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Abstract

Intimate partner violence (IPV) is highly prevalent among sexual and gender minority youth. Yet,
due to a lack of longitudinal research, little is known regarding the developmental patterns, risk
factors, or health-related consequences of IPV among lesbian, gay, bisexual, and transgender
(LGBT) adolescents and young adults. In this study, we examined IPV victimization in an
ethnically diverse community-based convenience sample of 248 LGBT youth in Chicago (aged
16-20 at study outset) who provided six waves of data across a 5-year period. Results from
multilevel models with Bernoulli distributions indicated high, stable rates of IPV victimization
across this developmental period (ages 16—25 years) that differed between demographic groups.
Overall, 45.2% of LGBT youth were physically abused and 16.9% were sexually victimized by a
dating partner during the study period. Odds of physical victimization were 76% higher for female
than for male LGBT youth, 2.46 times higher for transgender than for cisgender youth, and 2—-4
times higher for racial-ethnic minorities than for White youth. The prevalence of physical IPV
declined with age for White youth but remained stable for racial-ethnic minorities. Odds of sexual
victimization were 3.42 times higher for transgender than for cisgender youth, 75% higher for
bisexual or questioning than for gay or lesbian youth, and increased more with age for male than
female participants. Within-person analyses indicated that odds of physical IPV were higher at
times when youth had more sexual partners, engaged in more marijuana use, and perceived lower
social support; odds of sexual IPV were higher at times when youth had more sexual partners and
experienced more LGBT-specific victimization. In prospective analyses, sexual IPV significantly
predicted increased psychological distress; both IPV types marginally predicted increased
marijuana use. Other traditional correlates (e.g., alcohol use) were not associated with IPV
trajectories.

A Longitudinal Study of Intimate Partner Violence Victimization among
LGBT Youth

Psychological abuse, physical aggression, and sexual violence between dating partners (i.e.,
intimate partner violence; IPV) is disturbingly prevalent among adolescents and young
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adults (Ackerman & Field, 2011; Halpern, Young, Waller, Martin, & Kupper, 2004;
McLaughlin, Hatzenbuehler, Xuan, & Conron, 2012; Murray & Mobley, 2009). Lesbian,
gay, bisexual, and transgender (LGBT) youth, in particular, are at high risk for being victims
of IPV. Studies based on U.S. probability samples estimate that in the past year 59% of
sexual minority youth (i.e., leshian, gay, and bisexual youth) and 59% of transgender youth
experienced psychological IPV victimization (Dank et al., 2013; Zweig et al., 2013), 17—
43% of sexual minority youth and 89% of transgender youth experienced physical 1PV
victimization (Dank et al., 2013; Kann et al., 2011; McLaughlin, Hatzenbuehler, Xuan, &
Conron, 2012; Zweig et al., 2013), and 23% of sexual minority youth and 61% of
transgender youth experienced sexual IPV victimization (Dank et al., 2013; Zweig et al.,
2013).

Research suggests that these prevalence rates of IPV among LGBT youth are significantly
higher than those among heterosexual youth. U.S. probability samples have been used to
compare lifetime IPV victimization rates between sexual minority versus heterosexual
young adults (Rhodes, McCoay, Wilkin, & Wolfson, 2009) and high school students (Martin-
Storey, 2014), as well as to compare past year IPV victimization among young adults (Porter
& Williams, 2011), high school students (Kann et al., 2011; McLaughlin, Hatzenbuehler,
Xuan, & Conron, 2012), and middle and high school students (Dank et al., 2013; Zweig et
al., 2013). Additionally, several studies using large U.S. non-probability samples have
explored lifetime IPV victimization among adolescents and young adults (Freedner et al.,
2002) or high school students (Reuter et al., 2015). This substantial literature has revealed
that sexual minorities are up to twice as likely to experience psychological IPV victimization
(Dank et al., 2013; Freedner et al., 2002; Porter & Williams, 2011; Reuter et al., 2015;
Zweig et al., 2013), up to three times as likely to experience physical IPV victimization
(Dank et al., 2013; Freedner et al., 2002; Kann et al., 2011; Martin-Storey, 2014;
McLaughlin, Hatzenbuehler, Xuan, & Conron, 2012; Porter & Williams, 2011; Reuter et al.,
2015; Rhodes, McCoy, Wilkin, & Wolfson, 2009; Zweig et al., 2013), and up to five times as
likely to experience sexual IPV victimization (Dank et al., 2013; Freedner et al., 2002;
McLaughlin, Hatzenbuehler, Xuan, & Conron, 2012; Porter & Williams, 2011; Reuter et al.,
2015; Zweig et al., 2013).

Much less research has been conducted on IPV among transgendered individuals. The little
research on adults has yielded some evidence that transgendered men and women are at
higher risk for physical IPV, and that transgendered women are at higher risk of
psychological IPV, than are cisgender adults (Pitts et al., 2006); however, these differences
were not observed in another study (Turell, 2000). The one study to date on youth — a multi-
school, multi-state probability sample of 5,647 U.S. middle and high school students —
concluded that transgender youth are at greater risk than both male and female cisgender
youth for psychological, physical, and sexual IPV victimization in the past year (Dank,
Lachman, Zweig, & Yahner, 2013).

The elevated prevalence of IPV among LGBT youth is particularly concerning in light of its
serious negative health and social consequences. It is well established that, beyond injuries,

IPV victimization raises risk for a wide range of adverse academic, health, and mental health
outcomes among all adolescents (Exner-Cortens, Eckenrode, & Rothman, 2013; Temple, Le,
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Muir, Goforth, & McElhany, 2013) and specifically among sexual minorities (Messinger,
2014), and transgendered individuals (Pitts et al., 2006; Roch et al., 2010). LGBT youth who
are victimized by a dating partner may be particularly vulnerable to negative outcomes: A
national U.S. study found that sexual minority IPV victims were more likely than
heterosexual IPV victims to experience injury, require medical care, be fearful for their
safety, and have PTSD symptoms (Walters, Chen, & Breiding, 2013). Further, data suggest
that, among IPV victims, transgender women are at higher risk of injury than cisgender
people (Pitts et al., 2006). This may be because LGBT individuals have fewer protective
resources (e.g., social support from families, schools, and communities; Eisenberg &
Resnick, 2006; Safren & Heimberg, 1999) to buffer them from adverse consequences of
violence (Beeble et al., 2009; Hammack et al., 2004). Further, certain unique LGBT-related
stressors (e.g., internalized heterosexism and transphobia) faced by LGBT youth may
exacerbate negative reactions to IPV (Carvalho et al., 2011).

Clearly, IPV among LGBT youth represents a pressing public health concern. To inform
policy and practice, information is needed regarding its developmental patterns, risk factors,
and health-related consequences. Unfortunately, very little research has examined IPV
among LGBT people, especially youth (see review by Messinger, 2014). There is a
particular lack of longitudinal studies: To our knowledge, no longitudinal study has ever
assessed IPV among transgender people and the only published longitudinal study of IPV
among sexual minority adults focused specifically on re-assault among women who had
experienced recent IPV by a same-sex partner (Glass et al., 2008). There has been one
published longitudinal study of IPV among sexual minority youth, in which IPV
perpetration and victimization were assessed twice, 2 years apart, in heterosexual and self-
identified sexual minority U.S. adolescents (Reuter, Sharp, & Temple, 2015). (Note that
although the National Longitudinal Study of Adolescent Health assessed sexual orientation
and IPV at multiple waves, the only published analyses of sexual minority IPV from this
dataset used cross-sectional data; Ackerman & Field, 2011; Halpern, Young, Waller, Martin,
& Kupper, 2004; McLaughlin, Hatzenbuehler, Xuan, & Conron, 2012).

