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Abstract

Introduction: This study examined the relationships between experiences of childhood and adult-
hood victimization and current smoking among heterosexual and sexual minority women. The 
main hypothesis was that victimization experiences would predict current smoking status. Further, 
we hypothesized that the effect of childhood victimization on self-reported smoker status would be 
mediated by adult victimization.
Methods: Data are from two studies conducted in the United States that used similar methods and 
questionnaires in order to conduct a comparative analysis of women based on sexual orientation. 
Data from Wave 1 (2000–2001) of the Chicago Health and Life Experiences of Women (CHLEW) 
study and from Wave 5 (2001) of the National Study of Health and Life Experiences of Women 
(NSHLEW) study were used in these analyses.
Results: Twenty-eight percent of the sample reported current smoking. Victimization experiences 
were common, with 63.4% of participants reporting at least one type of victimization in child-
hood and 40.2% reporting at least one type in adulthood. Women who identified as heterosexual 
were less likely to be victimized during childhood than were women who identified as lesbian or 
bisexual. Adult victimization had a significant effect on current smoker status, and the effect of 
childhood victimization on smoker status was mediated by adult victimization. When examined by 
sexual orientation, this indirect relationship remained significant only among bisexual women in 
the sample.
Conclusions: Study findings make a valuable contribution to the literature on victimization and 
health risk behaviors such as smoking. Given the negative and long-term impact of victimiza-
tion on women, strategies are needed that reduce the likelihood of victimization and subsequent 
engagement in health risk behaviors such as smoking.
Implications: The study findings make a valuable contribution to the literature on sexual minor-
ity women’s health on the influence of victimization on health risk behaviors. With the goal of 
reducing the likelihood of adult victimization and subsequent engagement in health risk behav-
iors, programs and policies aimed at preventing victimization of women are warranted. Providers 

mailto:aliciak@uic.edu?subject=


Nicotine & Tobacco Research, 2018, Vol. 20, No. 3 333

and community health agencies should assess and target physically and sexually abused sexual 
minority youth for mental health intervention with the goal of interrupting the progression from 
childhood victimization to adult victimization and subsequent engagement in health risk behaviors.

Introduction

The prevalence of cigarette smoking among women in the United 
States has decreased substantially in recent decades.1 However, 
smoking rates among sexual-minority women (SMW; lesbian, bisex-
ual) remain elevated compared to those of heterosexual women.2–4 
Population-based studies suggest that SMW smoke at rates 1.5–2 
times the rate of heterosexual women and that these disparities are 
observed across the lifespan.5 To date, few studies have focused on 
the etiology of the elevated rates of smoking among SMW.6 Given 
the known negative health consequences associated with smoking, 
further research is needed to identify the mechanisms that influence 
smoking behaviors among this population of women.

Psychosocial factors such as stress associated with traumatic 
life events play a role in the risk behaviors of women, with smok-
ing as a response to stressful life events being well established.7 An 
important yet under-researched source of traumatic stress among 
SMW is the experience of victimization. Compared to heterosex-
ual women, SMW report elevated rates of trauma, including stress-
ful childhood experiences such as physical, sexual, and emotional 
abuse and neglect.8–12 Comparisons of adult victimization experi-
ences among heterosexual women and SMW are less consistent. For 
example, two studies comparing sexual minorities with heterosex-
ual siblings found greater risk of adult sexual assault among lesbian 
and bisexual women than among their female siblings.11,13 Moracco 
et al.14 found that lesbian or bisexual women were more likely than 
heterosexual women to report both sexual assault by a stranger 
and sexual assault by a known person. No differences were found, 
however, in a study using a national population-based sample15 or 
in a study using a community-based sample of demographically 
matched lesbian and heterosexual women.16 Study results associ-
ated with sexual orientation and physical abuse mirror those of 
sexual abuse, with the majority of findings suggesting an elevated 
risk among SMW for physical victimization in both childhood and 
adulthood.12,13,17

