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Abstract

Purpose: Little is known about adolescent relationship abuse (ARA) and related sexual and 

reproductive health among females who either identify as lesbian or bisexual or engage in sexual 

behavior with female partners (i.e., sexual minority girls [SMGs]).

Methods: Baseline data were collected from 564 sexually active girls ages 14–19 years seeking 

care at eight California school-based health centers participating in a randomized controlled trial. 

Associations between ARA, sexual minority status and study outcomes (vaginal, oral, and anal 

sex, number and age of sex partners, contraceptive nonuse, reproductive coercion, sexually 

transmitted infection [STI] and pregnancy testing) were assessed via logistic regression models for 

clustered survey data.

Results: SMGs comprised 23% (n = 130) of the sample. Controlling for exposure to ARA, 

SMGs were less likely to report recent vaginal sex (adjusted odds ratio [AOR],.51; 95% 

confidence interval [Cl],.35–.75) and more likely to report recent oral sex (AOR, 2.01; 95% CI, 

1.38–2.92) and anal sex (AOR, 1.76; 95% CI, 1.26–2.46) compared with heterosexual girls. 

Heterosexual girls with ARA exposure (AOR, 2.85; 95% CI, 1.07–7.59) and SMGs without ARA 

exposure (AOR, 3.01; 95% CI, 2.01–4.50) were more likely than nonabused heterosexual girls be 

seeking care for STI testing or treatment than heterosexual girls without recent victimization.
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Conclusions: Findings suggest the need for attention to STI risk among all girls, but SMGs in 

particular. Clinicians should be trained to assess youth for sexual contacts and sexual identity and 

counsel all youth on healthy relationships, consensual sex, and safer sex practices relevant to their 

sexual experiences.
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Adolescent relationship abuse; Sexual minority youth; Sexually transmitted infections

Adolescent relationship abuse (ARA)—physical, sexual, and psychological abuse or 

harassment in romantic or intimate relationships—is experienced by as many as one in three 

youth [1,2]. Female adolescents who experience ARA are more likely to report sexual risk 

behaviors including early sexual initiation, multiple sexual partners, and inconsistent 

condom use [3,4] and sexual and reproductive health outcomes, including unintended 

pregnancy and sexually transmitted infections (STIs) [5–8]. These associations are likely 

related to the fear of and limited agency to negotiate whether, when, and how young women 

engage in sexual behavior with their abusive partners [3,7]. Recent studies have also 

documented reproductive coercion as another mechanism linking ARA and unintended 

pregnancy [5,9]. Collectively, these studies underscore the substantial burden of ARA on 

young women’s reproductive and sexual health.

Until recently, research on ARA has focused almost exclusively on violence in heterosexual 

relationships, generating little understanding of the experiences of girls who either identify 

as lesbian or bisexual or have sex with female partners (subsequently referred to as sexual 

minority girls [SMGs]). One recent nationally representative study found the prevalence of 

lifetime physical intimate partner violence to be higher among bisexual (61%) and lesbian 

women (44%) compared with their heterosexual counterparts (35%), and intimate partner 

rape was highest among bisexual women (22%) compared with heterosexual women (9%) 

[10]. A recent study confirmed these findings, with lesbian adolescents (ages 15–20 years) 

six times more likely and bisexual adolescent females three times more likely than 

heterosexual adolescents to have been forced by a man to have sexual intercourse [11]. 

Although these studies confirm that ARA is a concern for SMGs, they do not include girls 

who may not identify as lesbian or bisexual but have same-sex sexual contacts, thus missing 

a unique population at risk for ARA [12].

Similar to studies on ARA, only a handful of recent studies have considered the sexual and 

reproductive health of SMGs. One study documented that sex under the influence of alcohol 

or drugs, having multiple sex partners, and having unprotected vaginal sex with male 

partners were common among sexual minority adolescent and young adult women and 

associated with pregnancy and STIs. This study also found that sexual coercion was 

associated with greater sexual risk behavior [13]. However, experiences of sexual minority 

women were not compared with those of heterosexual women. One nationally representative 

study found that bisexual girls were more likely than heterosexual girls to have ever used 

emergency contraception and to have had a pregnancy termination [11]. Another study found 

that bisexual girls reported more pregnancy compared with their exclusively heterosexual 

counterparts, despite a greater likelihood of hormonal contraceptive use [14]. Although 
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clinical settings serving adolescents are key sites for ARA prevention and intervention [15], 

little is known about the care-seeking patterns, risk profiles, and ARA experiences among 

SMGs who attend such clinics.

