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Abstract

The purpose of this dissertation was to better understand the psychosocehprobl
(mental health problems, substance use problems, and sexual risk b¢laanddle associated
contextual risk factors by comparing homeless sexual minority youthsheitrheterosexual
counterpartsThis study used an ecological perspective (Bronfenbrenner, 1989) and a risk and
protective factors framework (Hawkins, Catalano, & Miller, 1992femtify contextual risk
factors at the microsystem, mesosystem, and macrosystem levelsethasociated with the
psychosocial problems of homeless sexual minority and homeless heterosexusl yout
Individuals aged 16-24 were recruited from three drop-in programs servingessrgelths in
downtown Toronto (N=147). Structured interviews were conducted with eaatigzant.
Bivariate analyses indicated statistically significant difeces between homeless sexual
minorities (n=66) and their heterosexual counterparts (n=81) regardinglrealth, substance
use and sexual risk behaviors, as well as contextual factors suchsaggrady communication,
stigma, and discrimination with sexual minority youths faring more poorly. Resfuultiple
regression analyses indicated that sexual identity moderated the réiatioetsveen negative
peers and three psychosocial behaviors: sexual risk behaviors, condom usetandesubs.
Among sexual minorities, having peers who engaged in negative behavicaasseamted with
increased risky behaviors, but for homeless heterosexual youths, thereeffasioetween
negative peers and their sexual risk behaviors and substance usés &ssuhdicated that
sexual identity did not moderate the relationship between other contextioasfa.e., family
communication, stigma, or discrimination) and psychosocial outcomes such athmeaith,
substance use, and sexual risk behaviors. Understanding the nature aiwch dif ¢loe
differences between homeless sexual minority youths and their heterosexuatgansis an
important first step in reducing disparities regarding negativeomes of this population of

youths.
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CHAPTER 1: INTRODUCTION, AIMS, AND SIGNIFICANCE

Introduction

Homeless youths and sexual minority youths are vulnerable and stigmatized
populations. Sexual minority youths are overrepresented among homeless youths and
homeless sexual minority youths face higher risk of mental health problemsyeabs
use and sexual risk behavior compared to their heterosexual counterparts. Indtie Unit
States, a report issued by the National Gay and Lesbian Task Force (G&yha®
estimated that between 20% and 40% of all homeless youths identify as lyay, les
bisexual or transgendered (GLBT). A Canadian study on homeless and street involved
youth found that in Toronto, 29.6% of street youth identified as “non-straight” and 2.7%
as transgendered (Gaetz, 2004, p. 433).

The purpose of this dissertation was to better understand the psychosocial
problems (mental health problems, substance use problems, and sexual risk behaviors)
and the associated contextual risk factors by comparing homeless sexurdtynyouths
with their heterosexual counterparts. This dissertation used an ecologspEqise
(Bronfenbrenner, 1989) and a risk and protective factors framework (Hawkinsgr@atal
& Miller, 1992) to identify contextual risk factors at the microsystem, syestem, and
macrosystem levels of homeless sexual minority and heterosexual yoythsti¢ular,
this study was innovative by examining the role of macrosystem levebdgi$ such as
discrimination related to sexual orientation, and stigma related to homedegglative to
the psychosocial problems of sexual minority and heterosexual homeless yauths. T
date, no study has examined both of these factors in this population. (Stuber, Meyer, &

Link, 2008).



Evidence documenting the psychosocial problems facing sexual minority youths,
housed and homeless, has increased during the past three decades (Elze, 2005). Findings
indicate that sexual minority youths do not comprise a homogeneous at-risk group and
some sexual minority youths are more at risk than others (Elze, 2005). Rplexa
homeless sexual minority youths are more at risk for victimization, nezadth
problems, and substance abuse compared to housed sexual minority youths (Walls,
Hancock, & Wisneski, 2007).

Likewise, when compared to heterosexual and cisgendered, having a gender
identity that is in line with their biological sex (Vardi et al. 2008; Green, 2006¢ ez
youths, and specifically sexual minority youths who are homeless, face heigjhigk of
mental health issues, substance use issues, sexual risk behavior, and diszmiminati
compared to their homeless heterosexual counterparts (Cochran, Stewart, &inzle
Cauce, 2002; Tyler, Whitbeck, Hoyt, Cauce, 2004; Milburn, Ayala, Rice, Batterham,
Rotheram-Borus, 2000).

Previous government reports have already identified sexual minorities ds a hig
risk group. For example, the Healthy People 2010 Companion Document for Lesbian,
Gay, Bisexual, and Transgender (LGBT) Health was published to complement tlee publi
health agenda in the United States (Gay and Lesbian Medical Associatib@Rmnd
Health Experts, 2001). The heightened risks facing sexual minorities regareimg m
health issues, substance use issues, and sexual risk behavior are three of theesine is
targeted by Healthy People 2010 for disparities elimination between sexumitias
and non-sexual minorities (Gay and Lesbian Medical Association and LGBihHeal

Experts, 2001; Sell & Becker, 2001). Likewise, the Canadian Institutes ohHealt



Research (CIHR), created the Reducing Health Disparities ditdiaddress health
disparities among vulnerable populations which includes homeless individuals and sexual
minorities (Beiser & Stewart, 2005; Spitzer, 2005). The disparities listed faglbssn
Canadians include risk for premature death, infectious diseases, mental keakh is

health disabilities and substance abuse. Disparities among sexual minofesada

are similar to issues related to sexual minorities in the United Statdésas health

problems related to a history of abuse, addiction, survival sex and victimizatisar(&e
Stewart, 2005; Spitzer, 2005).

For purposes of this study, an individual was considered homeless if he/she
reported living away from home without a viable or stable residence and notcaréhe
or supervision of his/her caregiver for at least seven days within the past prior to
the day of the interview (Wasylenki & Tolomicenko, 1997). Also, a sexual minorgy wa
operationalized as anyone who self-identified as gay, lesbian, bisexuahsgeindered,
WSW (woman who has sex with women), MSM (man who has sex with men), mostly-
heterosexual, mostly-gay, queer, two-spirit, or intersex (Centre for Aaldend Mental
Health, 2004). Heterosexual was operationalized as anyone who-self idestified a
heterosexual.

The purpose of this dissertation was to better understand the psychosocial
problems (i.e., as they relate to mental health, substance use, sexual risk behaviors)
associated with homeless sexual minority yoatis through comparison withomeless
heterosexual youths, to examine the contextual risk factors associtteteir

psychosocial problems. The following research questions were addresssdstodii



1. To what extent is sexual orientation associated with microlevel (i.e., mental
health, substance use, and sexual risk behaviors), mesolevel (i.e., familyrfunggti

peer relations, school experiences) and macrolevel (i.e., stigma related to
homelessness and discrimination related to sexual orientation) outcomes in Bomeles
youths?

2. To what extent are the relationships between mesosystem factorsiiye. fa
functioning, peer relations and school experiences) and psychosocial problems
(mental health, substance use, and sexual risk behavior) among homeless youths
moderated by sexual orientation?

3. To what extent are the relationships between macrosystem factorsgina st
related to homelessness and discrimination based on sexual orientation) ahd menta
health, substance use, and sexual risk behaviors in homeless youths moderated by

sexual orientation?
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The long term consequences of homelessness are dire, and often include

unemployment, poverty, morbidity and mortality. For example, research shows that




homeless individuals are at high risk for physical and mental illness and gaee hi
death rates than the general population (Cheung & Hwang, 2004; Roy et al., 2004). Als
homelessness is universally associated with high rates of death, however death rat
among homeless men in Toronto are about one half that of homeless men in U.S. cities
(Beiser & Stewart, 2005). Finally, homelessness reduces the quality of folbek, she
health care, education, and transportation of individuals in poverty (Fraser, 2004).
Significance of the Study

Individuals are recognizing their sexual orientation at earlier ages during
adolescence than in the past (Frankowski et al., 2004). Health disparities basadbn se
orientation exist in adults (Gay and Lesbian Medical Association and LGBlihHea
Experts, 2001). Therefore, highlighting possible problems in youths has the potential to
inform interventions and programs that can prevent or address the disparitiegthan
adolescence, and persist into adulthood. The consequences of inaction will have negative
consequences for individuals and societies such as increased rates ofityyicidatal
health problems, sexually transmitted diseases, homelessness, suligiaace a

To date, there are no studies that compare the psychosocial problems of sexual
minority homeless youths compared with their homeless heterosexual coustespay
an ecological framework. Additionally, this study will include a measurexaiad
orientation that includes three dimensions of sexual orientation (i.e. idengificati
attractions, and behaviors), versus most other studies which include only one or two
dimension (e.g., Rew, Whittaker, Taylor-Seehafer, & Smith, 2005;Whitbeck, Chen, Hoyt,
Tyler & Johnson, 2004a; Kidd, 2007; Milburn, Ayala, Rice, Batterman, & Rotheram-

Borus, 2000; Moon, McFarland, Kellogg, Baxter, Katz, MacKellar, & Valleroy, 2000;



Gangamma, Slesnick, Toviessi, & Serovich, 2008). Furthermore, the inclusion of
measures of discrimination and stigma and their relationships to psych@sobiaims

of homeless youths will also contribute to the knowledge base for this population.



CHAPTER 2: BACKGROUND LITERATURE

There is an established and growing body of empirical literature regarding
psychosocial problems related to homelessness in sexual minority youthshalpter c
will provide an overview of ecological systems theory and risk and protectiwedac
framework and highlight studies related to the microsystem, mesosystem, and
macrosystem discussed in chapter one. The section will highlight the emgtndiagls by
describing the key findings and is organized based on ecological theory. Thedirsh
includes the microsystem variables mental health, substance use, andiskxual
behavior. The second section mainly addresses the mesosystem issuey of famil
relationships, and peer relationships which includes school experiences. Thedta s
discusses the macrosystem level issues of discrimination and stigma.
Ecological Systems Theory

In 1979, Bronfenbrenner published the ecological systems model which views
individual development as being nested within a set of interconnected systems.
According to Bronfenbrenner (1989, p.188), “The ecology of human development is the
scientific study of the progressive, mutual accommodation, throughout the lifecours
between an active, growing human being, and the changing properties of theatemedi
settings in which the developing person lives, as this process is affected Hgtibage
between these settings, and the larger contexts in which the settingilethbe

The multisystemic levels include individual factors such as roles and
characteristics of the developing individual (the microsystem); the inateesibcial
environment, such as the peer group, the school, the family, religious institthiens (

mesosystem); the social environment which impacts development with which the



individual does not interact directly, such as parental employment settingreoul s
administrative issues (the exosystem); and finally, at the outermosttlexel
macrosystem which consists of broad societal factors, such as socioeconaric stat
(SES) and culture. The ecological framework can be utilized to organize soaper
environment factors so that knowledge building and intervention can occur at the
appropriate systems framework (Corocoran, 2000).

Bronfenbrenner focuses on three aspects of human development: (1) an
individual's perspective of the environment; (2) the environment surrounding that
individual; and (3) the dynamic interaction between the individual and the environment
(Reifsnider, Gallagher, & Forgione, 2005). Hollander & Haber (1992) use
Bronfebrenner’s ecological transition model as a framework to study camtng
lesbians. The model takes into account activities such as sexual behavior, peroéptions
the behavior, and social context in which behavior takes place. The ecologicéibtmansi
of coming out involves multiple alterations in the individuals that reach beyond the
immediate family in the microsystem to impinge on the extended social network, or
mesosystem. These alterations reach beyond the immediate familp@at@ssin the
microsystem to impinge on the extended social network or mesosystem. Theoéffects
this transition may include (a) interruptions in relationships (e.g., parents,fokosd,
and religious representatives), (b) creation of new relationships (ebipnlemy
friendships and development of relationships with sympathetic heterosexyals), (c
disruptions in settings (e.g., changing residences and socializing irediffdaces), (d)
development of new activities, (e) the degree of internal conflict, and (f) tiekahty

of social support from the mesosystem.



Figure 2. Bronfenbrenner’s Ecological System Theory Applied to Psychosati
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Microsystem Factors (Psychosocial Problems)

Most of the studies comparing sexual minority youths to their heterosexual
counterparts use one dimension of sexual orientation, self identification forignalys
(Kidd, 2007; Whitbeck, Chen, Hoyt, Tyler, & Johnson, 2004a, Milburn, Ayala, Rice,
Batterham, Rotheram-Borus, 2000; Gangamma, et al. 2008; Rew, Whittaker, Taylor-
Seehafer, & Smith, 2005; Moon, McFarland, Kellogg, Baxter, Katz, Mackellar,
Valleroy, 2000). There appears to be general consensus that sexual oniéntati
composed of several dimensions, namely (a) physical or emotional attractisexb)
behavior, and (c) self-identification (Russell, 2006), however few articles entpeical
literature include more than one dimension (Noell & Ochs, 2001; Cochran, Stewart,
Ginzler, & Cauce, 2002).

Mental Health Problems

There is a growing body of literature that examines mental health Esesy
homeless sexual minority youths. Findings indicate that homeless sexuatyminori
youths are more likely to experience depressive episodes than their hetarose
counterparts (Whitbeck, et al., 2004a; Gangamma, et al., 2008; Rohde, Noell, Ochs, &
Seeley, 2001; Cochran et al., 2002). Also there is a gender effect with homeless gay
males being more likely to experience depression compared to heterosexdasbome
males (Whitbeck et al., 2004a, Rohde et al., 2001). Depression preceded homelessness
and was associated with a non-heterosexual orientation in older individuals (18 apd older
and lifetime homosexual experience (Rohde, et al., 2001).

In general, significantly more homeless sexual minorities attemptisultan

their heterosexual counterparts (van Leeuwen, Boyle, Salomonsen-Sautel (Zakex,

11



Hoffman & Hopfer, 2006; Noell & Ochs, 2001). Identifying as a sexual minority is a
main predictor for suicidality in males, though not for females (Leslien SReitheram-
Borus, 2002). Additionally, homeless sexual minority youths have reported signyficantl
greater numbers of self-injurious acts compared to their heterosexual coust@rpar,
Whitbeck, Hoyt, & Johnson, 2003). Sexual minority status among homeless youths is
associated with being more likely to have spent time in a locked mental heatthent
facility (Noell & Ochs, 2001).
Substance Use
lllegal Drugs. There are a few studies that compare illegal drug use between homeless
sexual minority youths and heterosexual homeless youths. Homeless sexuayminori
youths reported earlier onset of heroin, amphetamines and cocaine compared to their
heterosexual counterparts (Moon et al., 2000). Also, injection drug use among homeless
sexual minority youths is significantly more common than in homeless heteabsex
youths (van Leeuwen et al., 2006; Noell & Ochs, 2001). Homeless lesbians were more
likely to meet criteria for drug abuse than heterosexual females (\Wkighal., 2004a).
Homeless sexual minority youths reported significantly more substasedsduring
their lifetime, and within the past thirty days or the previous six months (vamieseet
al., 2006, Cochran et al., 2002).

The results from all studies do not confirm higher risk for sexual minoritres. |
one study, for males gay-bisexual status was associated with a lowkobkieof using
marijuana (Noell & Ochs, 2001). Additionally, no significant differences wared in

the use of any drugs between homeless sexual minority youths and heterosexual use

12



although total drug use was slightly higher among sexual minorities ianhges
(Gangamma et al., 2008).
Alcohol. Homeless sexual minority youths report earlier onset of alcohol use campare
to heterosexual homeless youths and are more likely to have an alcohol use disorder
(Moon et al., 2000; Kipke et al., 1997). Also, homeless sexual minority youths drank
more than five drinks in one sitting within the past two weeks which is significantiy m
than their heterosexual counterparts as well as reported having been inrttéatme
alcohol (van Leeuwen et al., 2006).

The literature also highlights gender effects regarding alcohol. Addity,
homeless gay males were less likely than homeless heterosexual malets doterea
for alcohol abuse. Homeless lesbian females were more likely than heteldsealas
to meet criteria for alcohol abuse (Whitbeck et al., 2004a).
Sexual Risk Behaviors
Survival Sex Survival sex is a major issue of concern for homeless sexual minority
youths and emerged as the strongest predictor of HIV risk for homeless seardlym
youths (Gangamma et al., 2008). Compared to homeless heterosexual youths, homeless
sexual minority youths are more likely to engage in survival sex or sex (\éanvkea et
al., 2006; Kipke et al., 1997; Tyler 2007; Whitbeck et al., 2001,Moon et al., 2000). The
outcomes of the studies also provide a nuanced understanding of within group variance.
There is a significant interaction between gender and sexual orientation @le$sogay
males and homeless heterosexual females were more likely than homtdesselRaal
males and homeless lesbians to engage in survival sex (Whitbeck et al., 2001; kVhitbec

et al., 2004a). Among female street youths, having a female sexual partegprgga

13



predictor of initiating involvement in prostitution (Weber, Boivin, Blais, HaleyR&y,
2004). Gay and bisexual individuals are more likely to use the sex trade as a main
method of making money compared to straight, lesbian and other street involved youths
(O’'Grady and Gaetz, 2002).
Condom Use and STD preventiorsurvival sex is not the only sexual risk behavior that
is found at elevated levels in homeless sexual minority youths. Condom use has also
been explored in homeless sexual minority youths and the evidence is mixed gegardin
self-efficacy to use condoms, condom use, and sexual orientation in homeless youths
(Taylor-Seehafer et al., 2007; Rew et al., 2005; Anderson, Freese, & Pennbridge, 1994;
Moon et al., 2000). In one study, no significant differences were found in sedesffio
use condoms or sexual risk behavior (Rew et al., 2005). At the same time, seversl studi
suggest that homeless sexual minorities are less likely to use condoms dalrisexaor
to report lower intention to use condoms during intercourse (although not stiftistica
significant in one case) compared to their homeless heterosexual coun{@pgdds
Seehabher, et al., 2007; Moon et al., 2000; Cochran et al., 2002). Notably, gay/bisexual
males were the group most likely to have used a condom during their most reacaht se
encounter compared to heterosexual males (Moon et al., 2000). On the other hand, one
study found that homeless gay men who finished tfegtéde were more likely to use
condoms than other homeless men who didn't fini¢hgr@de (Anderson, Freese, &
Pennbridge, 1994).

Homeless sexual minority youths report higher numbers of sexual partners
compared to their homeless heterosexual counterparts (Moon et al., 2000; Cochran et al.,

2002) and significantly earlier onset of sexual activity (Moon et al., 2000; Cochran, et a

14



2002). Differences in risk by sexual orientation were particularly pronounced among
females: Lesbian/bisexual females often reported the earliestamkte highest levels
of risk behavior; heterosexual females reported the latest onset and |aekss{NMoon

et al., 2000).

Heterosexual homeless youths had the weakest knowledge of HIV protective
strategies especially compared with homeless young men who have sex with me
(Wagner, Carlin, Cauce, & Tenner, 2001). Male and female runaway youths and
homeless sexual minority youths were more likely to report sex with persons kmben t
HIV positive, sex while high on drugs, and sex with an injection drug user (Moon et al.,
2000).

Summary

The literature comparing homeless sexual minority youths to their hexeads
counterparts is still in its infancy and is growing. Advancements arg beade in the
way that sexual orientation is measured in these studies. Suicide and depression among
other mental health concerns are elevated among homeless sexual miandtibere
appear to be gender differences regarding depression. The literaamgmgglrug use
appears to be mixed. Most of the evidence suggests higher drug use among homeless
sexual minority youths, but there is also evidence to the contrary. Homedeak se
minority youths are at higher risk for alcohol use than their heterosexuaégoanms and
there are gender differences. Regarding sexual risk behaviors, tleel Idath suggest
that sexual minority youths have higher levels of survival sex and number of sexual

partners compared to their heterosexual counterparts. However, the litezgantig
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condom use and STD prevention is mixed. This dissertation will expand the knowledge
in this area by addressing the following questions and hypotheses:
1. To what extent is sexual orientation associated with microlevel (i.e.ahheatdth,
substance use, and sexual risk behaviors), mesolevel (i.e., family functioning, peer
relations, school experiences) and macrolevel (i.e., stigma related to semeskeand
discrimination related to sexual orientation) outcomes in homeless youths?
Hi: Based on the empirical literature reviewed in this dissertation, ipstihgsized that
sexual minority youths experience higher levels of negative microlegelriental
health, substance use, sexual risk behavior), mesolevel (i.e., family functioning, pee
relationships, school experiences) and macrolevel outcomes (i.e., stigred tela
homelessness and discrimination based on sexual orientation) compared to homeless
heterosexual youths.
Mesosystem Factors
Family and Peer RelationshipsYouths socialize in a variety of settings including at
home and school. One of the most significant issues for sexual minority youths is
disclosure of their sexual orientation to their family which can be eithestactive or
risk factor based on the family’s reaction (Thompson & Johnston, 2004). Sexual
minority youths experience verbal insults, physical abuse, conflicteddlatheir sexual
orientation at home and from their peers in school and other settings (Elze, 2003; Hyde,
2005; Pilkington, & D’Augelli, 1995; Remafedi, 1987; Rew et al., 2005; Williams,
Connolly, Pepler & Craig, 2005;).

There are very few studies that examine family and peer relationstlpsyas

relate to homelessness among sexual minorities. Twenty-six percennubla s
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homeless lesbian and gay adolescents reported parental disapproval of their sexua
orientation as a reason for their homelessness (Rew et al., 2005). Theeereskt#rch
exploring the parents’ reaction to adolescent disclosure of their sexual gnstatus
(Saltzburg, 2004). A part of the risk involved with sexual minority youth is reaction of
their caretakers to their disclosure.

Having family level resources in place prior to the onset of a stressor,such a
coming out, may buffer the effects of a crisis event. For example, men reportiag
from cohesive, adaptable, and non-authoritarian families prior to coming out pérceive
their parents’ reactions as less negative compared to men reporting to be from
disconnected, rigid, and authoritarian families (Willoughby, Malik, & Lindahl, 20@6)
frequently cited precipitant of sexual minority nonfatal suicidal behavibeisurmoil
associated with coming out to one’s family (Cato & Canetto, 2003). However, these
experiences have not been examined in a homeless sample.

School Experiences

Public school entrance is often cited as the occasion of stigma learnimeg as t
experience can begin on the first day of school with taunting, teasing, ostracism, and
fights. This is a point in an individual’s life when the domestic circle can not provide
protection in some contexts (Goffman, 1963). Reports on school climate for gay and
lesbian students in the United States suggest that negative attitudes tonand ga
lesbian individuals are quite common in adolescence. Middle adolescents ages (14-16)
are more likely than older adolescents ages (16-18) and young adults agest{l9-26)
exhibit sexual prejudice related to social interaction with gay and lesbies(pien,

2006). School policies specifically protecting sexual minorities from hasgsxisted
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in 44% of junior/senior high schools surveyed (Fontaine, 1998). Also, students reporting
same-sex attraction or uncertainty about their attraction status cefmwier GPAs and
lower school belonging (Rostosky, Owens, Zimmerman, & Riggle, 2003). Cantsist
with other literature, sexual minority high school students reported negativestiscob
homosexuality in the classroom if it was discussed at all, not being able tdyidenti
someone who had been supportive of them, not being able to talk to the school counselor
about issues of homosexuality, and negative responses to them because of tHeir sexua
orientation (Telljohann & Price, 1993).

The combination of sexual minority status and high levels of at school
victimization is linked to the highest levels of health risk behaviors includgigehi
levels of substance use, suicidality and sexual risk behaviors compared to their
heterosexual counterparts (Bontempo, & D’Augelli, 2002). Sexual minority adolssce
in schools with support groups for sexual minorities had lower rates of victiomzaid
suicide attempts than at schools without support groups for sexual minorities (Goodenow,
Szalacha & Westheimer, 2006). Youths who were considered gender atypical during
childhood reported more victimization than their gender conforming counterparts
(D’Augelli, Grossman, & Starks, 2006).

Regardless of age, sexual minority youths reported disproportionately high
worries about losing friends, low feelings of control in their romantic reldtipasand
fears of never finding the type of romantic relationship they wanted. Sexualitgninor
youths who were “out” to more heterosexual peers had larger peer networks but more

friendship loss and friendship worries (Diamond & Lucas, 2004).
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High School CompletionThere is empirical evidence regarding factors associated with
homelessness. At least two studies have linked youth homelessness to not having a high
school diploma. A study of street involved youths conducted in Vancouver British
Columbia found that having less than a high school diploma is associated with
homelessness (Rachlis, Wood, Zhang, Montaner, & Kerr, 2009). Also, a study conducted
in New York found that greater numbers of homeless adults with no history of psychotic
illness lacked a high school diploma compared to those who were never homeless (Caton
et al., 2000).

School Environment. School outcomes are related to the school environment which is

not always a safe place for sexual minority youths. A national survey of school
counselors’ perceptions of sexual minority students found that 41% of counselors
believed that schools are not doing enough to help students adjust to the school
environment, 25% felt that teachers exhibited significant prejudice towaugls

minority students, 20% thought they were competent in counseling sexual minanidies, a

1 in 5 reported that counseling a sexual minority student would be professionally
rewarding (Price & Telljohann, 1991). Sexual minority students at schools with suppor
groups for sexual minority students reported lower levels of victimization acidesui

than those at schools without the support groups (Goodenow et al., 2006).

School Outcomes.There is scant literature regarding outcomes comparing sexual
minorities to their heterosexual counterparts regarding school outcomes. Sexarglymi

girls report less positive attitudes and more school troubles particulastyggnmsexual

girls who also report lower grade point averages (GPAs). Same-sex anghbisex

attracted girls have compromised relationships with teachers and in thlecemtext at
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school. Bisexual girls have the most compromised feelings toward teachdes. Wth
bisexual attraction have school troubles and lower GPAs. Also, bisexual boys are
significantly more likely to feel disliked and perceive that others are ndfsi¢oward
them. Feelings about teachers are the biggest predictor of school troubleguslbise
attracted boys and girls in school which include paying attention, finishing hankew
and getting along with others. Among males, school troubles are associatedaiat
relationships. Ultimately, when taking into account of background characterfamily
relationships, feelings about teachers, and social interactions, bis¢rackedtboys
score consistently near two-tenths of a grade point below their heterosexuatgaust
(Russell et al., 2001).

Regarding school issues, with the exception of high school diploma attainment
(Rachlis et al., 2009), none of the abovementioned factors (school environment and
school outcomes) have been examined in a homeless sample. The issues may play out
differently and been related to some of higher levels of psychosocial praéwesen
homeless sexual minority youths and their heterosexual counterparts.