Among women in general, victimization has been shown to 
increase risk of tobacco initiation and dependence.18–20 Data from 
the Nebraska Behavioral Risk Factor Surveillance System (Adverse 
Childhood Experiences module) indicate that the relative risk for 
smoking ranged from 1.5 to 2.7 times higher among individuals 
with direct (eg, physical, sexual, or verbal) and indirect (eg, witness-
ing abuse of other children or violence between parents or other 
adults) exposures to adverse childhood experiences.21 To date, little 
is known about the relationship between victimization and smoking 
among SMW. In one recent study, Lehavot and Simoni22 reported 
on the associations between childhood victimization and smoking 
using an Internet-based sample of SMW. Results of structural equa-
tion analyses demonstrated an association between childhood sexual 
abuse and increased risk of smoking in adulthood. This large and 
well-conceived study makes an important contribution to the litera-
ture; however, the sample did not include a heterosexual comparison 
group and was primarily limited to white SMW. Given elevated rates 
of victimization across the lifespan among SMW, it is important to 
replicate this earlier research in a large and diverse sample of women 
with varying sexual orientations.

Hypothesized Relationships Among Victimization, 
Sexual Orientation and Smoking
The extant literature consistently demonstrates that victimization 
experiences in childhood and adulthood are associated with an 
elevated risk of smoking behaviors among adults.18–21 As such, we 
anticipate that regardless of sexual orientation, victimization expe-
riences will be associated with increased risk for current smoking. 
However, an important yet unanswered research question is whether 
the strength of the association between victimization experiences 
and smoking varies based on sexual orientation. The scientific 
foundation for this research question lies with known variations 
in rates of victimization based on sexual orientation. Specifically, 
compared with heterosexual women, SMW report higher rates of 
multiple forms of victimization at various stages of the life cycle 
which may compound their risk for negative health risk behaviors. 
Further, victimization in childhood is a known risk factor for re-
victimization in both childhood and in adulthood. As such, another 
unanswered question is whether—in addition to the hypothesized 
direct effects—there are also indirect effects of childhood victimiza-
tion on self-reported smoker status. That is, childhood victimization 
may increase the likelihood of adult victimization, which may in turn 
influence adult smoking status. These hypothesized relationships are 
consistent with extant literature linking childhood victimization to 
further victimization experiences in adulthood23 and victimization 
experiences to increased risk for smoking.20,24

Specific Aims
The purpose of this study was to examine the relationships between 
childhood and adulthood victimization and current smoking status 
among heterosexual and SMW. The main hypothesis was that vic-
timization experiences would predict current smoking status and 
that the strength of this association would differ based on sexual 
orientation. Further, we hypothesized that the effect of childhood 
victimization on self-reported smoking status would be mediated by 
adult victimization.

Methods

Study Samples and Interviews
We used data from two studies that used similar survey methods and 
interview questionnaires: The Chicago Health and Life Experiences 
of Women (CHLEW) study and the National Study of Health and 
Life Experiences of Women (NSHLEW). The NSHLEW is a 20-year 
longitudinal study of drinking behaviors and problems among a 
nationally representative sample of adult women in the United 
States every 5 years (1981 and 2001).25–27 The CHLEW is a 17-year 
longitudinal study (1999–2016) that replicated and extended the 
NSHLEW with SMW in the greater Chicago metropolitan area. (See 
Hughes et al.28 and Wilsnack et al.29 for more detailed information 
about the studies.) The CHLEW study was advertised in local news-
papers, on Internet listservs, and on flyers posted in churches and 
bookstores and distributed to individuals and organizations via for-
mal and informal social events and social networks. Eligibility crite-
ria included being age 18 or older, English-speaking, identifying as 
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lesbian and residence in Chicago or surrounding suburbs. Candidates 
meeting basic eligibility requirements in a telephone interview were 
invited to participate in the semi-structured interview. Although 
women who identified as bisexual in the telephone screening were 
excluded, 11 women identified as bisexual in the actual interview.

