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ABSTRACT
Kelly A. Williams: Help-Seeking, Service Use, and Unmet Health and Neleth
Need Among Sexual Minority Youth: Findings from Add Health,
A National School-Based Study
(Under the direction of Mimi V. Chapman)
Community and population-based studies show that non-heterosexual youth (i.e.,
sexual minority youth) are at significantly higher risk for an array of peaith and
mental health outcomes in comparison to their heterosexual peers. These outcomes
include acquiring sexually transmitted infections, becoming pregnantherifag a
pregnancy, anxiety, depression, suicidality, and suicide. In addition, sexuaityninor
youth experience higher rates of verbal, physical and/or sexual vicionizetd are at
greater risk for substance abuse and unsafe sexual activity (e.g., Stewinsse of
condoms and multiple sexual partners), which may further increase the nofor
health and mental health outcomes. This three-study dissertation prasdingsffrom
the National Longitudinal Study of Adolescent Health (Add Health), a natyonall
representative school-based study. Data were taken from Wave | of Atid, lded
consisted of a weighted sample of 18,924 youth in grades 7 — 12 with a subsample of
1,388 sexual minority youth. Study 1 used chi-square analyses to test gretgnddt in
unmet health and mental health need, foregone healthcare and barriers tategaltitt
service use setting by sexual minority status. Study 2 used logisessenr to test

individual and family characteristics that predict unmet health and unmedlirheatth

need among youth. Study 3 used multilevel logistic regression to testghetiod



school-based mental health services and school location (over and above individual and
family characteristics) on mental health service use. Results drsgreficantly higher
rates of unmet health and mental health need among sexual minority youth, wkedrepor
more foregone healthcare and cited healthcare barriers related to eoalityjeconcerns.
Sexual minority youth obtained mental healthcare most often at private doctwes of

and less often at school. Higher levels of parent connectedness signifiedotied the
odds for an unmet health or mental health need among youth, regardless of sexual
minority status. Similarly, regardless of sexual minority status, sdyas#d mental

health services significantly increased odds that youth with meniéh nead would

obtain mental health services. Findings highlight the need to develop tailored
interventions aimed at youth, parents, schools, and healthcare providers to promote

access to services among sexual minority youth.
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CHAPTER |

INTRODUCTION

Community and population-based studies increasingly have shown that non-
heterosexual youth (i.e., sexual minority youth) as a group, are at sigtiyficaymer risk
for an array of poor health and mental health outcomes in comparison to their
heterosexual peers. These outcomes include acquiring sexually tradsnfegttions
(including HIV), becoming pregnant or fathering a pregnancy, anxietyesisipn,
suicidality, and suicide. In addition, sexual minority youth experienceshigites of
verbal, physical and/or sexual victimization and are at higher risk fagamngin
substance abuse and unsafe sexual activity (e.g., inconsistent use of condoms and
multiple sexual partners), which may further increase the risk for poor healthesutal m
health outcomes. Findings from recent population-based samples provide compelling
evidence that sexual minority youth experience victimization (BontemptA&igelli,
2002; Garofalo, Wolf, Kessel, Palfrey, & DuRant, 1998; Russell, Franz, & Driscoll,
2001; Russell & Joyner, 2001), use alcohol and other illicit substances (DuRant,
Krowchuk, & Sinal, 1998; Faulkner & Cranston, 1998; Garofalo et al., 1998; Russell,
2006; Ziyadeh et al., 2007), engage in sexual risk behaviors (Faulkner & Cranston, 1998;
Garofalo et al., 1998; Saewyc, Bearinger, Blum, & Resnick, 1999), become pregnant or
father a pregnancy (Saewyc et al., 1999; Saewyc, Pettingell, & Skay, 2004)yvand ha

mental health challenges such as anxiety, depression and suicidalityn@faulk



Cranston, 1998; Garofalo et al., 1998; Garofalo, Wolf, Wissow, Woods, & Goodman,
1999; Remafedi, French, Story, Resnick, & Blum, 1998; Russell & Joyner, 2001; Udry &
Chantala, 2002; Waller, 2005) at significantly higher rates than their peers.

It is not clear what contributes to the increased risk for health and mental heal
challenges in this population; however, scholars point out that sexual minorities ma
internalize negative societal messages about sexual orientation; magecp@rneater
stress as a result of societal stigma, marginalization, and oppressionayaatsm
experience more social and emotional isolation, possibly due to a lowkabditgiof
family and community support resources (Brooks, 1981; Meyer, 1995, 2003).