Summary

There is a dearth of literature that looks at within group differences amauna sex
minority youths and among heterosexual youths. Very few studies explohg fami
functioning, peer relations and school experiences as they relate to honssl@ssne
sample comparing homeless heterosexual or homeless sexual minority youttec&vi
suggests sexual minority youths cite parental disapproval of their se)aragthtion as a
reason for their homelessness. Peer relations and support as they relatedsogssic

problems related to homelessness are rarely explored in the literatbhomlsSmntinue
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to be the site of harassment by peers and lack of support of sexual minority youths and
other students, however, it is not known how this is related to homelessness and
psychosocial problems related to homeless youths. Therefore, this dmsevithialso
address the following questions and hypotheses:
2. To what extent are the relationships between mesosystem factors (iye. fami
functioning, peer relations and school experiences) and psychosocial problems (mental
health, substance use, and sexual risk behavior) among homeless youths moderated by
sexual orientation?
H,: Homeless youths with higher levels of satisfaction with family commuarcaill
report lower levels of mental health problems, substance use problems and skxual ri
behavior. The relationship between family communication and psychosocial problems
will be different depending on sexual orientation.
H,: Homeless youths with higher levels of negative peer relations wilttrejgher
levels of mental health problems, substance use problems, and sexual risk behavior. The
relationship between negative peer relations and psychosocial problems dhfife ent
depending on sexual orientation.
Hs: Homeless youths with higher levels of school belonging will report lowetdef
mental health problems, substance use problems, and sexual risk behavior. The
relationship between school belonging and psychosocial problems will be different
depending on sexual orientation.
Macrosystem Factors

The empirical literature on stigma related to homelessness, discioninagated

to sexual orientation, and psychosocial problems in homeless sexual minority yalths a
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health and the empirical literature on discrimination and health focus on disciomioat
stigma, but never both in a sample of homeless youths (Stuber et al., 2008). When
prejudice researchers evaluate forms of discrimination without includgrgastielated
stress, they are missing important dimensions of stress processes likatyare
contributing to poor health outcomes (Stuber et al., 2008). When stigma researchers
exclude discrimination they are missing key dimensions of the stressp(&taber et

al., 2008).

Stigma

Goffman (1963) uses the term stigma to refer to an attribute that is deeply
discrediting, but it should be seen as a language of relationships and not attributes. An
attribute that stigmatizes one person that has the trait can confirm the usoélnes
another and therefore is neither creditable nor discreditable as an ernsglfinOf
particular relevance to sexual minorities is the idea that when an individualescgui
new stigmatized self later in life, such as coming out, the discomforbfalit mew
associates may be replaced by an uneasiness felt regarding old assduiateay be
attached to the idea of what the person once was and may be unable to treat him with full
acceptance (Goffman, 1963). Coming out is a process that occurs later in life.

There is a dearth of literature that examines stigma as it relates ébelssness
and sexual orientation. Three studies have examined social stigma assttethe
mental health of homeless youths and stigma was not found to be significandg telat
sexual orientation in one of them (Kidd, 2007). However, stigma in this study was

operationalized as general stigma related to being homeless, not gtigted to being a
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sexual minority. Also, no measure of discrimination was included in the studigbjsand
is important to explore in stigmatized groups.

It is important to note that although stigma is a persistent predicament, not every
member in a group suffers the same outcome (Link & Phelan, 2001). An approach based
on the understanding of the effects of minority group status provides an alteroative t
medically based approaches of the past while in no way implying that sexwaityni
youths are not heir to all the problems faced by humankind (Martin & Hetrick, 1988).

There are two main challenges to the concept of stigma. The first is that man
social scientists who study stigma do not belong to stigmatized groups and $toaty
the vantage points of theories uninformed by the lived experience of the people they
study. The second is that research on stigma has had a decidedly individualistic focus
(Link & Phelan, 2001).

Sexual Orientation Discrimination

Only one study has examined discrimination as it relates to sexual oaenia#
homeless sample. A longitudinal study (Millburn et al., 2000), examined how newly
homeless adolescents’ discrimination experiences were associdtexkititg
homelessness after 6 months. Discrimination was related to sexual orientatxoial S
minority adolescents were more likely than heterosexual adolescentsito rep
discrimination from peers, the police, due to being homeless and for being a sexual
minority. The proportion of adolescents reporting discrimination significdetreased
for all adolescents from baseline to 6 months, both in terms of source and target, except
for discrimination due to being sexual minority. The association of discrimindtion a

baseline with exiting homelessness or remaining homeless after 6 monthisiyvisind
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for discrimination when the adolescents were categorized into groups by sexual
orientation.

Among adolescents who remained homeless after 6 months, sexual minority
adolescents were more likely to report discrimination from family and pgesmngheir
heterosexual counterparts. Among adolescents who had exited homelessness after 6
months, sexual minority adolescents were more likely to report discriminedion f
police and due to being homeless compared to their heterosexual counterparts. It was
also determined that the only form of discrimination that had any signifidact eh
adolescents exiting homelessness was discrimination from family members

Krieger (1999) suggests three approaches to quantify the health effetasvto al
researchers to study discrimination as a determinant of population health. It can be
measured indirectly, by inference at the individual level; directly, usiraguarnes of self-
reported discrimination at the individual level; and in relation to institutional
discrimination, at the population level.

Homophobia (Heterosexism)

One key distinction between sexual minority youths and their heterosexual
counterparts is living in a society that does not accept their identity as normal
Understanding the environment in which prejudice and discrimination occur provides
insight into heightened risks facing sexual minority youths.

American culture is hostile toward sexual minorities and this hostilgypsessed
overtly and covertly. All individuals are socialized to varying degrees todsinely

predisposed toward sexual minorities. The spectrum of negative biasesframges
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denial that sexual minorities exist to indictments of homosexuality eas#id or criminal
(Gonsiorek, 1988).

Heterosexism is prejudice against those that are not heterosexual (Baghes; K
& Rexer, 2005). Simoni and Walters (2001) used the term heterosexism to include
homophobia, fear, hatred, and prejudice people direct toward non-heterosexuals and the
institutionalized oppression resulting from societal endorsement of heterageasial
normative and superior to other sexual orientations. The authors state that homophobia
implies individual pathology while heterosexism is broader and refers to tred deni
rights and privileges to non-heterosexuals on a social level.

Findings indicate that there is little evidence to support the charaatarinét
anti-homosexual responses as a phobia, rather anti-homosexual responsesriig prima
within the realm of prejudice (Logan, 1996). According to Johnson and Johnson (2001),
only relatively recently have the social scientific and therapeutic conties began to
incorporate the concepts of homophobia and heterosexism to describe discrimination
faced by sexual minorities. Homophobia is generally described as feamdpathi
prejudice, and discrimination directed at sexual minorities because of theat se
orientation. Heterosexism generally refers to an institutional frankeavat cultural
context which views heterosexuality as the only normal and legitimatessiqgnef love
and sexuality. Among sexual minorities, homophobia can be more complex and manifest
itself in the form of internalized homophobia, which is negative attitudes toward
homosexuality that are incorporated into self-image, creating various psgcabl

distortions and reactions (Gonsiorek, 1988).
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Internalized homophobia has various expressions: overt and covert. Overt
internalized homophobia presents in individuals who consciously accuse themselves of
being evil, second class or inferior because of their homosexuality. Theybosey a
substances or engage in other self-destructive behaviors. Overt homophobia is
psychologically painful, destabilizing, and less prevalent than covert foragertC
forms of internalized homophobia are most common and may include tolerating
discriminatory or abusive treatment from others or additional ways of satbpthgir
efforts to accept themselves. Finally, one of the most sensitive indicatoteroflized
homophobia is the way in which an individual views other members of his or her own
community. Excessive criticism of other sexual minorities may signifpdiridual’s
discomfort with his/her own status (Gonsiorek, 1988).

There are medical consequences related to homophobia which can be viewed as
an environmental and social stressor which increases disease vulneratulligysaits in
poor coping styles, and thus is a health-related risk factor for gays arahsesb
(O’Hanlan et al., 1997).

Summary

Macrosystem factors such as stigma related to homelessness andrthsicmm
related to sexual orientation are rarely accounted for when comparing hesetesl
minority youths to their heterosexual counterparts. The literaturediaga
discrimination related to sexual orientation demonstrates that it does gtayifacant
role with regarding to sexual orientation as it relates to exiting homesssisneomeless
youths. However, it has not been explored as it relates to psychosocial problgms St

related to homelessness has not been explored as it relates to sexual riskdahdvi
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substance use homeless youths. Therefore, the final question and hypothésiss tha
dissertation will address are:

3. To what extent are the relationships between macrosystem factorg(me. retlated

to homelessness and discrimination based on sexual orientation) and mental health,
substance use, and sexual risk behaviors in homeless youths moderated by sexual
orientation?

Hi: Homeless youths with higher levelssbigma related to homelessness will report
higher levels of mental health problems, substance use problems, and sexual risk
behaviors. The relationship between stigma and psychosocial problems willeberdiff
depending on sexual orientation.

H,: Homeless youths with higher levels of discrimination related to sexual dienta
will report higher levels of mental health problems, substance use problems, aald sex
risk behaviors. The relationship between discrimination and psychosocial problems wi

be different depending on sexual orientation.
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CHAPTER 3: RESEARCH METHODS

This dissertation utilized a cross-sectional research design withusedi¢ace-to-
face interviews of a convenience sample of homeless sexual minority arabeetel
homeless youths.
Sample

Recruitment Procedures. Potential subjects were initially approached to
participate in the study when seeking drop-in or street outreach servihesagencies
described below. The agency workers explained the study to gauget iaterésthe
person was interested to assess whether inclusion criteria was @lediblé, the agency
worker informed the individual of the general requirements, procedures and
compensation. The recruitment flyer (see Appendix) had information regdnalie
required, compensation, inclusion criteria and other details about the stuldg. If t
individual was interested and willing to consent to the interview, they wereedfto the
principal investigator who obtained written consent and conducted the survey. Upon
completion of the survey, compensation of $15 was paid for time. Toronto was selected
as the city for the study because of its large homeless youth populatioab#itabf
services, generalizability to other large English speaking Northridarecities. The
U.S.-Canada Fulbright program and the International Dissertation AwardHeom
George Warren Brown School of Social Work at Washington University provided funds
for the study.
Description of Agencies

Street Outreach Services (SOS}¥ located in downtown Toronto and serves

street youths ages 16-25 and provides outreach services to homeless yougtidsspeni
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week. They also offer a daily drop-in program which offers medical seyrzoesseling
services, legal clinic, housing support and other services. Six nights a weela8OS st
members walk the streets of downtown Toronto to offer services. The DropedufBes
Centre is open weekdays, offering counseling, medical and legal assistarstells and
pre-employment training and access to addiction and mental health prograiss SO
non-judgmental and recovery focused. Most of the clients had experienced lang-ter
abuse, were involved in the sex-trade, and are sexual minorities. Accordingstizsta
reported by SOS in 2007, 85% of clients had no fixed addressed, 54% were male, 40%
female, and 6% transgendered. Four hundred and fifty-two people used drop-in services
and 931 individuals were contacted on the street that year.

Evergreen Yonge Street Missiorserves street youths aged 25 and under and
provides —drop-in services, health care, employment resources, and other services
Located in downtown Toronto, the agency was established in 1896. Based on statistics
from Evergreen, it is expected that at least 25% will be sexual minoritiig/otrt 2007-

2008 the agency served 33,158 individuals in their drop-in program. Drop-in involves
meals, art workshops, recreation, and housing for street-involved youths. The
employment resource center offers: counseling, pre-employment trgolingearch, and
resume help. In 2007-2008, 20,263 people used the employment resource center. The
health center has free medical, dental, pre-natal, chiropractic and eys g#hk as a

nursery program and 9,131 individuals received services there. The staff and volunteers
are committed to assisting people regardless of race, culture, religionjrecatatus,

gender, sexual orientation or social condition. Approximately 175-200 youthseemne

daily at the time of study.
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Youthlink runs an Inner City drop-in resource center for homeless and street
involved youths which includes housing support, employment training, legal support and
other services for youths aged 12-24. In 2007-2008, the agency provided drop-in
services to more than 1,000 street-involved youths. They also conduct street outreach
five days each week doing a morning and evening shift. The agency operates using a
non-judgmental harm reduction approach. Drop-in services five days weekigiencl
housing support, employment training and counseling, crisis counseling, legal did, nee
exchange, safe sex education, AIDS workshops, showers, cooking instruction and
laundry facilities. An HIV Support Care Program provides support and careVor Hl
positive and AIDS-symptomatic street-involved youth. HIV, hepatitis C, dgxual
transmitted infection prevention and education workshops are also offered for at risk
youths. The Peer Education Program engages previously involved street yauth in a
intensive program providing training, income, and employment.

Human Subjects Protections

Human subjects approval was obtained from the Research Ethics Board (REB) of
the Office of Research Ethics at University of Toronto on June 11, 2009 and from the
Institutional Review Board (IRB) at Washington University on July 17, 2009.

The legal age of consent for research is 16 in Ontario. Written informed consent
was obtained right before data collection by the interviewer. The informedrtons
procedures occurred after individuals expressed interest in the studgipRats were
provided with an information sheet that contained an overview of the project,

confidentiality and procedures for the study. Information on the fact sheet andadform
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consent was discussed by the P.I. with each potential subject and signed by the

participant and P.l. The informed consent document is included in the appendix.

Instrumentation

To assess microlevel, mesolevel and macrolevel variables as indicater by

ecological model a collection of standardized and unstandardized instrumentssegr.

Many of the instruments (i.e., CES-D, Health Risk Questionnaire, ADD hH&adtial

Stigma Survey) have been used or validated with homeless and/or sexual minority

youths. However, other instruments have not, as indicated in Table One. Ritgt #ést

these latter instruments were conducted as described in the residis. sec

Table 1. Instruments used for Data Collection

Variable

Microsystem

Sexual
orientation

Microsystem
Psychosocial
Problems

Substance Use

Measure

Developed by
investigator and
adapted from
(Rew et al., 2005;
Whitbeck, 2004a) /

Add Health

1998 National
Household Survey
on Drug Use Abuse
substance use items

Validation in

previous studies

for homeless or

sexual minority
ouths

None

Number
of ltems

Use in Present
Study

Independent

Dependent

Level of
Measurement

Categorical

Continuous

Depression

CES-D

CESD-(Ritchey et
al., 1990)
Cronbach Alpha
for homeless
sample = .89;
Garofolo et al.,
2006) Cronbach
Alpha for
transgendered
sample =.87

Dependent

Continuous

Suicide

Youth Risk

Behavior Survey

None

Dependent

Continuous
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Sexual Behaviort Health Risk (Gangamma et al), 10 Dependent Continuous
Questionnaire 2008) use with
homeless and
sexual minority
samples. Overall
risk index has an
alpha of .61. The
internal reliability
for the HIV risk
subscale is .73.
Condom Use Health Risk (Gangamma et al/, 4 Dependent Continuous
Questionnaire 2008) use with
homeless and
sexual minority
samples. Overall
risk index has an
alpha of .61. The
internal reliability
for the HIV risk
subscale is .73.
Mesosystem
Family FACES-IV: FACES Il 10 Independent Continuous
Communication | Family (Willoughby et
Communication al., 2006)
Scale Gay men 18-26
Cohesion scale
alpha=.89
Adaptability
Scale alpha=.63
Negative Peers | |tems from None 9 Independent Continuous
Stiffman, A.R.,
Dore, P.,
Cunningham, R.M.,
& Earls, F. (1995)
and Baker, F.,
Jodrey, D.,
Intagliata, J., &
Straus, H. (1993).
Positive Peers | |tems from None 4 Independent Continuous
Stiffman, A.R.,
Dore, P.,
Cunningham, R.M.,
& Earls, F. (1995)
and Baker, F.,
Jodrey, D.,
Intagliata, J., &
Straus, H. (1993).
School Psychological Sense None 19 Independent Continuous
Engagement of School
Membership
(PSSM)
Macrosystem [T T e
Stigma Social Stigma Kidd, 2007 13 Independent Continuous
Survey Cronbach’s Alpha

on homeless and
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sexual minority
sample =.87

AUDADIS-IV-
sexual orientation

Discrimination

(Ruan et al., 16
2008) ICCs=,78
discrimination scale | & .82 (two-time
periods) on
homeless and
sexual minorities

Independent

Continuous

Reliability

Table 2 shows the results for the reliability analyses for all scalesrutesl i

present study. Items were reverse scored in the scales where apprAjpias for

already established scales used in the prasedy ranged from 0.79-0.90. Items that

were not scales were combined to create indexes and a coefficient afphmi@

determine reliability. The alphas for the indexes created for this sindg from 0.64-

0.93.

Table 2. Results of Reliability Analysis for Present Study

SCALE Cronbach’s Alpha
Microsystem Psychosocial Problems

CES-D (Depression) 0.89
*Suicidality 0.81
*Lifetime Total Substance Use 0.93
*Lifetime Condom Use 0.69
*Lifetime Sex 0.66
Mesosystem

School Engagment 0.82
Family Communication 0.82
*Negative Peers 0.82
*Positive Peers 0.69
Macrosystem

Social Stigma Survey 0.83
AUDADIS-IV (past 12 months) 0.88

*Note: Scales or indexes created for this study
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Dependent Variables
Psychosocial Problems: Substance Use, Mental Health, and Sexual Behaviors

The Health Risk Questionnaire (HRQ) (Gangamma et al., 2008) was used to
assess sexual risk behaviors and intravenous drug use. The scale incorporatetsquesti
from the Health Risk Survey (Kann et al., 1991) and Homeless Youth Questionnaire
(Johnson, Aschkenasy, Herbers, & Gillenwater, 1996). Several subscales of the Heal
Risk Survey have been found to have acceptable reliabilities and pre-postadbsitiedi
of .76 and .81 respectively. The Homeless Youth Questionnaire, when aggregated into
an overall risk index has an alpha of .61. The internal reliability for the HKV ris
subscale is .73 (Johnson et. al, 1996).

Substance use was measured using the 1998 National Household Survey on Drug
Abuse which was the last year the survey was done using paper and pencil (titésd S
Department of Health and Human Services, 1998). The scale has been used on
individuals 12 and older and measures age at first use as well as lifetimd, andua
past-month usage for the following drug classes: marijuana, cocaine éakjl cr
hallucinogens, heroin, inhalants, alcohol, tobacco, and nonmedical use of prescription
drugs, including psychotherapeutics.

Center for Epidemiologic Studies Depression Scale (CES-D) (Radloff, 1287) w
developed for use in studies of the epidemiology of depressive symptomotology in the
general population. It can be used in studies of the relationships betweenide@eds
other variables across population subgroups. In the original three studies, tlogeobeffi

alphas ranged from .85-.95, split halves ranged from .76-.77 and, Spearman-Brown
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ranged from .86-.87. Five questions from the CDC funded 2009 Youth Risk Behavior
Survey (YRBS) wereised to measure suicide.

Independent Variables

Microlevel: Demographics

Interview items were adapted from a survey used with homeless sexuatyminor
youths by (Rew et al., 2005 and Whitbeck et al., 2004a to measure youths’ sexual
orientation. In order to assess sexual orientation and sexual orientation desclosur
guestions from Section 16: Sexual Experiences and Sexually Transmittesedisea
(STDs), of the National Longitudinal Study of Adolescent Health (i.e. Add Mealt
Study), the first nationally representative study of U.S. adolescentathates
guestions regarding adolescent sexuality was used (Russell, 2006). Althoughtioforma
regarding psychometric properties is not provided in the literature, theysnsteiment
was extensively pilot tested (Udry, 2001).

Mesolevel: Family Functioning, Peer Relationships, School Experiences

The family communication subscale of the Family Adaptability and Cohesi
Evaluation Scales FACES-IV was used for this study. The alpha coeffficiprevious
studies ranged from .91 to .93 (Gorall, Tiesel, and Olson, 2006).

School engagement was measured using the Psychological Sense of School
Membership (PSSM) (Goodenow, 1993). The reported internal consistencyitglidbi
the total 18-item scale was .77 to .88 for different samples (Goodenow, 1993). It was
developed in an urban and suburban setting on a multi-ethnic sample of boys and girls in
junior high and middle school. The instrument was designed to measure perceived

belonging or psychological membership in the school environment.
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Thirteen items were used to assess peer behaviors and have been usedhgith yout
in foster care (Auslander et al., 1998). The items measured positive and neggtive p
behaviors such as using drugs, running away from home and saving money. A
continuous peer scale of negative peer influences was created which consisted of the
variables: not in school and don’t have a job, drink alcohol at least once a week, use
drugs or marijuana at least once a week, have been in trouble with police or juvenile
officer, have had babies or fathered children, ran away from where they vigge hiad
failing grades in school, and have fights with other students. Because theevariabl
“positive peers” had a low alpha coefficient (r=0.60), it was not included in the

subsequent multivariate analyses.

Macrolevel: Stigma and Discrimination

A twelve-item social stigma survey was developed to assess the stigroiatesk
with homelessness (Kidd, 2007). The survey was validated on a sample ofaitkst y
at agencies in Toronto and New York with Cronbach’s Alpha = .87. The sample
included males, females, MTF, white, black, Hispanic, native and mixed race intdvidua
aged 14 to 24. The survey was developed using 7 adapted items derived from an
inventory designed for persons with HIV, and 5 items developed from previous
gualitative work in which street youth described their experiences of sagrabstKidd,

2007).

The sexual orientation discrimination scale from AUDADIS-IV was used. The
discrimination scale used appeared was modeled after the Experiences with

Discrimination (EOD) scales developed by Krieger and colleagues (Rahn2008)
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and was expanded to include discrimination based on sexual orientation, as well as to
accommodate two time periods: the past 12 months, and prior to the past twelve months
(Ruan et al., 2008). The discrimination scales were conceptualized as messiiring
reported experiences of, not perceived discrimination, although it is not cle&iewhet

perceptions and experiences with discrimination can be differentiated (Raiar2608).

The discrimination scale measuring sexual orientation included questions
regarding discrimination pertaining to the ability to obtain health caréfthealrance,
treatment during health care, in public (streets, stores, restaurants)ingosajob,
getting admitted to school or training program, in the courts, by the police, obtaining
housing, called names, made fun of, picked on, pushed, shoved, hit or threatened with
harm (Ruan, et al., 2008). Test-retest reliability of the sexual orientatiomdrstion
in both time periods was good (ICCs=0.78, 0.82) and was tested on a representative
sample of adults in the United States aged 18 and up. Individuals 18 to 24 were

oversampled and sexual minorities were included in the sample.

Procedures for Piloting and Refining Measures

The instrument was piloted with 5 individuals recruited from SOS in order to
assess logical flow of questions, clarity of questions, cultural approprigjeimes
required to administer and other issues that may have arisen during thiewteFhe
same recruiting and compensation procedures were followed as for the study.
Procedures for Data Collection

Once informed consent was received the Pl conducted the paper and pencil

interview which was designed to last between 45-60 minutes. The pilot testing @aisase w
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used to refine the interview and is described in detail in Chapter 4. All parts of the
interview were administrated verbally by the principal investigatorde-ta-face
interviews.
Power Analysis

A power analysis using the most rigorous analysis (interaction effectstighse
2&3) was conducted to determine the sample size needed to detect signifidizugsti
Not all of the correlates will be included in the multivariate models sincy wiahese
control variables were expected to be correlated with each other. A maximum of si
variables with one interaction term were used in each model (family,veegatrs,
school, age, gender and race) and (stigma, discrimination, race, age anjl tgeiede
their relationship to each individual dependent variable. The sample size requined for a
effect size (ES) of 0.5, = .05 and3 = 0.2 was 64 for each group for a total of 128
individuals (Lerman, 1996).
Data Analysis
Data Management

Data was entered into Excel and double entered to identify discrepancies.
Inconsistent entries were corrected in consultation with the originalysuB&ta were
transferred into SAS and descriptive statistics were run for each eariabl

Completed surveys were stored in a locked filing cabinet in a locked office in the
Centre of Excellence in Child Welfare (CECW) at the Factor Inwentashity of Social
Work at University of Toronto. Surveys were transported from the site of tineiéwe
to the University of Toronto in a locked briefcase. Matching consent forms andsurvey

were separated from each other. Data were transferred to the UniesdeBichiare
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currently locked in a file cabinet with restricted access at the @&tegren Brown
School of Social Work at Washington University in St. Louis.
Data Analysis Plan

Univariate analyses were computed on all variables and distributions were
examined. For continuous variables (i.e., lifetime substance use), measaeisadf c
tendency (mean, median, mode, standard deviation) were run. Percentages and
frequencies were run for categorical variables (i.e., race, gendea] selentation).
After bivariate analysis and correlations are determined using independahtes
multivariate models were constructed using significant variables. Appmgiggnostic
techniques for regression models were performed in order to identify sathdmake
sure that assumptions weren’t violated including multicollinearity, lgesmiscrepancy
and influence (Cohen, Cohen, West & Aiken, 2003). The following section describes the
methods of analyses that correspond to each of the research questions.
Analysis for Research Question 1

Descriptive statistics were used to describe the sample. Dependenegaabl
be analyzed for this question were substance use, mental health and sexual risk.behavi
Independent variables were sexual orientation, peer relations, family cooatnomi
school, discrimination and stigma. Bivariate analysis using t-tests eguahre were
conducted between the independent (sexual orientation, peer relations, family
communication, school, discrimination and stigma) and dependent variables (substance

use, sexual risk behavior, mental health) depending on the level of measurement.
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Analysis for Research Question 2

The dependent variables used to address question two were substance use, mental
health, and sexual risk behavior. Independent variables are family communication, pe
relations and school experiences as well as demographic variables. Quoisddativeen
the independent variables and the dependent variables were run. Multiple regvéksion
interactionterms were used to test the moderating effect of sexual identity on the
relationship between mesolevel factors and psychosocial problems.
Analysis for Research Question 3

The independent variables for the analysis for question three are stigma and
discrimination and the dependent variables are mental health, substance use and sexual
risk behaviors. Correlations between the independent and dependent variableswere
Multiple regression with interacticlerms were used to test the moderating effect of
sexual identity on the relationship between macro-level factorpgyuhosocial

problems.
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CHAPTER 4 — RESULTS

Results of Pilot Phase

Pilot interviews were conducted at S.0.S. on Augu$tatg! 19' 2009. Before
the pilot was conducted, the principal investigator met the agency directors atinrdquthl
S.0.S., and Evergreen to get their feedback on the survey as well as consulitliions w
dissertation committee members. According to procedures previously Ube8NY or
vulnerable youths by Ensign and Ammerman (2@08) D’Augelli and Grossman
(2006), respondents were asked to provide feedback in several areas. Areas that were
addressed include language of surwelyether any of the questions seemed to be strange
or unusual, their opinion of the order of the questions, how appropriate the response
categories were, improvements that can be made in introductions and questions and any
other problems they think might be encountered during the interview including fatigue
(Bowden, Fox-Rushby, Nyandieka, & Wanjau, 2002).

The pilot interviews also served as practice in using the survey for the sole
interviewer, the PI. A copy of the instrument was also provided to the ageactod(s)
to get feedback. A database and codebook were created once the final instrasnent w
designed. Five individuals were recruited by agency staff at S.0.S. anpeticsated $20
for their participation. Four of the interviews lasted an average of 46 minutes with a
range of 43-55 minutes. Rosenburg’s self-esteem scale (1965) was added tio the fif
interview and it lasted 73 minutes. After the pilot, it was determined thatlthesszem
scale should not be added to the survey because it is not a hypothesized variable of

interest and is not found in the literature regarding homeless sexual myourtifys.

41



The sample consisted of three men and two women who were either gay (n=1),
bisexual (n=2) and two straight (n=2). Also, they were white (n=3), abaligh=1) and
black (Jamaican- Canadian) (n=1) (see Table 3). There were no 16 @arddlgs in
the pilot sample, however, there were two individuals for whBrgrade was the highest
level of school completed, which may have been more meaningful when addressing how
well the concepts and vocabulary used in the survey were understood.