Trained female interviewers conducted 90-minute face-to-face 
interviews in the participants’ homes or other private settings. 
Questions about potentially sensitive topics such as physical and 
sexual abuse were asked toward the end of the interview, when rap-
port was well established. Women in the CHLEW provided writ-
ten consent to participate. The Institutional Review Boards at the 
NSHLEW and CHLEW principal investigators’ home institutions 
approved procedures for obtaining informed consent and protecting 
confidentiality.

Measures
Smoker Status
Current smoking status was based on responses to the following 
question, “Do you currently smoke cigarettes?” Responses were 
coded Yes = 1 and No = 0.

Childhood Victimization Experiences
We assessed three forms of childhood victimization experienced 
prior to age 18: childhood sexual abuse, childhood physical abuse, 
and parental neglect.

Childhood sexual abuse was assessed using questions about 
eight types of sexual activities before age 18, ranging from exposure 
and fondling to anal and vaginal penetration. Sexual abuse prior to 
18 was defined as Childhood sexual abuse based on Gail Wyatt’s 
work as:30 any intra-familial sexual activity before age 18 that was 
unwanted by the participant or that involved a family member five 
or more years older than the participant; or any extra-familial sex-
ual activity that occurred before age 18 and was unwanted, or that 
occurred before age 13 and involved another person five or more 
years older than the participant. Responses were used to create a 
dichotomous variable indicating whether or not the participant 
reported experiences that met Wyatt’s criteria.

To measure childhood physical abuse we asked participants, 
“When you were growing up, were you physically hurt or injured 
by your parents or other family members?” Response options were 
never, rarely, sometimes, often and very often. Participants who 
reported being physically hurt or injured (any response other than 
“never”) were asked the follow-up question, “Do you feel that you 
were physically abused by your parents or other family members 
when you were growing up?” “Yes” or “no” responses to the follow-
up question were used as a dichotomous measure of whether the 
participant had experienced childhood physical abuse.

Parental neglect was assessed using the question, “Thinking 
back to when you were about 10 years old, what were your par-
ents’ usual methods of disciplining you?” Response options were (1) 
explained to me why something was wrong; (2) put me in time-out 
or sent me to my room; (3) took away privileges or grounded me; (4) 
neglected my basic needs (food, clothing, shelter, love); (5) shouted, 
yelled, or screamed; (6) spanked me with bare hand; (7) spanked 
or hit with belt, switch, or other object; and (8) beat up, punched, 
choked, or threw me down. Participants who indicated that their 
parents’ usual method of discipline was neglect of their basic needs 
were categorized as experiencing parental neglect. Responses were 
dichotomized to differentiate experiences of parental neglect: none 
versus any.

Adult Victimization Experiences
We assessed three forms of adult victimization (ie, experienced when 
the participant was age 18 or older): adult sexual assault, adult phys-
ical assault, and intimate partner violence.

Adult sexual assault was measured with the question “Since you 
were 18 years old, was there a time when someone forced you to 
have sexual activity that you really did not want? This might have 
been intercourse or other forms of sexual activity, and might have 
happened with husbands, partners, lovers, or friends, as well as with 
more distant persons and strangers.” Responses were dichotomized 
to reflect any versus no adult sexual assault.

Adult physical assault was assessed by the questions, “Not count-
ing experiences involving conflicts with your partner or unwanted 
sexual experiences, has anyone other than your partner attacked you 
with a gun, knife, or some other weapon, whether you reported it or 
not?” and “Has anyone, excluding your partner, ever attacked you 
without a weapon but with the intent to kill or seriously injure you?” 
Affirmative responses to one or both of these questions were used to 
indicate any (vs. no) adult physical assault.