The paucity of longitudinal research on IPV among sexual minority and transgender youth
leaves several important gaps in our knowledge. First, we know little about the
developmental trajectories of IPV among LGBT individuals across adolescence and young
adulthood. Reviews of the broader IPV literature (Capaldi et al., 2012) suggest that IPV
increases across adolescence, peaks in late adolescence or the early twenties, then declines
from age 21 to 26 years and on into adulthood (Kim et al., 2008; Shortt et al., 2012).
However, because LGBT youth live within a heterosexist and transphobic social climate,
many may delay engaging in sexual and romantic activities and their relationships may
differ from those of heterosexual and cisgender youth in important ways (e.g., concealment
from family and supportive others). Consequently, IPV among LGBT youth may follow a
unique developmental trajectory. Indeed, in the one longitudinal study of youth, rates of IPV
perpetration were higher and showed more stability from age 15 to 17 years in sexual
minority than in heterosexual adolescents; IPV victimization was higher but not more stable
(Reuter et al., 2015). Studies with multiple waves of data across adolescence and young
adulthood are needed to more fully assess the developmental trajectories of IPV among
LGBT youth.
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Second, it remains unclear which demographic groups of LGBT youth are most at risk for
IPV onset, continuation, or escalation over time. It is of particular interest whether there are
racial-ethnic or sex differences in IPV victimization among LGBT youth, given calls from
the Institute of Medicine for research on how co-occurring social identities may intersect to
impact sexual minority health (Institute of Medicine, 2011). It is possible that LGBT youth
who are members of a minority (i.e., non-White) race or who are not of the dominant sex
(i.e., those whose hiological sex is female) may be at heightened risk for IPV, due to their
multiple minority statuses. Regarding race, LGBT people of color experience more
discrimination, harassment, and non-1PV violence than do LGBT Whites (Balsam, Molina,
Beadnell, & Walters, 2011; Grant, Mottet, & Tanis, 2011; Katz-Wise & Hyde, 2012). Some
scholars speculate that this, in turn, contributes to an internalization of racist, homophobic,
and transphobic attitudes that may raise vulnerability to IPV among LGBT people of color
(Poon, 2000; Waldron, 1996). Further, racial-ethnic minority LGBT victims of IPV
experience multiple barriers to seeking help, often from within their own communities
(Bograd, 1999; Kanuha, 1990), which might lead to more continued or escalating
victimization than is present for White LGBT victims. However, this remains an empirical
question, because no published study has examined racial or ethnic differences in IPV risk
among LGBT adolescents. Research on sexual minority adults, which may generalize to
youth, has yielded conflicting findings about whether race-ethnicity is associated with IPV
risk (see Balsam & Szymanski, 2005; Finneran et al., 2012; Greenwood et al., 2002;
Messinger, 2011; Siemieniuk et al., 2013; Stall et al., 2003; Strasser et al., 2012; Turell,
2000; Wong, Weiss, Ayala, & Kipke, 2010). The one study that has explored racial-ethnic
differences in IPV victimization rates of transgender individuals used a sample of adult
transgender women with a history of sex work. According to that study, transgender women
who identify as White were more likely than African Americans to experience physical IPV,
followed by Latinas and then Asian and Pacific Islanders; there were no racial-ethnic
differences in sexual IPV victimization (Nemoto, Bddeker, & lwamoto, 2011). Given the
highly select nature of this sample, and the conflicting findings from samples of sexual
minority adults, there is a clear need for research assessing racial differences in more
representative samples of LBGT individuals, particularly youth.

Regarding sex, research on probability samples of sexual minority youth in the U.S. have
found that females are more likely than males to report having ever experienced either
physical or sexual IPV (Martin-Storey, 2014), psychological and physical IPV in the past 18
months (Halpern et al., 2004), and psychological and sexual IPV but not physical IPV in the
past year (Dank et al., 2013; Zweig et al., 2013). No probability sampled studies of
transgender IPV have yet been published. However, one study of 100 transgender adults in
Australia found that, compared to transgender men, transgender women reported more
psychological IPV, less sexual IPV, and equal rates of physical IPV in their lifetime (Pitts et
al., 2006). In sum, existing research suggests that being female may be associated with
greater risk for IPV victimization among sexual minority youth. However, no longitudinal
studies have examined sex differences in the developmental trajectories of IPV among
sexual minority youth and no research to date has assessed sex differences in IPV among
transgender youth.
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Third, the lack of longitudinal research has limited our ability to identify risk factors and
consequences of IPV among LGBT Youth. Longitudinal studies using heterosexual samples
have indicated a number of risk factors for IPV, including individual characteristics (e.g.,
family-of-origin violence), health-related factors (e.g., psychological symptoms; alcohol and
substance use) and contextual factors (e.g., low social support; Capaldi et al., 2012).
Similarly, IPV has demonstrated negative effects on psychological health (including stress,
anxiety, and depression; Coker et al., 2002) and sexual health, including sexual risk-taking
behaviors, in heterosexuals (Coker, 2007). However, it is unclear whether these findings will
generalize to LGBT individuals. In fact, certain traditional risk factors such as exposure to
interparental violence have not predicted IPV in some samples of sexual minority
adolescents (Reuter et al., 2015). In recent years, a small number of studies have used LGBT
samples to identify individual characteristics that are cross-sectionally associated with IPV
victimization. Psychological distress— including stress and anxiety, sadness, depression, and
post-traumatic stress disorder symptoms — has shown concurrent associations with IPV in
several samples of LGBT people (Dank, Lachman, Zweig, & Yahner, 2014; Descamps,
Rothblum, Bradford, & Ryan, 2000; Dyer et al., 2012; Leung, Cheung, & Luu, 2013;
Mustanski et al., 2014; Pantalone, Hessler, & Simoni, 2010; Pantalone et al., 2012; Roch et
al., 2010; Stall et al., 2003). Similarly, alcohol and drug use — in particular, cigarettes,
alcohol, and illicit drugs including cocaine, downers, ecstasy, GHB, heroin, LSD,
methamphetamines, and opium — have been linked to concurrent LGBT IPV victimization
(Bimbi, Palmadessa, & Parsons, 2008; Descamps, Rothblum, Bradford, & Ryan, 2000;
Kelly, l1zienicki, Bimbi, & Parson, 2011; Klitzman et al., 2002; Koeppel & Bouffard, 2014;
McClennen, Summers, & Vaughan, 2002; Mustanski et al., 2014; Pyra et al., 2014; Schilit,
Lie, and Montagne, 1990; Siemieniuk et al., 2013; Stall et al., 2003; Strasser et al., 2012;
Tran et al., 2014; Wong, Weiss, Ayala, & Kipke, 2010; Yu et al., 2013). Sexual risk-taking
behaviors have also been cross-sectionally associated with LGBT IPV victimization
(Feldman, Diaz, Ream, & El-Bassel, 2007; Houston & McKirnan, 2007). However, because
these studies have exclusively used cross-sectional data, they cannot speak to direction of
effects—that is, whether these health-related factors are causal risk factors of IPV or are
outcomes that arise following the experience of IPV. It is plausible that LGBT individuals
who are struggling with psychological issues, are frequently under the influence of drugs or
alcohol, or engage in risky sexual behaviors are more vulnerable to abuse from dating and
sexual partners. Alternately, it is also possible that LGBT youth who are victimized
consequently develop psychological distress and may begin using substances or engaging in
risky sex to cope with the experience. Longitudinal data is needed to clarify the temporal
and causal nature of these associations.

