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Abstract

Purpose: We sought to compare the demographic characteristics, drug and alcohol use, sexual
behaviors, delinquency, and mental health indicators of sexual minority and non-sexual minority
first-time offending, court-involved, not incarcerated (FTO CINI) adolescents.

Methods: Using adolescent- and caregiver-reported baseline data from the Epidemiologic Study
Involving Children in the Court (EPICC), a prospective cohort study of 423 adolescent-caregiver
dyads recruited from a Northeastern family court system, we compared demographic and
behavioral health characteristics of sexual minority and non-sexual minority FTO CINI
adolescents.

Results: Nearly one-third of the adolescents (31.4%, n=133) were classified as a sexual minority;
19.6% (n=81) self-identified with a non-heterosexual sexual orientation. Sexual minority
adolescents were more likely than their non-sexual minority peers to identify as female, to have
used psychiatric services or psychotropic medications, to have used an illicit drug or alcohol or to
know peers who use these substances, to report alcohol/drug use during sex, to endorse more
severe mental health problems, to have more recent post-traumatic symptoms, and to have engaged
in self-harm behaviors. However, sexual minority adolescents did not differ from non-sexual
minority adolescents in other demographic characteristics (including school performance) or
delinquent behavior.

Conclusions: One-third of court-involved, not incarcerated adolescents may be sexual
minorities. Specific screening methods are necessary to identify these adolescents and to address
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their unique risk characteristics, which include more severe mental health difficulties and higher
rates of high-risk sexual behavior and drug/alcohol use compared with their non-sexual minority
peers.
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Introduction

Between 2005 and 2014, the percentage of US adolescents who were detained following
referral to juvenile court was consistently less than 30% [1]. Instead, the majority of court-
referred adolescents were referred to community-based supervision; in this report, we refer
to these adolescents as court-involved, non-incarcerated (CINI). Previous research has
documented high rates of substance use and other psychiatric disorders and sexually
transmitted infections (STIs) among detained adolescents [2]; however, far less is known
about the health status of their CINI peers. Limited data in this population suggest
significantly higher rates of mental illness [3], high-risk sexual behavior [4, 5], and earlier
onset and more frequent use of alcohol and other drugs [5,6], compared with adolescents in
the general population.

Sexual minority adolescents (broadly defined as those who identify as lesbian, gay, bisexual,
or another non-heterosexual orientation; are transgender or are gender nonconforming; and
adolescents who endorse same-sex attraction or behaviors), represent a vulnerable,
marginalized population [7]. Results from the 2015 Youth Risk Behavior Surveillance
System (YRBSS) reveal that approximately 11.2% of US adolescents in grades 9-12 identify
with a non-heterosexual orientation; in addition, 6.3% reported sexual contact with someone
of the same sex [8]. Among detained adolescents, approximately 30% identify as sexual
minorities [9], though the corresponding percentage among CINI adolescents is unknown. In
the general population, sexual minority adolescents are more likely than their non-sexual-
minority peers to report victimization and self-harm behaviors [10], to meet diagnostic
criteria for multiple mood and anxiety disorders [7, 11], and to engage in hazardous alcohol
and drug use [12, 13] and high-risk sexual behavior [14-16]. Even less is known about the
characteristics and behavioral patterns of sexual minority first-time offending (FTO) CINI
adolescents.

From a public health perspective, these data are critical because (1) sexual minority identity
and court involvement both confer profound health risks that may have negative synergistic
effect when combined; (2) sexual minority adolescents may not be recognized in the justice
system without appropriate and sensitive screening methods; (3) quantifying the prevalence
and characteristics of these adolescents are essential precursors to designing cost-effective
and tailored interventions, and (4) adolescents’ first court contact represents a unique
opportunity to prevent worsening of preexisting health risks and further entrenchment in the
justice system. Results of this study may serve as a foundation for subsequent longitudinal
analyses to test causal relationships among demographic, behavioral, and mental health
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characteristics and recidivism, and interventions to meet the unique risks of sexual minority,
FTO CINI youth.