Table 3. Demographic Information of Subjects Interviewed for Pilot

(N=5)
Variable n (%)
Race
Black 1 (20)
White 3 (60)
Aboriginal 1 (20)
Gender
Male 3 (60)
Female 2 (40)
Sexual Identity
Gay 1 (20)
Bisexual 2 (40)
Straight 2 (40)
Age
18 years 1 (20)
20 years 1 (20)
23 years 2 (40)
24 years 1 (20)
Highest Grade Completed
8" grade 3 (60)
10" grade 1 (20)
12" grade 1 (20)
Duration of Current Episode of
Homlessness
2 months 1(20)
- 1(20)
Logical Skip 1(20)
6 months 1(20)
15 days 1(2)
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Issues Raised in Pilot

A few issues of concern surfaced during the pilot which led to subsequent
changes that were reviewed with the chair of the dissertation (see4l)alffor example,
one of the subjects interviewed for the pilot had been in 22 foster homes, 16 group
homes, and 4 open custodies in 16 years starting at age 3, was a ward of the court until
19, but ran away at age 15. His longest placement was 3 months and didn’t have anyone
he considers family and doesn’t know his birth parents. The family questions (s@ction F
were skipped during this interview because the individual did not have a family to think
about to answer the questions and stated that he couldn’t answer them honestly. The
individual suggested that earlier on, questions should be asked to find out if subjects
know their family or to get a better understanding of an individual's family &éter
family section of the survey. As a result questions were added to the demographic
section from the Bridges to Life Study (Auslander et al., 1998).

The peer relations scale also yielded results which required modificalibese
were a number of instances when respondents answered “don’t know” and that was not
an answer category provided in the pilot survey. One patrticipant told the PI thagtshe m
her friends in the shelters and they don't discuss the details asked in some of the
guestions (i.e. condom use). Two respondents answered “don’t know” to whether their
friend got failing grades in school (question C8), three individuals responded don’t” t
the question regarding their friends condom use during sex (question C9), one person
indicated they didn’t know whether their friends ran away from where they wierg |
(question C6), not in school or have a job (question C1), and have ever had sex (question

C7). As a result of these responses, “don’t know” was added as a category orl the fina
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survey. Also, a question regarding friends was added to the demographic section to ge

more information about a respondent’s peer group in response to the individual

mentioned meeting her friends in shelters. Questions A14 through A19 were added to

address current living situation, family, and friends.

Table 4. Changes Made to the Survey A

fter the Pilot

Observation or Suggested Change

Modification

One respondent suggested making survg
shorter.

average length, 46 minutes, was less thg
the hour that participants agreed to durin|
the consent process. The questions rel

to hypothesized relationships in the stud)

2yhe survey was not shortened because the

n

g
ed

.

| accidentally did not ask one respondent
guestion A10, but also noticed that if thel
is a skip to Al4, important questions are
missed.

Eliminated skip pattern at question A10
e

Respondents suggested adding addition
drugs (i.e., Percocet, oxycontin).

alThe change was not made because the
substance use section asks for other dru
not listed after each classification so this
accounted for. Also, respondents did
respond when asked had they used othe
substances not listed (i.e., Air Wick,
Oxycontin, Percocet, Salvia, Ketamine)

gs
is

Noticed question B12 read “I feel very
different from most other students here.”
Here could have been interpreted as at t
agency the participant was being
interviewed at.

Changed the word “here” to “my school”
which is consistent with the rest of the
hechool scale.

The skip pattern at B19 was incorrect.

Changed answer b from “no skip B20
“no, skip to section C”

” tO

Question C14 used inconsistent languag

e. Change “peers” to friends who are &
your age.

bout

Introduction to stigma section did not offe
the option for answer choices to be read
lieu of using the cards.

2r‘or | can read the responses to you.” Wa
idded to the introduction of the stigma
section (section D).

)

Respondents feared judgement when as
about lifetime sexual behavior as the first

kédded categories for lifetime sexual
partners and moved it to the last questiot

—

guestion about sex

on the survey
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Results of Main Study
Sample Demographics

The sample consisted of 147 homeless youths aged 16-24 Vie<it8.88
SD=2.22). More than half of the sample (69%) was male. Sixty percent identified as
white, 20% as black, 10% as other, 7% as aboriginal and 3% as Asian. Table 5 displays
the demographics of the entire sample. For subsequent analyses in this study
demographic variables were recoded as follows. Race was coded as white aft@on-w
keeping consistent with other studies. Gender was male, female and trangiyleheler
to-Female, intersex, genderqueer and pansexual) to represent gender catiguried
by respondents. Sexual orientation was non-sexual minority (heterosexual) @ald sex
minority (mostly heterosexual, bisexual, gay or lesbian, asexual) te theavariable of
interest and age was recoded as adolescents (16-18) and emerging adults (19-24) to
account for developmental differences. The variables race age and géhidemused as

control variables in the analyses.
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Table 5. Sample Demographics (N=147)*

VARIABLE N %

Gender

Males 101 68.7

Females 41 27.9

Males-to-Females 2 1.4

Intersex 1 0.7

Genderqueer 2 1.4

Race

White 88 59.9

Black 30 20.4

Aboriginal (including First | 10 6.8

Nations or Metis)

Asian 5 3.4

Other 14 9.5

Sexual Orientation Identity

Heterosexual 83 56.5

Mostly Heterosexual 12 8.2

Bisexual 33 225

Gay or Lesbian 10 6.8

Asexual 2 1.4

Pansexual 7 4.8

Age SKewness= -0.4
M=20.9 Kurtosis=-0.7
D=2.2 Range= 16-24

*Sample sizes will vary in individual analyses due to missing data and skip pattern.

Univariate Statistics
Mental Health Problems.Descriptive statistics (i.e., mean, standard deviation,

skewness, kurtosis, and range) for the dependent variable (depression) and frequencie
for suicide and suicide ideation (past 12 months) were computed on the whole sample of
147 youths (see Table 6). Twenty-five percent of the sample seriously cedside
attempting suicide (n=27) in the past 12 months, 17% (n=24) of the sample attempted
suicide at least one time, and of those attempts, 8% (n=12) resulted in an injury. The

average score of the sample on the CES-D is 23 which is considered mildly depressed.
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Table 6. Mental Health Problems (N=147)

VARIABLE N %

Felt Sad or Hopeless Almost Everyday64 43.5
for Two Weeks or More in a Row that
Stopped Doing Usual Activities (Past

12 Months)

Seriously Consider Attempting Suicide37 25.2
(Past 12 Months)

Made a Plan about Suicide Attempt | 27 18.3

(Past 12 Months)

Number of Suicide Attempts (Past 12

Months)
0 Times 122 83.6
1 Time 8 55
2 or 3 Times 9 6.2
4 or 5 Times 3 2.1
6 or More Times 4 2.7
Attempt Resulted in Injury, Poisoning} 12 8.2

or Overdose that had to be Treated by a
Doctor or Nurse (Past 12 Months)

CES-D M= 23.59D= | Skewness=0.2
13.3 Kurtosis=s -0.9
Range= 0-57

Substance UseDescriptive statistics were run for the dependent substance use
variables. Table 7 displays the results for lifetime substance use. Tablea§glibgl
results for last time a substance was used. More than half of the sampledhiaseuse
the substances in their lifetime. Ninety-six percent (n=141) have used alcohol, 91%
(n=134) have used marijuana, 60% (n=88) have used ecstacy, 54% (n=79) have used

psilocybin (mushrooms), and 50% have used cocaine.
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Table 7. Lifetime Substance Us¢N=147)

VARIABLE N %
Alcohol 141 95.9
Marijuana 134 91.2
Cocaine 73 49.7
Crack Cocaine 31 21.1
Heroin 14 9.5
Hallucinogens

LSD (Acid) 47 32.0
PCP (Angel Dust) 20 13.6
Peyote 15 10.2
Mescaline 13 8.8
Psilocybin (Mushrooms) 79 53.7
Ecstacy 88 59.9
Inhalants

Amyl Nitrate, Poppers, Locker Room 28 191
Odorizers or Rush

Correction Fluid, Degreaser, or 3 2.0
Cleaning Fluid

Gasoline or Lighter Fluid 4 2.7
Glue, Shoe Polish, or Touluene 6 4.1
Halothane, Ether, or Other 3 2.0
Anesthetics

Lacquer Thinner of Other Paint 3 2.0
Solvents

Lighter Gases (Propane, Butane) 3 2.0
Nitrous Oxide (Whippets) 13 8.8
Spray Paints 3 2.0
Other Aerosol Sprays 6 4.1
Analgesics

Codeine 29 19.7
Demerol 13 8.8
Dilaudid 13 8.8
Methadone 11 7.5
Morphine 24 16.3
Percodan 18 12.2
Talwin 3 2.0
Tylenol with Codeine 34 23.1
Tranquilizers

Atarax 1 0.7
Ativan 9 6.1
Diazepam 9 6.1
Librium 4 2.7
Valium 25 17.0
Xanax 7 4.8
Stimulants

Benzedrine 3 2.0
Biphetamine 1 0.7
Dexamyl 1 0.7
Dexedrine 13 8.8
Methamphetamine 28 19.1
Methedrine 3 2.0
Preludin 1 0.7

Sexual Risk BehaviorsDescriptive statistics were run on the dependent

variables regarding sexual risk behaviors. Table 8 shows lifetime sestubehaviors.
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Eighty-three percent (n=113) of the sample have had sex while under the influence of
drugs and alcohol, 54% (n=74) have had sex with more than one partner in 24 hours, 25%
(n=34) of the sample have engaged in survival sex in their lifetime, and 26% (n=36) have

had sex with someone who worked as a prostitute in their lifetime.

Table 8. Lifetime Sexual Behaviors (N=147)

VARIABLE N %
Survival Sex
Yes 34 24.8
No 103 75.2
Condom Always 21 61.8
Condom Sometimes 6 17.7
Condom Rarely 1 2.9
Condom Never 6 17.7
Anal Sex
Yes 62 45.3
No 75 54.7
Insertive 23 37.7
Receptive 12 19.7
Both 26 42.6
Condom Always 30 48.4
Condom Sometimes 14 22.6
Condom Rarely 4 6.5
Condom Never 14 22.6
Vaginal Sex
Yes 129 94.2
No 8 5.8
Insertive 94 72.9
Receptive 24 18.6
Both 11 8.5
Condom Always 39 30.5
Condom Sometimes 54 42.2
Condom Rarely 20 15.6
Condom Never 15 11.7
Oral Sex
Yes 123 89.8
No 14 10.2
Perform 3 25
Receive 19 15.6
Both 100 82.0
Condom Always 11 8.9
Condom Sometimes 23 18.7
Condom Rarely 25 20.3
Condom Never 64 52.0
Sex with Prostitute
Yes 36 26.3
No 101 73.7
Sex Under Influence of Drugs and Alcohol
Yes 113 82.5
No 24 17.5
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Sex with IV Drug User
Yes 27 19.7
No 110 80.3
Sex with Someone with HIV
Yes 11 8.0
No 126 92.0
Casual Sex
Yes 117 85.4
No 20 14.6
Sex with More than 1 Partner in 24 Hours
Yes 74 54.0
No 63 46.0

Family. Univariate statistics were run on the family communication scale which
measures level of satisfaction with family communication. The mean was 31.46,
standard deviation 8.67, skewness -0.38, kurtosis -0.54 and the range was 10-50.

Peers.Table 9 shows descriptive statistics related to negative peers and Table 10

shows the descriptive statistics for positive peers.
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Table 9. Negative Peer Group Characteristics (N=14

VARIABLE N %
Negative Peers
Are Not in School and Don’t Have a Job
None
A Few 10 6.8
About Half 59 40.1
Most 37 25.2
All 34 23.1
7 4.8
Drink Alcohol at Least Once a Week
None 6 4.1
A Few 28 19.1
About Half 18 12.2
Most 60 40.8
All 35 23.8
Use Drugs or Marijuana
None 3 2.0
A Few 22 15.0
About Half 22 15.0
Most 52 35.4
All 48 32.7
Have been in Trouble with Police or
Juvenile Officer
None 11 7.6
A Few 43 29.9
About Half 30 20.8
Most 44 30.6
All 16 11.1
Have Had Babies or Fathered Children
None 18 12.3
A Few 81 55.5
About Half 21 14.4
Most 23 15.8
All 3 2.1
Have Run Away from Where They were
Living
None 24 17.1
A Few 64 457
About Half 22 15.7
Most 21 15.0
All 7 5.0
Have Had Sex
None 2 1.4
A Few 11 7.7
About Half 5 35
Most 45 31.5
All 80 55.9
Have Had Failing Grades in School
None
A Few 11 7.9
About Half 44 31.4
Most 31 22.1
All 40 28.6
12 8.6
Have Had Physical Fights with Other
Students
None 14 9.8
A Few 63 44.1
About Half 29 20.3
Most 28 19.6
All 9 6.3
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Regarding negative peers, fifty-six percent of the sample say thatladiof
friends have had sex, thirty-three percent say all of their friends have usgsdodr
marijuana, twenty-four percent said that all of their friends drank alcoholeoweek
and 1 in 5 reported that all of their friends use condoms when having sex (17.4%).

Table 10. Positive Peer Group Characteristics (n=147)

Positive Peers Who...

Go To College or Plan to

Go to College
None 10 6.9
A Few 73 50.0
About Half 35 24.0
Most 18 12.3
All 10 6.9
Save Money
None 25 17.5
A Few 64 44.8
About Half 26 18.2
Most 24 16.8
All 4 2.8
Use Condoms When
Having Sex
None 6 5.00
A Few 25 20.7
About Half 36 29.8
Most 31 25.6
All 21 17.4
Have a Job
None 6 4.10
A Few 79 53.7
About Half 34 23.1
Most 19 12.9
All 9 6.1

Regarding positive peers, six percent say all of their friends have jods, thr
percent say all of their friends save money and seven percent say all oi¢hds fjo to

college or plan to go to college.
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School, Stigma and DiscriminationTable 11 shows the distribution of the independent
variables: school engagement, stigma, and discrimination in the past ydaiy-d&gen
percent of the sample was not currently enrolled in school at the time they were
interviewed.

Table 11. Univariate Statistics of School, Stigma and Discrimination

VARIABLE [Mean Standard Skewness Kurtosis Range
Deviation

School 3.1 0.8 -0.3 -0.4 1.2-46

Engagement

(n=143)

Stigma 31.0 6.4 0.3 0.5 17-51

(n=143)

Discrimination| 3.7 54 1.8 2.6 0-24

(n=147)

On average, the sample has a positive sense of school engagement ad ioglicate
a mean of 3.1 as a mean of less thatn 3 indicates a more negative feeling of school
engagement.
Research Question 1: Results
1. To what extent is sexual orientation associated with microlevel (i.e.alnhesaith,
substance use, and sexual risk behaviors), mesolevel (i.e. family functioning, pee
relations, school experiences) and macrolevel (i.e. stigma related to remeteand
discrimination related to sexual orientation) outcomes in homeless youths?
H,: Based on the empirical literature reviewed in this dissertation, ipstigsized that
sexual minority youths experience higher levels of psychosocial probleghes at
microlevel (i.e. mental health, substance use, sexual risk behavior), mesotevair(ily

functioning, peer relationships, school experiences) and macrolevel outcoméigiine. s
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related to homelessness and discrimination based on sexual orientation) compared to
homeless heterosexual youths.
Individual Characteristics.

Mental Health Problems. Chi-square analyses were performed to examine
mental health outcome differences by sexual minority status (see Tabla 12)
dichotomous variable for number of suicide attempts, O attempts or 1 or more attempts,
was created from a five-level variable,. An independent samples t-testfcaspd to
compare depression scores in homeless sexual minority youths and homeless
heterosexual youths (see Table 12). Results indicate that homeless sarugy} mi
youths were more likely to have seriously considered suicide during the past 12 months
(y’=18.9, df=1, p<.0001), made a plan about committing suicide during the past 12
months ¢*=6.3, df=1, p=0.012), attempted suicig&<(.0.3, df=1, p=0.001), and injured
themselves during a suicide attemgt(0.14, df=2, p=0.006). There was a statistically
significant difference in depression symptoms for homeless sexual miyauitys M=
26.8 SD= 13.3) and homeless heterosexual youlltrs Z0.8,SD=12.8); (t=2.78, df=144,
p=0.006); homeless sexual minority youths exhibited more depression symptoms.
The suicide variables were combined to create a scale. A T-test was perform
examine the relationship between sexual identity and suicide (see Table 1@}s Res
indicate a significant difference in suicide by sexual orientation. Homséesal
minority youths reported more lifetime suicide or suicide ideatibnl(61,SD=1.72)
compared to homeless heterosexual youhsQ.70,9D=1.17) (t=3.77, df=144,
p=0.0002). There was no difference in age between sexual minority and heterosexual

youths.
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Table 12. Suicide and Depressive Symptoms by Sexual Identity

VARIABLE

X2

Sexual Identity

Sexual Minority
N (%)

Non-Sexual
Minority n (%)

Stopped Doing
Usual Activities for
2 Weeks or More in
a Row (n=147)

32 (48)

32 (40)

1.19

Seriously
Considered Suicide
in Past 12 Months
(n=147)

28 (42)

9 (11)

18.9%**

Made a Plan About
How Suicide Would
be Attempted
(n=147)

18 (27)

9 (11)

6.3**

Attempted Suicide 1
or More Times in
the Past Year
(n=146)

18 (27)

6 (8)

10.3**

Suicide Attempted
that Ended in Injury
Treated by Doctor
or Nurse in Past 12
Months (n=147)

10 (15)

2 (2)

10.1**

Total Depressive
Symptoms
(n=146)

M=26.84"
$D=13.31

M=20.83
SD=12.77

T=2.78**

Suicide

(n=146)

M=1.61
D=1.72

M=0.70
PD=1.17

T=3.77**

**p<=0.01,**p<=0.0001

"Note: CES-D scores of 16-26 are considered mild depression and scores of 27 and above
are indicative of major depression or is a more stringent cutoff suggestdpfession
in medical samples (Zich, Attkisson, & Greenfield, 1990).
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Sexual Risk Behaviors.Chi-square analyses were conducted to examine the
relationship between sexual identity and sexual risk behaviors (see tableRekilts
indicate that sexual minority youths were more likely to engage in léesumvival sex
(y’=21.3, df=1, p<.0001), have had anal sex in their jfe26.5, df=1, p<.0001), have
had sex with a prostitute in their lifetimg$14.3, df=1, p=0.0002), have had sex with an
IV drug user in their lifey?=14.4, df=1, p=0.0002), have had sex with someone with
HIV (¥*=10.1, df=1, p=0.0015), have had anal sex in the past 3 mgfti2d @, df=1,
p<.0001), have had casual sex in the past 3 moyfts8.0, df=1, p=0.0048) and were
more likely to have had sex with more than one partner in a 24 hour time span. Non-
sexual minority youths were more likely to have had vaginal intercourse jpash&
months ¢?=11.0, df=1, p=0.0009).

Also, a new variable was created to capture the number of sexual behaviors from
the above table, which had been engaged in during the lifetime of the individuals. A t-
test was performed to assess the differences in the number of sexual behaenba
sexual identity (see Table 13). Results indicate that was a staitistierence by sexual
identity and lifetime sexual behavior. Homeless sexual minority yolth$ @0,

SD=2.10) have engaged in more of the sexual behaviors than their homeless heterosexual
counterpartsNI=4.56,SD=1.51) (t=5.36, df=135, p<0.0001).

Additionally, a new scale measuring lifetime condom use was created by
summing the items and dividing them by 4, which corresponds to frequency of condom
use in the categorical response category. A t-test was performedtteetdgterence is
frequency of lifetime condom use by sexual identity (see Table 13). Redlittate a

statistical difference in lifetime condom use frequency. Homelesslsaxaity scored
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higher on the frequency scale which means they were more likely to have used€ondom
sometimesNI=1.73,5D=0.82) compared to homeless heterosexual youth who scored
lower which indicates they were more likely to always use condivm4.(38,SD=0.63)
(t=2.83, df=135, p=0.005).

Table 13. Sexual Identity by Sexual Risk Behavior (n=137)

VARIABLE Sexual Minority Non-Sexual X

N (%) Minority n (%)
Lifetime Survival 27 (44) 7 (9) 21.30%**
Sex
Lifetime Anal Sex 43 (69) 19 (25) 26.55***
Lifetime Oral Sex 58 (94) 65 (87) 1.75
Lifetime Sex with | 26 (42) 10 (13) 14.33*
Prostitute
Lifetime Sex with | 21 (34) 6 (8) 14.36**
IV Drug User
Lifetime Casual Sex 55 (89) 62 (83) 0.99
Lifetimes Sex with | 35 (56) 39 (52) 0.27
> 1 Person in 24
Hours
Sex with > 1 Persor 19 (31) 13 (17) 3.36*
in 24 Hours
Lifetime Sexual M=6.20 M=4.56 T=5.36***
Behavior D=2.10 PD=1.51
Lifetime Condom | M=1.73 M=1.38 T=2.38**
Use Frequency SD=0.82 SD=0.63

*p<.05,**p<=0.01,**p<=0.0001

Substance UseChi-square analyses were conducted to examine the
relationship between sexual identity and lifetisudstance use (see Table 14). Results
indicate that sexual minorities were more likely to have reportechiéetise of: cocaine
(x°=4.26, df=1, p=0.04), LSD{=15.05, df=1, p=0.0001), cracj’€13.63, df=1,
p=0.0002), heroinyf=7.09, df=1, p=0.0077), PCR?€15.05, df=1, p=0.0001), ecstasy
(x’=4.82, df=1, p=0.0281), and methamphetamjie19.39, df=1, p<.0001).
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All substance use variables were combined to create a total lifetimarstdbsise
index. A t-test was conducted to determine if there was a difference in number of
substances used lifetime based on sexual identity (see Table 14). Therstatesgtically
significant difference between the mean number of lifetime substanacksemeless
sexual minorities used a higher number of substances in their liféfire. 88,

SD=7.81) compared to their homeless heterosexual counterberts{4,9D=3.53)

(t=4.78, df=145, p<0.0001). Since the lifetime substance use variable was skewed
(skewness=2.39, kurtosis=8.47), a log transformation was performed, the results of the
transformation and t-test using the transformed variable (see Table 14yaisferined
variable was used for all futuemalyses. The new skewness was 0.18 and the new

kurtosis was -0.38.
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Table 14. Sexual Identity by Lifetime Substance Use (N=147)

VARIABLE Sexual Minority Non-Sexual X
N (%) Minority n (%)

Marijuana 59 (89) 75 (93) NS

Crack 23 (35) 8 (10) 13.63**

Cocaine 39 (59) 34 (42) 4.26*

Heroin 11 (17) 3 (4) 7.09**

Hallucinogens

LSD 32 (48) 15 (19) 15.01%**

PCP 17 (26) 3 (4) 15.05***

Peyote 11 (17) 4 (5) 5.46*

Mescaline 11 (17) 2 (2) 9.09**

Mushrooms 42 (63) 37 (46) 4.71*

Ecstacy 46 (70) 42 (52) 4.82*

Poppers 24 (36) 4 (5) 23.29***

Inhalents

Whippets 11 (17) 2 (2) 9.09**

Analgesics

Codeine 19 (29) 10 (12) 6.21**

Demerol 10 (15) 3 (4) 5.91**

Dilaudid 11 (17) 2 (2) 9.09**

Morphine 15 (23) 9 (11) 3.59

Percodan 10 (15) 8 (10) 0.94

Tylenol with 19 (29) 15 (19) 2.16

Codeine

Tranquilizers

Valium 20 (30) 5 (6) 15.00***

Stimulants

Dexadrine 11 (17) 2 (2) 9.09**

Methamphetamine | 23 (35) 5 (6) 19.39%**

Variable Sexual Minority Non-Sexual T
Minority

Lifetime Substance | M=9.38 M=4.74 T=4.78***

Use D=7.81 D=3.53

Lifetime Substance | M=1.95 M=1.40 T=4.56***

Use (log D=0.80 D=0.64

transformed)

*p<=.05, *p<=.01,*<=0.0001

Family. T-test analysis examined the relationship between sexual identity and

family communication (see Table 15). Results indicate that there vatsstical
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difference in satisfaction with family communication. Homeless sexumrities
(M=29.82,9D=9.61) had low satisfaction with the communication in their families and
homeless non-sexual minoritidd£32.79,SD=7.64) (t= -2.08, p=0.04) had moderate
satisfaction with their family’'s communication.

Peers. Chi-square analyses examined the relationship between sexual identity
and peer relationships (See Table 16). A three level variable was createtid
original five level variable: none or a few, about half, and most or all. The orfieal
levels were none, a few, about half, most, all. Results indicate that being lag®ome
sexual minority youth was associated with reporting that most or all offtiesids were
not in school and without jobaz(: 10.61, df=2, p=0.0050), with reporting to have run
away from where they were living%8.64, df=2, p=0.01) and had failing grades in
school {*=6.16, df= p=0.05).

A t-test was performed to test difference based on sexual identity asaiveeg
peer relationships (see Table 16). Results indicate that there was ieatdifé¢rence
based on sexual identity. Homeless sexual minority youths had more negative peer
relationships=20.25,9D=5.99) compared to their heterosexual counterparts
(M=17.99,3D=6.14) (t=2.11, df=129, p=0.04). There were no significant differences in
positive peers and sexual identity status.

School. A t-test was conducted to assess the relationship between sexual identity
and psychological sense of school belonging (see Table 16). Results indicttertha
was no difference between homeless sexual minority youths and their hatafosex

counterparts.
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Table 15. Sexual Identity by Peer Relationships ahSchool

VARIABLE Sexual Minority Non-Sexual Minority n | X?
N (%) (%)
Most/All Peers Notin | 26 (39) 15 (19) 10.62*

School and Don’t Have
a Job (n=147)

Most/All Peers Drink 44 (67) 51 (63) 4.15
Alcohol at Least Once 4
Week (n=147)

Most/All Peers Use 50 (76) 50 (62) 4.08
Drugs or Marijuana
Once a Week (n=147)

Most/All Peers Have 29 (45) 31 (39) 1.10
Been in Trouble with
Police or Juvenile
Officer (n=144)

Most/All Peers Have 9 (14) 17 (21) 3.49
Had Babies or Fathered
Children (n=146)

Most/All Peers Ran 19 (32) 9(12) 8.64**
Away from where they
were living (n=138)

Most/All Peers Had 30 (49) 22 (29) 6.16*
Failing Grades in Schogl
(n=138)

Most/All Peers Use 24 (46) 28 (42) 1.16
Condoms When Having
Sex (n=119)

Most/All Peers Have 15 (24) 22 (27) 0.41
Fights With Other
Students (n=143)

Most/All Peers Go to 10 (15) 18 (22) 1.37
College or Plan to Go tq
College (n=146)

Most/All Peers Save 10 (15) 18 (23) 1.28
Money (n=143)

Most/All Peers Have a | 10 (15) 18 (22) 3.84
Job (n=147)

Total Scale Scores Sexual Minority Non-Sexual Minaty T
Negative Peer M=20.25 M=17.99 2.11*
Relationships (n=131) | SD=5.99 SD=6.14

Positive Peer M=6.96 M=7.21 -0.65
Relationships (n=129) | Sb=2.91 SD=2.91

Psychological Sense of| M=2.95 M=3.18 0.08+
School Belonging D=0.78 SD=0.73

(n=143)

*p<=.05; *p<=.01

Note: Although the t-value is not statistically signifitat is marginally significant (p=0.07), 3 is @ping
point for which students have more positive or tiggaexperiences in school. Homeless sexual ntiaeri
average sum score is below 3 indicating more negatperiences and homeless heterosexual youths
average sum score is above 3 indicating more pestiperiences.
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Stigma. Chi-square analyses were performed to examine the relationship
between sexual identity and stigma related to homelessness (see Talfle 17)
dichotomous variable was created: agree or disagree from a four response:variabl
strongly agree, agree, disagree, and strongly disagree. Results irditateeless
sexually minority youths were more likely to be physically assaultedubedaey are
homelessy?=4.48, df=1, p=0.03). Homeless sexual minority youlifrsZ9.73,
SD=6.72) had significantly lower total scores on the stigma scale whichtesllugher
levels of stigma related to being homeless compared to homeless hetergsethsl
(M=32.09,9D=5.96) (t=-2.22, df=141, p=0.03).

