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Adolescence is a key developmental period
with long-term effects on physical and psycho-
logical health, and adolescents negotiate a va-
riety of environmental challenges during these
years. Although public health practice often
focuses on preventing or decreasing health
risks, in the past decade increasing attention
has been paid to identifying protective factors
that can foster healthy development. Protective
factors are events, circumstances, and life ex-
periences that promote confidence and com-
petence among adolescents and help to protect
them from negative developmental risks and
health outcomes.1,2 Such protective resources
enhance resilience among adolescents who face
adversities,3 and they arise from individual
characteristics and social environments such as
families, schools, and communities.4

Several individual assets and external re-
sources have been identified as protective fac-
tors that reduce the likelihood of risky behav-
iors such as suicidality, substance use,
unprotected sexual behavior, and disordered
eating. Individual-level protective factors in-
clude higher levels of self-esteem, psychologi-
cal well-being, and religiosity.5–8 Relational
factors such as strong connectedness to
family5,7–13 and school5,7,9,10,12,13 also reduce the
likelihood of engaging in behaviors that com-
promise health. Some community-level factors
also appear to be protective against risk taking
among adolescents; these include the presence
of a caring adult role model outside the family8,13

and community involvement, including
volunteering.8

Most studies focus on adolescents in general,
but some populations, such as lesbian, gay,
and bisexual adolescents, face greater envi-
ronmental challenges in negotiating adoles-
cence and navigating developmental tasks. LGB
adolescents are disproportionately subjected to
violence and harassment at school14–16 and to
physical and sexual abuse.17,18 In addition, LGB
adolescents are more likely than their heterosex-
ual peers to be involved in health-compromising

behaviors, including substance use,14–17 risky
sexual behaviors and injection drug use,14,19,20

and suicide attempts.10,14,15,17,21–24

Researchers have recently started illuminat-
ing relationships between lower levels of pro-
tective factors and negative health outcomes
among LGB adolescents. In an analysis of the
2004 Minnesota Student Survey, Eisenberg
and Resnick found that LGB students were less
likely than were other students to report high
levels of family connectedness, teacher caring,
other adult caring, and perceived safety at
school.25 However, these protective factors,
when present, decreased the likelihood of suicidal
ideation and attempts, and protective factors
accounted for more of the variation in suicide
behaviors thandid sexual orientation. Similarly, in
his analysis of the National Longitudinal Study of
Adolescent Health, Ueno found that less-positive
relationships with parents, school, and friends
explained higher levels of psychological distress
among sexual-minority students than among
heterosexual students.26 Homma and Saewyc
found that higher levels of perceived family
caring and more-positive perceptions of school

climate were linked to lower levels of emotional
distress among Asian American LGB high
school students in Minnesota.27

These studies provide some evidence that
protective factors may work in similar ways for
LGB adolescents as for other adolescents, but
not consistently; for example, high levels of
religious involvement in a faith with negative
attitudes about nonheterosexual orientations
might actually be more harmful than protec-
tive. Further, if LGB adolescents as a group
experience lower levels of these assets, this
might help explain their higher risks. Only a
handful of population-based studies have fo-
cused on sexual-minority adolescents and pro-
tective factors, and they provide limited infor-
mation about protective factors among bisexual
adolescents separately from gay or lesbian
adolescents; most research combines these
groups because of small samples. Measuring
sexual orientation during adolescence can be
difficult; sexual identity development is a task
of adolescence, and many youths engage in
exploration of romantic attraction, sexual be-
havior, or identity labels during the adolescent
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years. Behavior and self-labeling may be dis-
cordant at various times, and there is evidence
that some adolescents’ perception of their ori-
entation and labels will shift during adoles-
cence and young adulthood.