Despite the increasing attention in the literature to the health of SMGs, no studies of the 

sexual and reproductive health of these adolescents consider the role ARA may play in their 

sexual and reproductive risk and reason for seeking clinical care. Furthermore, studies 

comparing heterosexual and sexual minority youth are rarely comprehensive in their 

measurement of sexual minority status (i.e., including both sexual identity and sexual 

contacts). Finally, there are no studies of ARA among SMGs using school-based health 

centers (SBHCs), an important clinical setting given SBHCs, typically located in lower-

income com munities of color, reach adolescents with numerous barriers to accessing 

confidential clinical care [16]. The purpose of the present study was to assess experiences of 

ARA and associations with sexual and reproductive health among a sexually active sample 

of adolescent females at SBHCs, to examine sexual behavior and sexual risk among SMGs, 

controlling for ARA, and to determine whether associations between ARA and outcomes 

differ by sexual minority status.

Methods

Data

Data were collected as part of a cluster randomized trial, “School Health Center Healthy 

Adolescent Relationships Program,” that evaluated a brief psychoeducational intervention in 

SBHCs to promote healthy relationships and reduce ARA. Eight SBHCs in Northern 

California were randomly assigned to the program or a wait-list control condition. Youth 

ages 14–19 years seeking services at one of the SBHCs were invited to participate (n = 

1,012, 95% participation rate). Primary reasons for nonparticipation were lack of time and 

plans to move away from the area in the near future (because of the study’s longitudinal 

design).

Before program implementation, youth completed a 15-minute computer-based survey about 

ARA, sexual behavior, pregnancy risk, and care seeking for sexual and reproductive health. 

Students received a $10 gift card to thank them for their time. Study procedures were 

approved by Institutional Review Boards at the Public Health Institute, University of 

Pittsburgh, and participating school districts.

Measures

Primary predictors for the current analysis included sexual minority status and ARA. Sexual 

minority status was measured via two items assessing sexual identity and sexual behavior. 

Sexual identity was measured with the item, “Do you consider yourself: heterosexual/

straight, bisexual, homosexual/gay/lesbian, or not sure?” Participants were also asked if they 

had ever had vaginal, oral, or anal sex, and if so, whether their partners since they started 

having sex were “women only,” “mostly women,” “equally men and women,” “mostly 

men,” and “men only.” A participant was classified as a sexual minority if they either 
identified as lesbian, bisexual, or questioning (i.e., not sure) OR reported having had same-
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sex sexual contacts. The reference category for this predictor included girls who identified as 

heterosexual AND had male sex partners only (i.e., “completely heterosexual”). Physical 

and sexual ARA was measured via three items modified from the Revised Conflict Tactics 

Scale [17] and the Sexual Experiences Survey [18] including, “In the past 3 months, has 

someone you going out with or hooking up with” (1) “ever hit, pushed, slapped, choked or 

otherwise physically hurt you? (including such things as being hit, slammed into something, 

or injured with an object or weapon),” and (2) “used force or threats to make you have sex 

(vaginal, oral, or anal sex) when you didn’t want to.” The third item read: “In the past 3 

months, have you had sex with someone you were going out with or hooking up with when 

you did not want to, because you felt like you did not have a choice, even though they did 

not use physical force or threats?” Participants who endorsed at least one item were coded as 

having experienced ARA. Data on the perpetrators were not available.