Discrimination. T-tests were performed to examine the relationship between
discrimination based on sexual orientation and sexual identity (see Table 17ts Resul
indicate that homeless sexual minorit§y=6.92,3D=6.26) youth experienced more
discrimination in the past 12 months compared to homeless heterosexual youths
(M=1.05,9D=2.36) (£7.80, df=145, p<.0001).

Table 16. Sexual Identity by Stigma and Discrimination (N=147)

VARIABLE Sexual Minority Non-Sexual t-value
N (%) Minority n (%)

Total Stigma Scale | M=29.73 M=32.09 -2.22*

Sum D=6.72 D=5.96

Discrimination M=6.92 M=1.05 7.80%**

Scale Sum Score | SD=6.26 D=2.36

(Past 12 months)

*p<=.05; ***p<0.0001
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Question 2: Results

2. To what extent are the relationships between mesosystem factors (ilg., fami
functioning, peer relations and school experiences) and psychosocial problems (mental
health, substance use, and sexual risk behavior) among homeless youths moderated by
sexual orientation?

H1: Homeless youths with higher levels of satisfaction with family commuaircatill

report lower levels of mental health problems, substance use problems and skxual ri
behavior. The relationship between family communication and psychosocial problems
will be different depending on sexual orientation.

H,: Homeless youths with higher levels of negative peer relations will rejgbrer

levels of mental health problems, substance use problems, and sexual risk behavior. The
relationship between negative peer relations and psychosocial problems dhfife ent
depending on sexual orientation.

Hs: Homeless youths with higher levels of school belonging will report lowersi®fel

mental health problems, substance use problems, and sexual risk behavior. The
relationship between school belonging and psychosocial problems will be different
depending on sexual orientation.

Correlations were run to determine the relationship between mesosysters fact
and psychosocial problems (see Table 18). Higher levels of school belonging was
associated with lower levels of suicide (r=-0.37, p<0.0001), more negative @eers w
associated with more sexual behaviors (r=0.35, p<0.0001), more positive peers was
associate with lower sexual behaviors (r=-0.23, p<0.01), higher levels of school

engagement was associated with lower levels of suicide (r=-0.2, p=0.0031), higher levels
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of negative peers was associated with higher substance use (r=0.04, p<0.0001), more
positive peers was associated with lower substance use (r=-0.18, p=0.04), matxe neg
peers was associated with more condom use (r=0.25, p=0.006), more positive peers was
associated with less depression (r=0.20, p=0.03). More satisfaction with family
communication was associated with lower levels of depression (r=-0.38, p<0.0001) and

suicide (r=-0.30, p<0.01).
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Table 17. Correlations between Mesosystem, Factors, Macrosystem Factarsl Psychosocial Problems

School | Family Negative | Stigma Discrimination| Suicide | Depression Substance| Sex | Co
Engage | Communication Peers (past 12 Use Risk | Us
ment months Beh

Mesosytem

Factors

School 1

Family 0.39%** |1

Communication

Negative Pee -0.13 0.06 1

Macrosystem

Factors

Stigma 0.36%** | 0.32*** -0.23 1

Discrimination -0.20* -0.16 0.16 -0.29 1

(past 12 months)

Microsystem

Psychosocial

Problems

Suicide -0.25* | -0.30** 0.05 -0.22** | 0.31* 1

Depression =37 | -0.38*** 0.09 -0.54%**| (.33*** Q42% |1

Substance Use -0.13 -0.09 0.40%** -0.21* 0.20* 0.08 | 0.04 1

Sex Risk Behaviorl -0.01 0.01 0.35*** -0.13 0.28** .19* 0.04 0.53** 1

Condom Use -0.01 0.08 0.25* -0.57 0.05 0.16 0.01 280 057 |1

*k%

*p<0.05; **p<0.01; **p<0.0001
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Mesosytem Factors to Predict Depression

A simultaneous multiple regression was run to analyze the relationshipbetwe
mesosystem factors and depressive symptdResult indicated that the main effects
model was significant; &0.22, (F(7,115)=4.69, p=0.0001 (See Table 19). Family
communication (b=-0.38,t=-2.74, p=0.007) and school engagement (b=-4.32,t=-2.61,
p=0.01) were significantly associated with depression. Higher family comcation
was associated with less depressive symptoms and higher school engagement was
associated with lower levels of depression. There were only 5 individuals evreo w
transgendered so the model model would not calculate transgender versus male.
Therefore in all models forward represents females with the males i@fdience group.

Table 18. Sexual Identity, Mesosystem Factors on Depression Main Effectodél

(n=123)
Variable Parameter Standard Error Standardized
Estimate Estimate
Race 1.81 2.33 0.07
Gender 1.18 2.87 0.04
Age 2.9 3.20 0.07
Sexual Identity -1.64 241 -0.06
Negative Peers 0.14 0.19 0.06
Family -0.38 0.14 -0.26**
Communication
School Engagement -4.32 1.65 -0.24**
**p<0.01

In order to test if sexual identity moderathd relationship between family
communication and depression, a simultaneous multiple regression including the
interaction term was performed (see Table 20). The ovealkl was significant
R?=0.22, (F(8,114)=44.12, p=0.0002. Howewke interaction between family
communication and sexual identity to predict depression was not. Thus, there was no

differential effect of family communication on depression depending on sexastyde
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Table 19. Interaction Between Sexual Identity and Family Communication on
Depression (n=123)

Variable Parameter Standard Error Standardized
Estimate Estimate
Race 1.94 2.34 0.07
Gender 0.87 2.92 0.03
Age 2.87 3.21 0.08
Sexual ldentity -6.58 8.54 -0.24
Negative Peers 0.13 0.19 0.06
Family Communication -0.46 0.19 -0.31*
School Engagement -4.24 1.66 -0.24*
Family 0.16 0.26 0.20
Communication*Sexual
Identity
*p<0.05

In order to test if sexual identity moderates the relationship between negative
peers and depression, a simultaneous multiple regression was performedlsed)la
Results indicate that the overall model was significB#t0.23, (F(8,114)=4.30,
p=0.0002). Howevethe interaction between sexual identity and negative peers was not
significant. Thus, there is not a differential effect of negative peers orsdapre
depending on sexual identity.

Table 20. Interaction Between Sexual Identity and Negative Peers on Degsion

(n=123)
Variable Parameter Standard Error Standardized
Estimate Estimate
Race 2.50 2.39 0.09
Gender 1.05 2.87 0.03
Age 3.01 3.20 0.08
Sexual Identity 7.18 7.75 0.26
Negative Peers 0.40 0.29 0.19**
Family Communication -0.38 0.14 -0.25*
School Engagement -4.26 1.65 -0.24
Sexual -0.46 0.38 -0.34
Identity*Negative
Peers
p<0.05;**p<0.01

In order to test if sexual identity moderates the relationship between school

engagement and depression, a simultaneous multiple regression was performed (see
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Table 22). Results indicate that the overall model was signifiBan0.23,
(F(8,114)=4.18, p=0.0002). Howevére interaction between sexual identity and school
engagement was not significant. Thus, there is not a differential effexttadls
engagement on depression depending on sexual identity.

Table 21. Interaction Between Sexual Identity and School Engagement on
Depression (n=123)

Variable Parameter Standard Error Standardized
Estimate Estimate
Race 1.73 2.33 0.06
Gender 1.17 2.87 0.04
Age 2.90 3.21 0.08
Sexual ldentity 6.19 9.67 0.23
Negative Peers 0.15 0.19 0.07
Family -0.41 0.14 -0.27**
Communication
School Engagement -2.88 2.39 -0.16
Sexual -2.52 3.01 -0.31
Identity*School
Engagement
**p<0.01

Mesosystem Factors to Predict Suicide

A simultaneous multiple regression was performed to analyze the retgpions
between mesosystem factors, sexual identity and suicide (see Table 28)s Res
indicated that the main effects model was signific&0.18, (F(7,115)=3.65,
p=0.0014. Family communication was associated suibide (b=-0.03, t=-2.17, p=0.03)

with higher levels of family communication associated with lower levessiiaide.
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Table 22. Sexual Identity and Mesosystem Factors on Suicide Main Effects

Model(n=123)

Variable Parameter Standard Error Standardized
Estimate Estimate

Race 0.06 0.26 0.02

Gender 0.23 0.32 0.06

Age -0.54 0.36 -0.14

Sexual ldentity -0.49 0.27 -0.17

Negative Peers 0.01 0.02 0.04

Family -0.03 0.02 -0.21*

Communication

School Engagement -0.23 0.18 -0.12

*p<0.05

To test whether or not sexual identity moderated the relationship between famil
communication and suicide, a simultaneous multiple regression including the iateract
term was performed (see Table 24). The ovenaliiel was significantR?=0.19,
(F(8,114)=3.39, p=0.0016. Howevdng interaction between sexual identity and family
communication to predict suicide was not. Thus, there was no differential effect of
family communication on suicide.

Table 23. Interaction Between Sexual Identity and Family Communicatioon

Suicide (n=123)

Variable Parameter Standard Error Standardized
Estimate Estimate
Race 0.09 0.26 0.03
Gender 0.16 0.32 0.05
Age -0.54 0.36 -0.14
Sexual Identity -1.60 0.95 -0.54
Negative Peers 0.01 0.02 0.03
Family -0.05 0.02 -0.31*
Communication
School Engagement -0.22 0.18 -0.11
Sexual 0.04 0.03 0.41
Identity*Family
Communication

*p<0.05
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A simultaneous multiple regression with interaction teras performed to test
whether or not sexual identity moderates the relationship between negatsanmker
suicide (see Table 25). The overabhdel was significant &0.20; (F(8,114)=3.61,
p<0.0009. The interaction between sexual identity and negative peers was not
significant. Thus, there was not a differential effect of negative peers atesuic
depending on sexual identity.

Table 24. Interaction Between Sexual Identity and Negative Peers on Suieid

(n=123)
Variable Parameter Standard Error Standardized
Estimate Estimate
Race -0.05 0.26 -0.02
Gender 0.25 0.32 0.07
Age -0.55 0.35 -0.14
Sexual Identity -1.89 0.86 -0.64*
Negative Peers -0.03 0.03 -0.14
Family -0.04 0.02 -0.21*
Communication
School Engagement -0.24 0.18 -0.12
Negative Peers*Sexual0.07 0.04 0.50
Identity
*p<0.05

A simultaneous multiple regression with interaction teras performed to test
whether or not sexual identity moderates the relationship between school enyaaysine
suicide (see Table 26). The overabhdel was significant &0.18; (F(8,114)=3.18,
p<0.003. The interaction between sexual identity and school engagement was not
significant. Thus, there was not a differential effect of school engagementiatesui

depending on sexual identity.
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Table 25. Interaction Between Sexual Identity and School Engagement on Sde&e

(n=123)
Variable Parameter Standard Error Standardized
Estimate Estimate
Race 0.06 0.26 0.02
Gender 0.23 0.32 0.07
Age -0.54 0.36 -0.14
Sexual ldentity -0.18 1.08 -0.06
Negative Peers 0.01 0.02 0.04
Family Communication -0.03 0.02 -0.21
School Engagement -0.17 0.27 -0.10
Negative Peers*Schoaql -0.10 0.34 -0.11
Engagement 1
*p<0.05

Mesosystem Factors to Predict Substance Use

A simultaneous multiple regression was performed to test the main effects of

mesosystem factors on substance use (log transformed) (see Table 2@yeralie

model was significantR?=0.38, (F(7,112)=9.73, p<0.0001. Sexual identity was

associated with suicide (b=-0.43, t=-3.55, p=0.0006) as was negative peers

(b=0.04,t=5.05,p<0.0001).

Sexual minority status was associated with more substance

use and more negative peers was associated with more substance use.

Table 26. Sexual Identity and Mesosystem on Substance Use Main Effects Model

(n=120)
Variable Parameter Standard Error Standardized
Estimate Estimate
Race 0.51 0.12 0.19
Gender -1.33 0.15 -0.17
Age 0.78 0.16 0.11
Sexual Identity -1.49 0.12 -0.29**
Negative Peers 0.10 0.01 0.40***
Family -0.01 0.01 -0.16
Communication
School Engagement 0.09 0.08 -0.01

**p<0.01;**p<0.0001

A multiple regression with interaction term was performed to test whethmt

sexual identity moderated the relationship between negative peers and substésee use
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Table 28). The overall model was significaft®43,(F(8,111)=10.48, p<0.0001. The
interaction between sexual identity and negative peers was significa@td6,t=-3.19,
p=0.002). For homeless sexual minorities, the more negative peers they havarethe
substances they used and the slope is .08 (p<0.0001). For heterosexual youths, there was
no effect between negative peers and substance use as the slope is .02 (p=0.09).

Table 27. Interaction Between Sexual Identity and Negative Peers on Substandse

(n=120)
Variable Parameter Standard Error Standardized
Estimate Estimate
Race 0.39 0.12 0.26**
Gender -0.29 0.14 -0.17*
Age 0.23 0.16 0.11
Sexual ldentity 0.74 0.38 0.49
Negative Peers 0.08 0.01 0.66***
Family Communication -0.01 0.01 -0.13
School Engagement 0.01 0.08 0.01
Sexual -0.06 0.02 -0.81**
Identity*Negative
Peers

*p<0.05;**p<0.01,***p<0.0001

A simultaneous multiple regression with interaction teras performed to test
whether or not sexual identity moderated the relationship between family cocatiomi
and substance use (see Table 29). The oveoalel was significant &0.38,
(F(8,111)=8.52, p<0.0001. Howevdng interaction between sexual identity and family
communication was not significant. Thus, there is not a differential effeainuifyf

communication on substance use depending on sexual identity.
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Table 28. Interaction Between Sexual Identity and Family Communication on
Substance Use (n=120)

Variable Parameter Standard Error Standardized
Estimate Estimate
Race 0.28 0.11 0.19*
Gender -0.27 0.15 -0.16
Age 0.22 0.16 0.11
Sexual ldentity -0.16 0.44 -0.11
Negative Peers 0.05 0.01 0.40***
Family -0.01 0.01 -0.11
Communication
School Engagement -0.01 0.08 -0.01
Sexual -0.01 0.01 -0.19
Identity*Family
Communication

*p<0.05,**p<0.01,***p<0.0001

A simultaneous multiple regression with interaction teras performed to test
whether or not sexual identity moderated the relationship between school engagement
and substance use (see Table 30). The oveoalkel was significant &0.38,
(F(8,111)=8.52, p<0.0001. Howevdne interaction between sexual identity and school
engagement was not significant. Thus, there is not a differential effet¢tonfl sc
engagement on substance use depending on sexual identity.

Table 29. Interaction Between Sexual Identity and School Engagement on
Substance Use (n=120)

Variable Parameter Standard Error Standardized
Estimate Estimate
Race 0.29 0.12 0.19*
Gender -0.29 0.15 -0.17
Age 0.22 0.16 0.11
Sexual ldentity -0.39 0.49 -0.26
Negative Peers 0.05 0.01 0.39***
Family -0.01 0.01 -0.16
Communication
School Engagement 0.00 0.12 0.00
Sexual -0.01 0.15 -0.03
Identity*School
Engagement

*p<0.05,*p<0.01,**p<0.0001
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Mesosystem Factors to Predict Condom Use

A simultaneous multiple regression was performed in order to analyze the
relationship between sexual identity, mesosystem factors and condom uBab(gc®l).
The main effectsnodel was significantR?=0.14, (F(7,107)=2.47,p=0.02). Negative
peers significantly was associated with condom use (b=0.03,t=2.2,p=0.03)avéh m
negative peers associated with being more likely to not use a condom. Sexualesinoriti

are associated with condom use and are less likely to use a condom (b=-0.28,t=-

2.08,p=0.04).

Table 30. Main Effects Model of Sexual Identity, Mesosystem on Condom Use

(n=115)

Variable Parameter Standard Error Standardized
Estimate Estimate

Race 0.08 0.13 0.05

Gender -0.27 0.16 -0.17

Age 0.23 0.19 0.11

Sexual ldentity -0.28 0.13 -0.20*

Negative Peers 0.03 0.01 0.22*

Family 0.00 0.01 0.05

Communication

School Engagement 0.01 0.09 0.01

*p<0.05

A simultaneous multiple regression with interaction temas use to analyze if
sexual identity moderated the relationship between family communication and condom
use (see Table 32). The overall model was signifid&0.16, (F(8,106)=2.51,p=0.02).
The interaction between sexual identity and family communication wasgmificant.

Thus, there was not a differential effect between family communication and carsgom

depending on sexual identity.
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Table 31. Interaction Between Sexual Identity and Family Communication on

Condom Use (n=115)

Variable Parameter Standard Error Standardized
Estimate Estimate
Race 0.07 0.13 0.05
Gender -0.22 0.16 -0.14
Age 0.22 0.19 0.11
Sexual ldentity 0.45 0.48 0.32
Negative Peers 0.03 0.01 0.22*
Family 0.01 0.01 0.18
Communication
School Engagement -0.01 0.09 -0.01
Sexual -0.02 0.01 -0.58

Identity*Family
Communication

*p<0.05

A simultaneous multiple regression with interaction teras run to determine if

sexual identity moderates the relationship between negative peers and condeee use (

Table 33). The overall model was significaRf=0.20, (F(8,106)=3.38,p=0.002). The

interaction between sexual identity and negative peers was signifieatq7,t=-2.92,

p<0.005) and predicted condom use. For sexual minorities, the more negative peers the

more likely to not to use condoms as the slope is 1.04 (p=0.03), but for homeless

heterosexual youths, there was no effect between negative peers and condoineuse as t

slope is -0.00 (p=0.87).
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Table 32. Interaction Between Sexual Identity and Negative Peers on CondorsdJ

(n=115)
Variable Parameter Standard Error Standardized
Estimate Estimate
Race 0.20 0.14 0.14
Gender -0.27 0.16 -0.17
Age 0.21 0.18 0.11
Sexual ldentity 1.05 0.47 0.76*
Negative Peers 0.06 0.02 0.54**
Family Communication 0.00 0.01 0.05
School Engagement 0.02 0.09 0.02
Sexual -0.07 0.02 -0.98**
Identity*Negative
Peers

*p<0.05,**p<0.01,***p<0.0001

A simultaneous multiple regression with interaction teras use to analyze if

sexual identity moderated the relationship between school engagement and condom use

(see Table 34). The overall model was signific&3t0.14, (F(8,106)=2.16,p=0.04).

The interaction between sexual identity and family communication wasgmificant.

Thus, there is not a differential effect between school engagement and condom use

depending on sexual identity.

Table 33. Interaction Between Sexual Identity and School Engagement on Condom

Use (n=115)

Variable Standardized Standard Error Parameter Estimate
Estimate

Race 0.08 0.13 0.06

Gender -0.27 0.16 -0.17

Age 0.23 0.19 0.11

Sexual Identity -0.13 0.54 -0.09

Negative Peers 0.03 0.01 0.22*

Family 0.00 0.01 0.04

Communication

School Engagement 0.04 0.14 0.04

Sexual Identity*School -0.05 0.17 -0.12

Engagement

*p<0.05,*p<0.01,**p<0.0001
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Mesosystem Factors to Predict Sexual Behavior

A simultaneous multiple regression was performed to examine the mairs efffect
mesosystem factors on sexual behavior (see Table 35). The mainmeffdelsvas
significant R*=0.38, (F(7,107)=9.40, p<0.0001. Sexual orientation was associated with
sexual behavior (b=-1.49, t=-4.88,p<0.0001) as was negative peers
(b=0.10,t=3.66,p=0.0004). Sexual minority status was associated with higher ssual ri
behavior and more negative peers was associated with more sexual risk behaviors.

Table 34. Main Effects Model of Mesosystem Factors on Sexual Behavior (n=115)

Variable Parameter Standard Error Standardized
Estimate Estimate
Race 0.51 0.30 0.14
Gender -1.33 0.37 -0.31**
Age 0.78 0.43 0.15
Sexual Identity -1.49 0.31 -0.40***
Negative Peers 0.10 0.03 0.30**
Family -0.01 0.02 -0.06
Communication
School Engagement 0.09 0.21 0.04

*p<0.05;**p<0.01;***p<0.0001

In order to test whether or not sexual orientation moderated the relationship
between family communication and sexual behavior, a simultaneous multiplesi@gres
with interaction ternwas conducted (see Table 36). The ovenaltiel was significant
R?=0.38, (F(8,106)=8.17, p<0.0001. Howeée interaction was not significant as
sexual identity did not moderate the relationship between sexual identitsraiig f
communication. Thus, there was no differential effect of family commuaicatid

sexual behavior depending on sexual identity.
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Table 35. Interaction Between Sexual Identity and Family Communication on
Sexual Behavior (n=115)

Variable Parameter Standard Error Standardized
Estimate Estimate

Race 0.51 0.30 0.14

Gender -1.31 0.37 -0.31**

Age 0.79 0.43 0.15

Sexual Identity -1.15 1.10 -0.31

Negative Peers 0.10 0.03 0.30**

Family -0.01 0.02 -0.03

Communication

Sexual -0.01 0.03 -0.10

Identity*Family

Communication

School Engagement 0.08 0.02 0.03

*p<0.05;*p<0.01;***p<0.0001

A simultaneous multiple regression with interaction teras used to examine

whether or not sexual identity moderates the relationship between negatwanker

sexual behavior (see Table 37). The overaltlel was significantR*=0.41,

(F(8,106)=9.02,p<0.0001). The interaction was significant as sexual identity moderated

the relationship between negative peers and sexual behavior (b=-0.11,t=-2.07,p=0.04).

For sexual minorities, the more negative peers the higher the sexual riglohefihe

slope for homeless sexual minorities is 0.16 (p=0.0001) and there was no effect for

homeless heterosexual youths with a slope of 0.05 ((p=0.15).
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Table 36. Interaction Between Sexual Identity and Negative Peers on Sexual

Behavior (n=115)

Variable Parameter Standard Error Standardized
Estimate Estimate
Race 0.71 0.31 0.19*
Gender -1.33 0.36 -0.31**
Age 0.76 0.42 0.14
Sexual ldentity 0.69 1.09 0.19
Negative Peers 0.16 0.04 0.50**
Family Communication -0.01 0.02 -0.06
School Engagement 0.11 0.20 0.05
Sexual -0.11 0.05 -0.60*
Identity*Negative
Peers

*p<0.05;**p<0.01;***p<0.0001

In order to test whether or not sexual orientation moderated the relationship

between school engagement and sexual behavior, a simultaneous multipleaegvitssi

interaction ternwas conducted (see Table 38). The ovenaitiel was significant

R?=0.38, (F(8,106)=8.15, p<0.0001. Howebe interaction was not significant as

sexual identity did not moderate the relationship between sexual identitgreou s

engagement. Thus, there is not a differential effect of school engagement@zadd se

behavior depending on sexual identity.

Table 37. Interaction Between Sexual Identity and School Engagement on Sexual

Behavior (n=115)

Variable Parameter Standard Error Standardized
Estimate Estimate
Race 0.52 0.30 0.14
Gender -1.33 0.37 -0.31**
Age 0.78 0.43 0.15
Sexual Identity -1.54 1.23 -0.42
Negative Peers 0.10 0.03 0.30**
Family -0.01 0.02 -0.06
Communication
School Engagement 0.08 0.31 0.03
Sexual 0.02 0.38 0.01
Identity*School
Engagement

*p<0.05;**p<0.01;***p<0.0001
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Question 3: Results

3. To what extent are the relationships between macrosystem factorg(me. retlated

to homelessness and discrimination based on sexual orientation) and mental health,
substance use, and sexual risk behaviors in homeless youths moderated by sexual
orientation?

Hi: Homeless youths with higher levelsstigma related to homelessness will report
higher levels of mental health problems, substance use problems, and sexual risk
behaviors. The relationship between stigma and psychosocial problems willeberdiff
depending on sexual orientation.

H,: Homeless youths with higher levels of discrimination related to sexual dienta
will report higher levels of mental health problems, substance use problems, aald sex
risk behaviors. The relationship between discrimination and psychosocial problems wi
be different depending on sexual orientation.

Correlations were run to examine the relationship between macrosysters fac
and psychosocial problems (see Table 18). A higher number of depressive symptoms
were associated with more discrimination in the past 12 months (r=0.33, p<0.0001), more
depressive symptoms were associated with more discrimination before 12 agmths
(r=0.22, p=0.008), more depressive symptoms were associated with lower stigena s
(more stigma) (r=-0.54, p<0.0001), more lifetime substance use was assodiatedne
discrimination before 12 months ago (r=0.17, p=0.04), more substance use was
associated with more discrimination in the past 12 months (r=0.20, p=0.01), more
substance use was associated with lower stigma score (more stigia&1(rp=0.01),

more suicide was associated with more discrimination before 12 months ago (r=0.23,
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p=0.005), more suicide was associated with more discrimination in the past 12 months
(r=0.31, p=0.0001), more suicidal ideation was associated with lower stigmarscoee (
stigma) (r=-0.22, p=0.010), more sexual behavior was associated with more
discrimination before 12 months ago (r=0.27, p=0.002), more discrimination within the
past 12 months was associated with more sexual behavior (r=0.28, p=0.00).
Macrosystem Factors to Predict Depression

Simultaneous multiple regression was performed to analyze the relationship
between macrosystem factors and depression (see Table 39). The overall ,model wa
significant; R=0.33, (F(6,135)=10.89, p<0.0001. Stigma w&ssociated with depression
(b=-1.04,t=-6.41,p<0.0001) with lower stigma score (higher stigma) being asslociat
with more depressive symptoms.