In the few studies that have disaggregated
the groups, bisexual adolescents were more
likely than were heterosexual peers to report
risky sexual behaviors,19,20 suicide attempts,16

victimization,16 delinquency,28 and substance
use16,28; in some cases gay and lesbian adoles-
cents did not significantly differ from their het-
erosexual peers in these risks.16,19,28 Some
studies used romantic attraction as a measure of
orientation,23,24,26 some used self-labels,18,22 and
some used gender of sexual partners.16,20,25,27,28

Few studies offer the opportunity to incorporate
correlates for orientation measured in different
ways in the same data set.

No matter how it is measured, it is important
to examine levels of protective factors among
bisexual adolescents separately, given the
greater likelihood of risk-taking behavior and
negative experiences at school among bisexual
students. Drawing on data from different waves
of the National Longitudinal Study of Adoles-
cent Health, 2 studies have found lower levels of
connectedness to family and school and lower
perceived caring by other adults among bisex-
ual than among heterosexual adolescents.29,30

Bisexual and gay or lesbian adolescents generally
did not differ in their levels of protective factors,
but this may have been partly attributable to
relatively small samples of LGB adolescents in the
longitudinal study cohort, which limits statistical
power for comparisons between the 2 groups.
Furthermore, the study is nationally representa-
tive of US adolescents in general but may not
reflect the full ethnic diversity of LGB populations
across the United States or Canada. Studies ana-
lyzing larger regional population-based surveys
offer opportunities to confirm those findings for
specific regions.

Identifying whether protective factors work
similarly for bisexual adolescents and their
peers is useful, but it is equally important to
monitor whether bisexual adolescents have the
same levels of those protective factors in their
lives. We therefore explored levels of protec-
tive factors among bisexual adolescents com-
pared with heterosexual, mostly heterosexual,
and gay or lesbian peers in 6 school-based
surveys in the midwestern United States and

western Canada. We posed 3 questions: (1) Are
levels of protective factors different between
bisexual adolescents and heterosexual adoles-
cents? (2) Are levels of protective factors dif-
ferent between bisexual adolescents and gay or
lesbian adolescents? (3) Are these patterns
consistent across varying measures of sexual
orientation?

METHODS

Data Sets and Samples

We used 6 data sets, all of which were large-
scale, school-based adolescent health surveys
in the United States and Canada. The data sets
were the 1992, 1998, and 2001 Minnesota
Student Surveys, and the 1992, 1998, and
2003 British Columbia Adolescent Health
Surveys. These surveys included questions
about perceived physical and mental health,
health and risk behaviors, and risk and pro-
tective factors.

The Minnesota surveys were administered
to all 6th, 9th, and 12th graders in the state’s
participating school districts. All but 1 of the
Minnesota school districts participated in the
1992 Minnesota survey, and 92% participated
in the 1998 and 2001 Minnesota surveys. Sixth
graderswere excluded fromour analysis because
theywere not asked about sexual orientation and
sexual behaviors. The British Columbia surveys
were cluster-stratified random samples of ado-
lescents in grades 7 to 12, from public schools
throughout the province. These samples were
weighted to provincial enrollment and adjusted
for response rates and differential probability of
selection. Details about the surveys are available
elsewhere.31–33

Table 1 displays demographics of the sam-
ples. We included in our analysis only students
who reported their sexual orientation. Partici-
pants in 3 Minnesota surveys were divided into
3 groups by their sexual partners in the past
year: only partners of the opposite gender, only
partners of the same gender, and partners of
both the opposite and the same gender. British
Columbia participants were divided into 4
groups according to a question assessing both
self-labeling and romantic attractions: hetero-
sexual, mostly heterosexual, gay or lesbian, and
bisexual. Because the 2003 British Columbia
survey also asked about gender of sexual
partners, we used both types of sexual

orientation questions to classify 2003 British
Columbia survey participants (2003a British
Columbia survey for self-labeling and
attraction, 2003b British Columbia survey for
gender of sexual partners). Table 2 shows the
overlap between these 2 measures of sexual
orientation among all 2003 British Columbia
survey participants. Gender of sexual partners
in the past year was not necessarily consistent
with self-labeling of sexual identity; however,
for brevity, we referred to students who
reported sexual partners of opposite gender
only, same gender only, or both genders
as heterosexual, gay or lesbian, or bisexual,
respectively.