Questions used to assess intimate partner violence (IPV) in the 
CHLEW asked participants whether their most recent partner ever 
“threw something at you, pushed you, or hit you” or “threatened 
to kill you, with a weapon or in some other way?” Follow-up ques-
tions asked whether these experiences had happened in the previous 
12 months. In the 2001 NSHLEW, IPV was assessed using open-
ended responses to a question that asked participants to describe 
the “most physically aggressive thing done to you during the last 
2 years by someone who was or had been in a close romantic rela-
tionship with you.” Each response was reviewed and coded into 
one of several categories. Responses most closely matching the two 
CHLEW questions described above were included in the current 
analyses. For example, NSHLEW participants who used descrip-
tors such as “pushed me,” “grabbed me,” “hit me,” “beat me,” 
“choked me,” and “kicked me” were coded as having experienced 
IPV. Although wording of the questions and the timeframes differed 
in the CHLEW and NSHLEW studies, the responses in each study 
provide an overall indicator of any versus no recent IPV experi-
enced by participants.

The dichotomous variables for each of the three indicators of 
adult and child victimization were summed separately creating two 
scores which ranged from 0 (no victimization) to 3 (all three types of 
victimization experienced).

Control Variables
Control variables included participant’s age in years, race/ethnicity 
(African American, Hispanic, and white), education (high school or 
less, some college, college degree, graduate or professional degree), 
income (5 ordinal levels: <$10 000, $10 000–$29 999, $30 000–
$39 999, $40 000–$59 999, or ≥$60 000 annually), sexual identity 
(heterosexual, lesbian, or non-heterosexual, non-lesbian), parental 
drinking problems, and study (CHLEW vs. NSHLEW).

Self-reported sexual identity of participants was classified into 
one of three categories: heterosexual, lesbian, and non-heterosexual, 
non-lesbian (NHNL), women. Because of the small number of bisex-
ual women in the CHLEW and NSHLEW we included women who 
identified as “mostly heterosexual” or “mostly lesbian” with those 
who identified as NHNL. This classification was based on the dis-
tribution and preliminary analyses that showed no significant differ-
ences on outcome measures between women who identify as “mostly 
heterosexual” or “mostly lesbian” or “bisexual.”
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Our measure of parental drinking problems was based on the 
question, “Did your [father/mother] ever have any problems due to 
[his/her] drinking, such as marriage or family problems, problems 
with the law, problems with work or health—any kind of problems 
related to [his/her] drinking?” Responses to separate questions about 
father and mother were combined into a dichotomous indicator of 
any versus no parental drinking problems. Because the CHLEW 
study recruited participants from the Chicago metropolitan area, it 
included only urban/suburban participants. The NSHLEW used a 
national probability sampling design, resulting in both urban/sub-
urban and rural participants. We restricted the NSHLEW sample 
to exclude participants who lived in a rural area so that both the 
NSHLEW and the CHLEW study samples represent women who 
lived in an urban/suburban area. Also because the age inclusion cri-
teria for NSHLEW was age 21 and older (compared to 18 and older 
for CHLEW), we restricted the sample to include only participants 
aged 21 and older.

Analysis
Using Mplus statistical software, we conducted path analyses with 
observed variables to examine the effects of childhood and adulthood 
victimization on current smoker status in each of three sexual orien-
tation groups. We first fitted the model with all participants to exam-
ine group differences (ie, lesbian, NHNL vs. heterosexual women) in 
the likelihood of reporting childhood and adulthood victimization, 
in their current smoker status, and in the effect of childhood vic-
timization on smoker status mediated by adult victimization. Then, 
we conducted multi-group analyses to evaluate these relationships 
within each sexual orientation group. We assessed overall model 
fit using the model fit chi-square test, root mean squared error of 
approximation (RMSEA), and comparative fit index (CFI).31,32