Table 38. Main Effects Model of Macrosystem Factors on Depression (n=142)

Variable Parameter Standard Error Standardized
Estimate Estimate
Race -1.42 2.02 -0.05
Gender 1.16 2.33 0.04
Age -1.74 2.87 -0.05
Sexual ldentity -1.80 2.35 -0.07
Stigma -1.04 0.16 -0.50***
Discrimination 0.35 0.23 0.14
***p<0.05

In order to test if sexual identity moderated the relationship between stiiga
depression, a simultaneous multiple regression with interaction termewasmed (see
Table 40). The model overall modehs significant R*=0.33, (F(7,134)=9.43,
p<0.0001). The interaction between stigma and sexual identity was not significant as
sexual identity did not moderate the relationship between stigma and deprdssisn.

there was no differential effect of stigma on depression depending on sexuay.identit
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Table 39. Interaction Between Sexual Identity and Stigma on Depression (n=142)

Variable Parameter Standard Error Standardized
Estimate Estimate
Race -1.55 2.03 -0.06
Gender 1.18 2.33 0.04
Age -1.81 2.88 -0.05
Sexual Identity 3.90 10.02 0.15
Stigma -0.95 0.22 -0.46***
Discrimination 0.38 0.23 0.15
Sexual -0.18 0.31 -0.22
Identity*Stigma
***n<0.0001

In order to test if sexual identity moderated the relationship between

discrimination and depression, a simultaneous multiple regression with intetaaton

was performed (see Table 41). The model overall medslsignificant R>=0.33,

(F(7,134)=9.39, p<0.0001). The interaction between discrimination and sexual identity

was not significant as sexual identity did not moderate the relationship between

discrimination and depression. Thus, there is not a differential effect of disation on

depression depending on sexual identity.

Table 40. Interaction Between Sexual Identity and Discrimination on De@ssion

(n=142)

Variable Parameter Standard Error Standardized
Estimate Estimate

Race -1.43 2.02 -0.05

Gender 1.12 2.33 0.04

Age -1.69 2.87 -0.05

Sexual ldentity -2.62 2.58 -0.10

Stigma -1.04 0.16 -0.50%***

Discrimination 0.29 0.24 0.12

Sexual 0.49 0.64 0.06

Identity*Discrimination

*0<0.0001

Macrosystem Factors to Predict Suicide

A simultaneous multiple regression was used to analyze the relationshgebe

macrosystem factors on suicide (see Table 42). The main effedtd was significant
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R?=0.19, (F(6,135)=5.40, p<0.0001). Sexual identity was associated with suicide (b=-

0.65,t=-2.22,p=0.03) as was stigma (b=-0.04,t=-2.12, p=0.04). Sexual minorities

experienced more suicide and stigma.

Table 41. Main Effects Model of Macrosystems Factors on Suicide (n=142)

Variable Parameter Standard Error Standardized
Estimate Estimate
Race -0.25 0.24 -0.08
Gender 0.25 0.28 0.07
Age -0.66 0.35 -0.16
Sexual ldentity -0.65 0.29 -0.22*
Stigma -0.04 0.02 -0.18*
Discrimination 0.04 0.03 0.13
*p<0.05

A simultaneous multiple regression with interaction term was peeftmtest if

sexual identity moderated the relationship between stigma and suicide lited J)a

The overalimodel was significant 0.19 (F(=7,134)=4.60,p=0.0001. Howevére

interaction ternwas not significant as sexual identity did not moderate the relationship

between stigma and suicide. Thus, there was not a differential effeggrofsin suicide

depending on sexual identity.

Table 42. Interaction Between Sexual Identity and Stigma on Suicide (n=142)

Variable Parameter Standard Error Standardized
Estimate Estimate

Race -0.25 0.25 -0.08
Gender 0.25 0.29 0.07
Age -0.66 0.35 -0.16
Sexual Identity -0.52 1.24 -0.18
Stigma -0.04 0.03 -0.17
Discrimination 0.04 0.03 0.14
Stigma*Sexual -0.00 0.04 -0.04
Identity

*p<0.05
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A simultaneous multiple regression with interaction term was performedgitd t
sexual identity moderated the relationship between discrimination and sui@deafde
44). The overalinodel was significant £0.19 (F(=7,134)=4.60,p=0.0001. However,
the interaction ternwvas not significant as sexual identity did not moderate the
relationship between discrimination and suicide. Thus, there was not a diffezéfetal
of discrimination on suicide depending on sexual identity.

Table 43. Interaction Between Sexual Identity and Discrimination on Suide

(n=142)
Variable Parameter Standard Error Standardized
Estimate Estimate
Race -0.26 0.25 -0.08
Gender 0.25 0.29 0.07
Age -0.65 0.36 -0.16
Sexual Identity -0.67 0.32 -0.22*
Stigma -0.04 0.02 -0.18*
Discrimination 0.04 0.03 0.13
Discrimination*Sexual 0.02 0.12 0.01
Identity
*p<0.05

Macrosystem Factors to Predict Substance Use

A simultaneous multiple regression was performed to examine the relgbionshi
between macrosystem factors and substance use (see Table 45). THégstamadel
was significant R?=0.27, (F(6,131)=8.07,p<0.0001. Sexual identity was associated with
predicted substance use (b=-0.55,t=-3.83, p=0.0002). Sexual minorities used more

substances in the lifetime.
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Table 44. Main Effects Model of Macrosystem Factors on Substance Use (n=138)

Variable Parameter Standard Error Standardized
Estimate Estimate
Race 0.43 0.12 0.28**
Gender -0.24 0.14 -0.14
Age 0.14 0.18 0.06
Sexual ldentity -0.55 0.14 -0.36**
Stigma -0.02 0.01 -0.15
Discrimination -0.01 0.01 -0.06

**p<0.01;***p<0.0001

A simultaneous multiple regression with interaction teras performed to test
whether or not sexual identity moderates the relationship between stigma aadcibs
use (see Table 46). The overabdel was significantR*=0.27, (F(7,130)=6.96,
p<0.0001. Howevethe interaction between stigma and sexual identity was not
significant. Sexual identity did not moderate the relationship between stighma a
substance use. Thus, there was no differential effect of stigma on substance use
depending on sexual identity.

Table 45. Interaction Between Sexual Identity and Stigma on Substance Use

(n=138)
Variable Parameter Standard Error Standardized
Estimate Estimate
Race 0.44 0.12 0.28
Gender -0.24 0.14 -0.14
Age 0.15 0.18 0.07
Sexual Identity -0.96 0.61 -0.62
Stigma -0.02 0.01 -0.21
Discrimination -0.01 0.01 -0.07
Sexual 0.01 0.02 0.28
identity*Stigma

**p<0.01;**p<0.0001

A simultaneous multiple regression with interaction teras performed to test
whether or not sexual identity moderates the relationship between disciomiziadl

substance use (see Table 47). The overatlel was significantR?=0.27,
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(F(7,130)=7.04, p<0.0001. Howevdne interaction between discrimination and sexual
identity was not significant. Sexual identity does not moderate the relapdretiareen
discrimination and substance use. Thus, there is no differential effect ahghstion

on substance use depending on sexual identity.

Table 46. Interaction Between Sexual Identity and Discrimination on Swdtance

Use (n=138)
Variable Parameter Standard Error Standardized
Estimate Estimate
Race 0.44 0.12 -0.28**
Gender -0.24 0.14 -0.14
Age 0.14 0.18 0.06
Sexual Identity -0.61 0.16 -0.39**
Stigma -0.02 0.01 -0.16
Discrimination -0.01 0.01 -0.09
Sexual 0.04 0.04 0.08
identity*Discrimination

**p<0.01;**p<0.0001

Macrosystem Factors to Predict Sexual Behavior

A simultaneous multiple regression was run to examine the relationship between
macrosystem factors and sexual behavior (see Table 48)ndiheeffects model was
significant R?=0.33, (F(6,127)=10.25,p<0.0001. Sexual identity was associated with
sexual behavior (b=-1.71,t=-4.79, p<0.0001) with sexual minorities engaging in more
sexual risk behavior.

Table 47. Main Effects of Macrosystem Factors on Sexual Behavior (n=134)

Variable Parameter Standard Error Standardized
Estimate Estimate
Race 0.81 0.31 0.20**
Gender -1.25 0.35 -0.28**
Age 1.00 0.47 0.17*
Sexual identity -1.71 0.36 -0.44%**
Stigma 0.00 0.02 0.02
Discrimination 0.01 0.03 0.02

**p<0.01;**p<0.0001
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A simultaneous multiple regression with interaction term was pertbtme
analyze whether or not sexual identity moderated the relationship betweea atid
sexual behavior (see Table 48). The model overall was signjfiRar.33,
(F(7,126)=8.74, p<0.0001. Howevdng interaction ternwvas not significant. Sexual
identity did not moderate the relationship between stigma and sexual behavior. Thus,

there is not a differential effect of stigma on sexual behavior depending @l sexu

identity.
Table 48. Interaction Between Sexual Identity and Stigma on Sexual Behavior
(n=134)
Variable Parameter Standard Error Standardized
Estimate Estimate
Race 0.80 0.31 0.20*
Gender -1.24 0.35 -0.28**
Age 0.99 0.47 0.16*
Sexual Identity -1.23 1.49 -0.31
Stigma 0.01 0.03 0.04
Discrimination 0.01 0.03 0.03
Sexual -0.02 0.05 -0.13
identity*Stigma

**p<0.01;***p<0.0001

A simultaneous multiple regression with interaction term was performed t
analyze whether or not sexual identity moderated the relationship betwe@midestiton
and sexual behavior (see Table 49). The model overall was signiféa0t33,
(F(7,126)=8.80, p<0.0001. Howevdng interaction ternwvas not significant. Sexual
identity did not moderate the relationship between discrimination and sexual behavior
Thus, there is not a differential effect of discrimination on sexual behavior degemdin

sexual identity.
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Table 49. Interaction Between Sexual Identity and Discrimination on Sexual

Behavior (n=134)

Variable Parameter Standard Error Standardized
Estimate Estimate
Race 0.81 0.31 0.21
Gender -1.25 0.35 -0.28
Age 0.99 0.47 0.16
Sexual ldentity -1.81 0.39 -0.46
Stigma 0.00 0.02 0.02
Discrimination -0.00 0.04 -0.00
Sexual 0.06 0.10 0.05
identity*Discrimination

**p<0.01;***p<0.0001

Macrosystem Factors to Predict Condom Use

A simultaneous multiple regression was used to analyze the relationshgebetw
macrosystem factors and condom use (see Table 50). The mainrefideisvas
significant R?=0.10, (F(6,127)=2.39,p=0.03. Sexual identity was associated with
condom use (-0.50,t=-3.17, p=0.002) with sexual minorities less likely to use condoms.

Table 50. Main Effects Model for Macrosystem Factors on Condom Use (n=134)

Variable Parameter Standard Error Standardized
Estimate Estimate
Race 0.11 0.13 0.07
Gender -0.24 0.15 -0.14
Age 0.22 0.20 0.09
Sexual Identity -0.50 0.16 -0.33**
Stigma -0.00 0.01 -0.01
Discrimination -0.02 0.01 -0.13
**p<0.01

A simultaneous multiple regression with interaction teras used to examine
whether or not sexual identity moderated the relationship between stigma and condom

use (see Table 51). The model with interaction teas not significant.
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Table 51. Interaction Between Sexual Identity and Stigma on Condom Use (n=134)

Variable Parameter Standard Error Standardized
Estimate Estimate
Race 0.10 0.14 0.07
Gender -0.24 0.16 -0.14
Age 0.21 0.21 0.09
Sexual ldentity -0.19 0.65 -0.13
Stigma 0.00 0.01 0.03
Discrimination -0.02 0.02 -0.13
Stigma*Sexual -0.01 0.01 -0.22
Identity

A simultaneous multiple regression with interaction teras used to examine

whether or not sexual identity moderated the relationship between discraniaad

condom use (see Table 52). The model with interactionwersmnot significant.

Table 52. Interaction Between Sexual Identity and Discrimination on Condom &

(n=134)
Variable Parameter Standard Error Standardized
Estimate Estimate
Race 0.11 0.13 0.07
Gender -0.24 0.16 -0.14
Age 0.21 0.21 0.09
Sexual Identity -0.51 0.17 -0.35**
Stigma -0.00 0.01 -0.01
Discrimination -0.02 0.02 -0.14
Discrimination*Sexual 0.01 0.04 0.02
Identity
**p<0.01

MANOVA was considered to assess the relationship between the independent
variables and dependent variables simultaneously in one model, however it was
determined that the variables were not as highly correlated as anticipateexample,
the highest correlation was between sexual behavior and substance use whicb3vas r
For each independent variable, separate models were created and this considered

appropropriate.
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CHAPTER 5
Discussion

Few studies have explored contextual factors in homeless sexual minority. youths
This study contributes to the literature because it compared homeless siexuidy m
youths to their heterosexual counterparts regarding psychosocial problental(nealth,
substance use and sexual risk behavior). Additionally, the relationships between
mesosystem factors and psychosocial problems and macrosystem factors and
psychosocial problems were also examined. Lastly, this study detdrminether sexual
identity moderated the relationship between mesosystem factors and psyalhosoci
problems and the relationship between macrosystem factors and psychosocial problems

Overall, the study found significadifferences in psychosocial problems,
mesosystem factors, and macrosystem factors between homeless se&tigl pauths
and homeless heterosexual youths. Specifically, homeless sexual miaotity fare
more poorly than their heterosexual counterparts related to mental health, subs¢éance
sexual risk behavior, family, negative peers, stigma and discrimination. tharoeng
the nature and direction of the differences is an important step in understanding
disparities regarding negative outcomes of this population of youths.

Previous studies documented the heighted risk facing homeless sexual minority
youth compared to their heterosexual counterparts regarding mental keb#itance use
and sexual risk behaviors (Cochran et al., 2006). The findings in the present study
confirmed prior research, indicating that there is still much work to be done to teduce

disparities outlined in Healthy People 2010.
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Another important finding was that the relationships between contextual factors
(mesosystem and macrosystem) and psychosocial protlfersed depending on sexual
identity for some outcomes, but not for others. For mental health problems (i.e.,
suicidality and depression) there were no differential effects of sadargity on the
relationships between family, negative peers, school, and stigma and timegkehaalth
problems of homeless youth. This suggests that although homeless sexual minority
youths fare more poorly than heterosexual homeless youths across multipk tiagtor
factors that may influence the psychosocial problems are similar, egpewatal health
problems. The finding suggests that there may be other factors related to beirgshomel
that may explain the differences between sexual minority and heterogeutia.

Question one examined differences between homeless sexual minority youths and
their heterosexual counterparts regarding psychosocial problems, microfystens
and mesosystem factors. Overall, findings from this study confirmedshaypothesis
that sexual minorities experienced higher levels of psychosocial problems,gatidane
mesosystem and macrosystem factors with the exception of two; school engagement
and positive peers, for which there were no significant differences.

Sexual Orientation and Psychosocial Problems.

Mental Health. The higher levels of depression and suicide among homeless
sexual minority youths in this sample, were consistent with those found in other studies
that examined sexual orientation and mental health in samples of homeless youths
(Cochran et al., 2002; Whitbeck et al., 2004b; Leslie et al., 2002; Rohde et al., 2001,
Whitbeck et al., 2004a). Understanding the greater risk for mental health problems

among sexual minorities can be explained by conceptualizations of mincegy st
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(Meyer, 2003). Researchers posit that sexual minorities live in a strasdfhostile
social environment created by stigma, prejudice, and discrimination, and exmsobéht
rejection, hiding and concealing, and internalized homophobia (Meyer, 20bi&se
processes have been proposed to explain the mental health disparities betwéen sexua
minority and heterosexual youths, and may also apply to homeless youth in the present
study.

It is important to note that the differences in CES-D scores in this samge wer
not only statistically significant, but clinically significant as WweCES-D scores of 16-26
are considered mild depression and scores of 27 and above are indicative of major
depression (Zich, Attkisson, & Greenfield, 1990). In this sample, the mean score for
homeless sexual minority youths was 26.8 compared to a mean of 20.8 for heterosexual
homeless youths, indicating clinically meaningful differences betweearakminority
and heterosexual homeless youths. This finding suggests that different interverayons
be needed to treat or prevent major depression in sexual minority youths, anld that al
homeless youths should be targeted for prevention efforts. Current intervehioois
be further evaluated to determine if different interventions for homelesalsamority
youths should be developed.
Substance Use. Question 1 also compared lifetime substance use in homeless sexual
minorities youths to their heterosexual counterparts. The significantd{egreumber of
substances used by sexual minorities in this sample is consistent with otres gtati
compared homeless sexual minority and heterosexual youths (Cochran et al., 2002; Moon
et al., 2000; Whitbeck et al, 2004a;Noell & Ochs, 2001, Kipke et al, 1997; Van Leeuwen

et al., 2006). The higher number of substances used by sexual minorities mayede relat
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to coping with daily difficulties and survival challenges of living on the street iriaddi

to minority stress (Cochran et al., 2002).

Sexual Risk Behavior. Question 1 also explored sexual risk behaviors according to sexual
identity. The relationship between sexual risk behavior and sexual identityseas al
relatively unexplored in the literature regarding homeless sexual tyigoriths.

Homeless sexual minority youths were less likely to use condoms and emgage i

high risk sex. The findings are consistent with previous studies (Moon et. al., 2000;
Cochran et al., 2002), but there is a dearth of literature that examined sex withkiigh ris
partners in homeless sexual minority youths. It might be the case that hoseeal
minority youths are engaging in more risky sex because they armats likely to

engage in survival sex and more money is paid if a condom is not used.

Sexual ldentity and Mesosystem Factors

Family. Homeless sexual minorities were less satisfied with communication in thei
families compared to homeless heterosexual youths. It is possible thatsiugstiaction

is related to disapproval of the individual’'s sexual minority status. Althougdiesaion

with family communication was relatively low in the sample in general, homsé&aial
minorities were less satisfied. One study found that 26% of a sample of bssekaal
minority youths reported parental disapproval of their sexual orientation asaan r@r

their homelessness (Rew et al. 2005). Although parental disapproval may or rbay not
the cause of homelessness, it may be a contributing factor to problems and tensions

within the family which including the family’'s communication style and paste
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Peers. Findings indicate that there is a significant difference in negative pleavibes
between homeless sexual minority youths and their heterosexual countegxard$; s
minorities had more peers engaging in negative behaviors than heterosexual youths.

In terms of positive peer relationships, there were no statistical difeese
between the two groups. It could be that peers that engage in positive behaviors may be a
protective factor that may have the same effect in both groups, but needs tede test
further. The finding also could be due in part to measurement error becausiethe i
only had 3 items and an alpha coefficient of 0.69. Questions still remain regarding the
composition of peer groups and a better understanding of the role of positive pkers in t
population.
School. There were no statistical differences between homeless sexual ynyowihs
and their heterosexual counterparts regarding school engagement. This finding is
inconsistent with previous studies which found students with same-sex attraction
reporting lower school belonging (Rostosky et al., 2003). One explanation for the non
significant finding between sexual minority youths and heterosexual youtiet the
responses may have been biased. For example, some of the participants were not
currently in school and were instructed to think about the last year they were in school
Some were of school age and were no longer attending school, and others were beyond
school age. If a respondent was 24 years old and had graduated at age 18, he/she was
recalling his/her school experience from 6 years ago. It is uncleanevhibe lack of
significant differences in school engagement between homeless seraatyniouths

and their heterosexual counterparts is a true finding, or due in part to response bias,
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because most of the subjects (87%) were not currently in school. Of the 16-18 year olds
57% were not in school, and of the 19-24 year old respondents, 93% were not in school.

School remains an important variable as public school entrance is often cited as
the beginning of stigma learning, as the experience can begin on the fir$tschpa
with taunting, teasing, ostracism, and fights regarding perceived sexudlyiddits is a
point in an individual’s life when the family can not provide protection in some contexts
(Goffman, 1963). This study operationalized being a sexual minority based drewhet
or not the individual identified as a sexual minority, as opposed to the study by Rostosky
and colleagues (2003) which classified a sexual minority as someone whadtedtto
someone of the same sex.

Sexual ldentity and Macrosystem Factors

Sigma. Homeless sexual minorities experienced more stigma related to being $®mele
than heterosexual homeless youths, which is consistent with the other known study that
examined stigma as it related to sexual orientation in a homeless sanaae2®07).
Findings from this study contribute to the literature as it found significEetelces in
stigma between homeless sexual minority youths and their heterosexual mantsiter
The differences may partially be explained by higher levels of victirizaxperienced
by homeless sexual minority youths while living on the street which maydied¢o
vulnerability related to perceived sexual orientation or gender identity.
Sexual ldentity and the Relationship Between Mesosytem Factors afs$ychosocial
Problems

Question 2 examined the relationship between mesosystem factors (family

communication, negative peers, and school engagement) and psychosocial problems to
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determine whether or not sexual identity moderated this relationship. At thateivar
level, school engagement was significantly correlated with depression aiai soid

not with substance use, sexual risk behavior or condom use. Likewise, family
communication was significantly correlated with suicide and depression, but was not
correlated with substance use, sexual risk behavior or condom use -- similar to school
engagement. The difference in family communication did not predict mental health,
substance use or sexual risk behavior; and it is not clear what role the individuadls se
identity plays in dissatisfaction with family communication.

In the multivariate analyses, sexual identity did significantly moddnate t
relationship between negative peers and condom use, negative peers and substance use
and negative peers and sexual risk behavior, 3 out of 5 dependent variables. Homeless
youths who have friends who are engaging in more negative behaviors reported
significantly higher levels of substance use, sexual risk behaviors and lower condom use
and there was a differential effect by sexual identity status; sexoatity youths were
more negatively influenced by their peers who are engage in risky and delinquent
behaviors than heterosexual youths.

These findings are consistent with another study (Kipke et al., 1997) that
examined substance use and sexual risk behaviors as they related to peer group
affiliation.  The study found that respondents who affiliated with the gay/bisgeaugo
were more likely to report difficulty not giving in to peer pressure to have ungedtec
sex and affiliation with none of the other peer groups (druggie, skater/deadheau, hustl

gang, student/athlete, or punker) was not found to be associated with giving in to peer
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pressure to have unprotected sex. The present study did not examine peer prabsure, o
makeup of the peer group.

One explanation for this could be that the size and make-up of the social networks
of the two groups may be different, and smaller more homogeneous networks may be
more common among sexual minority youths. In these networks, negative pgers ma
have more influence. Previous research indicates that for sexual minoritieg &avi
diverse group of friends, sexual identity serves as a protective faadppased to having
a group of friends who are all sexual minorities (Van de Kerckhove & Vincke, 2007).
Sexual identity did not moderate the relationship between negative peers atitethe
two psychosocial problems — depression and suicide. Negative peers had different
influences on the outcomes in two major domains — risky behaviors (substance use,
condom use, and sexual risk behaviors) and mental health outcomes.

Another possible explanation for the significant association of negative peers on
homeless sexual minority youths regarding substance use, condom use and &exual ris
behaviors might be due to the mental health status of the sexual minorities impie sa
Homeless sexual minorities were severely depressed and more suicigatedito their
heterosexual counterparts. The depression and suicide or the combination of the two may
have made the sexual minorities more vulnerable to the negative influences of peers

The relationship between other mesosystem factors (school engagement and
family communication) and all five psychosocial problems did not significanfigrdif
according to the youths’ sexual identity statitds possible that additional contextual
factors may explain the differences. Also, it is important to note that thdiahdeli

variables such as negative peers and family communication could have bektadd¢kte
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moderators and the analysis would have been the same although the interpretation would
have been different although still a moderated relationship (Gogineni, Alsuple%i,
1995). An example of this would be the question: Does family communication moderate
the relationship between sexual identity and substance use?
Question 3: Sexual Identity and the Relationship Between Macrosystena€tors and
Psychosocial Problems

Question 3 examined the relationship between macrosystem factors and
psychosocial problems and whether or not the relationship between them is moderated by
sexual identity. Stigma was significantly correlated with suicide e$sppn and
substance use, but was not correlated with sexual risk behavior or condom use.
Discrimination within the past year was significantly correlateth wuicide, depression,
substance use, and sexual risk behavior, but was not correlated with condom use. None
of the relationships between stigma and psychosocial problems have a déferiéadi
depending on sexual identity therefore the first hypothesis is rejected amdlthe
hypothesis is accepted. As mentioned before, the effect of sexual identity on the
relationship between discrimination and psychosocial problems was not able t@the test
therefore the second hypothesis is not accepted or rejected.

A closer examination of the social stigma survey scale shows thatiation”
was the item that was significantly different between sexual minoréhyhaterosexual
youths. Homeless sexual minority youths were more likely to have beermcghysi
assaulted according to an item on the stigma scale. Perhaps a meassegeavihitems

related to victimization may be useful, particularly victimizatiomatesd to perceived
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sexual orientation and gender identity. It may be the case that perpettasgas
particular vulnerability among homeless sexual minority youths.

Only three studies have examined stigma as it relates to mental healttmesitc
in homeless youths and it was found to be significantly related to sexual oriemation i
two of them (Kidd, 2007). This study’s findings are consistent with previous work, and
extend the research in this population by examining stigma’s relationship tonsebsta
use, and sexual risk behavior.

Methodological Strengths and Limitations

The study had several strengths and limitations in the areas of sampling,
measurement, and data collection and procedures.
Sampling

Because the sample is a convenience sample, findings can only be generalized to
other homeless youth who access community-based agencies for out-reacloid ‘dr
services. The experiences and problems of homeless youths who are not receiving
services may be different from those in this study. It is possible that semane
sample population of homeless youths would be worse off than a sample receiving
services, or conversely, that youths not receiving services do not have the need for
services and may be better off that the present sample. Collecting dathrigem t
community-based agencies may have increased the diversity of the samdplesreased
the generalizability as well, at least for large urban cities thatrafaisto Toronto. For
example one study of homeless youths that examine sexual minorities saompléteiv
York and Toronto and its findings are considered to be generalizable to other large urban,

English speaking cities in North America (Kidd, 2007). Also, the analysis was not
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stratified by agency. Therefore, it is unknown whether or not agencies erlateur

with an outcome variable (i.e. mental health, substance use, or sexual risk beidraamor)
explanatory one such as negative peers which is an example of Simpson’s Paradox, whe
a covariate is correlated with an outcome variable and an explanatory varipplet@A,
French, & Vanderpump, 1996).

Measurement

There are several issues related to measurement in this study. Some of the
measures had not been validated in homeless youths, sexual minorities or both. Although
some of those demonstrated adequate to good reliability (e.g. school engagement), som
had lower reliabilities (e.g. lifetime condom use) which may have been a&prol@dther
measures, such as family communication and peer behaviors, had no collateral data
collected or objective verification. For example, family communication wsescban the
report of one member of the family and other members were not queried regarling the
satisfaction with family communication. Last there may have been somia hies
youths answered the questions about school engagement since many of them were no
longer in school. The further back a respondent had to think back to answer a question,
the less accurate the response may be (Drake & Jonson-Reid, 2008).

Last, this study operationalized “homelessness” as being in an unstable housing
situation at least 7 days in the past month. This may have included individuals into the
sample who could have potentially been housed. However, homelessness is cyclical and
most of the participants had been homeless multiple time. Moreover, other stvdies ha

used the 7 day inclusion criteria as well (Chau, 2007). Also, this study did nohexami
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frequency or recency of substance use which may be more indicative of a protiiem wi
substance use.
Data Collection and Procedures

The interviewer was the same for all interviews which contributed to camtsiste
delivery of the survey and increased reliability. However, the intervielmagacteristics
differed from that of most of the subjects (race, age, gender), and this may have
introduced response bias such as social desirability depending on how the subject
perceived the interviewer.