There are other potential psychosocial risk factors for IPV that may be unique to, or
particularly salient for, LGBT youth. There is growing evidence that, among sexual
minorities, specific sexual orientation (i.e., bisexual vs. gay or leshbian) may be important to
consider in understanding risk profiles. Specifically, bisexual individuals appear to differ
from gay men and lesbians in important ways, often exhibiting more identity confusion and
poorer mental health outcomes (Balsam et al., 2005; Bloshich &Bossarte, 2012). Regarding
IPV, there is some evidence that bisexual adults, particularly women, experience higher rates
of physical and sexual victimization than gay or lesbian adults (Walters et al., 2013).
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However, studies on adolescents and young adults have yielded inconsistent findings
regarding if bisexual youth report more IPV victimization than gay and lesbian youth
(Blosnich & Bossarte, 2012; Freedner et al., 2002; Reuter et al., 2015); further research is
needed to examine this possibility. Low social support, a documented risk factor for IPV
victimization among heterosexual adults and adolescents (Capaldi et al., 2012), may be
particularly important to evaluate among LGBT youth, given that they are often rejected by
their parents, families, and school communities based on their sexual orientation or
transgender identity (e.g., Safren & Heimberg, 1999). Those youth who experience such
rejection may be particularly vulnerable to IPV victimization. Finally, LGBT youth
commonly face the unique stressor of LGBT-specific victimization (e.g., being insulted,
threatened, or attacked due their sexual orientation and/or gender identity). Because such
experiences predict psychological distress (Birkett, Newcomb, & Mustanski, 2015) and may
pressure youth to conceal their same-sex relationships, they may also heighten vulnerability
to victimization by intimate partners.

The Present Study

Methods

Participants

In the present study, we examined IPV victimization in a multiwave longitudinal study of
ethnically diverse LGBT youth. We had several specific aims. First, we aimed to describe
the prevalence and trajectories of physical and sexual IPV victimization across adolescence
and emerging adulthood (ages 16—25). Second, we sought to assess differences by sex, race,
sexual orientation (particularly bisexual vs. gay or leshian), and transgender identity in the
prevalence and trajectories of IPV victimization. Third, we aimed to evaluate potential risk
factors for IPV, including psychological distress, alcohol and drug use, sexual risk-taking,
low social support, and experience of LGBT-specific victimization. Capitalizing on our
multi-wave longitudinal data, we used within-person associations to assess whether
individuals experience higher odds of IPV during the same waves that they report higher
levels of these factors, which would suggest that the factors might raise risk for IPV. Finally,
we evaluated whether IPV victimization at one wave prospectively predicted health-related
factors (psychological distress, alcohol and drug use, sexual risk-taking) at the next wave,
which would suggest they are consequences of IPV.

Participants were a community sample of 248 sexual minority youth from the Chicago area
(ages 16 — 20 years at baseline). Two participants were removed owing to missing
demographic data. Of note, participants self-reported age and date of birth at baseline, but
identification checks conducted at later waves of data collection resulted in an adjusted
sample size compared with previous reports. Table 1 displays demographic characteristics of
the sample.

Procedure and Design

We employed an accelerated longitudinal design (Tonry, Ohlin, & Farrington, 1991), in
which participants who varied in age at baseline (from 16-20 years) provided six waves of
data over a 5 year period (baseline and 6-, 12-, 42-, 48-, and 60-month follow-up). This
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design allowed us to assess developmental change across a wider age range (16-25 years)
than if all participants were of the same age at baseline. The intervals between assessments
varied from 6- to 30-months; however, at each assessment participants were instructed to
report on the preceding 6-month period. Baseline data was collected from 2007—-2009.
Retention at each wave was 85%, 90%, 82%, 83%, and 82%, respectively. Compared to
participants who missed one or more assessments, those who completed all waves reported
less physical IPV, less marijuana and other drug use, less LGBT victimization, and more
social support. This indicates some selective attrition of lower functioning youth, possibly
reducing power to detect effects due to reduced variability. However, rates of attrition were
lower than in many studies and our analytic strategy (using multilevel models) used all data
provided by any participant.

An incentivized snowball sampling approach (Heckathorn, 1997) was used for recruitment
that involved an initial convenience sample (i.e., flyers in LGBT neighborhoods and college
listservs; 38%) and subsequent waves of incentivized peer recruitment (62%). Recruitment
materials identified this as a study of the health of lesbian, gay, bisexual, transgender, queer
and questioning youth. To allow for the inclusion of youth who did not identify with LGBT
labels but who had same-gender attractions, eligibility screening asked, “Project Q2 is a
study for leshian, gay, bisexual, transgender youth, as well as other youths who do not use
these terms but have same-sex attractions. Does this include you?”

Prior to enrollment, trained staff used a two-step process to determine decisional capacity to
consent (Dunn & Jeste, 2001), first assessing the youth’s understanding of the study goals
and then their capacity to understand, appreciate, thoughtfully consider, and express a choice
about participation. Interviewers with any doubts about decisional capacity consulted with
the study principal investigator before proceeding. The Institutional Review Board at
University of Illinois at Chicago approved a waiver of parental permission for minor
participants under 45 CFR 46.408(c), and appropriate mechanisms for protecting youths
were put in place (i.e., a youth advocate, a federal Certificate of Confidentiality). Written
informed consent was obtained.

Assessments were conducted in a private room at a youth center affiliated with a large
LGBT community-based health center in Chicago or at the University of Illinois at Chicago
by a trained research assistant. Later waves were conducted at Northwestern University in
Chicago. At each visit, participants completed self-report measures of health behaviors,
mental health, and psychosocial variables. Participants completed measures using audio
computer-assisted self-interview (ACASI) technology. Participants were paid $25 to $50 at
each time point. Upon completion of the interview, all participants were provided a list of
community resources, including for mental health and domestic violence issues. Participants
who endorsed suicidality or IPV were flagged for further assessment of safety. Supervised
by a licensed Clinical Psychologist, we utilized a “clinician-on-call” system to provide
support and make mandated reported decisions.

Demographics.—At baseline, a demographic questionnaire assessed participant age, birth
sex (coded O for male and 1 for female), transgender identity (coded O for cisgender and 1
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for transgender), race/ethnicity (using dummy variables for Black, Latino, and Other, and
excluding White as the reference group), self-reported sexual orientation (coded 0 for gay or
leshian and 1 for bisexual or questioning, unsure, or other), living situation, and education.

All of the following measures were collected at each assessment wave:

Intimate Partner Violence.—The presence of physical and sexual IPV victimization was
assessed within the HIV-Risk Assessment for Sexual Partnerships (H-RASP; Mustanski,
Starks, & Newcomb, 2014). The H-RASP is a computerized self-administered interview
designed to assess sexual behavior and associated situational/contextual variables (e.g., IPV)
at the level of the sexual partnership. Physical IPV in the past 6 months was defined as being
“hit, slapped, punched, or hurt in a physical way” by a dating or sexual partner, and sexual
IPV in the past 6 months was defined as being forced by a partner to “have sex or oral sex
when you didn’t want to (force includes physical and non-physical pressure, such as
pushing, arguing or threatening).” Participants’ response options were either yes (1) or no
(0) to assess whether they had experienced each of these forms of IPV during the past 6
months within each partnership reported at each wave in the H-RASP (up to 3 total per
wave). We created dichotomous variables to indicate presence of physical and sexual 1PV
victimization at each wave (1 = IPV victimization within any partnership at the given wave;
0 =no IPV victimization).