Using data from a cohort of FTO CINI adolescents, we sought to examine the prevalence of
sexual minority, FTO CINI adolescents and to compare their demographic and mental health
characteristics, sexual behaviors, and alcohol and drug use patterns with their non-sexual
minority peers. We hypothesized that (1) the prevalence sexual minority adolescents among
FTO CINI youth would approximate rates found in detained samples (i.e., roughly 30%) and
(2) sexual minority FTO CINI adolescents, compared with their non-sexual minority peers,
would demonstrate similar demographic characteristics but elevated rates of mental health
difficulties and riskier sexual behavior and substance use patterns based on risk behavior and
mental health patterns among non-justice-involved, sexual minority adolescents.

Participants were drawn from the Epidemiologic Study Involving Children in the Court
(EPICC), a longitudinal, prospective cohort study examining HIV/STI risk, substance use,
and mental health outcomes of FTO CINI youth [17]. Adolescents (ages 12-18 years) were
recruited from a large, Northeastern juvenile court; assessments were completed between
June 2014 and July 2016. In addition to FTO classification, inclusion criteria for adolescents
included: English-language proficiency (caregivers could be proficient in Spanish or
English), participation of an involved caregiver (i.e., a biological parent or legal guardian
who had been living with the adolescent for at least 6 months and was willing to participate
in the study). Exclusion criteria included: being a repeat offender and presence of a cognitive
impairment (in either the adolescent or caregiver) that would prevent completion of study
assessments (see Figure S1 for participant flowchart).

Procedure and design

Baseline data were collected from 423 FTO CINI youth and caregiver dyads. Caregivers of
FTO adolescents were notified about study potential participation through a letter that
accompanied standard court paperwork sent to the home ahead of the first court-related
appointment. In collaboration with the court, trained research assistants approached all
adolescent/caregiver dyads during their first meeting with an intake coordinator. Adolescents
were sampled with a goal of recruiting roughly equal numbers of participants with status
(i.e., actions that are prohibited only because the offender is a minor such as truancy and
running away from home) and delinquent (i.e., all other crimes committed by minors such as
disorderly conduct, assault, and shoplifting) offenses. Computer-administered surveys were
completed at locations that were convenient for participants and allowed for privacy,
including participant homes, the project field office, or other community-based locations
(e.g., libraries).The principal investigator’s university and collaborating sites’ institutional
review boards approved all recruitment and study procedures. A federally issued Certificate
of Confidentiality was obtained to further protect participant privacy. See Supplementary
Methods for additional details.
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Sexual minority status: Sexual minority adolescents were identified by endorsement of
at least 1 of the following 5 criteria: (1) non-gender binary (i.e., chose “other” for gender),
(2) same-sex sexual behavior (i.e., endorsed any previous sexual behavior with an individual
of the same sex), (3) same-sex attraction (i.e., endorsed being “sexually attracted to”
individuals of the same sex), (4) non-heterosexual sexual orientation (i.e., endorsed “sexual
orientation” as homosexual [gay, lesbian, or queer], bisexual, undecided [questioning], or
other), or (5) victim of sexual-orientation or gender-identity based victimization (i.e.,
endorsed having been bullied or kicked out of their home because of their gender expression
or sexual orientation within the past year, adopted from reference [9]) (Appendix Table S1).
The final criterion regarding gender expression- or sexual orientation-based victimization
was drawn from a study of detained sexual minority adolescents [9].

Demographics, mental health service use, and offending charge: Age, gender,
race, ethnicity, employment status, and current school grades were self-reported by
adolescents. Family income was provided by the caregiver. History of repeated grades,
history of expulsion, and receipt of special education services or an individualized education
plan (a formalized educational plan through the special education system) or a 504 plan
(accommodations, support services, or modifications for students with disabilities) were
drawn from a combination of adolescent and caregiver responses (i.e., the item was
considered a “yes” response if either adolescent or caregiver endorsed it). Parental report of
adolescents’ lifetime use of any mental health services (e.g., outpatient and inpatient
psychiatric care, day/partial hospitalization, residential treatment) and prescription of a
psychotropic medication were summarized in 2 dichotomous variables. Court records were
used to determine first offense type (status or delinquent).