Despite these limitations, the study had several strengths and opportunities to
contribute to gaps in the literature. The inclusion of ecological variablesestoved
the focus from individual characteristics to contextual factors such ay fami
discrimination, stigma, peers and school. Also, everyone who was asked to participate
and was eligible, participated in the study. Only one person was turned away lecause
needed the interview to be administered in Spanish. Many of the instruments used in the
sample demonstrated good reliability and some of them (e.g. family coeatianiand
school engagement) were used in a homeless sexual minority population fot the firs
time.

Implications

The findings from this study have implications for theory. The significant
interaction between negative peers and sexual risk behavior, condom use and substance
use extends Bronfenbrenner’s (1989) Ecological System’s Theory. Ind$bistica
dynamic interaction between the person and the environment happens in sexual

minorities with regard to negative peers and sexual risk behavior, condom use and sexual
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risk behavior. Although the effect was not present in heterosexual homeless youths
ecological systems theory still proves a useful framework for fuasgarch involving
homeless sexual minority youths.
Practice and Policy

The results of this study have relevance to current social work practice and poli
Based on findings from this study, family communication may also been avpapps
point of intervention to eliminate disparities between homeless sexual miymuitys
and their heterosexual counterparts. Providing family therapy to discussigextity
may help families deal with youths who are coming out and may serve as aminbarve
if the youth is out of the home or as a preventative service to keep the youth in the home
safely. Best practices used with sexual minority youths in out-of-home carestsutge
intervention by providers who are trained to assess family dynamics, provideloogins
and accurate information about sexual minority issues, and educate familiethabout
effects of their words, actions and behaviors on their child’s well-being helpea
adjust more quickly (Wilber, Ryan and Marksamer, 2006; Ryan & Diaz, 2005). These
suggestions may be helpful when addressing the needs of families of homalass sex
minority youths. The interventions were helpful in increasing the level ofyfami
communication and ultimately improve the health and mental health outcomes of the
individual (Ryan & Diaz, 2005).

Based on preliminary data from the Family Acceptance Project, newaahes
that build on family strengths to increase support, reduce sexual minority 'gaigks

and promote their well-being. They have found that even non-accepting families are
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motivated to modify negative behaviors once they learn how specific actions, words, and
behaviors affect their sexual minority youth’s well-being (Ryan, 2008).

According to Ryan (2008), the most urgently needed next step is to develop
interventions that are sensitive to the needs of sexual minorities to helg$awith
different levels of understanding, coping abilities and capacities to secsegport for
sexual minority youths to decrease risk. A family-related approach to prevant
care may help prevent multiple negative health outcomes in homeless sexudlyminor
youths.

Negative peers having more influence regarding negative behaviors in homeless
sexual minority youths has implications for intervention. Peer-basedenteyus
particularly regarding substance use and sexual risk are warranigegodsible that the
peers of the youths are transient so making sure program address the nature of the pee
groups is important.

The Mpowerment Project, is a peer led intervention targeted at sexual ragoriti
that addressed unprotected sex and as a result, saw an increase in condom use (Kegele
Hays, & Coates, 1996). The three components were outreach, small groups and a
publicity campaign and was based on the idea that change happens through informal
communication and modeling peers within interpersonal networks (Kegeles et al., 1996).
The peer-led intervention approach can be applied to the homeless sexual oty
community regarding substance use and sexual risk behavior. A peer-led cydler soci
network intervention may be effective as many of the youth utilize cgféerto
communicate with their peers on the internet since they are open late arférandea

many places are closed.
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Practitioners at community programs that address public health and homeless
issues can acknowledge the contribution of homophobia to substance use and encourage
acceptance of sexual minorities among street youths to reduce the additgonaltbat
they face in shelters and on the streets. The provision of services sensitkugato se
identity includes asking about sexual orientation to demonstrate that it isequtedote
topic of conversation and in order to provide services that are sensitive to the issue.

The overrepresentation of homeless sexual minority youths in this sample
although not a representative sample or a prevalence study, has implications for
advocating for anti-discrimination policies regarding housing. Currently, B siad
the District of Columbia and Canada have laws prohibiting discrimination based on
sexual orientation and gender identity in housing. On March 11, 2010 H.R. 4828 was
introduced to prohibit housing discrimination based on sexual orientation or gender
identity amending the Civil Rights Act of 1964
(http://www.thomas.gov/cgibin/bdquery/D?d111:3:./temp/~bdvAXK: @ @ @L&Summ2=
m&|/bss/111search.html|).

Future Research and Prevention

The results of the study answers some questions about homeless sexual minority
youths, but many more remain. Questions related to the findings include: do the
differences regarding psychosocial problems, mesosystem factors andysteros
factors between homeless sexual minority youths and their heterosexuatgansite

persist into the future as adults?
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Questions regarding frequency and recency of substance use are alsms|fi@sti
future research since the question in this study looked exclusively ahéfstibstance
use. The same questions regarding sexual risk can also be addressed irufliage st

Additionally, the influence of peers still has room for continued exploration.

What are the additional characteristics of the peer groups outside of positivegatidene
influences? What is the composition of the sexual orientation of the peer groups® Wher
did they meet their peers, and how long have they known them? Understanding some of
these interactions would help development more population appropriate interventions to
change the nature of the impact of negative peer relations in homelessnsiexuiy/

youths.

Additional questions for future research in general include: Are specialtgrshel
working for prevention and intervention efforts regarding homeless sexual minorit
youths? Does it take homeless sexual minority youths longer to exit hometess tha
heterosexual homeless youths? What are the effects of multiple stepnidentities,
such as being a homeless racial and sexual minority? What are provideripesoafpt
homeless sexual minority youths? Further exploration of the role of contextioas fisc
also imperative to inform interventions to reduce disparities between honetass$ s
minority youths and their heterosexual counterparts and the population as a idmle. A
one dimension of sexual orientation was examined, sexual identity, it is possible that
same-sex attraction or same-sex sexual behavior are stronger medsf #ter
relationship between meosoystem factors and psychosocial problems?

In conclusionthe findings from this study extend the work of previous studies to

understand the contextual factors influencing the psychosocial problems df sexua
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minority youths by comparing them to heterosexual youths. Social Work withsymut
general should be more inclusive of sexual minority concerns, more specifiaghly
homeless youths. Further understanding of the mesolevel factors and macrotevel fa
contributing to disparities in psychosocial problems between homeless sexuatyminori
youths and their heterosexual counterparts is required; and continued resédocther
clarify the relationships between the systems and the individual. Reduction intidispari
in psychosocial problems between homeless sexual minority youths and their
heterosexual counterparts would contribute to the health of society. Social Work
researchers, practitioners and policymakers can serve as advocatesvioingriable and

sometimes invisible population.
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Thank you for agreeing to participate in our study. We are interested in firmbog a

young people’s experiences with homelessness, family, peers, school, sibsgnc

sexual behaviors and mental health. We consider you to be the expert on this topic and
there are no right or wrong answers. No one will see your answers and youriflame w
not be attached to this survey. Please let me know if you have any questions. | would
like to start by asking you a few basic questions about your background.

Section A - DEMOGRAPHIC INFORMATION
Al. How old are you? (in years) AGE

A2. Where were you born? BIRTHLOC
1. Greater Toronto Area (GTA) Toronto
2. Outside of GTA in Ontario
3. Other Provinces
4. Outside of Canada:

A3. What is the highest level of grade of school or year of college you completed?
6" grade EDUCATION
grade

8" grade

d"grade

10"grade

11" grade

12"grade

First year college

. Second year college

10. Third year college

11. Fourth year college

CoNoOO~WNE

12. Other
A4. Are you currently in school? _ Ifyes, what kind? SCHOOL
A5. What is your income? ___ per month INCOME
A6. What is your employment status? WORK

1. Work full time
2. Work part time
3. Unemployed

A7. How old were you when you left home and were on your own for the first
time? (years) AGEOWN
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A8. Have you ever spent one or more nights on the street in an abandoned building
or another place out in the open?
a. yes

b.

no

OPEN

A9. Please select as many of the following as apply for why you no longer live at
home with parents:

©CONOGOEWN

. problems in school

they are emotionally abusive to me
they are physically abusive to me
they are sexually abusive to me

they do not approve of my drug and/or alcohol abuse

they are not alive

| ran away from home

they threw me out

they do not approve of my sexual orientation

10 problems with the police
11. problems with drugs
12. other

A10. How many times have you been homeless?

All. How long have you been homeless this time?

Al2. What is your gender?

CoNoO~WNE

Male

Female

MTF

FTM
Two-spirit
intersex
Unsure
Questioning
Genderqueer

A13. What is your race?

agrwnPE

White
Black
Aboriginal (including First Nations or Metis)
Asian

Other (please specify):

OWN

EPISODES

DURATION

GENDER

RACE
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Al4. What is your current living situation? LIVSIT
shelter

friend’s house

relative’s house

the streets

transitional living program

other

ok wNE

A15. Who is the woman or women who raised you most of your life? Is she your
(READ LIST)? WOMAN
Biological mother

Step mother

Foster mother

Adoptive mother

Grandmother/aunt/sister/cousin

Mother’s partner

Another woman (Who?)

No woman

ONoGh~wWNE

Al16. Who is the man or men who raised you most of your life? Is he your (READ
LIST)? MAN

. Biological father

Step father

Foster father

Adoptive father

Grandfather/uncle/brother/cousin

Father’s partner

Another man (Who?)

No man

ONOOAWNE

Al7. In the past year, have you lived in any of these settings for at least one week?
WEEK

Biological parent

Foster parent

Relative’s home

Group home or residential treatment facility

Mental health facility

Correctional facility

Legal adoptive family

On the street

Any where else

©CoNorwNE
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A19. How long has it been since you last talked to your family? TALK

A20. Where did you meet your friends? FRIENDS
1. school
2. shelter
3. streets
4. childhood
5. other
6. 1 don’'t have any friends
SEXUAL ORIENTATION
A21. Have you ever had a romantic attraction to a female? AFEMALE
a. No
b. Yes
A22. Have you ever had a romantic attraction to a male? AMALE
1. No
2. Yes

A23. Please choose the description that best fits how you think about ysetf.

a. 100% heterosexual (straight) IDENTITY

b. Mostly heterosexual (straight), but somewhat attracted to people of my rwn se

c. Bisexual — attracted to men and women equally

d. Mostly homosexual (gay or lesbian), but somewhat attracted to people of the
opposite sex

e. 100% homosexual (gay or lesbian)

f. Not sexually attracted to either males or females

g. MSM

h. WSM

9. Pansexual

[if above question = 1 or 2 skip the next question]

Rew et al., 2005; Whitbeck et al., 2004a; Add Ideal
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SEXUAL ORIENTATION DISCLOSURE

A24. Which of your parents knows...

[if above question = 3, add:]that you are bisexual?
[if above question =4 or 5, add:]Jabout your homosexuality?
Neither parent knows

Only mother knows

Only father knows

Both parents know

Refused

Don’t know

Legitimate Skip

Other

N A WNE

[if above question = 2, 3 or 4,] ask...

A25. *When did your find out that you are

?

[if above question = 2, addiother

[if above question = 3, adddther

[if above question = 4, addparents

[if above question =8, add:jnsert scenario described in other

[if 2 questions above = 3:] adudsexual
[if 2 questions above = 4 OR 5:] aHdmosexual

Before leaving their house
After leaving their house
Don’t know

. Refused

AWOWDNE

Rew et al., 2005; Whitbeck et al., 2004a; Add ltedridges study

PARENTS

FINDOUT
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Section B - SCHOOL EXPERIENCES

Next, | would like to ask questions about your experiences in school. If you amet
currently in school, please think about the most recent year you were ictsool when
answering the questions. Please use card 1 for your responses or | can rdaa
answer choices.

B1. | feel like a real part of my school. SCHOOL1
1 2 3 4 5

Not at all true Completely true

B2. People at my school notice when I'm good at something. SCHOOL2
1 2 3 4 5

Not at all true Completely true

B3. Itis hard for people like me to be accepted at my school. SCHOOL3
1 2 3 4 5

Not at all true Completely true

B4. Other students in my school take my opinions seriously. SCHOOL4
1 2 3 4 5

Not at all true Completely true

B5. Most teachers at my school are interested in me. SCHOOL5
1 2 3 4 5

Not at all true Completely true

B6. Sometimes | feel as if | don’t belong at my school. SCHOOLG6
1 2 3 4 5

Not at all true Completely true

B7. There’s at least one teacher or another adult in my school | can talk to if ldve

a problem. SCHOOLY
1 2 3 4 5

Not at all true Completely true

B8. People at my school are friendly to me. SCHOOLS8
1 2 3 4 5

Not at all true Completely true

B9. Teachers at my school are not interested in people like me. SCHOOL9
1 2 3 4 5

Not at all true Completely true

Goodenow, 1993
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B10. | am included in lots of activities at my school. SCHOOL10
1 2 3 4 5
Not at all true Completely true

B11. | am treated with as much respect at my school as other studenSCHOOL11
1 2 3 4 5

Not at all true Completely true

B12. | feel very different from most other students at my school. SCHOOL12
1 2 3 4 5

Not at all true Completely true

B13. | can really be myself at my school. SCHOOL13
1 2 3 4 5

Not at all true Completely true

B14. The teachers at my school respect me. SCHOOL14
1 2 3 4 5

Not at all true Completely true

B15. People at my school know | can do good work. SCHOOL15
1 2 3 4 5

Not at all true Completely true

B16. | wish | were in a different school. SCHOOL16
1 2 3 4 5

Not at all true Completely true

B17. | feel proud of belonging to my school. SCHOOL17
1 2 3 4 5

Not at all true Completely true

B18. Other students at my school like me the way | am. SCHOOL18
1 2 3 4 5

Not at all true Completely true

if sexual minority then ask

B19. Were you out as (gay, lesbian, bisexual, transgendered) in scha®HOOL19
a. Yes, continue to B20
b. No, skip to section C

B20. When did you come out at school? SCHOOL20
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B21.

B22.

B23.

B24.

B25.

B26.

Who did you come out to at school?

Were you outed?
1.Yes
2. No

Did you experience homophobia at school?
1. Yes
2. No

Did coming out at school effect your relationship with peers?
1. Yes, positively

2. Yes, negatively

3. No

Did coming out effect school academic performance?
1. Yes, positively

2. Yes, negatively

3. No

Did coming out effect school engagement?
1. Yes, positively
2. Yes, negatively
3. No

SCHOOL21

SCHOOL22

SCHOOL23

SCHOOL24

SCHOOL25

SCHOOL26
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Section C - PEER RELATIONSHIPS
Now | am going to ask about friends who are about your age.

C1. How many of your friends who are about your age are nah school and_don’t

have a job? (READ LIST) PEER1

0... .....None

1... .....A Few

2... .....About half

3... .....Most

4... Al

C2. How many of your friends who are about your age drink alcohol at least once a

week? PEER2

0.... .....None

1... .....A Few

2... .....About half

3... .....Most

4... Al

C3. How many of your friends who are about your age use drugs or marijuana?
PEER3

0... .....None

1... .....A Few

2... .....About half

3... .....Most

4... Al

How many of your friends who are about your age:

C4. Have been in trouble with the police or juvenile officer? PEER4

0... .....None

1... .....A Few

2... .....About half

3... .....Most

4... Al

Stiffman, A.R., Dore, P., Cunningham, R.M., & Eark, F. (1995). Person and Environment in HIV risk
behavior change between adolescence and youndgiaddlt Health Education Quarterly,(2®, 233-248.
Baker, F., Jodrey, D., Intagliata, J., & Straus, H.(1993). Community support services and functioning
of the seriously mentally ill._Community Mental &lth Journal, 294), 321-331.
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C5. Have had babies or fathered children? PEERS5

.....None
.....A Few
.....About half
.....Most

Al

POMNPRO

C6. Have run away from where they were living? PEERG6

.....None
.....A Few
.....About half
.....Most

A

PWONPO

How many of your friends who are about your age:
C7. Have ever had sexual intercourse? PEER7

.....None
.....A Few
.....About half
.....Most

WAl

PWONPO

C8. Have had failing grades in school? PEERS

.....None
.....A Few
.....About half
.....Most

Al

POMERO

Stiffman, A.R., Dore, P., Cunningham, R.M., & Earls F. (1995). Person and Environment in HIV risk
behavior change between adolescence and youndgiaddlt Health Education Quarterly,(2®, 233-248.
Baker, F., Jodrey, D., Intagliata, J., & Straus, H.(1993). Community support services and functioning
of the seriously mentally ill._Community Mental &lth Journal, 294), 321-331.
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C9. Use condoms when having sex? PEER9

.....None
.....A Few
.....About half
.....Most

Al

PONMERO

C10. Have_physicafights with other students in school? PEER10

.....None
.....A Few
.....About half
.....Most

WA

PWONPO

How many of your friends who are about your age:

C11. Go to collegeor plan to go to college? PEER11

.....None
.....A Few
.....About half
.....Most

WAl

PWONPO

C12. Save money? PEER12

.....None
.....A Few
.....About half
.....Most

A

PWONPO

C13. Have a job? PEER13
...None
...About half

.....Most
Al

PWONPO

Stiffman, A.R., Dore, P., Cunningham, R.M., & Earls F. (1995). Person and Environment in HIV risk
behavior change between adolescence and youndgiaddlt Health Education Quarterly,(2®, 233-248.
Baker, F., Jodrey, D., Intagliata, J., & Straus, H.(1993). Community support services and functioning
of the seriously mentally ill._Community Mental &lth Journal, 294), 321-331.
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C14. Are most of your friends who are about your age? PEER14

0....straight
1....both gay, lesbian, bisexual and straight
2....gay, lesbian, and bisexual
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Section D — STIGMA

In the next section, | will ask you questions regarding your experiercb@seless
individual. Please tell me how much you agree or disagree with the followingetdase
Please use card 2 for your responses or | can read the responses to you.

D1. I have been hurt by how people have reacted to me being homeles3TIGMAL

Strongly agree Agree Disagree Strongly Disagree

1 2 3 4
D2. | have been insulted by strangers because | am homeless: STIGMA2
Strongly agree Agree Disagree Strongly Disagree

1 2 3 4
D3. | have been physically assaulted because | am homeless: STIGMA3
Strongly agree Agree Disagree Strongly Disagree

1 2 3 4
D4. People seem afraid of me because | am homeless: STIGMA4
Strongly agree Agree Disagree Strongly Disagree

1 2 3 4
D5. Some people act as though it is my fault that | am homeless: STIGMAS
Strongly agree Agree Disagree Strongly Disagree

1 2 3 4
D6. | feel that | am not as good as others because | am homeless: STIGMAG
Strongly agree Agree Disagree Strongly Disagree

1 2 3 4
D7. | feel guilty and ashamed because | am homeless: STIGMAY
Strongly agree Agree Disagree Strongly Disagree

1 2 3 4
D8. Most people think that homeless people are lazy and disgusting: STIGMAS8
Strongly agree Agree Disagree Strongly Disagree

1 2 3 4
D9. Homeless can't get jobs because they are homeless: STIGMA9
Strongly agree Agree Disagree Strongly Disagree

1 2 3 4
D10. Homeless people are harassed by the police because they are homeless

STIGMA10

Strongly agree Agree Disagree Strongly Disagree

1 2 3 4
D11. Knowing that you are homeless, people look for things wrong about you:
Strongly agree Agree Disagree Strongly Disagree STIGMA11

1 2 3 4
D12. Homeless people are treated like outcasts: STIGMA12
Strongly agree Agree Disagree Strongly Disagree

1 2 3 4
D13. | have to fight against the opinions and values of society: STIGMAL13
Strongly agree Agree Disagree Strongly Disagree

1 2 3 4
Kidd, 2007

139



Section E - DISCRIMINATION

Now I'd like to know how often you have experienced discrimination, been
prevented from doing something, or been harassed or made to feel inferiar any of
the following situations because of your sexual orientation. During thas$t 12
months how often did you experience discrimination..Please use card 3 or | can
read the answer choices.

E1l. Ability to obtain health care DISCRIM1
0 =*“never,” 1 = “almost never,” 2 = “sometimes,” 3 = “fairly often,” 4 = ‘yer
often”

E2. In how you were treated when you got care DISCRIM2
0 =“never,” 1= "almost never,” 2= “sometimes,” 3 = “fairly often,” 4 =fye
often”

E3. In public, like on the street, in stores or in restaurants DISCRIM3
0 =*“never,” 1 = “almost never,” 2= “sometimes,” 3 = “fairly often,” 4 =fye
often”

E4. Obtaining a job, on the job, or getting admitted to school or training program,

or in the courts or by the police, or obtaining housing DISCRIM4
0 =*“never,” 1 = “almost never,” 2 = “sometimes,” 3 = “fairly often,” 4 = ‘yer
often”

E5. Called homophobic hame(s) DISCRIM5
0 =*“never,” 1 = “almost never,” 2 = “sometimes,” 3 = “fairly often,” 4 = ‘yer
often”

E6. Made fun of, picked on, pushed, shoved, hit or threatened with harm
DISCRIM6
0 =*“never,” 1 = “almost never,” 2 = “sometimes,” 3 = “fairly often,” 4 = ‘yer
often”

E7. (In public settings/Access to public facilities) like bathrooms) restaurants,

elevators or public transportation DISCRIM7
0 =*“never,” 1 = “almost never,” 2 = “sometimes,” 3 = “fairly often,” 4 = ‘yer
often”
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Before 12 months ago, about how often did you experience discrimination...

E8. Ability to obtain health care/health insurance DISCRIMS8
0 =*“never,” 1 = “almost never,” 2 = “sometimes,” 3 = fairly often,” 4 = “very
often”

E9. In how you were treated when you got care DISCRIM9
0 =*“never,” 1 = “almost never,” 2 = “sometimes,” 3 = fairly often,” 4 = “very
often”

E10. In public, like on the street, in stores or restaurants DISCRIM10
0 =*“never,” 1 = "almost never,” 2 = “sometimes,” 3 = “fairly often,” 4 =rye
often”

E11. Obtaining a job, on the job, or getting admitted to school or training program,

or in the courts or by the police or obtaining housing DISCRIM11
0 =*“never,” 1 = “almost never,” 2 = “sometimes,” 3 = “fairly often,” 4 = ‘yer
often”

E12. Called homophobic name (s) DISCRIM12
0 =*“never,” 1 = “almost never,” 2 = “sometimes,” 3 = “fairly often,” 4 = ‘yer
often”

E13. Made fun of, pick on, pushed, shoved, hit or threatened with harm
DISCRIM13
0 =*“never,” 1 = “almost never,” 2 = “sometimes,” 3 = “fairly often,” 4 = ‘yer
often”

E14. (In public settings/Access to public facilities) like bathrooms,estaurants,

elevators or public transportation DISCRIM14
0 =*“never,” 1 = “almost never,” 2 = “sometimes,” 3 = “fairly often,” 4 = ‘yer
often”

When you are treated unfairly because of your sexual orientation:
E15. Do you usually accept it as a fact or do you try to do something about it?
DISCRIM15
E16. Do you usually talk to other people about it or do you keep it to yourself?
DISCRIM16
(Items collectively scored as engaged “do something/talk to othersiederate
“do something/keep to self,” = 1; and passive “accept it’/keep to self,” = 0)

Ruan et al., 2008
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Section F - FAMILY

The next questions will ask information about your family that you spent mdgime
with growing up. This includes mother, father, step-father, step motér, or same-sex
partner of your mother or father and siblings. Now, please tell me how much you
agree or disagree with the following statements about your family ohorRjease use
card 4 or | can read the answer choices.

F1. Family members are involved in each others lives. FAMILY1
1 2 3 4 5

Strongly Generally Undecided Generally Strongly

Disagree Disagree Agree Agree

F2. Our family tries new ways of dealing with problems. FAMILY?2
1 2 3 4 5

Strongly Generally Undecided Generally Strongly

Disagree Disagree Agree Agree

F3. We get along better with people outside our family than inside. FAMILY3

1 2 3 4 5

Strongly Generally Undecided Generally Strongly

Disagree Disagree Agree Agree

F4. We spend too much time together. FAMILY4
1 2 3 4 5

Strongly Generally Undecided Generally Strongly

Disagree Disagree Agree Agree

F5. There are strict consequences for breaking the rules in our fargil FAMILY5

1 2 3 4 5

Strongly Generally Undecided Generally Strongly

Disagree Disagree Agree Agree

F6. We never seem to get organized in our family. FAMILY6
1 2 3 4 5

Strongly Geneally Undecided Generally Strongly

Disagree Disagree Agree Agree

F7. Family members feel very close to each other. FAMILY7
1 2 3 4 5

Strongly Generally Undecided Generally Strongly

Disagree Disagree Agree Agree

FACES IV: Olson, Gorall, & Tiesel, 2006
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F8. Parents equally share leadership in our family. FAMILYS

1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree

F9. Family members seem to avoid contact with each other when at home.

FAMILY9
1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree

F10. Family members feel pressured to spend most free time togetheFAMILY 10

1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree

F11. There are clear consequences when a family member does sonmgfhirong.

FAMILY11
1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree
F12. Itis hard to know who the leader is in our family. FAMILY12
1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree

F13. Family members are supportive of each other during difficult tires.

FAMILY13
1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree
F14. Discipline is fair in our family. FAMILY 14
1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree

F15. Family members know very little about the friends of other famit members.

FAMILY15
1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree

FACES IV: Olson, Gorall, & Tiesel, 2006
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F16. Family members are too dependent on each other. FAMILY16

1 2 3 4 5

Strongly Generally Undecided Generally Strongly

Disagree Disagree Agree Agree

F17. Our family has a rule for almost every possible situation. FAMILY17
1 2 3 4 5

Strongly Generally Undecided Generally Strongly

Disagree Disagree Agree Agree

F18. Things do not get done in our family. FAMILY18
1 2 3 4 5

Strongly Generally Undecided Generally Strongly

Disagree Disagree Agree Agree

F19. Family members consult other family members on important ded@ns.

FAMILY19
1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree
F20. My family is able to adjust to change when necessary. FAMILY20
1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree

F21. Family members are on their own when there is a problem to be solved

FAMILY21
1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree

F22. Family members have little need for friends outside the family. FAMILY22

1 2 3 4 5

Strongly Generally Undecided Generally Strongly

Disagree Disagree Agree Agree

F23. Our family is highly organized. FAMILY23
1 2 3 4 5

Strongly Generally Undecided Generally Strongly

Disagree Disagree Agree Agree

FACES IV: Olson, Gorall, & Tiesel, 2006
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F24. Itis unclear who is responsible for things (chores, activities) wur family.