Psychological Distress.—The Global Severity Index of the Brief Symptom Inventory
(BSI 18; Derogatis, 2001) is a self-report measure of psychological distress during the
previous week. The BSI 18 is a widely used psychiatric screening tool in epidemiological
studies and clinical settings, with adequate reliability and validity (Zabora et al., 2001). A
composite score was generated by calculating the mean of all items, with possible values
ranging from 0 to 4. The BSI 18 demonstrated strong internal consistency across waves
(Cronbach a ranged from .91 to .94).

Alcohol and Drug Use.—Frequency and quantity of alcohol use were assessed for the 6
months before each interview. Individuals who endorsed any lifetime use of alcohol were
asked to report the number of days they had consumed alcohol during the 6-month
assessment period (frequency [range: 0-180]), and the amount used on average while
drinking (quantity [1 = one drink to 6 = six or more drinks]). Those indicating no lifetime
alcohol use were coded as “0” for both items. A quantity/frequency (QF) variable was
calculated by multiplying the number of days when alcohol was consumed by the average
amount consumed per episode (Bartholow & Heinz, 2006; Greenfield, 2000). The QF
variable provides an approximation of the total number of drinks consumed in the past 6
months. Frequency of marijuana use was assessed by asking participants to indicate the
number of days on which they used marijuana during the previous 6 months. Prevalence of
other illicit drug use at each wave was a dichotomous variable indicating whether or not
participants had used any other illicit drugs on at least one day during the 6 months before
each interview (1 = yes; 0 = no). Other illicit drugs included: cocaine/crack, heroin/other
opiates, methamphetamines, club drugs (ecstasy, GHB, etc.), prescriptions stimulants and
depressants, psychedelics, and inhalants.

J Interpers Violence. Author manuscript; available in PMC 2019 May 28.
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Social Support.—The Multidimensional Scale of Perceived Social Support (MSPSS;
Zimet, Powell, Farley, Werkman, & Berkoff, 1990) is a 12-item validated measure of
perceived social support, with subscales for family, peer, and significant other support.
Example items include “I get the emotional help and support | need from my family” and “I
can talk about my problems with my friends.” A composite score is generated by calculating
the mean of all items, with possible values ranging from 1 to 7. The MSPSS demonstrated
high internal consistency across all waves (Cronbach a ranged from .88 to .95).

Lesbian, gay, bisexual, and transgender (LGBT) victimization.—A 10-item
measure based on D’Augelli, Hershberger, and Pilkington (1998) assessed frequency of
various victimization experiences (e.g., verbal threats, physical assault) “because you are, or
were thought to be, gay, lesbian, bisexual, or transgender” during the previous 6 months.
Frequency ratings ranged from never (coded 0) to three or more times (coded 3). A
composite variable was created with the mean of all items. Possible values ranged from 0 to
3 (Newcomb, Heinz, Birkett, & Mustanski, 2014; Newcomb, Heinz, & Mustanski, 2012).
Cronbach a in our sample ranged from .77 to .93.

Sexual Risk Behavior.—The H-RASP computer-assisted interview (described above)
gathered information on the total number of sexual partners each participant had during the 6
months prior to each wave of data collection, which was used to index sexual risk behavior.
Number of sexual partners is a commonly used indicator of sexual risk-taking behaviors in
adolescents and young adults (e.g., O’Hara & Cooper, 2015).

Data analyses were conducted using hierarchical linear modeling (HLM; Raudenbush, Bryk,
Cheong, Congdon, & du Toit, 2011). HLM accounts for dependency in observations in data
that contain a nested or multilevel structure. In this case, measures collected at each wave,
including IPV and time-varying health and social factors (e.g., psychological distress,
substance use, social support) were modeled as Level 1 variables that are nested within
participants. Time-invariant characteristics of participants, such as demographic
characteristics, are modeled at Level 2. Physical and sexual IPV victimization were modeled
separately in parallel analyses using a Bernoulli distribution, which is appropriate for
dichotomous dependent variables; results are presented as odds ratios (OR). All models
accounted for overdispersion in the outcome variable. Maximum likelihood estimation was
used to model both outcome variables, and estimates are from the population-average model
using robust standard errors.

First, to describe IPV in this sample, we calculated the percentage of participants who
reported physical and sexual IPV victimization during the study period and used
unconditional HLM models (with no predictors) to examine the extent to which variability in
IPV was due to individual/group differences versus within-person change over time. Second,
to estimate demographic differences in the prevalence of IPV, we entered demographic
variables at Level 2 (i.e., birth sex, transgender identity, sexual orientation and race) as
predictors of individuals’ odds of experiencing IPV, averaged across all data waves (i.e., as
predictors of the intercept). Third, we estimated the developmental trajectory of 1PV
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victimization across the observed age range (16—25 years) by entering age at each wave into
Level 1 as a random effect, and entered each demographic variable as a Level 2 predictor of
this random effect to estimate demographic differences in the developmental trajectory.
Fourth, we tested for within-person associations between IPV and psychosocial/ health
variables by simultaneously entering psychological distress, victimization, social support,
alcohol use, marijuana use, drug use, and sexual risk behavior as Level 1 predictors,
controlling for demographic effects. These analyses examine whether, within-individuals,
odds of IPV are higher at waves when the given predictor is higher (e.g., when the youth’s
drug use is higher than at other waves). Finally, to examine whether IPV predicts health
outcomes, we ran a lagged model in which each of the health outcome variables
(psychological distress, alcohol use, marijuana use, illicit drug use, and sexual risk behavior)
at a given wave was predicted by physical and sexual IPV at the previous wave, controlling
for the health variable at the previous wave and demographic effects. These analyses test
whether IPV prospectively predicts change in the health outcomes.

Descriptive Statistics and Preliminary Analyses

Almost half (45.2%) of participants reported at least one incident of physical IPV during the
5-year study period. A substantial number of participants reported physical IPV at multiple
waves: 22.6% during at least 2 waves and 10.5% during at least 3 waves. In terms of sexual
IPV, 16.9% of the sample reported victimization at least once; 3.2% reported victimization at
more than one wave. Participants reported means of 0.67 (SD = .71, range, 0-4) for
psychological distress, 5.16 (SD = 1.34; range, 1-7) for social support, and 0.27 (SD = .48;
range, 0-3) for LGBT victimization across waves.

To evaluate the extent to which variability in IPV was due to individual/group differences
(between-subject factors) versus change over time (within-subject factors), we ran
unconditional models for each of the IPV outcome variables with no predictors. For
dichotomous outcomes, this yields a weighted Kappa that estimates the proportion of
variance across all IPV scores attributable to differences between participants rather than
differences across waves within individuals. Results indicated that participants were largely
consistent in endorsement of both physical IPV (weighted Kappa = .80) and sexual IPV
across waves (weighted Kappa = .94); only 20% of the variability in physical IPV and 6% in
sexual IPV was accounted for by within-participant changes over time, largely due to the
many participants who never reported IPV.