We used the mean and variance adjusted weighted least-squares 
method (WLSMV estimator) suitable for models that include cat-
egorical endogenous variables33 to estimate the model fit. The regres-
sion coefficients obtained by the WLSMV estimator, however, were 
not directly interpretable. Hence, we used the STATA GSEM module 
to estimate logit/ordered logit regression coefficients with odds ratios 
(OR) and effect size (d).34 All analyses (except indirect effect analysis 
with the STATA binary mediation module that uses a bootstrapping 
method to calculate standard errors) were based on weighted data 
to reflect selection probabilities and oversampling of heavier drink-
ers in the NSHLEW sample. Data from Wave 1 (2000–2001) of the 
CHLEW study and data from Wave 5 (2001) of the NSHLEW study 
were used in these analyses.

Results

Model Fit
All three fit statistics indicated an excellent overall model fit for both 
the total sample model and the multigroup model. For the total sam-
ple model, the p-value for the model fit chi-square (X2 = 0.10, df = 1) 
was .75, and CFI and RMSEA were 1.0 and 0.0, respectively. The 
p-value for the model fit chi-square (X2 = 0.17, df = 3) for the multi-
group model was .98, and CFI and RMSEA for this model were 1.0 
and 0.0, respectively.

Sample Characteristics
Descriptive statistics for variables included in the model are pre-
sented in Table 1. The sample included 953 women. The mean age of 

the study sample was 40.0 (SD = 12.3). The majority of the sample 
was white (54.6%) with at least some college education (69.7%). 
More than half of the participants identified as heterosexual 
(52.7%); 31.8% identified as lesbian and the other 15.5% identi-
fied as bisexual, mostly lesbian or mostly heterosexual (the NHNL 
group). Twenty-eight percent of the sample reported being a current 
smoker.

As shown in Figure  1a, all of the background characteristics 
were directly related to smoking status in the full sample. As age 
increased, the odds of being a current smoker decreased (OR = 0.97, 
SE = 0.01, p = .002; d = −0.01). Hispanics were less likely to smoke 
currently than whites (OR = 0.55, SE = 0.14, p = .022; d = −0.33), 
and higher education and income levels decreased the odds of being 
a current smoker (OR = 0.72, SE = 0.07, p = .001; d = −0.18, and 
OR = 0.72, SE = 0.042, p < .001; d = −0.18, respectively). Women 
who reported parental drinking problems were more likely to 
be current smokers (OR  =  1.98, SE  =  0.42, p  =  .001; d  =  0.38). 
Compared to heterosexual women, the bisexual group had higher 
odds of being current smokers (OR = 1.70, SE = 0.45, p =  .048; 
d = 0.29).

Based on the multi-group analysis, however, background charac-
teristics that were directly related with smoker status were found to 
be different. While age, race/ethnicity, education, income and paren-
tal drinking were all significant predictors of smoker status among 
heterosexual women (p’s < .05), income and being African American 
were the only significant predictors of smoker status among women 
included in the NHNL group. Income was found to be the only sig-
nificant predictor of smoker status among women who identified as 
exclusively lesbian (See Figure 1b, 1c, and 1d).

Predictors of Victimization Experiences
Victimization experiences were common, with 63.4% of partici-
pants reporting at least one form of childhood victimization and 
40.2% reporting at least one form of victimization in adulthood. 
As shown in Figure  1a, childhood victimization was associated 
with race/ethnicity, parental drinking problems, and sexual iden-
tity. African American (OR = 2.86, SE = 0.66, p < .001; d = 0.58) 
and Hispanic women (OR = 1.82, SE = 0.47, p = .019; d = 0.33), 
compared to white women, were more likely to report childhood 
victimization. Having one or both parents who had a drink-
ing problem was a significant predictor of childhood victimiza-
tion (OR  =  2.41, SE  =  0.42, p < .001; d  =  0.48). The bisexual 
and lesbian groups were more likely than the heterosexual group 
to report childhood victimization (OR = 2.41 (d  = 0.49) for the 
bisexual group and OR = 3.50 (d  = 0.69) for the lesbian group, 
p’s < .001). When estimated within each sexual orientation group, 
there was no difference between Hispanics and whites in childhood 
victimization among lesbians as shown in Figure 1d. In the lesbian 
group, age was a significant predictor of childhood victimization 
with older lesbians more likely to report experiences of childhood 
victimization compared to young lesbians (OR = 1.03, SE = 0.01, 
p = .013; d = 0.02).