Measures

Three domains of protective factors, theo-
retically and empirically derived and common
to all 6 surveys were selected: (1) connected-
ness to family, (2) connectedness to school, and
(3) religious or spiritual involvement. Family-
connectedness scales represented an average
of items such as perceptions of being cared
about, understood, and paid attention to and
being loved by or feeling close to family. Con-
nection to school had 2 measures: liking school
(how much students liked school) and the
school-connectedness scale, which was created
by averaging items such as liking school, rela-
tionships with teachers, and perceived safety at
school. We used the 1 item about liking school,
although it was a part of school-connectedness
scales, because its wording was the same across
all surveys. Religious or spiritual involvement
was measured with responses to items such as a
sense of religiosity or spirituality, the impor-
tance of religion, religious service attendance,
and perceived caring by church or spiritual
leaders.

The number of items included in each scale
and score ranges varied by survey, as shown in
Table 3. Higher scores indicated higher levels
of connectedness to family and school and
religious or spiritual involvement.

Analyses

General linear models were used to examine
differences in the levels of protective factors
between bisexual groups and heterosexual,
mostly heterosexual (for British Columbia sur-
veys), and gay or lesbian groups. Age was used
to control for possible maturation effects and
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differences in age distributions among orien-
tation groups. All analyses were conducted
separately by gender.

RESULTS

Comparisons of age-adjusted mean scores of
protective factors by sexual orientation are
shown for adolescents in Minnesota (Table 4)
and British Columbia (Table 5). Overall, when
orientation was measured by gender of recent
sexual partners, bisexual adolescent boys and

girls in all Minnesota cohorts and in the 2003b
British Columbia survey tended to report lower
levels of protective factors than did their het-
erosexual peers. In particular, bisexual students
consistently reported feeling less connected to
family and school (all, P<.01 to P<.001). Re-
sults for religious involvement or spirituality
were generally more mixed; for example, only
bisexual adolescent boys in the 1992 Minne-
sota survey and bisexual adolescent girls in the
1998 and 2001 Minnesota surveys reported
lower mean scores for feeling cared about

by church or spiritual leaders than did their
heterosexual peers (all, P<.001). Levels of
religious involvement were not significantly
different between bisexual and heterosexual
groups in the 1992 Minnesota survey, and only
bisexual boys in the 2003b British Columbia
survey reported lower levels of feeling religious
or spiritual than did their heterosexual peers
(P<.01).

When sexual orientation was measured by
self-labeling or attraction, British Columbia bi-
sexual adolescents reported lower levels of
most protective factors than did heterosexual
adolescents, with the exception of religiosity or
spirituality. Lower mean family-connectedness
scores were reported by bisexual adolescents in
all cohorts except for bisexual adolescent girls
in the 1992 British Columbia survey (all,
P<.001). Bisexual girls in the 1992 British
Columbia survey had a higher mean score of
liking school than did their heterosexual peers,
but bisexual girls in the 1998 and 2003 British
Columbia surveys had lower mean scores
than did heterosexual girls for both liking
school and school connectedness (all, P<.001).
School results for boys varied; although bisex-
ual boys had higher mean scores of liking
school than did their heterosexual peers in all 3
British Columbia surveys (P<.01 to P<.001),
bisexual adolescent boys in the 1998 British
Columbia survey reported lower levels of
school connectedness (P<.001), and bisexual

TABLE 1—Demographic Characteristics of Adolescents in School-Based Surveys:

Minnesota and British Columbia, 1992–2003

Minnesota Student Survey British Columbia Adolescent Health Survey

1992 1998 2001 1992 1998 2003a 2003b

Sample size, no. 25 137 22 241 22 703 239 975a 281 576a 265 132a 54 554a

Female, % 47.7 49.3 50.0 50.5 52.6 50.4 52.9

Sexual orientation

measures

Sexual partners

in past yearb
Sexual partners

in past yearb
Sexual partners

in past yearb
Self-labeling/attraction Self-labeling/attraction Self-labeling/attraction Sexual partners

in past yearb

Sexual orientation, %

Heterosexual 93.1 90.7 90.6 92.5 91.6 90.8 95.3

Mostly heterosexual . . . . . . . . . 5.5 6.2 6.6 . . .

Bisexual 6.0 8.2 8.1 1.7 1.6 2.1 3.9

Gay/lesbian 0.9 1.1 1.3 0.3 0.6 0.5 0.8

Note. Ellipses indicate that the measure was not applicable because the category could not be measured by gender of sexual partners. The sampling method in Minnesota was a statewide census of 9th-
to 12th-grade students; the British Columbia surveys were cluster stratified and sampled 7th- to 12th-grade students. Because the 2003 British Columbia survey measured sexual orientation by gender of
sexual partners as well as self-labeling and sexual attraction, we classified participants as 2003a for self-labeling and as attraction and as 2003b for gender of sexual partners in the past year.
aWeighted to provincial enrollment and adjusted for cluster sampling and differential response rates.
bIncluded only sexually active students.

TABLE 2—Overlap Between Measures of Sexual Orientation: British Columbia Adolescent

Health Survey, 2003

Gender of Sexual Partners in the Past Year

Self-Labeling/Attraction No.a
Opposite

Gender Only, %

Same

Gender Only, %

Both

Genders, %

Not Sexually

Active, %

Boys

Heterosexual 118 608 19.3 < 0.1 0.2 80.4

Mostly heterosexual 4 312 18.0 0.2 1.0 80.8

Bisexual 1 193 21.5 5.4 12.4 60.6

Gay 844 8.3 17.9 6.2 67.7

Girls

Heterosexual 111 222 18.6 < 0.1 0.2 81.1

Mostly heterosexual 12 478 35.8 < 0.1 3.5 60.7

Bisexual 4 210 31.5 2.8 16.8 48.9

Lesbian 467 3.9 7.3 14.1 74.7

aWeighted to provincial enrollment and adjusted for cluster sampling and differential response rates.
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and heterosexual boys in the 2003a British
Columbia survey did not differ in school
connectedness. Bisexual adolescents in all
British Columbia cohorts except adolescent
girls in the 2003a British Columbia survey (not
significant) were more likely than were their
heterosexual peers to report thinking of them-
selves as a religious or spiritual person
(P<.001).

Mostly heterosexual adolescents (a category
included only in the British Columbia surveys)
reported generally higher levels of connection
to family and school than did bisexual adoles-
cents. Although bisexual and heterosexual ad-
olescent boys in the 1992 British Columbia
survey did not differ in family connectedness
and bisexual girls in the 1992 British Columbia
survey had higher levels of connection to family,
1998 and 2003a British Columbia survey
participants reported feeling less connected to
family (all, P<.001). Except for the respondents
to the 1992 British Columbia survey, British
Columbia bisexual adolescent girls generally
had lower mean scores of both liking school
and school connectedness than did their mostly
heterosexual peers (all, P<.001).

For connection to school, we found mixed
and contradictory results among adolescent
boys in British Columbia. Mostly heterosexual
boys reported higher levels of liking school in
the 1992 British Columbia survey than did
their bisexual peers (P<.001), and this differ-
ence disappeared in the1998 British Columbia
survey (not significant). In the 2003a British
Columbia survey, higher levels of liking school
were observed among bisexual boys (P<.001).
By contrast, mean scores of school connected-
ness were lower among bisexual than among
mostly heterosexual boys in the 1998 British
Columbia survey (P<.001) and the 2003a Brit-
ish Columbia survey (P<.01). Higher levels of
religious involvement or spirituality were ob-
served among bisexual respondents in all cohorts
(all, P<.01 to <.001) except among boys in the
1992 British Columbia survey (not significant).