FAMILY24
1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree

F25. Family members like to spend some of their free time with each @th

FAMILY25
1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree
F26. We shift household responsibilities from person to person. FAMILY?26
1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree
F27. Our family seldom does things together. FAMILY27
1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree
F28. We feel too connected to each other. FAMILY28
1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree

F29. Our family becomes frustrated when there is a change in our plans or

routines. FAMILY29
1 2 3 4 5

Strongly Generally Undecided Generally Strongly

Disagree Disagree Agree Agree

F30. There is no leadership in our family. FAMILY30
1 2 3 4 5

Strongly Generally Undecided Generally Strongly

Disagree Disagree Agree Agree

F31. Although family members have individual interests, they still partigate in

family activities. FAMILY31
1 2 3 4 5

Strongly Generally Undecided Generally Strongly

Disagree Disagree Agree Agree

FACES IV: Olson, Gorall, & Tiesel, 2006
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F32. We have clear rules and roles in our family. FAMILY32

1 2 3 4 5

Strongly Generally Undecided Generally Strongly

Disagree Disagree Agree Agree

F33. Family members seldom depend on each other. FAMILY33
1 2 3 4 5

Strongly Generally Undecided Generally Strongly

Disagree Disagree Agree Agree

F34. We resent family members doing things outside the family. FAMILY34
1 2 3 4 5

Strongly Generally Undecided Generally Strongly

Disagree Disagree Agree Agree

F35. Itis important to follow rules in our family. FAMILY35
1 2 3 4 5

Strongly Generally Undecided Generally Strongly

Disagree Disagree Agree Agree

F36. Our family has a hard time keeping track of who does various household

tasks. FAMILY 36
1 2 3 4 5

Strongly Generally Undecided Generally Strongly

Disagree Disagree Agree Agree

F37. Our family has a good balance of separateness and closeness. FAMILY37

1 2 3 4 5

Strongly Generally Undecided Generally Strongly

Disagree Disagree Agree Agree

F38. When problems arise, we compromise. FAMILY38
1 2 3 4 5

Strongly Generally Undecided Generally Strongly

Disagree Disagree Agree Agree

F39. Family members mainly operate independently. FAMILY39
1 2 3 4 5

Strongly Generally Undecided Generally Strongly

Disagree Disagree Agree Agree

FACES IV: Olson, Gorall, & Tiesel, 2006
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F40. Family members feel guilty if they want to spend time away from the faity.

FAMILY40
1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree

F41. Once a decision is made, it is very difficult to modify that decisioRAMILY41

1 2 3 4 5

Strongly Generally Undecided Generally Strongly

Disagree Disagree Agree Agree

F42. Our family feels hectic and disorganized. FAMILY42
1 2 3 4 5

Strongly Generally Undecided Generally Strongly

Disagree Disagree Agree Agree

F43. Family members are dissatisfied with how they communicate thieach other.

FAMILY43
1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree
F44. Family members are very good listeners. FAMILY44
1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree
F45. Family members express affection for each other. FAMILY45
1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree

F46. Family members are able to ask each other for what they want. FAMILY46

1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree

F47. Family members can calmly discuss problems with each other. FAMILY47

1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree

FACES IV: Olson, Gorall, & Tiesel, 2006
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F48. Family members discuss their ideas and beliefs with eacthet. FAMILY48

1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree

F49. When family members ask questions of each other, they get honest answer

FAMILY49
1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree
F50. Family members try to understand each other’s feelings. FAMILY50
1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree

F51. When angry, family members seldom say negative things about each other.

FAMILY51
1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree
F52. Family members express their true feelings to each other. FAMILY52
1 2 3 4 5
Strongly Generally Undecided Generally Strongly
Disagree Disagree Agree Agree

FACES IV: Olson, Gorall, & Tiesel, 2006
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Section G — Substance Use

ALCOHOL

The next few questions are about drinkef alcoholic beverages. By a “drink” we
mean a can or bottle of beer, a glass of wine or a wine cooler, a shot of liquor, or a

mixed drink with liquor in it.

G1. Have you ever, even once, had a drink of any type of alcoholic beverage@

not include sips from another person’s drink. SU1l
Yes, | have had a drink of an alcoholic beverage..................cociiiiiiiennn. 1
No, | have never had a drink of any alcoholic beverage in my life................. 2

G2. How old were you the first time you had a drink of any alcoholic beverageRo

not include sips from another person’s drink. SuU2
The first time | drank an alcoholic beverage, | was.................. years old
| have never drunk an alcoholic beverage in my life...............................91

G3. Think ab® the last time you drank any type of alcoholic beverage. How long

has it been since you last drank an alcoholic beverage? SuU3
Within the past 30 daysS.........ccoveiiiiiiiii e L
More than 30 days ago but within the past 12 months.....................ccoeeee. 2
More than 12 months ago but within the past 3 yearS...............c.......... 3
More than 3 YearsS @gO0..... ..o vuvviiiiiiiiieee e et et e
| have never drunk and alcoholic beverage inmy life........................ al1...
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G4. Now think about the past 12 months, from your 12-month reference date
through today. On how many days in the past 12 months did you drink an alcoholic

beverage? SuU4
More than 300 days (every day or almost everyday.............ccocovevvvenennnll
At least 201 but not more than 300 days (5 to 6 days a week)................2
At least 1AL but not more than 200 days (3 to 4 days a week).................. 3
At least 51 but not more than 100 days (1 to 2 days a week)................... 4
At least 25 but not more than 50 days (3 to 4 days a month)...................5
At least 12 but not more than 24 days (1 to 2 days a month).................. 6
At least 6 but not more than 11 days (less than one day a month)..................... 7
At least 3 but not more than 5 days in the past 12 months.............cocooeveenn . 8
At least 1 but not more than 2 days in the past 12 months................ccoeevinnnen. 9

IF NONE, MARK ONE BOX FOR BEST ANSWER
| have drunk alcoholic beverages but not during the past twelve months.......... 93

I have never drunk an alcoholic beverage in my life...............ccccec......91

1998 National Household on Drug Use
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G5. During the past 12 months, when you drank alcoholic beverages, on how many

days did you get very high or drunk? SU5
More than 300 days (every day or almost every day).........ommeeeeennn 1
At least 201 but not more than 300 days (5 to 6 days a week)...............2
At least 101 but not more than 200 days (3 to 4 days a week)...............3
At least 51 but not more than 100 days (1 to 2 days a week)................. 4
At least 25 but not more than 50 days (3 to 4 days a month)................. 5
At least 12 but not more than 24 days (1 to 2 days a month)................. 6
At least 6 but not more than 11 days (less than one day a month)................... 7
At least 3 but not more than 5 days in the past 12 months...................8
At least 1 but not more than 2 days in the past 12 months....................9

IF NONE, MARK ONE BOX FOR BEST ANSWER

| drank an alcoholic beverage in the past 12 months but | did not get very high or

I have drunk alcoholic beverages but not during the past 12 months............... 93

I have never drunk an alcoholic beverage inmy life......................o091

THE NEXT THREE QUESTIONS REFER TO THE PAST 30 DAYS ONLY
G6. Think specifically about the past 30 days-- that is, from your 30-day refereac
date up to and including today. During the past 30 days, on how many days did you
drink one ore more drinks of alcoholic beverages? SU6
Number of days | had a drink of an alcoholic beverage.................
IF NONE, MARK ONE BOX FOR BEST ANSWER

| have drunk alcoholic beverages but not during the past 30 days.......... 93

| have never drunk an alcoholic beverage in my life................cceeien . 91

1998 National Household Survey on Drug Use
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G7. On the days that you drank during the past 30 days, how many drinks did you
usually have? Count as a drink a can or bottle of beer; a wine cooler or glass of wine,
champagne, or sherry; a shot of liquor or a mixed drink or cocktail. SuU7

On the days | had an alcoholic beverage, | usually
NAd. ... drinks per day

IF NONE, MARK ONE BOX FOR BEST ANSWER
| have drunk alcoholic beverages but not during the past 30 days.................... 93
I have never drunk an alcoholic beverage inmy life...............coiiii . 91

G8. During the past 30 days, on how many days did you have 5 or more drinks on

the same occasionBYy “occasion,” we mean at the same time or within a couple of

hours of each other. SuU8
Number of days | drank 5 or more drinks of an alcoholic beverage...

IF NONE, MARK ONE BOX FOR BEST ANSWER

On the days | drank during the past 30 days, | never had 5 or more drink30..

| have drunk alcoholic beverages but not during the past 30 days.................... 93
I have never drunk an alcoholic beverage inmy life................ooco i 91
MARIJUANA

The questions in this section are about marijuana and hashish. Marijuana is also called
pot or grass. Marijuana is usually smoked-- either in cigarettes, calisl joi in a pipe.

It is sometimes cooked in food. Hashish is a form of marijuana that is als ‘Celh.”

It is usually smoked in a pipe. Another form of hashish is hash oil.

G9. Have you evergven once, used marijuana or hashish? SU9
Yes, | have used marijuana or hashish................cooiiiii e 1
No, | have never used marijuana or hashishinmy life.....................cen2

1998 Household Survey on Drug Use
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G10. How old were you the first time you used marijuana or hashish? SU10

The first time | used marijuana or hashish, lwas....................... years

I have never used marijuana or hashishinmy life.....................ocooen s

G11. Think about the entire time since you first used marijuana or hashis SU11
Altogether, on how many days in your life have you used marijuana or hashish?

More than 300 AYS. .. ..coeiiie i e e e e e e 1
At least 101 but not more than 300 daysS.........ccovvieiiiiiiiiiie s e e 2
At least 12 but not more than 100 days..........cooiiiiiiiiiiiiie e, 3
At least 3 but not more than 11 days........c.ccooiiiiiiiii e e 4
At least 1 but not more than 2 daysS.........c.ouvveiii i e e 5
| have never used marijuana or hashishinmy life.....................cceeee. .91
G12. How long has it been since you last used marijuana or hashish? SuU12
Within the past 30 daysS........ooev i e e e e 1
More than 30 days ago but within the past 12 months........cccc.c....al. 2
More than 12 days ago but within the past 3 years...........ccceueeenenn.3
MOFE than 3 YEAIS @0uu « ctneeeeeen et et et et et ae e e et e e e 4
| have never used marijuana or hashishin my life..........................lL 91

153



G13. Now think about the past 12 months, from your 12-month reference date
through today. On how many days in the past 12 months did you use marijuana or

hashish? Su13
More than 300 days (every day or almost every day)..................comwmmee. 1
At least 201 but not more than 300 days (5 to 6 days a week)....co........2
At least 101 but not more than 200 days (3 to 4 days a week)................3
At least 51 but not more than 100 days (1 to 2 days a week).................4
At least 25 but not more than 50 days (3 to 4 days a month)................. 5
At least 12 but not more than 24 days (1 to 2 days a month)................. 6
At least 6 but not more than 11 days (less than one day a manth)........... 7
At least 3 but not more than 5 days in the past 12 months.................... 8
At least 1 but not more than 2 days in the past 12 months.................... 9

IF NONE, MARK ONE BOX FOR BEST ANSWER

| have used marijuana or hashish but not during the past 12 maonths.....93

| have never used marijuana or hashish inmy life.................comeeee ool 91
G14. Think specifically about the past 30 days-- that is, from your 30-day refereac
date up to and including today. During the past 30 days, on how many days did you
use marijuana or hashish? SuU14

Number of days | used marijuana or hashish............................. .
IF NONE, MARK ONE BOX FOR BEST ANSWER

| have used marijuana or hashish but not during the past 30 days

| have never used marijuana or hashishinmy life.............................. 91

1998 National Household on Drug Use
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COCAINE

The questions in this section are about cocaine, including all the tifent forms of

cocaine such as powder, “crack,” free base and coca paste.

G15. Have you evereven once, used any form of cocaine?

Yes, | have used some form of cocaine...........ocvvvie e

No, | have never used any form of cocaine inmy life......... couueoiennnin.

G16. How old were you the first time you used cocaine, in any form?

The first time | used some form of cocaine, lwas.................ouue....

| have never used any form of cocaine inmy life...............ooooiiii i,

G17. Think about the entire time since you first used cocaine. Altogethesn how

many days in your life have you used cocaine?

More than 300 daysS......cevue i e e e e e e ————
At least 101 but not more than 300 days............ccovve vt cmmeee e
At least 12 but not more than 100 days..........cccovveiiticmvm e e e
At least 3 but not more than 11 days..........ccoooveiiiiiiiivciii e
At least 1 but not more than 2 daysS..........ccovveiiiiii it v e e eenas

| have never used any form of cocaine inmy life..........cueeeeiiinnannn.

G18. How long has it been since you last used any form of cocaine?

Within the past 30 daysS........ccoovvi i e e e e
More than 30 days ago but within the past 12 months...................
More than 12 months ago but within the past 3 years......c............

More than 3 YEarS @g0... ... e e ittt e e e e e e e

SU17

I have never used any form of cocaine inmy life................coooi .

1998 National Household Survey on Drug Use
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G19. Now think about the past 12 months. On how many days in the past 12

months did you use cocaine? SU19
More than 300 days (every day or almost every day)....ouwevvevennennnnnnl
At least 201 but not more than 300 days (5 to 6 days a week).............. 2
At least 101 but not more than 200 days (3 to 4 days a week).............. 3
At least 51 but not more than 100 days (1 to 2 days a week)................ 4
At least 25 but not more than 50 days (3 to 4 days a month)................ 5
At least 12 but not more than 24 days (1 to 2 days a month)................ 6
At least 6 but not more than 11 days (less than one day a manth)......... 7
At least 3 but not more than 5 days in the past 12 months...................8
At least 1 but not more than 2 days in the past 12 months...................9

IF NONE, MARK ONE BOX FOR BEST ANSWER
| have used cocaine but not during the past 12 monthS..w..cvoeon.......93
| have never used any form of cocaine inmy life................ccooiiiiiin i,

G20. Think specifically about the past 30 days. During the past 30 days, on how
many days did you use cocaine? SuU20

Number of days | used some form of cocaine...............ccooiviiiiiiiiinnns
IF NONE, MARK ONE BOX FOR BEST ANSWER
| have used cocaine but not during the past 30 dayS..c.eveveeeneennn......93

| have never used any form of cocaine inmy life..................coeccve....91

1998 National Household Survey on Drug Use
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CRACK COCAINE

The next 6 questions refer only to crack cocaine (cocaine in rock or chumh&rm)
and notthe other forms of cocaine.

G21. Have you evereven once, used crack? SuU21

Yes, lhave used Crack..........ooiiiiii e 1

No, | have never used crack inmy life........ccccooiiii i, 2

G22. How old were you the first time you used crack? SuU22
The first time | used crack, | Was...........covecuei i i i, _____yearsold

I have never used crack inmy life..........coooii i 9l

G23. Think about the entire time since you first used crack. Altogether, ohow

many days in your life have you used crack? SuU23
More than 300 aYS.......ovvue it i e e v e e e e re e e 1
At least 101 but not more than 300 dayS..cuee.vvviriieiieie i e e e 2
At least 12 but not more than 100 daysS.........ccovvvvie i i e 3
At least 3 but not more than 11 daysS....cccecvvviiiiiiiiii i e 4
At least 1 but not more than 2 daysS... .. eeieieiii i e e e e 5
I have never used “crack” in my life.............coooi i 91
G24. How long has it been since you last used crack? Su24
Within the past 30 days.........cv i e e e 1
More than 30 days ago but within the past 12 months.......................... 2
More than 12 months ago but within the past 3years.......................... 3

MOre than 3 YEAIS @00 ... ... e i iet et et et et e e e e v re e e e e e re e ena

| have never used “crack” inmy life...........ccoooiiii i, 91

1998 National Household Survey on Drug Use
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G25. Now think about the past 12 months, from your 12-month reference date
through today. On how many days in the past 12 months did you use crack?SU25

More than 300 days (every day or almost every day).........ccoovevveiievieenncnnnnnns 1
At least 201 but not more than 300 days (5 to 6 days a week)........................ 2
At least 101 but not more than 200 days (3 to 4 days aweek)........................ 3
At least 51 but not more than 100 days (1 to 2 days aweek).......................... 4
At least 25 but not more than 50 days (3 to 4 days a month)..........................5
At least 12 but not more than 24 days (1 to 2 days a month)..........................6
At least 6 but not more than 11 days (less than one day a month).................... 7
At least 3 but not more than 5 days in the past 12 months.....................o. 8
At least 1 but not more than 2 days in the past 12 months......................e. 9

IF NONE, MARK ONE BOX FOR BEST ANSWER
| have used crack but not during the past 12 months......................oo e, 93
I have never used crack inmy life..........ccoooi e 91
G26. Think specifically about the past 30 days -- that is, from your 30-day referea
day up to and including today. During the past 30 days, on how many days did you
use crack? SU26
Number of days lused crack............coovii i e,
IF NONE, MARK ONE BOX FOR BEST ANSWER

| have used crack but not during the past 30 days............cocvvviiiii i, 93

I have never used crack inmy life..........coooiiiiii 91
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HEROIN

G27. Have you evereven once, used any heroin?
Yes, | have used heroin
No, | have never used heroin in my life

G28. How old were you the first time you used heroin, in any form?

The first time | used heroin, | was

| have never used heroin in my life

G29. Think about the entire time since you first used heroin. Altogetheon how

many days in your life have you used heroin?

More than 300 AYS. ... ..uv vt it ie e e e e e e e e e e e

At least 101 but not more than 300 days
At least 12 but not more than 100 days
At least 3 but not more than 11 days

At least 1 but not more than 2 days

I have never used heroininmy life.............cooii e

G30. How long has it been since you last used heroin?

Within the past 30 days

SU29

More than 30 days ago but within the past 12 months...................coocoinil.

More than 12 months ago but within the past 3years.............cooovviiinennen.

More than 3 years ago

I have never used heroin in my life
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G31. Now think about the past 12 months. On how many days in the past 12
months did you use heroin? SuU31

More than 300 days (every day or almost every day). .« coveveevenneenennd

At least 201 but not more than 300 days (5 to 6 days a week)

At least 101 but not more than 200 days (3 to 4 days a week)
At least 51 but not more than 100 days (1 to 2 days a week)

At least 25 but not more than 50 days (3 to 4 days a month)

At least 12 but not more than 24 days (1 to 2 days amonth)..........................
At least 6 but not more than 11 days (less than one day a manth)........... 7
At least 3 but not more than 5 days in the past 12 months.....................8
At least 1 but not more than 2 days in the past 12 months
IF NONE, MARK ONE BOX FOR BEST ANSWER
| have used heroin but not during the past 12 months........ccoee...........93

I have never used heroininmy life............ooiiii e 91

G32. Think specifically about the past 30 days. During the past 30 days, on how
many days did you use heroin? SuU32

Number of days l used heroin........ ... e
IF NONE, MARK ONE BOX FOR BEST ANSWER
| have used heroin but not during the past 30 days............cccoevveiiiiinnnn. 93

I have never used heroininmy life............oooi i, 91
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HALLUCINOGENS

G33. As | read the following list of hallucinogens, please tell me if you hagger
used that hallucinogen, even once. SU33

Ever use?

YES NO
A, LSD (“ACIA”) ce e e 1 2
SU33a
b. PCP (“angel dust,” phencycliding)...............ccoiiiiiiiiiiiinnnnn. 1 2
SU33b
C. PeYOLE. ... e L 2
SU33c
d. Mescaline.........cooi it e L 2
SuU33d
e. Psilocybin (MUShroomsS)........ccviriiiiii e 1 2
SU33e
f. "ECStaCy” (MDMA) ...ttt it e e e et ee e e 1 2
SU33f
g. Have you ever used a hallucinogens name you don’t

KNOW 2. ..o e e e e e e e e e e e aaaa 1.2
SU33g

h. Have you ever used any other hallucinogens besides the ones
1Y =0 =T 0 1o AV PSSP 1....2.
SU33h

PLEASE PRINT NAME(S) OF OTHER HALLUCINOGENS BELOW

G34. How old were you the first time you used LSD, PCP, or any other

hallucinogen? SuU34
The first time | used a hallucinogen, IwWaS...........cccccoveeennnn. years old
| have never used a hallucinogenin my life...........co.oooiiiiii s 91
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G35. Think about the entire time since you first used LSD, PCP or any other

hallucinogen. Altogether, on how many days in your life have you used LSD, PCP,

or any other hallucinogen? SU35
MoOre than 300 AYS. .. ...c.oiui i e e e e e e e 1

At least 101 but not more than 300 dayS ... .ccccoovviiiiiiiiiiiiieie i 2

At least 12 but not more than 100 dayS. . ..oueviieiieiie i 3
At least 3 but not more than 11 dayS.....c.covoiiiiiii e 4
At least 1 but not more than 2 daysS....cccceiiiiiiiii 5
| have never used a hallucinogeninmy life..............oiiiii i

G36. How long has it been since you last used LSD, PCP, or any other
hallucinogen? SU36

Within the past 30 days.......ccc.oieiiiiii i e e el

More than 30 days ago but within the past 12 months.......................... 2
More than 12 months ago but within the past 3 yearS.o...........cocovvveennne. 3
MOre than 3 YEarS AQ0......cue ittt et e e e e e 4
| have never used a hallucinogenin my life...........ccocoiiiiiiii i,
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G37. Now think about the past 12 months, from your 12-month reference date
through today. On how many days in the past 12 months did you use LSD, PCP, or

any other hallucinogen? SuU37
More than 300 days (every day or almost every day)..........cccovevviiiininnnnnnn. 1
At least 201 but not more than 300 days (5 to 6 days a week)........................ 2
At least 101 but not more than 200 days (3 to 4 days aweek)........................ 3
At least 51 but not more than 100 days (1 to 2 days aweek).......................... 4
At least 25 but not more tharD5lays (3 to 4 days amonth).......................... 5
At least 12 but not more than 24 days (1 to 2 days a month)..........................6
At least 6 but not more than 11 days (less than one day a month).................... 7
At least 3 but not more than 5 days in the past 12 months................o oo 8
At least 1 but not more than 2 days in the past 12 months................ooo i 9

IF NONE, MARK ONE BOX FOR BEST ANSWER
| have used an hallucinogen but not during the past 12 months..................... 93
| have never used any hallucinogen inmy life...........ccceeei i, 91
G38. Think specifically about the past 30 days -- that is, from your 30-day referea
day up to and including today. During the past 30 days, on how many days did you
use LSD, PCP, or and other hallucinogen? SU38
Number of days | used LSD, PCP, or any other hallucinogen....................
IF NONE, MARK ONE BOX FOR BEST ANSWER

| have used an hallucinogen but not during the past 30 days.................93

I have never used any hallucinogen inmy life...........cccoiiiii i, 91
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G39. Now think only about LSD. How long has it been since you last used LSD?
Within the past 30 days

SU39
More than 30 days ago but within the past 12 months........................... 2
More than 12 months ago but within the past 3years...................c.ocee. 3

MOre than 3 YEAIS @0 .. ... vt et et e e e e e 4
I have never used LSD iIn My life.......cooieiiiiin i e e 91
G40. Now think only about PCP. How long has it been since you last used PCP?
SuU40
Within the past 30 daysS........ooui i e 1
More than 30 days ago but withthe past 12 months............................... 2
More than 12 months ago but within the past 3years................cocvenee. 3
MOre than 3 YEaIS @Q0. ... ..cu ettt et e e e e e 4
I have never used PCP inmy life. ... e, 91
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INHALANTS

G41. As | read the following list of inhalants, please tell me if you hawverused
that kind of inhalant, even once, for kicks or to get high. Su41

Ever used for
Kicks or to get high?

YES NO

a. Amyl nitrate, “poppers,” locker room odorizers, or “rush” ............. 1 2
SU4la

b. Correction fluid, degreaser, or cleaning fluid.............................1 2
SuU41b

c. Gasoline or lighter fluid............coo i, 1 2
SU41c

d. Glue, shoe polish, ortoluene..............cccocoiiiiiiiiii . 2
Su41d

e. Halothane, ether, or other anesthetics................coiiiiiiiiinns 1 2
SU41le

f. Lacquer thinner or other paintsolvents...............c.coovevviieee . 2
SuU41f

g. Lighter gases (butane, propane)............ccocveviiiiiiiiiiiiiiiee b 2
SU41g

h. Nitrous oxide or “Whippets”..... ..o e 1 2
SuU41h

L. SPray PaiNtS......covee it st eie e el 2
SuU41li

J. Other aerosol Sprays........ccoovviiiiiiii i il 2
SuU41j

k. Have you ever used an inhalant whose name you don’t

know for kicks or to get high?............ouvviiiiiii e, 1

SU41k

|. Have you ever used any other inhalants, besides
those listed above, for kicks or to get high?.............ccciiiciiennn. 1
Su41l

PLEASE PRINT NAME(S) OF OTHER INHALANTS BELOW:
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G42. How old were you the first time you used any inhalant for kicks or to get

high? SuU42
The first time | used any inhalant for kicks or to get high, | was....... _ years
old
| have never used any inhalant for kicks or to get high in my life............ al...

G43. Think about the entire time since you first used any inhalant for kiks or to
get high. Altogether, on how many days in your life have you used an inhalant of

any kind? SuU43
More than 300 daysS.......ccveii it et e e e e e e L
At least 101 but not more than 300 daysS.........ccovvviiiiiiiiiiieee e e e 2
At least 12 but not more than 100 days..........c.covviiiiiiiieiie e e, 3
At least 3 but not more than 11 daysS........c.ccoeiiiiiii i 4
At least 1 but not more than 2 dayS.......oo v, 5
I have never used any inhalant for kicks or to get high in my life.............91
G44. How long has it been since you last used any inhalant for kicks or to get high?
Su44
Within the past 30 daysS.........ccoiiiiii e e e e e e 1
More than 30 days ago but within the past 12 monthS.......................... 2
More than 12 months ago but within the past 3 years....................oo..e. 3
MOre than 3 YEArS @00 ... ... e i et et et et et e e e e e e e e eaaaens 4
| have never used any inhalants for kicks or to get high in my life................ 91
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G45. Now think about the past 12 months. On how many days in the past 12

months did you use an inhalant for kicks or to get high? SuU45
More than 300 days (every day or almost every day)......eceeeieennennnl
At least 201 but not more than 300 days (5 to 6 days a week)........................ 2
At least 101 but not more than 200 days (3 to 4 days aweek)........................ 3
At least 51 but not more than 100 days (1 to 2 days aweek).......................... 4
At least 25 but not more than 50 days (3 to 4 days a month)..........................5
At least 12 but not more than 24 days (1 to 2 days a month)..........................6

At least 6 but not more than 11 days (less than one day a month)....................

At least 3 but not more than 5 days in the past 12 months...................... 8

At least 1 but not more than 2 days in the past 12 months..................oooeenis 9
IF NONE, MARK ONE BOX FOR BEST ANSWER

I have used an inhalant for kicks or to get high but not during
the past 12 MonthsS. ... e 93

| have never used any inhalant for kicks or to get high in my life.................. 91

G46. Think specifically about the past 30 days. During the past 30 days, on how
many days did you use any inhalant for kicks or to get high? SuU46

Number of days | used some kind of inhalant for kicks
Ortogethigh.......coooi i e

IF NONE, MARK ONE BOX FOR BEST ANSWER

| have used an inhalant for kicks or to het high
but not during the past 30 dayS..........ccovieiie it v e e 93

| have never used any inhalant for kicks or to get high in my life............... 91
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ANALGESICS

G47. As | read the following list of prescription pain killers, pleaséell whether or
not you have_evemsed that pain killer when it was_notprescribed for you, or that
you took only for the experience or feeling it caused. Again, we are interestin all
kinds of prescription pain Killers, in pill or non-pill form. sSu47

Ever used without a
prescription or for
the experience?