Demographic Differences in the Prevalence of IPV Victimization

To evaluate group differences in the odds of IPV victimization, all demographic variables
were simultaneously entered into multivariate models predicting the intercept of each IPV
outcome. As shown in Table 2, female-born participants were approximately 76% more
likely than males to experience physical IPV (OR = 1.76; p < .01). Transgender youth were
more than twice as likely to experience physical IPV than cisgender youth (OR = 2.46, p<.
05). Black and Other race youth were approximately 3—4 times more likely to experience
physical IPV compared to Whites (p < .001 and p < .01, respectively). Although Latino
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youth were approximately twice as likely to experience physical victimization than Whites,
this difference was not statistically significant. Self-reported sexual orientation was not
associated with odds of physical IPV. With regard to sexual IPV, transgender youth were
more than three times more likely than cisgender youth to experience sexual IPV (OR =
3.42, p<.001). Additionally, youth who identified as bisexual, questioning, or unsure were
75% more likely than youth who identified as gay or lesbian to experience sexual IPV (OR =
1.75, p <.050). No significant differences were observed in the odds of experiencing sexual
IPV by birth sex or race.

Trajectories of IPV (Change Over Time)

To describe the trajectories of physical and sexual IPV victimization in LGBT youth, Level
1 models were estimated predicting each type of IPV with time (as indexed by age in months
at each wave). Time was modeled as a random effect (i.e., its slope could vary across
participants) to allow for evaluation of heterogeneity between individuals in their IPV
trajectories. Based on evidence from heterosexual samples that IPV increases in
adolescence, peaking in early adulthood before declining, we first examined a curvilinear
growth trajectory for change over time (i.e., including linear and quadratic time parameters).
However, for physical IPV the quadratic term was non-significant and did not improve
model fit according to deviance statistics, which together indicated that IPV did not follow a
curvilinear trajectory across the observed age range. Further, the quadratic term for time did
not vary significantly across participants and was not associated with demographic variables.
For sexual IPV, the random model including a quadratic term would not converge, likely due
to too few reported incidents. We therefore removed the quadratic terms, estimating linear
developmental trajectories of each IPV outcome. For physical IPV, the coefficient associated
with time was not significant (o = .23); however, the XZ test of its Level 1 random effect was
significant, XZ (228, N = 246) = 443.78 (p < .001), indicating significant between-person
differences in the linear slope over time. That is, although odds of victimization did not
significantly change with age in the full sample (OR =.97; p = .230), the linear slope of
physical IPV differed between individuals, suggesting that the developmental trajectory in
physical IPV may be dependent upon demographic or other characteristics of the individual.
Results followed a similar pattern for sexual IPV. Odds of sexual IPV increased marginally
with age (OR = 1.06; p = .077), and the linear developmental trajectories of sexual IPV
differed between individuals, x2 (228, N = 246) = 625.15 (p < .001).

Next, baseline demographic variables were tested as moderators of the developmental
trajectory of each IPV outcome variable. There were significant racial differences in
developmental trajectories of physical IPV. White youth experienced a decrease in odds of
physical IPV relative to Black (OR = 1.43, p <.01), Latino (OR = 1.52, p <.01), and Other
race (OR = 1.47, p < .01) youth. Simple slopes analysis for each racial group revealed that
whereas White youth experienced a decrease in odds of physical IPV across the observed
age range, none of the other racial groups experienced significant change in odds of IPV.
This race by age interaction is depicted in Figure 1. Birth sex, transgender identity, and self-
reported sexual orientation (bisexual vs. other) did not moderate developmental trajectories
of physical IPV.
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The developmental trajectory of sexual IPV was not moderated by age at baseline, race,
transgender identity, or self-reported sexual orientation, but was moderated by birth sex
(female OR = .79, p <.05). As displayed in Figure 2, male-born youth experienced an
increase in sexual IPV over time relative to female-born youth, whose odds of sexual IPV
decreased slightly over time (however, neither of the simple slopes for each sex was
significantly different from zero).

Within-person Associations

Next, we estimated the within-person associations between each IPV outcome and the
health-related and psychosocial variables at the same wave, adjusted for the main effects of
demographic characteristics, in multivariate models (i.e., including all predictors). As shown
in Table 3, within-persons, LGBT victimization was not associated with physical IPV but
was associated with increased odds of sexual IPV (OR = 2.15, p < .001). Perceived social
support was associated with decreased odds of physical IPV (OR = 0.85, p <.05) but was
not associated with odds of sexual IPV. Alcohol use was not associated with odds of
physical IPV but, unexpectedly, was associated with decreased odds of sexual IPV (OR =
0.998, p <.001). This was likely due to the effect of another variable in the model, because
alcohol was not associated with sexual IPV in a bivariate model. Marijuana use was
associated with increased odds of physical IPV (OR = 1.002, p < .05) but not with sexual
IPV. Total number of sexual partners at each wave was associated with increased odds of
both physical (OR = 1.12, p < .01) and sexual IPV (OR = 1.25, p <.001). Psychological
distress and illicit drug use were not associated with either IPV type.

Lagged Analyses

Finally, we conducted longitudinal lagged analyses in which each of the health outcome
variables (psychological distress, alcohol use, marijuana use, illicit drug use, and sexual risk
behavior) at a given wave was predicted by physical and sexual IPV at the previous wave,
controlling for the health variable at the previous wave. These analyses test whether IPV
prospectively predicts change in the health outcomes from one wave to the next. Results are
shown in Table 4. Physical IPV was not associated with psychological distress at the
subsequent wave, but sexual IPV predicted higher levels of distress (coefficient =0.32, p <.
01). Both physical and sexual IPV were associated with increased marijuana use at the
subsequent wave (ERRs = 1.21 and 1.30, respectively); these associations were marginally
significant. Similarly, both physical and sexual IPV were associated with increased odds of
drug use at the next wave (ORs = 1.27 and 1.21, respectively), but these associations did not
reach significance (s > .10). Neither physical nor sexual IPV was associated with alcohol
use or sexual risk behavior.

Sensitivity Analyses

In our primary analyses, the dichotomous sexual orientation variable grouped all youth who
identified as gay or leshian (i.e., homosexual) together, and combined all others, including
those who identified as bisexual (n = 39) and those who were questioning, unsure, or other
(n = 26). This strategy was selected because we lacked power to examine groups
individually and because by including all participants in one of the two categories we
avoided dropping any youth from the analyses. However, because based on past findings we
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were most interested in comparing bisexual to gay/lesbian youth, we conducted a sensitivity
analysis in which we dropped the questioning/unsure/other youth. Using this variable, the
overall pattern of effects remained intact. Most notably, paralleling results from primary
analyses, bisexual youth had higher odds of experiencing sexual IPV than gay/lesbian youth
(OR =1.91, p <.05) but did not differ in odds of physical IPV or the trajectories of physical
and sexual IPV. Only two effects (both from the lagged analyses) changed significance.
Sexual IPV became a marginal (p < .10) rather than significant predictor of psychological
distress at the next wave and physical IPV became a statistically significant predictor of
marijuana use at the next wave (this effect was previously a trend).

Discussion

Echoing findings from population-based studies (e.g., Dank et al., 2013; Zweig et al., 2013),
our findings show that physical and sexual IPV victimization is highly prevalent among
LGBT adolescents and young adults. Approximately 45% of our sample reported
experiencing physical dating violence and 17% sexual dating violence during the 5-year
study period. This study also extends the existing literature, which has estimated IPV
prevalence in LGBT youth at one time point only, by examining the trajectories of physical
and sexual victimization across the age range of 16-25 years. Results indicate that the odds
of victimization remained stable across the observed age range, rather than declining in
young adulthood (from 21 to 26 years) as has been observed in heterosexual samples (Kim
et al, 2008; Shortt et al., 2012). This highlights the unique IPV experiences of sexual
minority youth and suggests that prevention and intervention models should be directed to
both adolescent and young adult sexual minorities.