Adolescents in general have a largely unmet need for access to services,
particularly mental health services, and overall do not access mental eealtbssin
proportion to their needs (Simpson, Scott, Henderson, & Manderscheid, 2002). Although
far less is known about sexual minority youth, the accumulated research strongly
suggests that their need for services is at least equal to the generaleadgepulation
and probably greater. There is also very little existing research oficpecriers that
may keep sexual minority youth from accessing needed care.

From the accumulated research, we know that sexual minority youth are at highe
risk for health and mental health challenges compared to their non-sexualyrpeers.
Overall, this research suggests that sexual minority youth also havef@aig need for
access to quality health and mental health services. Yet, very littvwen about help-
seeking and health and mental health service use patterns (including basemsce

use) among sexual minority youth.



Over the past decade, several community-based studies examiningdiitgrse
behaviors and possible barriers to service use among sexual minority youth have
suggested that sexual minority youth have distrusted and avoided using tratgaltial
and mental health services due to concerns about discrimination by health carerprovid
receiving a lower quality of care, and patient-provider confidentialitggburg et al.,

2002; Mercier & Berger, 1989; Paroski, 1987; Travers & Schneider, 1996).

Until recently, there were no representative studies examining éekmg and
service utilization among sexual minority youth. However, a recent efforg ésid
Health data found that sexual minority youth were significantly more likelyse mental
health services compared to their non-sexual minority peers (McGuire &R 2)07).

In addition, this study found that sexual minority youth used mental healtbesembre
frequently even when there was no indication of a mental health risk; such asyadfistor
victimization, substance abuse, depression, or suicidality (McGuire & Russell, 2007)
These findings mirror findings from two recent representative studies wédlsainority
adults, which suggest that sexual minority men and women have both higher health and
mental health needs and use services more frequently than non-sexual naludisty a
(Cochran, Sullivan, & Mays, 2003; Wang, Hausermann, Vounatsou, Aggleton, & Weiss,
2007).

Nevertheless, there remains additional work to be done to reach a more
comprehensive understanding of health and mental health service use axuahg se
minority youth. For example, the study by McGuire and Russell (2007) did notrexami
parent-child relationship variables (i.e., parent connectedness) watt rieghealth and

mental health service use among sexual minority youth. Logan and King (2001)



suggested that the parent-adolescent relationship plays a key role iemvddeilescents
actually obtain needed services. To date, this link has not been examined amahg sex
minority youth.

In sum, there is a clear need for additional research to better understand the healt
and mental health needs, help-seeking behaviors, service use patterns, asddarrie
health and mental health service use among sexual minority youth. These gaps in
knowledge on service use among sexual minority youth stand in contrast to theggrowi
amount of evidence showing this to be a population with significantly higher health and
mental health needs in comparison to their peers.

Defining and Measuring Sexual Orientation

A fundamental challenge in research with sexual minority populations concerns
definition. There is no consensus among researchers on how to adequately define and
measure the construct of sexual orientation (Russell, 2006). Most reseacctuenstioat
sexual orientation is composed of three separate but overlapping dimensionsnibauma
Gagnon, Michael, & Michaels, 1994). These dimensions, which may or may not inter-
relate depending on the person and on the context, include: 1) physical or emotional
attraction, (i.e., to whom are you attracted?); 2) sexual behavior (i.e., with whooo do y
have sex?); and 3) self-identity (i.e., how do you describe yourself to yourself and
others?). Figure 1 provides an illustration of this three dimensional concegioaliaf
sexual orientation.

In addition to the challenge of defining and agreeing on a conceptualization of
sexual orientation, there is also the problem of measuring sexual orientatical, Inde

studies of both youth (Remafedi, Resnick, Blum, & Harris, 1992; Saewyc, Skay,



Figure 1.1
Dimensions of Sexual Orientation (Laumann, Gagnon, Michael, and Michaels, 1994)
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Bearinger, Blum & Resnick, 1998) and adults (Laumann et al., 1994) have found little
inter-correlation between measures of same-sex attraction, behaviorlfdadedmg. A
recent study explored the congruency of youth responses between multipleaseésur
sexual orientation among three U.S. and Canadian school-based surveys (Baewsc
et al., 2004). The three surveys included items on self-labeling, attractionsnaiedsgef
sexual fantasy partners, genders of sexual behavior partners, and attratgittegis to

be sexual. Results showed a lack of congruence among the various measus of se
orientation; that is, students in every orientation category chose responses in othe

categories for a different measure. Findings from this study suggestthays



measuring more than one dimension of sexual orientation generally actass|gi
different categories of sexual minority youth (Saewyc, Bauer,,e2G04).