Substance use: Adolescents were asked about lifetime use of alcohol, cannabis, and
other drugs (e.g., heroin, cocaine, non-prescribed use of prescription medications).
Adolescents’ perceptions of the consequences of substance use over the past 4 months were
measured using the 24-item Brief Young Adult Alcohol Consequences Questionnaire [18]
and the 21-item Brief Marijuana Consequences Questionnaire [19]; for each measure, the
total number of items endorsed (e.g., 'l have passed out from drinking™) were summed to
yield a total score ranging from 0-24 and 0-21, respectively. Adolescents were also asked
about perceived “occasional” and “regular” peer use of alcohol, cannabis, and other drugs
using the Peer Tolerance of Substance Use scale [20]; 2 items were provided for each
substance and were coded on a 5-point scale (i.e., 0, none of them; 1, a few; 2, some; 3,
many; 4, most; 5, all). A mean score for each substance was calculated.

Sexual behavior: Adolescents were asked whether they had any sexual encounters (oral,
vaginal, or anal) during their lifetime and recently (within the past 4 months), as well as how
many lifetime and recent sexual partners they had. Items were based on a modified version
of the AIDS-Risk Behavior Assessment, which draws from multiple, previously validated
measures of sexual behavior [21]. Adolescents who endorsed recent sex were asked how
often they or their partners were “using alcohol, marijuana, or other drugs” during vaginal or
anal sex; responses were recoded into a single, dichotomous variable: any versus none self-
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or partner-reported substance use during sexual activity. A 4-month retrospective recall falls
within the 3-month [22] to 18-month [23] recall range for adolescent sexual behavior
applied in previous studies.

Delinquency: Adolescents completed the National Youth Survey Self-Reported
Delinquency scale [24]; the General Delinquency subscale was used for these analyses. It
included 23 delinquent acts for which the total number of lifetime delinquent acts (e.g.,
larceny, fighting) ranged from 0-23.

Behavioral and mental health symptoms: Adolescents completed the Behavior
Assessment System for Children, Second Edition (BASC-2) [25] to assess for behavioral,
social, and emotional challenges; for these analyses, age- and sex-adjusted £scores were
dichotomized into “clinical” (i.e., t-scores =60) and “non-clinical” (i.e., t-scores <60)
categories.

Post-traumatic symptoms: Adolescents completed the 9-item National Stressful Events
Survey Post-Traumatic Stress Disorder Short Scale [26] to assess distress associated with
post-traumatic symptoms within the past 7 days (e.g., “being ‘super alert,” on guard, or
constantly on the lookout for danger™). Items were scored on a 5-point scale (i.e., 0, not at
all; 1, a little bit; 2, moderately; 3, quite a bit; 4, extremely); mean scores ranged from 0-4
with higher scores indicating more post-traumatic symptoms.

Traumatic event exposure: Adolescents self-reported whether they had ever witnessed
inter-partner violence against a parent, and, as adapted from the YRBSS, whether they
themselves had been the victim of dating violence or unwanted sexual advances within the
past 4 months [27].

Self-injurious behavior: One adolescent self-report item from the Functional Assessment
of Self-Mutilation [28] was used to assess for assess for lifetime self-harm behavior: “Have
you ever intentionally cut your body using pins, knives, razorblades, safety pins, or other
things?”

Data Analysis

First, percentages of adolescents classified in each of the 5 sexual minority categories (and
in any of the 5 categories), as well as the sum of the total number of categories attributed to
each adolescent were calculated. Previous research among bisexual-identifying young
women has suggested that a sizable minority change their self-identified orientation to
heterosexual in early adulthood [29]; thus, we examined the percentage of youth who
identified as bisexual, undecided (questioning), or other. Second, descriptive statistics were
calculated to characterize the sociodemographic characteristics of FTO CINI youth by
sexual minority status. Demographics, sexual behavior, drug and alcohol use, and mental
health indicators of sexual minority and non-sexual minority were compared using
appropriate tests (i.e., £tests or Mann-Whitney (U-tests for continuous variables, chi-squared
or Fisher’s exact tests for categorical variables). Analyses were performed using Stata,
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version 15 (StataCorp LP); all p-values were two-sided with a=.05, and we applied the
Benjamini-Hochberg procedure [30] to reduce the type | error at 5% across all comparisons.