Women in the bisexual and lesbian groups were more likely 
than those in the heterosexual group to report adult victimiza-
tion (OR = 1.83, SE = 0.45; d = 0.33 for the bisexual group, and 
OR = 1.59, SE = 0.35; d = 0.26 for the lesbian group; p’s = .015 
and .035, respectively). Other variables were not significantly 
related with adult victimization, but when relationships were 
assessed within each sexual orientation group, parental drink-
ing problems were associated with adult victimization among 
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heterosexual women (OR = 1.90, SE = 0.60, p = .042; d = 0.35) as 
shown in Figure 1b.

Relationship Between Victimization Experiences and 
Smoking Status
As Figure 1a illustrates, women victimized in childhood were more 
likely to be re-victimized during adulthood (OR = 2.05, SE = 0.25, 
p < .001; d = 0.39), and adult victimization had a direct effect on 
current smoker status (OR = 1.34, SE = 0.19, p = .041; d = 0.16). 
Childhood victimization was not related directly to smoker status; 
rather, the effect of childhood victimization on self-reported smoker 
status was mediated by adult victimization (indirect effect, β = 0.05, 
SE = 0.016, p = .03). In other words, childhood victimization was 
indirectly related to current smoking through victimization in adult-
hood. In multi-group analyses, this indirect relationship remained 
significant only among women included in the non-hetero, non-les-
bian group (indirect effect, β = 0.12, SE = 0.05, p = .02).

Discussion

Our results support previous research findings15,35 showing high 
rates of victimization experiences among SMW. More than 60% 
of the sample reported at least one form of childhood victimiza-
tion and 40% reported at least one form of victimization in adult-
hood. Consistent with the extant literature, women in the bisexual 
and lesbian groups were more likely than those in the heterosexual 
group to report both childhood and adult victimization. Risk factors 
for victimization also differed based on sexual identity. Among all 
women, having one or both parents who had a drinking problem 
was a significant predictor of childhood victimization. In addition, 
African American and Hispanic women compared to white women, 
were more likely to report childhood victimization. However, among 
lesbians, age was a significant predictor of childhood victimization 
with older lesbians more likely to report experiences of childhood 
victimization compared to young lesbians. Although not the central 
focus of the current study, variations in victimization risk factors 
based on sexual identity suggest the need for a more comprehensive 
study examining this research question.

An important contribution of this study is that for the first time, 
we demonstrate in a sample of heterosexual and SMW women the 
association between victimization experiences and current smok-
ing status. Study hypotheses regarding the relationships between 
victimization and smoking behaviors were only partly confirmed. 
Consistent with study hypotheses, among all study participants (full 
model), adult victimization was directly associated with an increased 
likelihood of current smoking. A key research question was whether 
there were both direct and indirect effects of childhood victimiza-
tion on smoking status. Counter to hypotheses, a direct relationship 
between childhood victimization and smoking was not observed. 
However, an indirect relationship was observed. We found that the 
effect of childhood victimization on self-reported smoker status 
was mediated by adult victimization; that is, childhood victimiza-
tion increased the likelihood of victimization as an adult, and adult 
victimization influenced smoking status. This mediation effect was 
especially robust among those study participants who reported 
higher levels of childhood victimization. These findings are consist-
ent with the extant literature linking childhood victimization to 
further victimization experiences in adulthood23 and victimization 
experiences to an increased risk for smoking.20,24 Model testing for 
each sexual orientation identity separately suggests that the rela-
tionship between victimization and smoking only held for women 
included in the bisexual group who reported a high level of child-
hood victimization. These findings suggest that the impact of adverse 
childhood experiences on adult smoking behaviors varied based on 
the higher levels of victimization and sexual orientation, indicating 
the need for further investigation of these risk factors as drivers of 
known health and behavioral risk disparities among SMW.