Outcomes included sexual behavior, sexual risk, pregnancy risk, and care seeking for sexual 

and reproductive health. Three items assessed whether participants engaged in vaginal, oral, 

or anal sex in the past 3 months. Participants were also asked the number of sex (vaginal, 

oral, or anal sex) partners they had in the past 3 months (0 or 1 vs. 2 or more) and whether 

they recently had sex with a male partner ≥5 years older. Female participants were asked one 

item assessing recent contraceptive use; respondents who chose “I do not use anything to 

prevent pregnancy” were coded as contraceptive nonusers. Reproductive coercion was 

measured via a 10-item scale created by the investigative team and tested in previous clinic-

based samples [5,9]. Finally, care seeking was determined by assessing participants’ reason 

for visit, including “STI testing or treatment” and “pregnancy test.” We collected 

demographic information on age, race and/or ethnicity, grade, and whether a participant was 

U.S. born. Publicly available data on the percent of students who received free lunch at each 

participating school were used as a proxy for socioeconomic status.

Analysis

The effective sample (n = 564) was restricted to girls who ever had vaginal, oral, or anal sex 

and had complete data on ARA (n = 4 missing), and sexual minority status (n = 1 missing). 

Our sample size precluded us from assessing differences among participants identifying as 

male (n = 240; 23 identified as sexual minority) or transgender (n = 1, one identified as 

sexual minority). Wald log-linear chi-square tests and linear regression models for clustered 

data were used to assess differences in sexual behavior, sexual risk, pregnancy risk, and care 

seeking for sexual and reproductive health by recent ARA and sexual minority status. 

Adjusted logistic regression models specified to account for clinic clustering were built to 

assess the relationships between ARA, sexual minority status, and outcomes. Models 

included sexual minority status, ARA, and covariates age, race and/or ethnicity, grade, 

whether participants were U.S. born, and percent free school lunch. For each outcome, an 

information- theoretic complexity-penalized model goodness-of-fit criterion for clustered 

survey data [19] was used to select between two models, one specified with main effects for 

the binary ARA and sexual minority status indicators, the other model specified to permit 

interaction among these two explanatory factors. Post hoc analyses were conducted to assess 

whether noted associations differed by sexual identity or sexual contacts (data not shown). 

Statistical analyses were conducted in SAS v9.3.
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Results

Demographic characteristics

Demographic characteristics are presented in Table 1. Two- thirds of the sample (63.5%) 

were ages 16 and 17 years, whereas 25.9% were ages 14 and 15 years. Thirty-nine percent 

were in grade 12, whereas 11.2%, 19.7%, and 28.4% of participants were in grades 9,10, and 

11, respectively. Most adolescent females identified as either Hispanic or Latina (36.9%) or 

African-American (29.1%) and 86.9% were born in the United States.

Twenty-three percent of the sample (n = 130) was coded as sexual minority (either 
identifying as lesbian, bisexual, or questioning or reporting female sex partners). Nineteen 

percent (n = 105) identified as lesbian, bisexual, or questioning (of which 77% identified as 

bisexual), whereas 13% (n = 73) reported any same-sex sexual contacts. Among SMGs, 37% 

identified as lesbian, bisexual, or questioning and had female sex partners, 44% identified as 

lesbian, bisexual, or questioning but had male sex partners only, and 19% identified as 

heterosexual but had female sex partners (Figure 1). Seventy-seven percent (n = 434) of the 

entire sample was “completely heterosexual” (i.e., they identified as heterosexual and had 

male sex partners only).

Differences in demographic characteristics by sexual minority status were found for age and 

grade with younger participants more likely than their older peers to either identify as 

lesbian, bisexual, or questioning or have had same-sex sexual contacts (Table 1).

Adolescent relationship abuse exposure, sexual minority status, and associations with 
sexual behavior, sexual and reproductive risk, and care seeking

In our sample of sexually active females, 17.7% reported experiencing recent ARA, with 

21.5% and 16.6% of SMGs and completely heterosexual girls reporting this exposure, 

respectively. In bivariate analyses, girls reporting recent ARA were more likely to report 

recent oral sex (p =.002), two or more recent sex partners (p =.003), having a male sex 

partner ≥5 years older (p =.02), contraceptive nonuse (p =.05), and recent reproductive 

coercion (p =.001). SMGs were less likely to have had recent vaginal sex and were more 

likely to have had recent oral (p =.01) and anal sex (p =.02) and were more likely to be 

coming into the clinic for STI testing or treatment (Table 2).