Sexual minority status

Among the 423 adolescents who completed the baseline assessment, 31.4% (n=133) were
classified as sexual minorities by at least 1 definition (Table 1; see Table S2 for item-level
analysis of sexual-orientation or gender-identity based victimization). Among these
adolescents, those who endorsed a non-heterosexual orientation (n=81), same-sex sexual
attraction (n=79), and experienced discrimination as a result of their sexual orientation or
gender identity (n=73) were most represented, compared with those who endorsed same-sex
sexual behavior (n=43) and non-binary gender identity (n=2). Further, 18.0% (n=76) of all
adolescents were classified as sexual minorities by 2 or more definitions. Among females
who identified with a non-heterosexual orientation (n=65), 83.1% (n=54) identified as
bisexual, undecided (questioning), or other; similarly, among males who identified with a
non-heterosexual orientation (n=13), 76.9% (n=10) identified as bisexual, undecided
(questioning), or other. Further, 63.1% (n=41) of non-heterosexual females identified as
bisexual only, compared with 46.2% (n=6) of males.

Demographics, academics, and offense history

In the entire sample, adolescents had a mean age of 14.6 years (SD=1.5) and 46.0% were
female. The sample was racially diverse (38.0% white, 12.9% African American, and 49.2%
other) and 43.6% of adolescents identified ethnically as Latinx (Table 2). Compared with
non-sexual minority adolescents, sexual minority adolescents were more likely to define
their gender as female (71.5% vs. 34.6%, p<.001), to have used any psychiatric services
(82.7% vs. 65.9%. //=002) and to have been prescribed a psychotropic medication (46.6%
vs. 30.0%,,0=.003). The two groups did not differ significantly by age, race, ethnicity,
employment status, family income, school-related characteristics, or charge type (Table 2).

Substance use

Sexual risk

Sexual minority adolescents were more likely to endorse lifetime use of alcohol (46.6% vs.
26.6%, p<.001), cannabis (59.9% vs. 44.3%, p=.009), or other drugs (20.2% vs. 10.3%. p=.
014: Table 3. Among sexual minority and non-sexual minority adolescents who endorsed
use of alcohol and cannabis, their subjective perceptions of the consequences of substance
use did not significantly differ from substanceusing, non-sexual minority adolescents.
However, sexual minority adolescents were more likely to endorse peer use of alcohol,
cannabis, and any alcohol or drug (Table 3).

Sexual minority and non-sexual minority adolescents endorsed similar rates of lifetime
sexual behavior (45.9% vs. 37.5%,,0=.191) and in the past 4 months (33.8% vs. 28.0%, p=.
251), as well as similar numbers of sexual partners over their lifetime (p=.112) and in the
past 4 months (p=.219) (Table 3). Because of the skewed distribution of nhumber of sexual
partners, we also compared the 2 groups using three-level variables (i.e., 0, 1, or =2
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partners), which yielded similar results (data available upon request). However, sexual
minority adolescents were more likely to endorse that either they or their sexual partner were
intoxicated during sex in the past 4 months (68.2% vs. 40.3%, p=.009).

Mental health and delinquency

Sexual minority adolescents were more likely than non-sexual minority adolescents to
endorse symptoms on the BASC-2 within the clinical range for Internalizing Problems
(24.8% vs. 10.5%, p=.001), Inattention/Hyperactivity (22.7% vs. 12.0%, p=.012), the
Emotional Symptoms Index (27.3% vs. 9.1%, p<001), and Personal Adjustment (21.1% vs.
3.6%, p<.001) (Table 4). Sexual minority adolescents were no more likely than their non-
sexual minority adolescent peers to endorse symptoms within the clinical range for School
Problems (13.9% vs. 9.4%, p=.226) or to endorse past delinquent behaviors (p=. 112).

Trauma and self-harm

Sexual minority adolescents endorsed more post-traumatic symptoms than non-sexual
minority adolescents (p=.001) and were more likely to have ever witnessed interpersonal
violence against their caregiver (26.3% vs. 11.9%, p=.001) (Table 5). However, sexual
minority adolescents were not more likely than non-sexual minority adolescents to endorse
being the victim of dating partner violence (11.2% vs. 8. 1%, p=.470) or of unwanted dating
partner sexual advances (4.6% vs. 2.8%, p=.479) in the past 4 months. Sexual minority
adolescents were also more likely to endorse a history of self-injurious behavior (46.5% vs.
12.6%, p<.001).

