for complex-sample data
(e.g., SUDAAN, STATA) can be used to provide
robust variance estimates based on the number of
strata (the highest level grouping of primary sampling units) and primary sampling units (in this case,
schools) and not the number of individual respondents [25]. This avoids a bias toward Type I error.
Alternatively, other researchers use general statistical packages (e.g., SAS, SPSS) and compensate for the
bias toward Type I error by adopting a more stringent significance level. We were unable to use specialized complex-sample procedures on the combined data set because the ways analytic strata had
been constituted in the MYRBS and VYRBS data sets
were not compatible. Instead, analyses of variance
and Chi-square analyses were conducted with gen-
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eral software that assumes a simple random sample.
To compensate for potentially underestimated standard errors, we adopted a significance level of p ⱕ
.01. This does not imply that the two states were
incompatible in levels of health risk behaviors or
other relevant dimensions (e.g., proportion of LGBQ
youth) but only that the way in which the primary
sampling units (i.e., schools) were aggregated into
analytical strata prevented analyses of the combined
data set with software designed to handle complex
samples.

Results
To ascertain that it was reasonable to combine the
Massachusetts and Vermont data, two strategies
were employed. First, relevant sociodemographic
characteristics and the health risk indices used in
subsequent analyses were compared by state (Table
1). Second, key analyses were initially conducted
separately for each state and compared for similar
patterns of results. Within-state results were similar
to results derived from the combined data.
Tabulation of relevant variables by state showed
few differences, and the differences present were
small in effect size, as shown by Cohens’ D [26].
LGBQ youths comprised 3.4% of the total sample in
each state, and about 60% of LGBQ youths in each
state were males. Finally, the percentage of youths
who reported ever having sexual intercourse was
approximately 45% in each state. The MYRBS and
VYRBS data were also judged comparable on overall
levels of victimization experiences and health risk
behaviors. There were statistically significant differences for victimization, smoking, and sexual risk, but
the associated effect sizes were small (D ⫽ .19 to .06).
There were no significant differences between the
two states for drinking, marijuana/cocaine use, or
reported suicide attempts. Table 1 also summarizes
the sociodemographic diversity within the MYRBS.
Comparable data were not collected in the VYRBS.

Demographic Similarity of Heterosexual and
LGBQ Youths
Lesbian, gay, bisexual, or questioning youths differ
from their heterosexual peers on demographic variables assessed in Massachusetts. Mean age differences between the two groups were very small.
Demographic data collected in the MYRBS included
ethnicity, length of residence in the United States,
and type of community (urban, suburban, or rural).

May 2002

VICTIMIZATION AND RISK

369

Table 2. Comparisons of Youths by Sexual Orientation and Gender
Female

Male

Risk Index

Nongay

L/B

D

Nongay

G/B

Da

Gender ⫻
Orientation Da

At-school victimization
Ten or more times/yr (%)
Skipped school owing to safety concerns
Six or more times past mo (%)
Cigarettes/d past mo
More than half pack/day (%)
Drinks/mo past month
One or more times/day (%)
Marijuana/cocaine use past month
One or more times/d (%)
Other street drugs
Forty ⫹ lifetime usage (%)
Sexual riskb
Both risk factors (%)
Suicide attempts
Four or more times past year (%)