Demographic Differences in Prevalence and Trajectories of IPV Among LGBT Youth

It is important to note, however, that the trajectories of physical IPV differed between
demographic groups, echoing sex and racial differences observed in national adolescent
samples (CDC, 2014; Tajima, Herrenkohl, Moylan, & Derr, 2010). Results indicated that
female sexual minorities were consistently at higher risk for physical IPV victimization than
male sexual minorities across adolescence and young adulthood. In addition, the youth in
our sample who identified as African-American or Other races (but not Latino) were
approximately 3-4 times more likely to have experienced physical IPV than their White
counterparts. Further, rates of physical IPV remained stable across the age range of 16-25
years among Black, Latino, or Other race youth, whereas White youths’ rates of physical
IPV decreased across this developmental period. Overall, findings suggest that having a
minority racial or sex status may increase risk for physical IPV among LGBT youth,
highlighting the potential vulnerabilities associated with having multiple minority social
identities (Cole, 2009; IOM, 2011). The higher rates of dating violence victimization
observed among LGBT youth of color may, for example, represent a downstream effect of
the prejudice and discrimination they face based in both their race/ethnicity and their LGBT
status (Meyer, Dietrich, & Schwartz, 2008).

Interestingly, we did not observe differences by birth sex or race in rates of sexual IPV
reported by LGBT youth. This contrasts with national data indicating that female and ethnic
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minority adolescents report sexual IPV at higher rates than do male and White youth,
respectively (CDC, 2014). Our findings suggest that, in contrast to heterosexual female
youth, female sexual minority youth are not at higher risk than males for sexual
victimization by dating partners. Past research is mixed on this topic. In one study, equal
percentages of male and female sexual minorities experienced sexual IPV (Turell, 2000).
However, other studies of sexual minority adults have found that women were at greater risk
of sexual IPV victimization than men (Blosnich & Bossarte, 2009; Walters et al., 2013). It is
possible that, due to low incidence of sexual IPV in this sample, we lacked power to detect
true population-level sex differences in LGBT youth. Alternately, the differences in findings
between studies may be due to age differences in the samples, reflecting that female sexual
minorities are not at greater risk for sexual IPV than males until adulthood. However,
consistent with previous evidence that bisexual women’s risk of rape is higher in
adolescence than young adulthood (Walters et al., 2013), we found that that females
experienced a slight (though non-significant) decrease in odds of sexual IPV from age 16 to
25 and the odds of sexual IPV actually increased more with age for male than for female
participants.

The pattern of findings for male participants suggests that sexual minority status is a key risk
factor for sexual abuse among male youth. Unlike heterosexual male youth (CDC, 2014), the
male sexual minority youth in this sample experienced rates of sexual victimization similar
to that of females. Further, male sexual minority youth showed a slight increase in odds of
sexual IPV across the ages of 16-25 years; this increase was significantly greater than that of
the female participants. Although the mechanisms behind these findings are unclear,
partnering with males versus with females may raise risk for sexual IPV among both sexual
minority male and heterosexual female youth. It is also possible that age-specific
masculinity norms among sexual minority men may drive their increasing risk of sexual IPV
across time. Clearly, further research is needed to clarify how sex and sexual minority status
intersect in risk for sexual victimization, how this may differ across developmental stage,
and explanatory mechanisms.

Self-identified sexual orientation was associated with risk for sexual, but not physical, IPV
in this sample of LGBT youth. Specifically, youth who identified as bisexual or questioning
had greater odds of experiencing sexual IPV than those who identified as gay or lesbian.
Further, the trajectories of sexual IPV over time did not differ by sexual orientation,
suggesting that those who identified as bisexual or questioning may continue to be at
elevated risk of sexual IPV throughout late adolescence and young adulthood. This result is
consistent with previous findings that, among adolescents, bisexual girls are at higher risk
than lesbians of sexual abuse by a dating partner (Freedner et al., 2002). It also aligns with
findings from the National Intimate Partner and Sexual Violence Survey, in which adult
bisexual women reported significantly higher rates of rape (46%) and of other sexual
violence (75%) — the majority of which occurred between the ages of 11 and 24 years — than
did leshian women (13% and 46%, respectively; Walters et al., 2013). We did not have
power to test gender differences in the associations between bisexuality and sexual
victimization; however, given that some previous research did not find bisexuality to raise
risk for sexual IPV among male sexual minority adolescents (Freedner et al., 2002) or adults
(Walters et al., 2013), this is an important area for future study. Although it is not clear why
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odds of sexual victimization are elevated for bisexual youth, it may be related to their
experiences of “dual marginalization,” in which they face discrimination from both the
dominant heterosexist culture (Herek, 2002) and from within the sexual minority community
(Weiss, 2004). This may lead to increased minority stress, marginalization, and social
isolation, which in turn raises vulnerability to sexual victimization.

It is interesting that we did not observe bisexual youth to have comparatively higher odds of
physical abuse, given that the lifetime prevalence of physical IPV victimization is estimated
to be higher among adult bisexual women than leshians (57% vs. 32%) and non-significantly
higher among bisexual than gay men (37% vs. 25%; Walters et al., 2013). It is possible that
bisexuality does not become a risk factor for physical IPV victimization until adulthood.
Two other studies of adolescents have yielded findings similar to ours, indicating that
bisexual youth are not at higher risk than gay or leshian youth of physical IPV (Freedner et
al., 2002) or of experiencing any IPV victimization (including physical, sexual, or emotional
abuse; Reuter et al., 2015). In contrast, bisexual college students (age 18-24) have shown
higher rates of any IPV victimization than their gay and lesbian counterparts (Blossnich &
Bosarte, 2011).

Transgender youth were at markedly elevated risk for victimization by a dating partner;
compared to cisgender sexual minority youth, they were around 2.5 times more likely to
have experienced physical IPV and nearly four times more likely to have experienced sexual
IPV. Because our sample of transgender youth was small (n=20) these results should be
viewed with caution until replicated in a larger sample. Nevertheless, they are consistent
with the only other published study of IPV victimization in transgender youth, which
similarly found transgender identity to predict an elevated risk of all forms of IPV (Dank,
Lachman, Zweig, & Yahner, 2013). Together, these findings raise significant concerns about
the wellbeing of transgender youth, especially in light of evidence that transgender IPV
victims may experience more injury than cisgender victims (Pitts et al., 2006) and that
forced sex is predictive of suicide attempts among transgendered persons (Clements-Nolle,
Marx, & Katz, 2006). Youth who identify with a gender different from the one assigned at
birth often experience social isolation, discrimination, and other types of victimization
(APA, 2009) which may help explain their greater vulnerability to IPV and possibly
exacerbate its negative consequences on their wellbeing.

Risk Factors and Consequences of IPV among LGBT Youth

A key aim of the present study was to examine the temporal sequencing of IPV and health-
related factors among LGBT youth, to clarify directionality of effects. Of the three primary
IPV health factors studied — psychological distress, substance use, and sexual risk-taking —
only psychological distress exhibited a clear time order with IPV, and only for sexual IPV.
Specifically, psychological distress was not associated with sexual IPV victimization in the
same wave, but sexual IPV victimization prospectively predicted psychological distress in
the subsequent wave. This suggests that psychological distress may be a consequence of,
rather than a risk factor for, sexual IPV victimization. Future research is needed to examine
factors that might exacerbate or buffer sexual IPV victims from psychological distress. For
example, the lack of culturally-competent services for victims of same-sex IPV and
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heterosexism within existing services (reviewed in Messinger, 2014) may enhance and
maintain psychological distress. Somewhat unexpectedly, physical IPV victimization was
not associated with psychological distress in the same or subsequent wave. It is possible that
psychological distress did arise from physical IPV for many respondents, but dissipated
more quickly than it did for sexual IPV victims and was not captured by our measure, which
only assessed psychological distress within the past week.