Sensitivity analysis
Most previous studies that have applied a multi-dimensional definition of sexual minority
status have not included sexual orientation or gender-based victimization; therefore, we
repeated the analyses, removing victimization from the definition of sexual minority status.
With this alternative classification, the pattern of significant differences was similar to the
main analysis, with the following exceptions: the number of sexual partners, endorsement of
lifetime sexual intercourse, and degree of alcohol-use consequences were now significantly
higher among sexual minority adolescents, and receipt of any psychotropic medications and
clinically significant BASC-2 inattention/hyperactivity scores were no longer significantly
different (Tables S3-S6).

Discussion

Healthy People 2020 aims to collect “nationally representative data on LGBT Americans”
and to explore “sexual/gender identity among youth” [31]. In addition, the National Center
for Mental Health and Juvenile Justice has drawn attention to the mental health needs of
court-involved youth [32]. This report addresses these public health concerns by examining
sexual minority status and behavioral health within a unique cohort of court-involved
adolescents.

Sexual minority adolescents, comprising nearly one-third of this cohort of FTO CINI
adolescents, were more likely to be female, to have used mental health services, to endorse
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higher self-reported lifetime rates and perceived peer use of drugs and alcohol, more
frequent intoxication during recent sexual activity, more severe mental health difficulties and
post-traumatic symptoms, and higher prevalence of self-injurious behavior. Sexual minority
adolescents did not differ significantly from non-sexual minority adolescents in other
demographic characteristics or self-reported illicit behavior; however, our data suggest that
this is a subgroup of justice-involved youth who have significant psychiatric and substance
use needs.

These results suggest that FTO CINI sexual minority youth exhibit a unique set of
behavioral health risk characteristics; however, despite these characteristics that may predict
worse mental health, medical, and forensic trajectories, sexual minority adolescents were
otherwise indistinguishable from their peers. Thus, if sexual minority status is not
specifically queried and in multiple ways, these adolescents remain under-recognized and
their distinct needs will be unmet.

This study presents at least two innovations. First, we integrated multiple definitions of
sexual minority status to capture diverse ways that adolescents may choose to label their
non-heterosexual or non-cis-gendered identities. Previous research suggests that adolescents
are more likely to respond positively to questions about sexual attraction instead of behavior
or orientation [33], and best-practice guidelines recommend asking about sexual minority
status in multiple formats [34]. Among the 31.5% (n=133) of adolescents who were
classified as sexual minorities, a substantial fraction (42.8%, n=57) were only identified by
one of the five categories, suggesting that if only a single question were used, many of these
adolescents would have gone unidentified. Our finding that nearly one-third of our sample
could be classified as sexual minorities is consistent with the 30% found in previous
research with detained sexual minority adolescents [9]. As this is the first study, to our
knowledge, to apply 5 dimensions of sexuality to define sexual minority status, assessing the
validity of this approach is challenging. In large part, the pattern of significant differences
remained similar even after removing the victimization criterion thereby suggesting the
robustness of our results. Replication of our findings in different samples using these same
definitions will be important to further validate these study results.

Second, we surveyed FTO CINI adolescents, about which little is known compared with
adolescents in custody. Previous research by our group [35] and others [5, 36] has
demonstrated a unique set of behavioral risk characteristics in this sizable population of
court-involved youth. The results of the current study represent the first to specifically
examine the specific characteristics of sexual minorities within this community-supervised
population.