Given the increased likelihood of victimization among SMW and 
the known associations between victimization and a range of health-
compromising behaviors, additional research is needed to identify 
risk and protective factors for SMW and to develop effective vio-
lence prevention and treatment programs. Of note was the consistent 
and detrimental impact of parental drinking on smoking behaviors 
and victimization among women in our sample. Childhood exposure 
to parental addiction is relatively common in the United States.36 In a 
study of harmful childhood experiences, substance abuse by a house-
hold member was the most common type of exposure reported.24 
Consistent with the negative consequences of parental drinking 
observed in the current sample, previous research has demonstrated 

Table 1. Characteristics of the Study Sample (N = 953)

Variables Na % or mean (SD)

Smoker status
  Yes 270 28.4
  No 682 71.6
Childhood victimization
  0 330 36.6
  1 329 36.4
  2 209 23.1
  3 35 3.9
Adulthood victimization
  0 560 59.8
  1 267 28.5
  2 97 10.4
  3 12 1.3
Age (Mean) 953 40.0 (12.3)
Race/Ethnicity
  White 521 54.6
  African American 240 25.2
  Hispanic 192 20.2
Education
  High school or less 310 32.6
  Some college 353 37.1
  Bachelor’s degree 165 17.3
  Grad/professional degree 124 13.0
Annual income
  <$10 000 110 11.6
  $10 000–$29 999 240 25.5
  $30 000–$39 999 135 14.3
  $40 000–$59 999 180 19.1
  ≥$60 000 278 29.2
Parental drinking problem
  Yes 288 31.8
  No 618 68.2
Sexual Orientation
  Heterosexual 502 52.7
  Lesbian 303 31.8
  Non-heterosexual, Non-lesbian 148 15.5
Study
  CHLEW 405 42.5
  NSHLEW 548 57.5

CHLEW  =  Chicago Health and Life Experiences of Women; NSHLEW  =   
National Study of Health and Life Experiences of Women.
aNs vary due to missing data.
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that having a parent with substance abuse or addiction contributes 
to a range of challenges during childhood.37–39 For example, children 
of parents who abuse alcohol are more likely to be victims of vio-
lence and to experience parental violence, family break-up, and drug 
addiction themselves.40 Hussong and colleagues41 found that com-
pared with control subjects, children of alcoholics were at greater 
risk for negative stressors, more likely to report experiencing these 
stressors repeatedly, and more likely to show higher rates of distress 
and poor coping. In this study, participants who reported parental 
drinking problems were more likely to be current smokers and to 
have experienced victimization in both childhood and adulthood, 
with the effect being most consistent among heterosexual women. 
At least one study has shown higher rates of substance use among 
the parents of lesbian, gay, and bisexual adults.42 Additional research 
is needed to determine base-rates of exposure to parental alcohol 
abuse among SMW and to further explore the impact of parental 

drinking on the elevated rates of childhood victimization experiences 
in this population.

Compared to the general population, rates of smoking in this 
sample were elevated, with twenty-eight percent of the sample meet-
ing criteria for current smoker. Consistent with prior studies, com-
pared to heterosexual women, the bisexual and lesbian groups had 
slightly higher odds of being current smokers.43 Data for Wave 1 
of the CHLEW sample were collected in 2000–2001 and Wave 5 
from the NSHLEW sample were collected in 2001. Rates of smoking 
among women have decreased substantially since the 1990s, when 
the number of smoking among adults was over 25%.44 Although 
analyses from these combined samples provide a rich and unique 
opportunity to compare SMW to a probability sample of hetero-
sexual women using similar measures, questions exist as to why 
the often-reported large disparities in smoking rates by sexual ori-
entation was not observed in the current study. As the goal of the 

Figure 1. A path model of victimization and smoker status (N = 898). 
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present study was to identify predictors of smoking behaviors and 
not to establish smoking prevalence rates, so our results still have 
important implications for understanding smoking behaviors among 
women with differing sexual orientations.