The time ordering of IPV and substance use was less clear and differed by the particular
substance. Regarding alcohol, neither physical nor sexual IPV victimization prospectively
predicted alcohol use in the subsequent 6-month period. Further, when looking at the odds of
co-occurrence within the same time period, surprisingly, alcohol use was not associated with
physical IPV victimization or with higher odds of sexual IPV victimization. These findings
run counter to previous research indicating a cross-sectional association between alcohol and
IPV in sexual minority samples (Kelly et al., 2011; McClennen et al., 2002). Interestingly, a
recent review of the broader IPV literature also found that the association between alcohol
use and IPV was weak and inconsistently observed in longitudinal studies (Capaldi et al.,
2012). More longitudinal research is needed to test the validity of common notions that
alcohol use is both a major risk factor for IPV and a consequence of victimization.
Regarding illicit drugs, physical IPV was associated with marijuana use- but not use of other
drugs- both in the same wave and prospectively in the following wave. These findings
suggest that use of marijuana may be a coping mechanism for victims of physical IPV,
which emerges fairly quickly and is sustained into the future. Together with evidence from
other studies that marijuana use, but not alcohol use, is associated with dating violence
victimization (Testa, Livingston, & Leonard, 2003), these results support further study into
how use of marijuana specifically may be linked with IPV.

Sexual risk-taking, as indexed by the number of sexual partners in the past 6 months, was
associated with both physical and sexual IPV victimization in the same time period. This
finding might indicate that engaging in sexual activity with more partners raises risk for
victimization, perhaps because it increases the opportunities to encounter an abuser.
Alternately, victimization may raise risk for sexual risk-taking, consistent with evidence that
forced sex and physical abuse by a dating partner predict unprotected sex, another index of
sexual risk-taking, among young sexual minority men (Mustanski et al., 2011). That is, the
experience of abuse may be followed, within the same 6-month period, by increased sexual
risk-taking with others, perhaps as a short-term maladaptive coping mechanism. However,
neither physical nor sexual IPV victimization was prospectively associated sexual risk-
taking in the subsequent time period, which does not support this directionality of effects.
Further research that more closely pinpoints the timing of IPV and sexual behaviors is
needed to confidently infer causality.

Beyond health-related factors, we also tested hypotheses that two psychosocial factors
commonly experienced by LGBT youth (low social support and victimization due to being
LGBT) might raise risk for IPV victimization. Findings yielded mixed support for these
hypotheses. Tests of within-person associations across time indicated that the likelihood of
physical IPV, but not sexual IPV, was higher at times when participants had lower than usual
social support. In contrast, LGBT-specific victimization was associated with increased odds
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of sexual IPV, but not physical IPV, within the same 6-month time period. This suggests that
LGBT youth are at greater risk for sexual victimization by a dating partner during times
when they have been bullied, threatened, or hurt due to their sexual orientation. Together
these findings suggest that the elevated rates of IPV among LGBT youth may be partially
explained by particular hardships they commonly face due to their sexual minority status —
namely, rejection by parents and other social support (e.g., Safren & Heimberg, 1999) and
LGBT-specific victimization, which is alarmingly prevalent (D’ Augelli, Grossman, &
Starks, 2006). Policy and intervention efforts should focus on improving social support and
preventing bullying and other LGBT-specific victimization.

Study Limitations and Strengths

Several limitations of the study should be noted. First, the non-probability sample limits the
extent to which findings can be viewed as representative of the general population of LGBT
youth. However, it was community-based, racially diverse, and more representative than
samples drawn from courts, shelters, or clinics, which may overestimate the prevalence of
IPV and risk factors. Second, the numbers of participants in some groups of interest were
small (e.g., transgender youth) and in some instances necessitated merging subgroups (e.g.,
bisexual, questioning, and unsure/other), limiting power to detect effects and raising
questions of generalizability to the population. Third, our assessment of IPV was limited to
one-item measures capturing the presence or absence of physical and sexual victimization
from sexual partners. Future research should assess other forms of IPV (e.g., emotional or
psychological abuse), its frequency and severity, and perpetration as well as victimization,
especially given that bidirectional violence is common (e.g., Kelly et al., 2011). The fairly
low proportion of variability in IPV that was due to within-person changes over time, driven
by the large number of individuals who did not experience IPV at any waves, likely limited
power to detect within-person associations between IPV and other variables. There were also
too few observations of sexual IPV to estimate a quadratic effect of time, despite an apparent
curvilinear trajectory among female-born youth. Future research with more time points and a
more inclusive definition of sexual IPV (i.e., not just forced sex) could more powerfully
estimate this trajectory. The 6-month recall periods made it challenging to discern the
temporal order of IPV and other behaviors (e.g., substance use) that occurred in the same
wave. In future studies, real-time data collection or diary methods would help disentangle
the direction of effects. In addition, because IPV was assessed at particular time intervals,
during which participants could have had multiple partnerships, we were unable to examine
relationship-specific factors (e.g., partner sex, couple conflict) associated with IPV. Finally,
because the measure of socio-economic status was limited to education, there may have been
confounding between race and other factors (e.g., income).

Nevertheless, this study has numerous strengths, which strengthen confidence in the findings
and highlight its contribution to the literature. To our knowledge, this study is only the
second published longitudinal analysis of IPV in sexual minority youth, the first to
longitudinally study IPV among transgender youth, and the first to examine trajectories of
IPV among any LGBT subpopulation with multiwave data. As such, it represents a
significant advancement beyond the cross-sectional studies that comprise the bulk of the
existing literature. The accelerated longitudinal design, with multiple assessments covering
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the age ranges of 16-25 years, allowed us to model the developmental trajectories of LGBT
IPV across adolescence and young adulthood and to examine its risk factors and health-
related consequences. Further, the highly diverse sample enabled us to identify demographic
differences in these trajectories.

This study extends a growing literature documenting the prevalence of IPV among LGBT
youth, by estimating the trajectories of physical and sexual victimization across adolescence
and young adulthood for various demographic groups. Findings indicate that the odds of
physical IPV are particularly high for female and racial-ethnic minority LGBT youth and,
although risk for physical IPV decreases for White sexual minorities between adolescence
and young adulthood, it remains high for racial/ethnic minority LGBT individuals. These
findings contribute to the limited literature on intersectionality of multiple identities (Cole,
2009), highlighting how an LGBT identity may interact with a minority racial or sex status
to exacerbate vulnerability to negative life experiences, including victimization by dating
partners. Clinically, these results suggest that screening for physical IPV victimization — as
well as prevention and intervention efforts-- may be especially important for young female
sexual minorities and for LGBT youth of color, not only in adolescence but also in young
adulthood. Odds of both physical and sexual IPV were particularly high among
transgendered participants, adding to a growing literature documenting the multitude of
challenges that these youth face.