An unexpected result was the few (n=2) adolescents who identified as non-gender binary,
given the well-established over-representation of transgender adults in the criminal justice
system [37]. This finding may be explained by timing: Adolescents in this sample may have
not yet solidified their transgender or non-gender-binary identities, a process that may occur
later in development [38].
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Several limitations should be considered. Our definition of sexual minority status, in
attempting to capture all adolescents with non-heterosexual orientations, attractions,
behaviors, and transgender identities, may have inadvertently included adolescents who may
subsequently develop non-sexual minority identities [39]. However, sensitivity analyses
yielded similar results after victimization had been excluded in the sexual minority
definition, suggesting the robustness of our categorization. In addition, we did not
comprehensively assess for histories of traumatic experiences or suicidal ideation because of
limited baseline survey data; however, we did examine dating- and caregiver-related
violence (experienced or witnessed) and lifetime self-injurious behavior. Further, we were
unable to compare demographics of those who did and did not enroll in the study because
caregivers and adolescents who were either ineligible for or declined participation did not
provide study consent or assent to record these data. The sample does, however, have
strengths in representing the actual proportion of youth coming into the court with a first-
time status versus delinquent offense (50% each) in any given year. As one of our primary
objectives was to examine unique characteristics and risk factors among sexual minority
FTO CINI adolescents in this unique cohort, we chose not to control for demographic
characteristics (e.g., age, sex, race/ethnicity). The cross-sectional analysis design prevents us
from analyzing the dynamic nature of sexual/gender identity among adolescents over time
and drawing causal inferences. Last, our limited sample size may have introduced type Il
error, accounting for some of the nonsignificant comparisons; subsequent studies with larger
sample sizes among FTO CINI adolescents may help confirm our findings.

The benefits of proactively identifying sexual minority, FTO CINI adolescents must be
balanced by safety considerations. Identified FTO CINI sexual minority adolescents may
encounter sexual-orientation- or gender-identity-based discrimination and harassment
without adequate safeguards. Therefore, before implementing screening initiatives, justice
settings will need to design appropriate protections, such as maintaining strict confidentiality
of sexual minority status, training court staff, and maintaining vigilance for covert forms of
harassment.

In conclusion, this study is the first to classify and characterize FTO CINI sexual minority
adolescents. These results indicate that sexual minority adolescents would likely go
unidentified if not specifically queried about their sexual orientations, attractions, and
behaviors; as a result, their increased behavioral health needs would not be addressed. Future
research will examine the developmental trajectory of sexual minority FTO CINI
adolescents. These analyses will inform empirically supported interventions designed to
mitigate the unique risks of these vulnerable youth.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Implications and contribution:

This study suggests that settings that serve justice-involved youth should reconsider how
they identify and address the specific behavioral health needs of sexual minority youth
relative to non-sexual minority justice-involved youth. Addressing these needs in a
culturally informed way may offset health risk behaviors and legal-system entrenchment
into young adulthood.

J Adolesc Health. Author manuscript; available in PMC 2019 October 01.



1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuen Joyiny

Hirschtritt et al.

Table 1:

Classification of sexual minority status among FTO CINI adolescents (N=423)a

N %

Non-gender binary conforming 2 0.5
Same-sex sexual behavior 43 | 10.2
Same-sex sexual attraction 79 | 187
Non-heterosexual sexual orientation (i.e., gay, lesbian, bisexual) 81 | 19.6
Experienced discrimination from sexual orientation or gender identity 73 | 17.3
Sexual minority status by any definition 133 | 314
Total number of sexual minority categories

0 290 | 68.6

1 57 | 135

2 27 6.4

3 29 6.9

4 20 4.7

5 0 0.0

a, . _— _
See text and Table S1 for operational definitions used for each category of sexual minority status
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Table 2:

Page 15

Demographic, academic, court-related, and mental health service use characteristics of