Results for gay or lesbian adolescents
differed for differing measures of sexual ori-
entation. Where sexual orientation was
assessed by gender of sexual partners in the
past year, bisexual students in the Minnesota
and 2003b British Columbia surveys reported
lower (P<.05 to < .001) or similar (not signif-
icant) levels of protective factors than did gay

TABLE 3—Measures of Potential Protective Factors Among Adolescents in School-Based

Surveys: Minnesota and British Columbia, 1992–2003

Cronbach a

Data Set Examples of Survey Items

No. of Items

(Scoring Range) Boys Girls

Family connectedness

Minnesota

1992 Family understands me, cares about me, respects my privacy 5 (1–5) 0.88 0.89

1998 Family understands me, cares about me, respects my privacy 5 (1–5) 0.88 0.89

2001 Family understands me, cares about me, respects my privacy 5 (1–5) 0.87 0.89

British Columbia

1992 My parents understand me, trust me 7 (0–1) 0.78 0.83

1998 My father/mother cares about me, family understands me,

have fun together, pays attention to me

11 (1–5) 0.86 0.90

2003 My father/mother cares about me, family understands me,

have fun together, pays attention to me

11 (1–3) 0.87 0.87

Liking school

Minnesota

1992 Liking school 1 (1–5) NA NA

1998 Liking school 1 (1–5) NA NA

2001 Liking school 1 (1–5) NA NA

British Columbia

1992 Liking school 1 (1–5) NA NA

1998 Liking school 1 (1–5) NA NA

2003 Liking school 1 (1–3) NA NA

School connectedness

Minnesota

1992 . . .

1998 Liking school, feeling safe at school, school people care

about me

5 (1–5) 0.75 0.73

2001 Liking school, feeling safe at school, school people care

about me

5 (1–5) 0.76 0.76

British Columbia

1992 . . .

1998 Liking school, feeling safe at school, feel like a part

of my school

7 (1–5) 0.82 0.81

2003 Liking school, feeling safe at school, feel like a part

of my school

7 (1–5) 0.83 0.83

Religious or spiritual involvement

Minnesota

1992 Frequencies of attending religious services 1 (1–4) . . . . . .

Importance of religion in my life 1 (1–4) . . . . . .

Feeling cared about by church leaders 1 (1–5) . . . . . .

1998 Feeling cared about by church leaders 1 (1–5) . . . . . .

2001 Feeling cared about by church or spiritual leaders 1 (1–5) . . . . . .

British Columbia . . . . . .

1992 Think of myself as a religious or spiritual person 1 (1–5) . . . . . .

1998 Think of myself as a religious or spiritual person 1 (1–5) . . . . . .

2003 Think of myself as a religious or spiritual person 1 (1–3) . . . . . .

Note. Ellipses indicate that the measure was not applicable because a Cronbach a could not be computed for a single-item
measure.
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or lesbian students. In particular, bisexual ad-
olescents in the 2003b British Columbia sur-
vey had lower mean scores for all protective
factors than did their gay or lesbian peers; the
only exception was school connectedness
among girls (not significant). Among adolescent
girls in Minnesota, bisexuals and lesbians had
similar scores for family connectedness and
religious or spiritual involvement in all cohorts,
but bisexuals reported lower levels of connec-
tion to school in the 1998 and 2001 Minnesota
surveys (all, P<.05 to < .01). By contrast, in
most cohorts of British Columbia students,
those who were categorized as bisexual by self-
labeling or attraction generally reported higher
levels of protective factors than did those with
gay or lesbian self-labeling or attraction (all,
P<.05 to < .001).