0.66
1.1
0.07
0.4
1.22
5.8
1.20
4.8
0.53
2.4
1.15
1.1
0.68
5.8
0.21
1.4

2.88
10.1
0.47
4.2
4.39
25.5
4.20
18.6
2.87
18.3
8.54
15.3
0.87
21.6
0.77
10.8

0.8***

1.13
2.7
0.11
1.0
1.59
8.2
2.11
11.3
1.13
6.7
2.22
3.2
0.61
5.7
0.13
1.2

5.46
24.0
0.76
7.7
4.75
22.5
6.40
29.4
4.34
26.3
10.06
20.3
0.92
29.6
1.37
20.4

1.6***

0.8***

c,d

1.0***

0.4***

c,d

0.8***

0.0

1.1***

0.3**

c,d

1.2***

0.3

c,d

1.1***

0.1

c,d

0.4***

0.2

c,d

1.5***

0.9***

c,d

a

0.6***
0.8***
0.8***
0.9***
1.0***
0.3**
0.7***

d

** p ⱕ .01; *** p ⱕ .001.
Cohens’ D indicator of effect magnitude. Significance levels shown are from the associated t-test statistic, which is not tabulated.
b
Based only on youths who were sexually active (n ⫽ 4572).
c
A significant main effect for gender was found but not tabulated.
d
A significant main effect for sexual orientation was found but not tabulated.
L/B ⫽ Lesbian/Bisexual; G/B ⫽ Gay/Bisexual; D ⫽ Cohens’ D.
a

The percentage of ethnic youths and recent immigrants is slightly higher among LGBQ youths, and
the percentage of LGBQ youths in rural communities
is slightly lower. None of these differences was
statistically significant.
Comparison of Victimization Experiences and
Risk Behaviors by Gender and Sexual Orientation
To determine whether there were differences among
the groups formed by crossing gender and sexual
orientation, we performed a separate analysis of
variance for the five risk indices and three related
health risk items. In addition to tests for the main
effects and interaction effects, post hoc tests were used
to compare the mean risk scores of LGBQ and
heterosexual youths within gender. Initially, separate analyses were performed for each state, but no
important differences emerged. Thus, all subsequent
analyses were performed using the combined data.
Table 2 presents the results of the eight individual
analyses of variance (ANOVAs). The mean levels of
victimization and substance use of the LGBQ youths
were significantly higher than the mean levels reported by their heterosexual peers. With the exception of cigarette smoking, males reported significantly greater risk levels than females. For each of the
eight analyses, post hoc tests indicated that lesbian/
bisexual females reported significantly greater risk

than did heterosexual females and that gay/bisexual
males reported significantly greater risk than heterosexual males. Moreover, in five of the eight analyses
(victimization, truancy owing to fear, suicidality,
drinking, and marijuana/cocaine use), gender by
orientation interactions were significant. Cohens’ D
is used to quantify effect sizes for each ANOVA by
standardizing to the standard deviation of each
dependent measure. The significance levels presented next to each effect size are from the Student’s
t-test of the mean difference underlying each effect,
but the test statistic is not tabulated.
To provide further insight as to why the mean
differences were observed, the percentage of youths
reporting the highest level of risk is shown below the
means for each risk factor in Table 2. For example, on
the victimization index, 10.1% of the LBQ females
were victimized 10 or more times in the past year,
compared with 1.1% of the heterosexual females. For
every risk indicator, the LGBQ youths were overrepresented in the highest risk categories.
Comparison of Risk by Victimization Level
To explore the effect of victimization on the other
seven risk indicators, youths were classified by sexual orientation and victimization (low or high victimization); separate analyses were conducted for
males and females. Approximately 8% (n ⫽ 710) of
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Table 3. Comparisons of Youths by Gender, Sexual Orientation, and Victimization Level
Nongay
Risk Index
Skipped school owing to safety concerns
Females
Males
Gender difference at high
victimization
Cigarettes/d past month
Females
Males
Gender difference at high
victimization
Drinks/mo past month
Females
Males
Gender difference at high
victimization
Marijuana/cocaine use past month
Females
Males
Gender difference at high
victimization
Other street drugs
Females
Males
Gender difference at high
victimization
Sexual riskb
Females
Males
Gender difference at high
victimization
Suicide attempts
Females
Males
Gender difference at high
victimization