FTO CINI sexual minority and non-sexual minority adolescents

Source® Total Sexual Non-sexual
sample minorities | minorities
(n=423) (n=133) (n=290)
t(df) p
Mean age at interview, in years (SD) A 146 (1.5) | 146(1.4) 14.5(1.6) -.04 (421) | .660
X2 P
Female, n (%)b A 193 (46.0) | 93 (71.5) 100 (34.6) 49.20 <.001
Latinx, n (%) A 181 (43.6) | 52(39.4) | 129 (456) | 1.40 326
Race, n (%) A 1.86 464
White 156 (38.0) | 54 (41.2) | 102 (36.4)
African American 53 (12.9) 13(9.9) 40 (14.3)
Other € 202 (49.2) | 64 (48.9) | 138(49.3)
Employed, n (%) A 44(108) | 12(9.4) 32 (11.4) 38 594
Annual family income, n (%) C .56 773
$0-$19,999 193 (47.9) | 58 (46.0) | 135(48.7)
$20,000-$39,999 120 (29.8) | 37 (29.4) | 83(30.0)
>$39,000 90 (22.3) | 31(24.6) | 59 (21.3)
Ever repeated a grade, n (%) C,A 153(36.2) | 47(35.3) 106 (36.6) .05 .809
Ever been expelled, n (%) C A 69 (16.4) 18 (13.5) 51 (17.7) 1.12 .385
Current grades, n (%) A
A'sand B's 76 (18.7) | 28(21.7) | 48 (17.3) 459 427
B'sand C's 152 (37.4) | 42(32.7) | 110(39.6)
C'sand D's 94(23.1) | 27(209) | 67(24.2)
D's 34 (8.4) 11 (8.5) 23(8.3)
Failing all classes 51 (12.5) 21 (16.3) 30 (10.8)
Ever received special education, n (%) C,A 160 (37.8) | 53(39.9) 107 (36.9) .33 .606
Ever had IEP or 504, n (%) C.A 185 (43.7) | 65(48.9) | 120(41.4) | 2.08 239
Charge type, n (%) Court records .39 .604
Status offender 194 (45.9) | 58 (43.6) 136 (46.9)
Delinquent offender 229 (54.1) | 75 (56.4) 154 (53.1)
Mental health service use, lifetime, n (%)
Any psychiatric services d C.A 301(71.2) | 110(82.7) | 191(65.9) | 12.61 .002
Prescription of psychotropic medications | C, A 149 (35.2) | 62 (46.6) 87 (30.0) 11.03 .003

Abbreviation: IEP, individualized education plan

Bolded values indicate significant differences between sexual-minority and non-sexual-minorities, p<.05. The Benjamini-Hochberg procedure was

applied to control the false-discovery rate at 5%.

aDenotes caregiver (C), adolescent (A), or both (C, A) respondents.
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b. .
Biological sex was self-reported by adolescents.
“Other” includes American Indian, Asian, Native Hawaiian or other Pacific Islander, mixed or multi-racial, and “other”

Includes history of inpatient psychiatric or drug/alcohol-related hospitalization, residential treatment center, intensive or routine outpatient
psychiatric or drug/alcohol-related services, crisis center, in-home mental health services, or “professional help” from a mental health clinician
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Table 3:
Substance use and perceptions and sexual activity among FTO CINI sexual minority and

non-sexual minority adolescents

Total sample Sexual Non-sexual
(n=423) minorities | minorities
(n=133) (n=290)
X2 p

Self-endorsed substance use, n (%)

Alcohol 138 (32.9) 62 (46.6) 76 (26.6) 16.51 <.001

Cannabis 204 (49.3) 79 (59.9) 125 (44.3) 8.66 .009

Other drugs a 55 (13.4) 26 (20.2) 29 (10.3) 7.44 .014

Any drug or alcohol 222 (52.7) 89 (66.9) 133 (46.2) 15.69 <.001
Had sexual intercourse, lifetime (%) b 166 (40.2) 61 (45.9) 105 (37.5) 262 191
Had sexual intercourse, past 4 months (%) b 124(29.9) 45(338) 79(280) 1.46 251
Adolescent or partner was intoxicated during sex, past 4 months (%) ¢ | 61(504) 30(68.2) 31(403) 8.13 009

t(df) p

Consequences of substance use, total score (SD) a

B-YAACQ 2.6 (3.4) 3.0(3.8) 2.2(3.0) -1.33(136) | .264

B-MACQ 26(3.2) 3.0(3.7) 2.3(2.7) -1.52 (199) | .216
Peer tolerance of substance use, mean score (SD)

Alcohol use 7(1.2) 1.0 (1.4) 7(1.1) -2.89(399) | .010

Cannabis use 1.6 (1.8) 2.0(1.9) 1.4(1.7) -3.15 (404) | .006

Other drug use e 5(1.1) 7(1.3) 4(1.0) -2.16 (399) | .066

Any drug or alcohol use 9(1.1) 1.2(1.3) 8(1.0) -3.09 (406) | .007

z p

Median number of sexual partners, lifetime (IQR) b 002 0(0-2) 00D 189 112
Median number of sexual partners, past 4 months (IQR) b 00 001 001 153 219