DISCUSSION

Despite variations in measures of sexual
orientation and survey sites and years, levels of

most protective factors were lower among
bisexual adolescents than among heterosexual
or mostly heterosexual adolescents. In partic-
ular, bisexual adolescents reported lower
levels of connection to family and school than
did heterosexual adolescents in almost all
cohorts. Disparities in levels of protective
factors between bisexual and heterosexual
students were more significant for adolescent
girls than boys. Bisexual girls, regardless of
whether they reported bisexual identity or
attractions or sexual behavior with both gen-
ders, reported feeling less connected to family
and school.

Other studies have also reported gender
differences,29,30 with lower levels of family
interaction30 and school belonging29 among
adolescent girls, but not boys, who were attracted
to both genders. These lower levels of supportive
social relationships for bisexual adolescent
girls may lead to poor health outcomes; for
example, Galliher et al. found the poorest psy-
chosocial adjustment among bisexual females

aged 11 to 21.29 Past studies have focused more
on gay or bisexual boys or relied on venue-based
samples, the majority of whom were gay or
lesbian adolescents.34 The dearth of research on
bisexual adolescent girls may mirror societal
perspectives that render them less visible than
lesbians or adolescent boys, yet in these cohorts,
bisexual girls felt less connected with family or
school, 2 key protective resources.

For bisexual and heterosexual adolescent
boys, we found somewhat contradictory results
for school-related factors. When orientation
was measured by self-labeling or attraction,
bisexual boys were more likely than were their
heterosexual peers to like going to school in all
3 British Columbia surveys, but their levels of
school connectedness were not similarly
higher. Of the 2, school connectedness is the
stronger measure, being a scale rather than a
single indicator and more commonly used in
other studies.5,7,8,10,12 Despite liking school, bi-
sexual male students did not necessarily have a
strong sense of belonging, teacher fairness, or
school safety. At school, sexual minority adoles-
cents are often verbally or sexually harassed,
and they may be assaulted or threatened with
a weapon,35–37 engendering fear for their
safety.38 Although this lack of safety may dis-
connect sexual minority adolescents from school,
it does not explain the gap between bisexual
boys’ levels of liking school and school connect-
edness. Further research is needed to explore
school experiences of bisexual adolescent
boys.

Regardless of how orientation was mea-
sured, differences between bisexual and het-
erosexual adolescents in their levels of protec-
tive factors maintained similar patterns. The
differences between bisexual and gay or les-
bian adolescents, however, varied by measures
of sexual orientation. When orientation was
measured by sexual identity or attractions, the
British Columbia surveys found that bisexual
students were more likely than or as likely as
gay or lesbian students to report high levels of
protective factors. However, when gender of
sexual partners during the past year was the
measure, the 2003 British Columbia Survey (b)
survey found lower levels of almost all protec-
tive factors among bisexual participants. The
latter results were more similar to those from
the Minnesota surveys, which used the same
measures of orientation, than to results from

TABLE 4—Age-Adjusted Mean Scores by Sexual Orientation: Minnesota Student Survey,

1992–2001

Boys Girls

Data Set (Scoring Range) Bisexual Heterosexual Gay/Lesbian Bisexual Heterosexual Gay/Lesbian