In models adjusting for demographics and sexual minority status, girls who experienced 

recent ARA were two times more likely to have recently engaged in oral sex (adjusted odds 

ratio [AOR], 2.22; 95% confidence interval [Cl], 1.61–3.05) and 1.8 times more likely than 

girls without exposure to ARA to have recently had anal sex (95% CI, 1.19–2.77). Girls who 

experienced recent ARA were also more than two times more likely to have multiple sex 

partners (AOR, 2.02; 95% CI, 1.56–2.61) and almost four times more likely to have recently 

had a male sex partner that was ≥5 years older (AOR, 3.62; 95% CI, 1.65–7.97). Finally, 

recent ARA was also associated with more than a two-fold increase and three-fold increase 

in the odds of contraceptive nonuse and reproductive coercion, respectively (contraceptive 

nonuse: AOR, 2.30; 95% CI, 1.07–4.95 and reproductive coercion: AOR, 3.32; 95% CI, 

1.87–5.92).
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Controlling for ARA and demographics, sexual minority status was associated with 

decreased odds of recent vaginal sex (AOR,.51; 95% CI,.35–.75) and increased odds of oral 

(AOR, 2.01; 95% Cl, 1.38–2.92) and anal sex (AOR, 1.76; 95% Cl, 1.26–2.46). The best-fit 

models for care-seeking outcomes included the interaction of ARA and sexual minority 

status. Heterosexual girls with recent ARA exposure (AOR, 2.85; 95% CI, 1.07–7.59) and 

SMGs without recent ARA exposure (AOR, 3.01; 95% CI, 2.01–4.50) were more likely than 

nonabused heterosexual girls to be seeking care for STI testing or treatment (Table 3).

Differences in associations of sexual minority status and study outcomes by sexual 
identity and sexual contacts

Post hoc analyses indicated that when sexual identity and sexual contacts were examined 

separately, girls who had same-sex sexual contacts were significantly more likely than those 

with exclusively male sexual contacts to report recent ARA (26% vs. 17%, p =.04). 

Meanwhile, girls who identified as lesbian, bisexual, or questioning were significantly more 

likely to not be using a method of contraception (including condom use) (AOR, 2.61; 95% 

CI, 1.31–5.19) compared with girls who identified as heterosexual.

Discussion

These findings indicate that recent ARA is common among sexually active girls seeking care 

at SBHCs. More than 21% (21.5%) of SMGs experienced recent ARA, compared with 

16.6% of completely heterosexual girls. Post hoc analyses revealed that the prevalence of 

ARA was higher among SMGs whether we compared youth by sexual identity OR sexual 

contacts. However, statistically significant differences were only noted between girls with 

same-sex sexual contacts compared with girls with male sexual contacts only (26% vs. 17%, 

p =.04). Although these findings suggest that girls with both male and female sexual 

contacts may be at elevated risk for relationship abuse, we do not know the contexts in 

which these adolescents are experiencing abuse (including perpetrator characteristics). 

Moreover, further research is needed to understand whether unique risk factors and coercive 

tactics (e.g., gay-related victimization, threats of “outing”) influence SMG’s risk for ARA 

and whether this operates differently for girls who identify as lesbian or bisexual versus 

those who have relationships with the same-sex partners.

Importantly, girls who experienced recent ARA were more likely to report multiple and 

older sex partners, recent reproductive coercion, and were less likely to be using a method of 

contraception. Although previous studies have found girls with a history of ARA to engage 

in riskier sexual behavior than those without histories of abuse [20,21], this study points to 

the concurrence of ARA and sexual and/or pregnancy risk among sexually active adolescent 

girls. Clinicians working in SBHCs are in a unique position to talk to adolescent girls about 

healthy relationships and the links between ARA and the reason they are coming into the 

clinic. Moreover, SBHCs offer a unique and vital setting for this work as adolescents can 

access confidential sexual and reproductive health care with clinical appointments featuring 

a strong emphasis on targeted health education [2 2].