The unique multiwave data identified that LGBT youth may be most at risk for victimization
by dating partners when they are experiencing low social support from friends and family
and when they experience general victimization based on their sexual or gender identity.
These findings, which add to a growing literature documenting the negative effects of such
minority stressors for LGBT youth, emphasize the need for policies and interventions aimed
at reducing the social rejection and discrimination often faced by LGBT youth. The results
also illuminate the negative consequences of IPV in this population. Physical victimization
was associated with increased use of marijuana, but not alcohol or other drugs, suggesting
that researchers, policy makers and clinicians should focus more attention on marijuana use
among sexual minority victims of dating violence. Finally, the data indicated a pattern of
sustained psychological distress as an outcome of sexual IPV victimization for sexual
minority youth, suggesting that mental health services may be needed immediately and
many months after the abuse has occurred.
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Moderating effect of race/ethnicity on trajectories of physical IPV.
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Description of LGBT Youth Sample at Baseline (N=246); n (%)

Variable Value
Birth Sex
Male 121 (49.2)
Female 125 (50.8)
Transgender Identity
Cisgender 226 (91.9)
Male-to-Female Transgender 12 (4.9)
Female-to-Male Transgender 8(3.3)
Sexual Orientation
Gay 83 (34.0)
Lesbian 68 (27.9)
Bisexual 70 (28.7)
Questioning/Unsure/Other 23(9.4)
Race/Ethnicity
White/Caucasian 34 (13.8)
Black/African American 141 (57.3)
Hispanic/Latino 28 (11.4)
Other 43 (17.5)
Living Situation
Living with Parents 146 (59.8)
Other Stable Housing 86 (34.5)
Unstable Housing 14 (5.7)
Highest Level of Education
College 14 (5.7)
Partial College 55 (22.5)
High School 64 (26.2)
Partial High School 98 (40.2)
Less than High School 13(5.3)

Note. LGBT = leshian, gay, and bisexual and transgender.

J Interpers Violence. Author manuscript; available in PMC 2019 May 28.

Table 1

Page 26



Page 27

Whitton et al.

's10301pa.d se sajqerten aydesBowap e Buipnjoul S|9pOL 31BLIBAINW WOJY 3Je Sarewns3 "a)yAA st dnolb aoualagal 8y ‘aoel 104 "30UB|OIA Jaulied ayewnul = Ad| ‘9JON

Author Manuscript

v2°0 96'€-TL0 89'T 100> €€°/-8€'T 8T'e 1310 :80ey
Y10 2197910 T LT°0 LGS0 €0'C oluedsiH/ouneT 1808y
97’0 ¥8'2-29°0 €e'T 100°0> 2088’7 v8'€ UedLIBWY UBdLpY/oe|g 1808y
500> 06'2-90'T ST 99°0 T7'1-85°0 160 [enxasig :UOHEIUSLIO [eNXas

100°0> €€'9-G8'T e G0'0> 62T W'z Awuap] sepusBisuel
120 96'T-€8°0 17T 100> 99°Z-IT'T 9T 8[ewa xas yuig

(¥0) (40)
anen-d  (%G6) [eARIU|SOWBPYUOD  OlFRY SPPO anen-d  (9%G6) [eARIU|S0UBPIUOD  OlleY SPPO

Nd| enxdes

Nd | eosAyd

S19943 paXxid

30U3|J0I/\ JauUlied 91RWIU| [BNXaS pue [edaI1sAyd Bulousiiadx3 Jo sppO ul sadualayiq diydesbowsq

¢ dlqeL

Author Manuscript

Author Manuscript

Author Manuscript

J Interpers Violence. Author manuscript; available in PMC 2019 May 28.



Page 28

Whitton et al.

"30UBJ0IA Jauned ayewnu

= AdI "(uoneiusLio enxas pariodal-j|as ‘ANdIuyia/adel ‘xas Uyuiq) sonsiiaioeleyd olydelbowap Jo S10aj)e utew ay) 4oy parsnipe pue siooipaid [fe Buipnjoul S|apow aleLieAl}|NW WO aJe Saewnsy ajoN

Author Manuscript

100°0> Te-erT S1Z 0€20 95T~ 06°0 8T'T UOIBZIWNIA 1997
08v°0 YT T-9L0 €6'0 500> 660~ L0 $8°0 Hoddns [e100s panizoled
100°0> 65 T-2T'T TA 700> TZT-10T AN SIaULied [enxas JaquinN
6580 02'€-8€0 or'T SET0 7’2~ 68°0 9T asn Brug non1
¥SE0 00T-00T 00T 500> 00T-00T 00T asn euen(liey
100> 66'0 —66'0 660 G/6°0 00T-00T 00'T AKousnbai4-Ainuend oyodly
LTE0 L0T-6L0 871 9860 62T~ LL0 00T $84181Q [22100]0Y9ASd

(40) (40)
anend  (9%G6) [eARIU|S0UBPIUOD  O1eY SPPO anen-d  (%G6) [eARIU|SOWBPYUOD  O1FRY SPPO

Nd| renxes

Ad | [eosAyd

S19943 paXxid

$1019B4 [R100SOUIASd pUe Paje|ay-Y1[esH pue 89Us|OIA Jaulied a1eWIIU| USSMIS] SUOIIRI0SSY U0SIad-UIYIAA

€ 9lqeL

Author Manuscript

Author Manuscript

Author Manuscript

J Interpers Violence. Author manuscript; available in PMC 2019 May 28.



Page 29

Whitton et al.

‘0171 SPPO = ¥O ‘[BAISIUI BOUBPHUOI = | ‘011eJ 8JeJ-JUBAS = YT ‘104I3 PIEpUE)S = 3S ‘JUBIJIYS0I PazIpJepuels = “Ja0) "Iaquinu = oN ‘Aduanbaiy Anuenb = 40 ‘[eaibojoyoAsd
= |oAsd ‘99uajoIA Jaupred ajewnul = Ad| “(UoneuaLIo [enxas paniodal-§|as ‘AlIo1UyIa/a0e) ‘Xas Yyiqg) sansLialoeseyd oiydesBowap juedionied Jo 1088 urew ay) 1oy palsnipe sjapow aAoge ay) Jo yoed ajonN

¢r1—-9.0 ¥0T 80€—-LrO0 T¢T TI1¢—180 O0€T 69T—-L90 860 <TI0 %C€'0 AdI [enXss
02T-160 SOT [€2-890 /2T 2ST-960 7T2T 09T-280 ¥IT SO0 TOO-  AdlIedsAud

D%S6  ¥¥3  1D%S6 MO 1D %S6  d¥3 D %S6  HM3 IS 490D
SRUIREd ENXS ON &5 bniq 1011 Fnewnlien 30 oUoaTv SBIKIq PAsd

$101084 pale|ay-y1[eaH U0 a2U3|0IA JaulRed dlewilu] [enxas pue [ealsAud Jo S19a))3 aAI10adsold :sasAjeuy pabbe Jo sinsey

¥ alqeL

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

J Interpers Violence. Author manuscript; available in PMC 2019 May 28.



	Abstract
	A Longitudinal Study of Intimate Partner Violence Victimization among LGBT Youth
	The Present Study

	Methods
	Participants
	Procedure and Design
	Measures
	Demographics.
	Intimate Partner Violence.
	Psychological Distress.
	Alcohol and Drug Use.
	Social Support.
	Lesbian, gay, bisexual, and transgender (LGBT) victimization.
	Sexual Risk Behavior.

	Analyses

	Results
	Descriptive Statistics and Preliminary Analyses
	Demographic Differences in the Prevalence of IPV Victimization
	Trajectories of IPV (Change Over Time)
	Within-person Associations
	Lagged Analyses
	Sensitivity Analyses

	Discussion
	Demographic Differences in Prevalence and Trajectories of IPV Among LGBT Youth
	Risk Factors and Consequences of IPV among LGBT Youth
	Study Limitations and Strengths
	Conclusions

	References
	Figure 1.
	Figure 2.
	Table 1
	Table 2
	Table 3
	Table 4