Low

High

0.05
0.05

0.56
0.69

1.14
1.46

1.10
1.92

0.48
1.01

0.48
1.89

0.66
0.60

0.19
0.08

2.86
2.91

3.28
3.96

1.62
2.25

1.62
5.51

0.92
0.71

0.78
0.53

LGBQ

Victimization
⫻
Orientation
Da

Da

Low

High

Da

0.8***
1.0***
0.2

0.14
0.22

1.83
1.88

2.6***
2.5***
0.1

1.8***
1.6***

0.4***
0.4***
0.0

3.54
2.40

1.2***
1.9***
0.5

0.7**
1.5***

0.6***
0.5***
0.2

2.02
2.65

3.3***
3.1***
0.0

2.7***
2.6***

0.4***
0.5***
0.2**

1.74
1.68

2.4***
3.3***
0.8***

1.9***
2.8***

0.2**
0.5***
0.6

1.74
4.32

0.9***
2.5***
2.0

0.7***
2.0***

0.4***
0.2**
⫺0.3**

0.76
0.71

0.7**
0.9***
0.1

0.3
0.8***

0.7***
0.6***
⫺0.3***

0.46
0.50

2.1***
3.3***
1.3***

1.3***
2.8***

8.04
9.87

14.34
14.27

7.91
10.11

7.91
21.83

1.26
1.34

2.11
3.17

Victimization
⫻ Gender
(LGBQ Only)
Da
c,d
c,d

0.0

c,d
c,d

0.8*

c,d
c,d

⫺0.2

c,d,e
c,d,e

0.9*

c,d
c,d

1.6*

c,d
c,d

0.2

c,d,e
c,d,e

1.3***

** p ⱕ .01; *** p ⱕ .001.
Cohens’ D indicator of effect magnitude. Significance levels shown are from the associated t-test statistic, which is not tabulated.
b
Based only on youths who are sexually active (n ⫽ 4572).
c
A significant main effect for victimization was found but not tabulated.
d
A significant main effect for sexual orientation was found but not tabulated.
e
A significant main effect for gender was found but not tabulated.
LGBQ ⫽ Lesbian, gay, bisexual or questioning; D ⫽ Cohen’s D.
a

the youths experienced high victimization (three or
more instances). Of the youths classified in the
high-victimization group, 33% were female (n ⫽ 233)
and 67% were male (n ⫽ 477). Of heterosexual
youths only 7% (n ⫽ 612) were classified into the
high-victimization group, and 28% (n ⫽ 89) of the
LGBQ youths were so classified. A gender by sexual
orientation by victimization ANOVA was conducted
on each of the risk indicators. Table 3 presents the
cell means, selected interaction effects, and selected

contrasts. The use of Cohens’ D and significance
levels is the same as in Table 2.
With one exception, all effects for sexual orientation, victimization, and victimization by orientation
interaction were significant. On sexual risk, the victimization by orientation interaction (p ⫽ .018) was
not significant for females. Post hoc comparisons
were conducted between the low- and high-victimization groups for the heterosexual and for the LGBQ
youths. For each of the seven analyses, males and
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females in the high-victimization groups reported
significantly more risk than did their peers in the
low-victimization groups. This finding held for both
male and female heterosexual and LGBQ youths.
However, the combined effect of LGBQ sexual orientation and high victimization was consistently
associated with higher levels of each risk factor, with
male and female LGBQ youths in the high-victimization groups reporting higher mean levels of each risk
index than their heterosexual peers in the highvictimization groups. The main effect for gender was
significant only for indices of marijuana/cocaine use
and suicidality, with males reporting higher mean
levels than females. Figure 2 illustrates the results for
males and females by sexual orientation and victimization level for all seven risk indices.
There were gender differences on several risk
indices among LGBQ youths. GBQ males reported
significantly higher mean levels of marijuana/cocaine use and suicidality than LBQ females in the
high-victimization group. This effect is shown in
Table 3 in the rows below the means for each gender.
Also within LGBQ youths, the interaction of victimization and gender was significant on indices of
smoking, marijuana/cocaine use, use of other street
drugs, and suicidality. The GBQ males in the high
victimization group showed greater mean differences relative to their GBQ peers in the low victimization, compared with the mean differences between LBQ females in the high-victimization group
and LBQ females in the low-victimization group
(Table 3)