In addition to documenting the prevalence of recent ARA, we sought to understand the 

experiences of SMGs, including their own histories of abuse and related sexual and 
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reproductive health, in this SBHC sample. Almost one quarter of sexually active girls 

reported either identifying as lesbian, bisexual, or questioning or having ever had a female 

sex partner, which is notably higher than the proportion of sexual minority youth in other 

surveys conducted in school settings [23,24]. Given evidence that SBHCs provide 

confidential health care, girls may have felt more comfortable disclosing their sexual 

minority status than they would in another clinic-based or classroom setting. We also know 

that women and girls who experience relationship abuse disproportionately access sexual 

and reproductive health services [7,25], and this care-seeking pattern may extend to girls in 

the SBHC setting. Confirming findings from previous work, sexual identity and sexual 

behavior did not overlap perfectly in this sample [12]. A number of girls identifying as 

heterosexual in the sample reported having female sexual partners, and lesbian or bisexually 

identified girls reported various combinations of male and female sexual partners. These 

findings suggest that clinicians should ask both about sexual identity and sexual contacts as 

identity and behavior may not coincide.

Until recently, research has not focused on the sexual and reproductive health of sexual 

minority women and girls, which has resulted in the perception clinically that SMGs are at 

lower risk for STIs and unintended pregnancy [26]. However, in one recent study, adolescent 

girls who identified as lesbian or bisexual reported a greater number of male sexual partners 

in their lifetime compared with heterosexual girls, indicating that they are, indeed, at risk for 

these outcomes [11]. Particularly notable in the present study was the greater likelihood of 

anal sex among SMGs compared with heterosexual girls. While recent work has found that 

adolescent and young adult women who have experienced partner violence are more likely 

to engage in unprotected anal sex [7], our findings from models controlling for ARA suggest 

there may be unique factors in the social contexts of sexual minority girls beyond coercive 

behavior characteristics of ARA that increase the likelihood for anal sex. Drawing on the 

minority stress framework, one potential hypothesis is that SMGs may feel pressure to 

conform to heteronormative behavior and thus engage in riskier sexual behavior, such as 

unprotected anal sex, with male partners. Alternatively, SMGs may feel more com for table 

exploring their sexuality, contributing to these findings. In this sample, heterosexual girls 

with recent abuse exposure and SMGs without exposure to abuse were more likely to be 

seeking care for STI testing or treatment, underscoring the need for comprehensive clinical 

services for adolescent girls, regardless of their sexual identity or the sex category of their 

current sexual partner, and careful assessment for ARA during these clinical visits. Contrary 

to what we hypothesized, SMGs with recent ARA were not more likely to be seeking care 

for STI testing or treatment compared with heterosexual girls without recent abuse exposure, 

and further research on the contexts in which SMGs experience abuse and how this impacts 

their care-seeking behavior is needed.

In post hoc analyses, which used sexual identity and sexual contacts as separate predictors, 

we found that girls identifying as lesbian, bisexual, or questioning were less likely than those 

identifying as heterosexual to use any form of contraception. In light of the substantial 

number of girls in our sample who identify as lesbian or bisexual but engage in heterosexual 

intercourse, contraceptive counseling should remain an option for all girls seeking care at 

SBHCs, guided by conversations with youth about sexual identity, attraction, and behavior.
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These findings should be interpreted in light of several limitations. First, these analyses are 

cross sectional thus associations are not causal and the temporality of exposures and 

outcomes of interest cannot be confirmed. However, the measures used in this study capture 

sexual behavior and exposure to ARA within the past 3 months, which strengthens the 

temporal proximity of ARA exposure and sexual risk behavior. Another limitation was our 

inability to understand how these associations would appear among male or transgender 

populations, given the small sample of boys and transgender youth in our sample. We also 

combined girls identifying as lesbian, bisexual, and questioning in response to our sample 

size, which precludes us from understanding how ARA and the sexual and reproductive 

health differ for these unique groups of adolescent girls. Similar to the limited work on ARA 

among sexual minority youth, data are not available regarding the perpetrators and the 

context in which sexual minority youth experience ARA or the sex category of partners with 

which girls are having oral or anal sex. Future work includes qualitative research with SMGs 

to further elucidate these critically important missing pieces. Finally, findings from this 

nonrepresentative sample from eight SBHCs in one Northern California region cannot be 

generalized to all high school students, to adolescents who receive care in other clinical 

settings, or vulnerable youth who may not access care. However, this study has several 

important strengths including limited missing data and the racial and/or ethnic diversity 