YES NO
A, COdBINE. . ...t 1 2
SU47a
D, DAIVON. .. 1 2
SU47b
C. DEMEIOL.. ... 1 2
SuU47c
d. Dilaudid.......coooi i 1 2
su4rd
€. Methadone...... .o 1 2
SU47e
fo MOIPNINE .. e e 1 2
sSu47f
0. PeICOaN. ... 1 2
SU47g
N TAIWIN . 1 2
SuU47h
i. Tylenol with codeine............ccoiiii il 2
SuU47i
j. Have you ever used a pain killer whose name you don’t
now that was noprescribed for you, or that you
took only for the experience or feeling it caused?.............ccccc....... 1 2
su47j
k. Have you ever used any othepain Killer besides the ones
listed above, that was ngprescribed for you, or that
you took only for the experience or feeling it caused?.................. 1 2
SuU47k

PLEASE PRINT NAME(S) OF OTHER PAIN KILLERS BELOW:
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If you answered “NO” to each of the items a through k in question G47 above, circle
91 on the right and proceed to TRANQUILIZERS. Otherwise, continue withthe
next question below. 91

G48. How old were you the first time you used a pain killer that was ngirescribed
for you, or that you took only for the experience or feeling it caused? SuU48

The first time | used a pain killer that was po¢scribed for me or that
| took only for the experience of feeling it caused, | was... years old

G49. Think about the entire time since you first used a pain killer thatvas not
prescribed for you, or that you took only for the experience or feeling it caused
Altogether, on how many days in your life have you used a pain killer that was not
prescribed for you, or that you took only for the experience or feeling it causéd

SuU49
More than 300 AYS........uore it e e e e e e e e 1
At least 101 but not more than 300 days............cvveriemmemecie e e e eenns 2
At least 12 but not more tharDQ daysS..........cccvvviieiii e e e e 3
At least 3 but not more than 11 daysS.........ccoiuiiiiiiiccic e 4
At least 1 but not more than 2 daysS..........covveiiiiiiiii e 5

G50. How long has it been since you last used a pain killer that was mwescribed

for you, or that you took only for the experience or feeling it caused? SU50
Within the past 30 days........oov i e 1
More than 30 days ago but within the past 12 months.........ccccccc....ooll. 2
More than 12 months ago but within the past 3years........ccccceeviiiiiennen 3
MOre than 3 YEAIS @00 .. ... e it ettt et e e e e e e et e e aaas 4
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G51. Now think about the past 12 months. On how many days in the past 12
months did you use a pain killer that was noprescribed for you, or that you took

only for the experience or feeling it caused? SuU51
More than 300 days (every day or almost every day)............cooovvviviiiininnnnns 1
At least 201 but not more than 300 days (5 to 6 days a week)........................ 2
At least 101 but not more than 200 days (3 to 4 days aweek)........................ 3
At least 51 but not more than 100 days (1 to 2 days aweek)................cooeni. 4
At least 25 but not more than 50 days (3 to 4 days a month)..........................5
At least 12 but not more than 24 days (1 to 2 days a month)..........................6

At least 6 but not more than 11 days (less than one day a month)....................

At least 3 but not more than 5 days in the past 12 months................ooo e 8

At least 1 but not more than 2 days in the past 12 months................o.oo i 9
| have used a pain killer that was poéscribed for you, or that you took

only for the experience or feeling it caused but not during the
Past 12 MonthS........cocovi i w0 93
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TRANQUILIZERS

G52. As | read the following list of prescription tranquilizers, pleas tell me
whether you have_evewused that tranquilizer when it was_notprescribedfor you, or
that you took only for the experience or feeling it caused. Againwe are interested

in all kinds of prescription tranquilizers, in pill or non-pill form. SU52
Ever used
without a
prescription or
for
the experience?

NES

B ATATAX. . e e e e e 1 2
SuU52a

D ALIVAN ... 1 2
SU52b

C. DIazZePam. ... e 1 2
SuU52c

. LIDrIUM s 1 2
su52d

LT I =0 (=] o PP | 2
SU52e

fooValium. .l L 2
SuU52f

0 TR = 1= 1 2
SU52¢g
h. Have you ever used a tranquilizer whose name you don'’t
know that was_noprescribed for you, or that you
took only for the experience or feeling it caused?..................... 1 2
SU52h
i. Have you ever used any othetranquilizer besides the ones
listed above, that was ngirescribed for you, or that

you took only for the experience of feeling it caused?.............. 1 2
SU52i

PLEASE PRINT NAME(S) OF OTHER TRANQUILIZERS BELOW:

If you answered “NO” to each of the items a through i in question G52 above, circle
91 on the right and proceed to STIMULANTS. Otherwise, continue with thaext
guestion below. 91
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G53. How old were you the first time you used a tranquilizer that was not
prescribed for you, or that you took only for the experience of feeling it causéd
SuU53

The first time | used a tranquilizer that was prgscribed for me, or
that | took only for the experience of feeling it caused, | was..... years

G54. Think about the entire time since you first used a tranquilizer tht was_not
prescribed for you, or that you took only for the experience of feeling it caused
Altogether, on how many days in your life have you used a tranquilizer that wasot
prescribed for you, or that you took only for the experience of feeling it causéd

SU54
MoOre than 300 AYS. ... ..cue ittt e e e e e e 1
At least 101 but not more than 300 daysS..........covviiiiiiiiiie e e e e, 2
At least 12 but not more than 100 daysS.........ccovviiiiiiiiieie it e e e 3
At least 3 but not more than 11 daysS........c.ccoviiiiiii i e e e e 4
At least 1 but not more than 2 daysS........c.covveiieieie i e e e s e 5

G55. How long has it been since you last used a tranquilizer that was mescribed

for you, or that you took only for the experience of feeling it caused? SU55
Within the past 30 daysS........ccv v e e e e 1
More than 30 days ago but within the past 12 months........................... 2
More than 12 months ago but within the past 3years......cccccvvvvvnnn ... 3
More than 3 Years @g0........ovvvriirieiieiieie e e eee v neieenee e enemnmen
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G56. Now think about the past 12 months, from your 12-month reference date
through today. On how many days in the past 12 months did you use a tranquilizer
that was notprescribed for you, or that you took only for the experience of feeling it

caused? SU56
More than 300 days (every day or almost every day).........ccoovviiiiiieiiiiennnns 1
At least 201 but not more tha®3 days (5 to 6 days a week).................... 2

At least 101 but not more than 200 days (3 to 4 days a week)..............ccceveenee.
At least 51 but not more than 100 days (1 to 2 days aweek).............c.ccoeeeente
At least 25 but not more than 50 days (3 to 4 days a month)...........................

At least 12 but not more than 24 days (1 to 2 days amonth)...........................

At least 6 but not more than 11 days (less than one day a month)............7
At least 3 but not more than 5 days in the past 12 months............cccccooeiein . 8
At least 1 but not more than 2 days in the past 12 months............cccccoo i 9

| have used a tranquilizer that was pogscribed for you, or that
you took only for the experience of feeling it caused, but not during
the past 12 Mmonths. ... e, 93
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STIMULANTS

G57. As | read the following prescription stimulants, please tell me vdther you
have _everused that stimulant when it was noprescribed for you, or that you took
only for the experience or feeling it caused. Again, we are interestedali kinds of
prescription stimulants, in pill or non-pill form. SU57

Ever used without a
prescription or for
the experience?

YES NO

A. BENZEAINNEA. . ... e e e e e 2
SU57a

b. Biphetamine...........coiiiiiiiii el 2
SU57b

C. DeXamyl.. ..o 1 2
SuU57c

(o T B 1) (=T [ (] 4 [ | 2
Sus7d

. FaSHIN ..o 2
SU57e

L (o] 1 T=1 0 111 D 1 2
SU57f

g. Methamphetamine...........cccooiii i L 2
SU57¢g

. MEtNEANING. .. e e e e e 1 2
SuU57h

o PrelUdiN. . 1 2
SU57i

j. Have you ever used a stimulant whose name you don’t know
that was_notprescribed for you, or that you took

k. Have you ever used any othestimulant besides the ones
listed above, that was ngirescribed for you, or that

SU57k
PLEASE PRINT NAME(S) OF OTHER STIMULANTS BELOW:

If you answered “NO” to each of the items a through k in question G57 above, circle
91 on the right and proceed to Mental Health. Otherwise, continue with theext
guestion below. 91
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G58. How old were you the first time you used a stimulant that was nptescribed
for you, or that you took only for the experience or feeling it caused? SuU58

The first time | used a stimulant that was pagscribed for me or that
| took only for the experience of feeling it caused, | was......... years

G59. Think about the entire time since you first used a stimulant that as_not
prescribed for you, or that you took only for the experience or feeling it caused
Altogether, on how many days in your life have you used a stimulant that was not
prescribed for you, or that you took only for the experience or feeling it cause

SU59
More than 300 AYS......cuvvue i et e e e e e 1
At least 101 but not more than 300 daysS..........covvviiiiiiinenes s e e e 2
At least 12 but not more than 100 daysS..........coviiiiiiiiiiii e e e e
At least 3 but not more than 11 days..........cooviiiiiiiiiiiii e e, 4
Atleast 1 but not morethan 2 days.........ccooeiiiiiiiiiiii e e e e 5

G60. How long has it been since you last used a stimulant that was po¢scribed

for you, or that you took only for the experience or feeling it caused? SU60
Within the past 30 daysS........ooei i e e 1
More than 30 days ago but within the past 12 months........................... 2
More than 12 months ago but within the past 3years.....cccceceviiinnnnn.n. 3
More than 3 YEarS @g0......cuu e it e e e e e e e 4
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G61. Now think about the past 12 months. On how many days in the past 12
months did you use a stimulant that was ngprescribed for you, or that you took

only for the experience or feeling it caused? Su6l
More than 300 days (every day or almost every day)..........cccoevviiiiin e cnnnn. 1
At least 201 but not more than 300 days (5 to 6 days a week)........................ 2
At least 101 but not more than 200 days (3 to 4 days aweek)........................ 3
At least 51 but not more than 100 days (1 to 2 days a week)....................4
At least 25 but not more than 50 days (3 to 4 days a month)..................5
At least 12 but not more than 24 days (1 to 2 days a month)...................6

At least 6 but not more than 11 days (less than one day a month)

At least 3 but not more than 5 days in the past 12 months
At least 1 but not more than 2 days in the past 12 months............cccoeviiin . 9
| have used a stimulant that was pagscribed for you, or that you took

only for the experience or feeling it caused but not during the
Past 12 MoONthS.......cocoiiiiii i e a0, 93
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Section H — MENTAL HEALTH
Center for Epidemiologic Studies Depression Scale (CES-D)

| will read a list of ways you might have felt or behaved. Please tell me howeri
you have felt this way during the past week. Please use card 5 or | can reaé th
answer options.

H1. | was bothered by things that usually don’t bother me. MH1

0 Rarely or none of the time (less than one day)

1 Some or a little of the time (1-2 days)

2 Occasionally or a moderate amount of time (3-4 days)
3 Most or all of the time (5-7 days)

H2. | did not feel like eating; my appetite was poor. MH2

0 Rarely or none of the time (less than one day)

1 Some or a little of the time (1-2 days)

2 Occasionally or a moderate amount of time (3-4 days)
3 Most or all of the time (5-7 days)

H3. | felt that | could not shake off the blues even with help from my family or
friends. MH3

0 Rarely or none of the time (less than one day)

1 Some or a little of the time (1-2 days)

2 Occasionally or a moderate amount of time (3-4 days)
3 Most or all of the time (5-7 days)

H4. |felt | was just as good as other people. MH4

0 Rarely or none of the time (less than one day)

1 Some or a little of the time (1-2 days)

2 Occasionally or a moderate amount of time (3-4 days)
3 Most or all of the time (5-7 days)

H5. | had trouble keeping my mind on what | was doing. MH5

0 Rarely or none of the time (less than one day)

1 Some or a little of the time (1-2 days)

2 Occasionally or a moderate amount of time (3-4 days)
3 Most or all of the time (5-7 days)

Radloff, 1977
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H6. | felt depressed.

0 Rarely or none of the time (less than one day)

1 Some or a little of the time (1-2 days)

2 Occasionally or a moderate amount of time (3-4 days)
3 Most or all of the time (5-7 days)

H7. | felt that everything | did was an effort.

0 Rarely or none of the time (less than one day)

1 Some or a little of the time (1-2 days)

2 Occasionally or a moderate amount of time (3-4 days)
3 Most or all of the time (5-7 days)

H8. | felt hopeful about the future.

0 Rarely or none of the time (less than one day)

1 Some or a little of the time (1-2 days)

2 Occasionally or a moderate amount of time (3-4 days)
3 Most or all of the time (5-7 days)

H9. | thought my life had been a failure.

0 Rarely or none of the time (less than one day)

1 Some or a little of the time (1-2 days)

2 Occasionally or a moderate amount of time (3-4 days)
3 Most or all of the time (5-7 days)

H10. | felt fearful.

0 Rarely or none of the time (less than one day)

1 Some or a little of the time (1-2 days)

2 Occasionally or a moderate amount of time (3-4 days)
3 Most or all of the time (5-7 days)

H11l. My sleep was restless.

0 Rarely or none of the time (less than one day)

1 Some or a little of the time (1-2 days)

2 Occasionally or a moderate amount of time (3-4 days)
3 Most or all of the time (5-7 days)

MHG6

MH7

MHS8

MH9

MH10

MH11
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H12. | was happy.

0 Rarely or none of the time (less than one day)

1 Some or a little of the time (1-2 days)

2 Occasionally or a moderate amount of time (3-4 days)
3 Most or all of the time (5-7 days)

H13. | talked less than usual.

0 Rarely or none of the time (less than one day)

1 Some or a little of the time (1-2 days)

2 Occasionally or a moderate amount of time (3-4 days)
3 Most or all of the time (5-7 days)

H14. | felt lonely.

0 Rarely or none of the time (less than one day)

1 Some or a little of the time (1-2 days)

2 Occasionally or a moderate amount of time (3-4 days)
3 Most or all of the time (5-7 days)

H15. People were unfriendly.

0 Rarely or none of the time (less than one day)

1 Some or a little of the time (1-2 days)

2 Occasionally or a moderate amount of time (3-4 days)
3 Most or all of the time (5-7 days)

H16. | enjoyed life.

0 Rarely or none of the time (less than one day)

1 Some or a little of the time (1-2 days)

2 Occasionally or a moderate amount of time (3-4 days)
3 Most or all of the time (5-7 days)

Radloff, 1977

MH12

MH13

MH14

MH15

MH16

179



H17. | had crying spells.

0 Rarely or none of the time (less than one day)

1 Some or a little of the time (1-2 days)

2 Occasionally or a moderate amount of time (3-4 days)
3 Most or all of the time (5-7 days)

H18. | felt sad.

0 Rarely or none of the time (less than one day)

1 Some or a little of the time (1-2 days)

2 Occasionally or a moderate amount of time (3-4 days)
3 Most or all of the time (5-7 days)

H19. | felt that people disliked me.

0 Rarely or none of the time (less than one day)

1 Some or a little of the time (1-2 days)

2 Occasionally or a moderate amount of time (3-4 days)
3 Most or all of the time (5-7 days)

H20. | could not get going.

0 Rarely or none of the time (less than one day)

1 Some or a little of the time (1-2 days)

2 Occasionally or a moderate amount of time (3-4 days)
3 Most or all of the time (5-7 days)

Radloff, 1977

MH17

MH18

MH19

MH20

180



Youth Risk Behavior Survey

The next 5 questions ask about sad feelings and attempted suicide. Sometimes people
feel so depressed about the future that they may consider attempting suitide, tha
taking some action to end their own life.

H21. During the past 12 months, did you ever feel so sad or hopeless almost every day
for two weeks or more in a rowthat you stopped doing some usual activitiesMH21

1. Yes
2. No
H22. During the past 12 months, did you eseriously consider attempting suicide?
MH22
1. Yes
2. No
H23. During the past 12 months, did you make a plan about how you would attempt
suicide? MH23
1. Yes
2. No
H24. During the past 12 months, how many times did you actually attempt suicide?
MH24
1. 0 times
2. 1time
3. 2 or 3times
4. 4 or 5 times
5. 6 or more times

H25. If you attempted suicideduring the past 12 months, did any attempt result in an
injury, poisoning, or overdose that had to be treated by a doctor or nurse? MH25

1. 1 did not attempt suicide during the past 12 month

2. Yes

3. No

CDC Youth Risk Behavior Survey (YRBS) 2009
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Section | - SEXUAL RISK BEHAVIOR

HEALTH RISK QUESTIONNAIRE

The next questions about health risk behaviors. Please give the best answer to the
following questions. We know that some individuals have had sexual contact against
their will, we are only interested in your sexual behaviors that are voluntaryoocech

I1. Have you ever had voluntary or unforced sex (oral, vaginal, anal) withos@®

SEX1
1. Yes 2. No.....IF"NO", END SURVEY

I2. How old were you the first tinypou had sex (oral, vaginal, anal)?

years old SEX2
I3. That first timeyou had sex, did you or your partner aseondom or a rubber?

SEX3

1. Yes 2. No

4. What was the gender of your last sex partner? SEX4

1. Male 2. Female 3. FTM 4. MTF

The next questions will ask about lifetime sexual activity.

I5. Have you ever engaged in casual sex, such as non-monogamous sex, a one night
stand, or sex with someone who you didn’t intend to have a relationship with? (Do
not include prostitution)? SEX5

1. Yes 2. No

16. Have you ever had sex with more than one partner within a 24-hour time Spx®?
1.Yes 2.No

I7. Have you ever engaged in anal sex? SEX7
1.Yes 2. No
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I7a. If YES, were you: 1. anal receptive 2. anal insertive SEX7a

3. both anal receptive and insertive

I7b. If YES, How often did you or your partner use a condom for anal sex?

SEX7b
1. Always 2. Sometimes 3. Rarely 4. Never
I8. Have you ever engaged in oral sex? SEXS8
1.Yes 2.No
I8a. If YES, did you: SEX8a
1. receive oral 2. give oral 3. both receive
and give oral

I18b. If YES, how often did you or your partner use a condom for oral s&€X8b

1. Always 2. Sometimes 3. Rarely 4. Never
19. Have you ever engaged in vaginal intercourse? SEX9
1.Yes 2. No
9a. If YES, were you: SEX9a
1. vaginal receptive 2. vaginal insertive 3. both vaginal receptive and
insertive
I19b. If YES, How often did you or your partner use a condom? SEX9b
1. Always 2. Sometimes 3. Rarely 4 Never
110.As far as you know have you ever had sex with: SEX10
I10a. Anyone who has ever worked as a prostitute? SEX10a
1.Yes 2.No

110b. A drug user who shoots-up (someone who uses needles?) SEX10b
1.Yes 2.No
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[10c. Someone who had AIDS? SEX10c
1. Yes 2. No

111. Did these sexual activities cause you problems at home? SEX11
1.Yes 2.No
112. Have you ever engaged in survival sex? That is, the exchange of sex $or drug
food, shelter or money? 1. Yes 2. No SEX12
I12a. When engaging in survival sex, how often did you or your partner use a
condom? SEX12a
1. Always 2. Sometimes 3. Rarely 4. Never
112b. Have you ever had survival sex with? SEX12b
1. Men 2. Women or 3. Both
12c. When engaging in survival sex, were you? SEX12c

1. Vaginal Receptive 2. Vaginal Insertive 3. Oral receptive 4. Oral Peniprrd. Anal
Insertive 6. Anal Receptive

113. Have you ever engaged in any type of sex when you and/or your partnermad bee
using alcohol or drugs? 1. Yes 2. No SEX13

114. Have you ever had an STD or Venereal Disease (any sexually ttedstisease)?
1. Yes 2. No SEX14
[14a. If yes, which one? SEX14a

115. The lastime you had sex with someone, did you or your partner use a condom or
rubber? SEX15
1. Yes 2. No
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The next questions will ask about you sexual activity within the past 3 moms.

116. With how manyeoplehave you had sex (anal, oral or vaginal) in the past
3 month® SEX16
people

117. With how manynen have you had sex (anal, oral or vaginal) with in the
past 3 montl?s SEX17

men

118. With how manyvomenhave you had sex (anal, oral or vaginal) with in the past 3
month3 SEX18

women

119. Have you ever engaged in casual sex, such as non-monogamous sex, a one night
stand, or sex with someone who you didn’t intend to have a relationship within the
past 3 montH& (Do not include prostitution) SEX19

1. Yes 2. No

120. Have you had sex with more than one partner within a 24-hour time span in the last

3 months? SEX20
1. Yes 2. No
121. Have you engaged in anal sex in the last 3 m@nths SEX21
1.Yes 2. No
I21a. If YES, were you: 1. anal insertive SEX21la
2. anal receptive 3. both anal receptive and anal insertive

Gangamma et al., 2008
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121b. If YES, _In the last 3 monthisow often did you or your partner use a condom

for anal sex? SEX21b
1. Always 2. Sometimes 3. Rarely 4. Never
122. Have you engaged in oral sex in the past 3 m@nths SEX22
1.Yes 2.No
122a. If YES, did you: SEX22a
1. receive oral 2. give oral 3. both receive and give oral

122b. If YES, in the past 3 monttmw often did you or your partner use a condom

for oral sex? SEX22b
1. Always 2. Sometimes 3. Rarely 4. Never
123. Have you engaged in vaginal intercourse in the past 3 n?fonths SEX23
1.Yes 2.No
I23a. If YES, were you: SEX23a
1. vaginal receptive 2. vaginal insertive 3. both vaginal receptive and
insertive

123b. If YES, In the last 3 months, how often do you or your partner use a condom

for vaginal sex? SEX23b
1. Always 2. Sometimes 3. Rarely 4. Never
124.As far as you know, in the past 3 monthave you had sex with: SEX24
I24a. Anyone who has ever worked as a prostitute? SEX24a
1.Yes 2.No

124b. A drug user who shoots-up (someone who uses needles?) SEX24b
1.Yes 2.No

[24c. Someone who had AIDS? SEX24c
1. Yes 2. No
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125. Did these sexual activities cause you problems at home? SEX25
1.Yes 2.No

126. Have you engaged in survival sex in the past 3 months? That is, the exchange of

sex for drugs, food, shelter or money? SEX26
1.Yes 2. No

I26a. If YES, Within_the past 3 monthghen engaging in survival sex, how

often did you or your partner use a condom? SEX26a
1. Always 2. Sometimes 3. Rarely 4. Never

I26b. Within the past 3 months, have you had survival sex with? SEX26b

1. Men 2. Women or 3. Both

I26¢c. When engaging in survival sex in the past 3 momére you? SEX26¢C

1. Vaginal receptive 2. Vaginal Insertive 3. Oral Receptive 4. Oral Parfprm

5. Anal Insertive or 6. Anal Receptive

127. Within the past 3 monthBave you engaged in any type of sex when you and/or

your partner had been using alcohol or drugs? SEX27
1. Yes 2. No

These next few question will ask about your sexual behavior within the pas2
months.

128. With how manyeoplehave you had sex (anal, oral or vaginal) in the p&&X28
12 month®

people

129. With how manynen have you had sex (anal, oral or vaginal) with in theSEX29
past 12 montRs

men

Gangamma et al., 2008
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130. With how manyvomenhave you had sex (anal, oral or vaginal) with in the past 12
_month3 SEX30
women
I31. Have you ever engaged in casual sex, such as non-monogamous sex, a one night
stand, or sex with someone who you didn’t intend to have a relationship with in the last
12 month® (Do not include prostitution) SEX31
1. Yes 2. No

132. Have you had sex with more than one partner within a 24-hour time span in the last

12 month® SEX32
1. Yes 2. No
I133. Have you engaged in anal sex in the last 12 m®@nths SEXS33
1. Yes 2. No
I133a. If YES, were you: 1. anal receptive 2. anal insertive SEX33a

3. both anal receptive and insertive

I133b. If YES, In the last 12 monthsow often did you or your partner use a

condom for anal sex? SEX33b
1. Always 2. Sometimes 3. Rarely 4. Never
I134. Have you engaged in oral sex in the past 12 m®@nths SEX34
1.Yes 2.No
I34a. If YES, did you: SEX34a
1. receive oral 2. give oral 3. both

receive and give oral

134b. If YES, In the past 12 montHsow often did you or your partner use a

condom for oral sex? SEX34b

1. Always 2. Sometimes 3. Rarely 4. Never
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I35. Have you engaged in vaginal intercourse in the past 12 rffonths SEX35
1.Yes 2.No

I35a. If YES, were you: SEX35a
1. vaginal receptive 2. vaginal insertive 3. both vaginal receptive and
insertive

I35b. If YES, Inthe past 12 monthisow often do you or your partner use a

condom? SEX35b
1. Always 2. Sometimes 3 Rarely 4. Never
I36.As far as you know, in the past 12 montiesve you had sex with: SEX36
I36a. Anyone who has ever worked as a prostitute? SEX36a
1.Yes 2.No

I136b. A drug user who shoots-up (someone who uses needles?) SEX36b
1.Yes 2.No

I36c. Someone who had AIDS? SEX36¢C
1.Yes 2. No

I37. Did these sexual activities cause you problems at home? SEX37
1.Yes 2.No

I38. Have you engaged in survival sex in the past 12 months? That is, the exchange of
sex for drugs, food, shelter or money? 1. Yes 2. No SEX38

I138a. If YES, Within the past 12 monthghen engaging in survival sex, how

often did you or your partner use a condom? SEX38a
1. Always 2. Sometimes 3. Rarely 4. Never
138b. If YES, Within the past 12 montlhsive you had survival sex with?
1. Men 2. Women or 3. Both SEX38b

I138c. If YES, When engaging in survival sex in_the past 12 moméne you?

SEX38c
1. Vaginal Receptive 2. Vaginal Insertive 3. Oral Receptive 4. Oral Parfprmi

5. Anal Insertive or 6..Anal Receptive
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139. Have you engaged in any type of sex when you and/or your partner had been using
alcohol or drugs in the past 12 moriths 1. Yes 2. No SEX39

The last three questions will ask about lifetime sexual activity.

140. With how manyeoplehave you evehad sex (anal, oral or vaginal)?  SEX40
0

1-10

11-20

21-30

31-40

41-50

51-60

61-70

. 71-80
10.81-90
11.91-100
12.More than 100

©CoNorwNE

141. With how manynen have you ever had sex (anal, oral or vaginal) withSEX41
men

142. With how manyvomenhave you ever had sex (anal, oral or vaginal) wiBtExX42
women

That was the last question and this concludes the interview. Thank you for your time.

Gangamma et al., 2008
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Participants Needed for Research Study!!

Are you between 16-24 years of age, have not had a stable place to
live for at least 7 days within the past month and willing to share your
life experiences?

We are conducting a study about homelessness among heterosexual
and gay lesbian, bisexual and transgendered (GLBT) youths and
experiences with school, family, friends, substance use,
discrimination and HIV risk.

If you meet the above criteria and are interested in participating in a
research study to complete a questionnaire and/or to be interviewed,
please call 416-978-2742 or let your outreach worker know that you
would like to be involved.

You will be paid $15 upon completion of the questionnaire and/or
interview.

All information will be kept confidential.
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