Discussion
All three hypotheses were supported. Consistent
with previous studies [5,6], victimization at school
was disproportionately associated with LGBQ status.
Second, LGBQ youths experiencing low levels of
victimization at school were found to be similar to
their heterosexual peers. Third, LGBQ youths in the
high-victimization group evidenced substantially
more health risk behavior, compared with heterosexual youths in the high-victimization group. Moreover, these associations are likely to be conservative
because youths experiencing high victimization at
school were more likely to skip school more often
owing to safety concerns, and it is plausible that
some of the most seriously victimized youths were
not in school to be included in the survey. Further
research will be needed to understand the processes
by which victimization produces these effects as well
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as why some LGBQ youths are victimized at school
much more frequently than others.
An exploratory goal of this study was to examine
gender differences in health risk factors among
LGBQ youth. In one recent study of LGB youths
drawn from representative data, gender was found
to be a substantive source of variation in health risk
behaviors among LGB adolescents [27], although
lack of a heterosexual comparison group precluded
distinction between gender main effects and gender
by LGB status interaction effects. In the present
study, the effect of LGBQ sexual orientation was
similar for males and females for smoking, use of
other street drugs, and sexual risk. However, the
effects of LGBQ sexual orientation were significantly
greater for males for drinking, marijuana/cocaine
use, victimization, truancy because of fear, and suicide attempts. These findings are inconsistent with
previous work using the 1995 MYRBS data in which
gender was not a significant predictor of health risk
behaviors associated with LGB status [5]. The greater
statistical power obtained by combining the MYRBS
and VYRBS data in this report may help explain this
inconsistency. For smoking, marijuana/cocaine use,
use of other street drugs, and suicidality, GBQ males
experiencing high levels of victimization reported
higher levels of risk than LBQ females who experienced high levels of victimization. These findings
related to gender also raise questions about previous
findings of greater substance use among lesbian and
bisexual females [2]. Age may be a factor in understanding this inconsistency. In a study of LGB youth
drawn from a large representative data set, more
alcohol and substance use by lesbian/bisexual females was found only for youths aged 14 years and
younger. Among LGB youths aged 15 years and
older, more gay/bisexual males than lesbian/bisexual females reported heavy drinking, alcohol use
before school, and legal problems with substance use
[27]. The greater associations for GBQ males between
high victimization and drinking, marijuana/cocaine
use, use of other street drugs, and suicide attempts,
compared with the associations found among LBQ
females, suggests that GBQ males are more severely
victimized or that GBQ males are more distressed by
victimization.
Assessing youth gender atypicality in future research is desirable because gender atypicality might
partly explain gender differences observed here.
Pilkington and D’Augelli [3] found that atypicality
was related to victimization, with females more
likely to be more atypical than males. This appears
inconsistent because males in the present study
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showed larger victimization by orientation effects,
but it is possible that in these data males were more
likely to be atypical. Socialization permits more
gender atypical behavior for tomboys than sissies, so
their finding that females were more likely to be
gender atypical may be partly the result of sampling
procedures in that data were collected in community
groups. The data reported here, in contrast, were
drawn from representative school-based samples.
Unfortunately, no gender typicality data were available, but the gender differences among these LGBQ
youths may be partly owing to greater gender atypicality among the GBQ males. Further research that
assesses both the individual characteristics of youths
and the nature of their victimization experiences is
needed to understand this relationship.
Study Limitations
There are limitations pertaining to causality and our
operationalization of victimization. Without experimental manipulation, temporal order is the best
approach to determining causal direction. Because
these data are cross-sectional, there is no temporal
order. However, in this study, the measure of victimization covered the past year but substance use
assessment was for the past month, so it is still
plausible to view victimization as antecedent.
Use of at-school injuries and property damage to
operationalize sexual orientation victimization raises
an issue of construct validity. This is not specifically
victimization owing to sexual orientation, and it does
not include all the forms of victimization reported by
LGB youths in other studies. However, LGBQ youths
in this study were disproportionately victimized
relative to their heterosexual peers. It is reasonable to
attribute this difference to sexual orientation.
Further research should explore why some LGB
youths are victimized but others are not. Personal
characteristics such as gender typicality or age of
”coming out“ may be involved. Contextual factors
such as family socioeconomic status, neighborhood
characteristics, school climate, or family background
may also be explanatory.
Both longitudinal studies and assessments that
include factors known to be associated with distress
(e.g., lack of social support, poor coping skills) are
needed. Longitudinal data will allow stronger causal
statements about victimization as well as permit the
assessment of the consequences of victimization over
time. More in-depth assessment efforts will allow the
process between victimization and distress in LGB
youth to be better articulated.
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