(95% of respondents were non-white), which is important given most studies on sexual 

minority women are conducted in primarily white samples. Adolescent girls of color are at 

increased risk for ARA regardless of their sexuality [27], and SMGs of color are at elevated 

risk of poor sexual and reproductive health driven by their disadvantaged social position in 

relation to sexuality, race and/or ethnicity, and socioeconomic status [28]. Therefore, this 

study may inform intervention strategies to reduce ARA and poor sexual and reproductive 

health for this vulnerable population.

Our findings suggest the need for attention to STI risk and contraceptive nonuse among 

SMGs and education for clinicians about sexual behavior and STIs among lesbian and 

bisexual girls or girls who identify as heterosexual but engage in sex with female partners. 

Youth seeking STI care should be carefully assessed for sexual attraction and contacts in 

addition to sexual identity. Given the clear link between ARA and poor sexual and 

reproductive health behaviors, counseling should also include discussion of healthy 

relationships, consensual sex, and risks associated with high risk sexual behavior, 

unprotected anal sex, in particular.
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IMPLICATIONS AND CONTRIBUTION

This study assesses sexual minority and heterosexual adolescent girls’ experiences of 

relationship abuse and poor sexual and reproductive health. Findings highlight the need 

for clinicians to ask about both sexual identity and behavior among youth and provide 

comprehensive testing and treatment for sexually transmitted infections framed within a 

discussion of healthy relationships.
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Figure 1. 
Overlap of sexual identity and sexual contacts among sexual minority adolescent females (n 

= 130). LBQ represents adolescent girls who were identified as lesbian, bisexual, or 

questioning.
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Table 1

Demographic characteristics of the total sample and by sexual minority status (n = 564)

Demographic Total sample Sexual minority Completely

(n = 564), adolescents heterosexual

n (%)
a (n = 130), adolescents

n (%)
b

(n = 434), n(%)
b

Age, years

 14–15 146 (25.9) 51 (39.2) 95 (21.9)

 16–17 358 (63.5) 63 (48.5) 295 (68.0)

 18–19 60 (10.6) 16 (12.3) 44 (10.1)

  p value
* .0004

Grade

 9th 63 (11.2) 31 (23.9) 32 (7.4)

 10th 111 (19.7) 27 (20.8) 84 (19.4)

 11th 160 (28.4) 29 (22.3) 131 (30.2)

 12th 219 (38.8) 41 (31.5) 178 (41.0)

  p value
* .001

Race/Ethnicity

 Black or African- 164 (29.1) 40 (30.8) 124 (28.6)

American

 Hispanic or Latina 208 (36.9) 43 (33.1) 165 (38.0)

 Asian or other 88 (15.6) 14 (10.8) 74 (17.1)

 Multiracial 50 (8.9) 14 (10.8) 36 (8.3)

 American-Indian or 26 (4.6) 6 (4.6) 20 (4.6)

Pacific Islander

 White 28 (5.0) 13 (10.0) 15 (3.5)

  p value
* .10

Born in the United 490 (86.9) 117 (90.0) 376 (85.9)

States

  p value
* .20

Mean percent of .15 (.54) .14 (.53) .15 (.54)

 students eligible for

 free lunch at school

  [mean (standard

 deviation)]

  p value
** .32

a
Column percents.

b
Row percents.

*
p Values for categorical variables derived from Wald log-linear chi-square tests for clustered data. Significance set at p <.05.
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**
p Values for continuous variables derived from linear regression models for clustered data. Significance set at p <.05.
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