Family connectedness

1992 (1–5) 3.32 3.54*** 3.54* 3.18 3.36** 3.37

1998 (1–5) 3.29 3.58*** 3.53** 3.10 3.49*** 3.08

2001 (1–5) 3.29 3.53*** 3.19 3.19 3.51*** 3.25

Liking school

1992 (1–5) 2.78 3.03*** 3.13*** 2.94 3.22*** 2.65

1998 (1–5) 2.63 2.81*** 2.75 2.68 3.06*** 3.08**

2001 (1–5) 2.60 2.73*** 2.95*** 2.76 2.99*** 3.05*

School connectedness

1998 (1–5) 2.94 3.17*** 3.13*** 2.90 3.30*** 3.13*

2001 (1–5) 2.96 3.17*** 3.15** 3.03 3.29** 3.29**

Religious attendance

1992 (1–4) 2.45 2.48 2.62 2.52 2.59 2.65

Importance of religion

1992 (1–4) 2.28 2.24 2.43* 2.41 2.41 2.45

Perceived caring by church or spiritual leaders

1992 (1–5) 2.77 2.90*** 2.97 2.67 2.86 2.62

1998 (1–5) 2.76 2.86 2.67 2.52 2.90*** 2.25

2001 (1–5) 2.75 2.83 2.55 2.61 2.87*** 2.44

Note. Sexual orientation was measured by the gender of sexual partners reported in the past year.
*P < .05; **P < .01; ***P < .001, for comparisons with bisexual youth.
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the British Columbia surveys that measured
sexual identity or attractions. This difference
may be explained by the issue of sexual expe-
rience: when bisexuality is measured by the
gender of sexual partners, only sexually active
adolescents are included. Other studies have
shown that higher levels of protective factors
delay sexual debut,4,7 and among self-identified
bisexual adolescents in our analysis, the majority
had no sexual experience.

Our results support previous research sug-
gesting that surveys that use different measures
of sexual orientation may be tapping slightly
different groups and are thus difficult to com-
pare.39 As some researchers have pointed
out,16,39 multiple measures of sexual orientation
are needed for comparing results from studies in
different regions and for examining the compli-
cated intersections of different dimensions of
sexual orientation.

Strengths and Limitations

Our study compared only the levels of pro-
tective factors by sexual orientation; we have
yet to examine whether the presence of these
protective factors actually reduces the odds of
health risks among sexual minority adolescents.
The lower levels of protective factors found in
these large-scale surveys, particularly among
students reporting sexual partners of both
genders, might help to explain the greater rates
of various risk behaviors found in previous
population-based studies. For example, Robin
et al. found that students who reported sexual
experience with both genders also reported
higher rates of substance use, violence, and
suicide attempts than did students who
reported only sexual experience with the op-
posite gender.16 The authors speculated that
bisexual behavior may be part of interrelated risk
behaviors engaged in by at-risk adolescents, but

they did not examine protective factors in rela-
tion to those risky health behaviors.

Data sets used in this study were all drawn
from statewide or provincewide school-based
surveys, which may better represent LGB stu-
dent populations in those regions. Many studies
have used convenience, venue-based samples
of predominantly gay and lesbian adoles-
cents.36,40–42 By contrast, population-based stu-
dent surveys16–20,30,43 have found that far more
adolescents self-identify as bisexual or report
attractions to or relationships with members of
both genders than report exclusively same-
gender sexual identities, attractions, or relation-
ships. Research such as ours that uses large-scale,
population-based youth surveys includes those
who do not necessarily publicly identify them-
selves as gay, lesbian, or bisexual and may more
accurately reflect experiences and circumstances
encountered by bisexual adolescents.

A limitation of this study is the way sexual
orientation was measured. A question about the
gender of recent sexual partners has limited
capacity to capture all LGB adolescents. Focus-
ing exclusively on recent sexual intercourse is
problematic. As noted by others,39,44 many
adolescents, especially those in early or middle
adolescence, have never had sexual intercourse
or have not been sexually active in the past year.
Asking only about sexual intercourse excludes
other types of sexual behaviors.16 However, sex-
ually active adolescents of any orientation are
more likely to report other health risks, such as
sexually transmitted infections and pregnancy, as
well as mental health issues, such as depression
and suicide attempts45 and substance use.46 Pro-
tective factors havebeen shown tobuffer that risk,
even for sexually experienced adolescents.47 We
found that among adolescents who reported
recent sexual experience, those with sexual part-
ners of the samegenderorboth genders appeared
to have fewer protective factors to draw upon.