Abbreviations: B-MACQ, Brief Marijuana Consequences Questionnaire; B-YAACQ, Brief Young Adult Alcohol Consequences Questionnaire

Bolded values indicate significant differences between sexual-minority and non-sexual-minorities, P<05. The Benjamini-Hochberg procedure was
applied to control the false-discovery rate at 5%. All variables in this table were derived from adolescent self-report.

a . L . . L . .
Includes synthetic cannabis, inhalants, synthetics (e.g., bath salts), methamphetamines, cocaine, injection drugs (e.g., cocaine, heroin), club or
psychedelic drugs, tranquilizers/benzodiazepines, misuse of prescription drugs, and misuse of other drugs (e.g., steroids).

bDefined as oral, vaginal, or anal sex
CAmong adolescents who endorsed having sex within the past 4 months
dWithin the past 4 months, excludes adolescents who denied use of alcohol (B-YAACQ) or cannabis (B-MACQ)

eDefined as “other drugs besides marijuana”
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Mental health and delinquency among FTO CINI sexual minority and non-sexual

minority adolescents

Table 4:

Measure Total Sexual Non-
sample | minorities sexual
(n=423) (n=133) minorities
(n=290)
X2 p
a
BASC-2, n (%)
Internalizing Problems 61(15.1) | 32(24.8) 29 (10.5) 14.04 .001
Inattention/Hyperactivity 64 (15.4) | 30(22.7) 34 (12.0) 7.92 .012
Emotional Symptoms Index 60 (14.9) | 35(27.3) 25(9.1) 23.12 <.001
Personal Adjustment 37(9.9) 27 (21.1) 10 (3.6) 32.39 <.001
School Problems 44 (10.8) | 18(13.9) 26 (9.4) 1.85 .266
t(df) p
NYS-SRD general delinquency score, mean (SD) b1 21@27) | 25@29 19(26) -1.91(408) | 112

Abbreviations: BASC-2, Behavior Assessment System for Children, Second Edition; NYS-SRD, National Youth Survey Self-Reported

Delinquency

Page 18

Bolded values indicate significant differences between sexual-minority and non-sexual-minorities, P<.05. The Benjamini-Hochberg procedure was
applied to control the false-discovery rate at 5%. All variables in this table were derived from adolescent self-report.

a - -
Represents the percentage of adolescents whose BASC-2 subscale scores fall within the “clinical” range.

The published NYS-SRD subscale contains 24 items; however, due to an error in the survey-administration software, 1 item was inadvertently
omitted ("Have you had sexual intercourse with a person who was not your serious partner when involved in a relationship?”) and therefore the

score range for this study is 0-23.
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Table 5:
Trauma and self-harm among FTO CINI sexual minority and non-sexual minority

adolescents

Measure Total Sexual Non-sexual
sample | minorities | minorities
(n=423) | (n=133) (n=290)
t(df) p
NSESSS total score, mean (SD) 1.1(11) | 1.5(1.3) 1.0 (.9) -3.99(333) | .001
X2 p
Witnessed inter-partner violence against their caregiver, lifetime 69 (16.5) | 35(26.3) 34 (11.9) 13.61 .001
Victim of dating-partner violence, past 4 months 25(9.2) 11 (11.2) 14 (8.1) .73 470
Victim of unwanted dating-partner sexual advances, past 4 months | 14 (3.4) 6 (4.6) 8 (2.8) NA 2 479
Self-injurious behavior, lifetime 96 (23.2) | 60 (46.5) 36 (12.6) 57.23 <.001

Abbreviations: NSESSS, National Stressful Events Survey PTSD Short Scale

Page 19

Bolded values indicate significant differences between sexual-minority and non-sexual-minorities, P<.05. The Benjamini-Hochberg procedure was
applied to control the false-discovery rate at 5%. All variables in this table were derived from adolescent self-report.

a.. .,
Fisher’s exact test used to compare groups
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