Beyond victimization experiences, basic demographic factors 
associated with smoking also predicted smoking in this sample.45 
However, these relationships were primarily observed among 
heterosexual women. Specifically, older age, non-Hispanic white 
ethnicity, and higher education and income decreased the odds 
of being a current smoker. Only income level was associated with 
smoking status across all three samples. Recent studies have sug-
gested the continued high risk for smoking among individuals 
from lower socioeconomic backgrounds.46 Risk factors influencing 
this relationship appear to be the reduced likelihood of success-
ful attempts at quitting combined with reduced social support for 
quitting, low motivation and self-efficacy for quitting, higher levels 
of nicotine dependency, and less access and adherence to smok-
ing cessation treatments.46 As for women in general, larger-scale 
tobacco prevention and control efforts in the SMW community 
will need to include specific outreach to individuals of lower socio-
economic status.

Limitations

The CHLEW sample was selected using non-probability methods. 
Although probability samples are preferable, probability surveys of 
SMW typically over-represent white, middle-class SMW who are 
comfortable disclosing their sexual orientation.47 An important limi-
tation of the study is the fact that it included a very small number 
of women who identified as bisexual. Because of this, we combined 
bisexually identified women with those who identified as mostly 
lesbian and mostly heterosexual. Although research has shown that 
each of these intermediate groups is at heightened risk for a vari-
ety of health-threatening behaviors and negative health outcomes, 
relative to heterosexual women48 too little is known about them to 
determine whether they are more similar to bisexual women than to 
exclusively lesbian or exclusively heterosexual women, respectively. 
Additional research is needed that includes large groups of self-iden-
tified bisexual women. Further, men were excluded from the study. 
Research on mixed or male samples would be needed to examine 
whether these relationships generalize to men.

Another limitation was our reliance on self-reports for smoking 
status; however, self-report has been established as a reliable indica-
tor of smoking status.49 The data analyzed here were collected as part 
of a larger study of SMW’s health. Although tobacco use behaviors 
were assessed, these measures did not include standardized measures 
of nicotine dependency, interest and self-efficacy for quitting, paren-
tal smoking behavior or factors associated with maintaining smok-
ing behaviors. To enhance the methodological rigor, future studies 
should include standardized measures of smoking behaviors. Our 
data are from two important longitudinal studies of women’s life 
experiences. However, these data were collected more than a decade 
ago and should be replicated with data that are more recent. The 
focus of the present study was not on determining smoking preva-
lence or overall rates of victimization, factors that may change over 
time. As such, we anticipate that the observed patterns of relation-
ships would be replicated with a more current data set. Finally, the 
cross-sectional design limits evaluation of causality, so it is not pos-
sible to determine whether smoking began before or after victimiza-
tion (especially in the case of adult victimization).

Conclusions

This study is among the first to examine the influence of child-
hood and adult victimization experiences on smoking status in a 
sample of heterosexual and SMW. Study findings make a valuable 
contribution to the literature on the influence of adverse experi-
ences on health risk behaviors. Given the negative and long-term 
impact of experiences of victimization on women’s health and 
well-being, programs and policies aimed at preventing victimiza-
tion of women are warranted. Providers and community health 
agencies should assess and target physically and sexually abused 
sexual minority youth for mental health intervention with the 
goal of interrupting the progression from childhood victimization 
to adult victimization and subsequent engagement in health risk 
behaviors.
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