Another potential limitation is the reliance
on self-reporting. Given the sensitive nature of
questions about sexual identity and behavior
and the social stigma attached to nonhetero-
sexual orientation, some LGB students may
have hesitated to report their orientation. Our
LGB samples thus may have been underesti-
mated. We used regional data from the Mid-
west in the United States and from western
Canada; because environmental factors such as
culture, health and school policy, and public

TABLE 5—Age-Adjusted Mean Scores by Sexual Orientation: British Columbia Adolescent

Health Survey, 1992–2003

Boys Girls

Data Set

(Scoring Range) Bisexual Heterosexual

Mostly

Heterosexual

Gay/

Lesbian Bisexual Heterosexual

Mostly

Heterosexual

Gay/

Lesbian

Family connectedness

1992 (0–1) 0.63 0.69*** 0.63 0.60 0.67 0.63*** 0.64*** 0.48***

1998 (1–5) 3.80 4.13*** 3.98*** 3.85 3.78 4.05*** 3.93*** 3.80

2003a (1–3) 2.40 2.59*** 2.51*** 2.47*** 2.26 2.55*** 2.43*** 2.20**

2003b (1–3) 2.38 2.48*** . . . 2.32* 2.30 2.39*** . . . 2.41**

Liking school

1992 (1–5) 3.07 3.01** 3.22*** 2.66*** 3.36 3.18*** 3.34 3.31

1998 (1–5) 3.07 2.89*** 3.00 2.76*** 2.96 3.21*** 3.17*** 2.67***

2003a (1–3) 2.08 1.87*** 1.96 *** 1.81*** 1.87 2.00*** 1.95*** 1.94**

2003b (1–3) 1.59 1.74*** . . . 2.01*** 1.71 1.81*** . . . 1.91***

School connectedness

1998 (1–5) 3.30 3.39*** 3.40*** 3.12*** 3.31 3.59*** 3.50*** 3.10***

2003a (1–5) 3.43 3.42 3.50** 3.32*** 3.25 3.58*** 3.44*** 3.18

2003b (1–5) 2.79 3.22*** . . . 3.58*** 3.07 3.33*** . . . 3.06

Religious or spiritual identity

1992 (1–5) 2.45 2.14*** 2.40 2.18*** 2.70 2.32*** 2.47*** 2.03***

1998 (1–5) 2.70 2.26*** 2.49*** 2.57** 2.81 2.59*** 2.58*** 2.42***

2003a (1–3) 1.72 1.61*** 1.66** 1.68 1.79 1.78 1.71*** 1.85

2003b (1–3) 1.50 1.56** . . . 1.75*** 1.62 1.63 . . . 1.83***

Note. Ellipses indicate that the measure was not applicable because the category could not be measured by the gender of
sexual partners. Sexual orientation was measured by self-labeling and sexual attraction in 2003a and by gender of the past
year’s sexual partners in 2003b.
*P < .05; **P < .01; ***P < .001, for comparisons with bisexual youth.
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awareness of LGB issues differ across regions,
our findings may not be applicable to other
areas. Our analyses were restricted to 3 do-
mains of protective factors. Other factors, such
as self-esteem, community involvement, and
peer relationships, should be explored, but
these items were not common to all 6 surveys
in our study.

Conclusions

Future research should examine the link
between these protective factors and specific
risk behaviors among adolescents. Separate
analyses by sexual orientation should be per-
formed, because the effect of protective factors
on risk behaviors may differ between groups.
For example, a recent longitudinal study found
that religiosity during adolescence served as a
protective factor against substance use only for
heterosexual but not for sexual-minority young
adults.48 Identifying protective factors for spe-
cific risks helps us to develop more-focused in-
terventions for health promotion among LGB
adolescents.

Youth health surveys should include ques-
tions about protective factors. Tracking
changes in levels of protective factors along
with trends in health-compromising behaviors
and negative outcomes could help us assess
the effectiveness of efforts to reduce risks for
LGB adolescents and of efforts to promote
healthful and nurturing environments for all
adolescents. j
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