Researchers recommend taking a broad approach to measuring sexudiarienta
in adolescents; one that includes the multiple dimensions of attraction, behaviorf-and sel
identity. This is important because youth who identify as gay, lesbian, or bisexulab
have same-sex attractions may not be sexually active and those who engagesexsame
sexual activity may not identify as gay or admit to same-sex abinadiSavin-Williams,
2005). At the same time, the social pressure and stigma associated with benenges
attractions may place youth at risk for psychological distress. Therstoxeys that
measure only the sex of sexual partners (i.e., sexual behavior) will excludegtigtatit
risk groups of sexual minority youth (Saewyc, Bauer, et al., 2004). Syngamveys
that only measure how youth self-label or who they say they are attractey exaotude
youth who are engaging in same-sex sexual behavior/relationships (SBawgc, et al.,
2004).

This dissertation will use the tersexual minority youtfSMY) to refer to those
youth who reported ever having a same-sex romantic attraction or who repomnigd bei
involved in a same-sex romantic relationship or having a same-sex parinar within
18 months prior to completing the Add Health survey. The teimsexual minority
youth(NSMY) will refer to those youth who reported never having a same-sex remanti
attraction or same-sex relationship or sexual partner within 18 months prior to survey
completion.

Youth-Specific Models of Help-Seeking and Service Use

Over the past decade, researchers have begun to adapt adult help-seeking and



service use models to apply specifically to children and adolescents (etgllaCos
Pescosolido, Angold, & Burns, 1998). These ecologically-based models (e.g.,
Bronfenbrenner, 1986) acknowledge that children and adolescents are raigly sol
responsible for seeking their own health and mental health care; but rathet afe par
larger family, school, and community systems, which play important roles imafiag
(or impeding) help-seeking and access to services (Logan & King, 2001). In ctmtrast
adult-based models, child and adolescent specific models depend less on internal cues of
the individual and more upon the attitudes and beliefs of those who assume the role of
facilitating help-seeking and service use, such as parents, teantessrvice providers
(Logan & King, 2001).
Dissertation Study Aims

This dissertation seeks to address important gaps in knowledge in order to better
understand the help-seeking process for youth in general and specibcakgxbial
minority youth. Using a three-study format, the following three gereeals will be
explored: 1) Health and mental health risks and needs, health and mentatdr@atth
use patterns, and youth-reported barriers to healthcare access; 2) ydatmignd
characteristics associated with unmet health and unmet mental healtmmaeglyouth;
and 3) the influence of school characteristics; specifically, the avéyaifischool-
based mental health services and school location (rural vs. non-rural), on youtlad’ ment
health service use. This dissertation project used data from The Naiorggiudinal
Study of Adolescent Health (Add Health), a nationally representative sbhsett study

of adolescents in grades 7 — 12. The overall sample consists of 18,924 youth and



includes subsamples of 17, 456 non-sexual minority youth (NSMY) and 1,388 sexual
minority youth (SMY).

The first dissertation study consisted of an overall profile of health andain
health need, unmet need, foregone healthcare and barriers to healthttare, an
setting/location of obtained services among SMY and NSMY. A prior Addtiistldy
examining mental health service use among SMY demonstrated that $d Ynestal
health services at significantly higher rates than their peers, evenahdéece of typical
indictors of mental health need (McGuire & Russell, 2007). The first digserttdy
adds to the literature by examining prevalence rates of health and mefttahked and
alsounmethealth and mental health need (i.e., proportion of need relative to proportion
of service use) among SMY and NSMY. In addition, this study contributes to the
literature by comparing the prevalence rate of foregone healthudtbéeareported
barriers to healthcare among SMY and NSMY and also by examining difésrenc
health and mental health service use settings.

The second dissertation study examined youth and family characteristi
(including the youth-parent relationship) that predict unmet health and uren&im
health need among youth. Youth characteristics include sexual minority (S&83,
age, sex, and race/ethnicity. Central to the Logan and King theory of panétatéac
adolescent service use (2001), this paper examined the influence of famikt facttars
(including qualities of the youth-parent relationship) on unmet health and megital he
need among SMY and NSMY. Family context variables will include youthapare
connectedness, parent education, parent disability status, family inandhgouth health

insurance status. In addition, this study will examine the following tlests of



moderation: 1) Whether parent connectedness moderates the relationsbgnieis
and unmet health/mental health need (parent connectedness x SMS); 2) whether
sex/gender moderates the relationship between SMS and unmet health/mehtaldeeialt
(sex/gender x SMS); and 3) whether racial/ethnic minority status atedehe
relationship between SMS and unmet health/mental health need (race/eth8iig) x
The third dissertation study examined a subsample of youth with mental health
need (n = 8,034) and entailed a two-level analysis examining whether schteltc
variables predict youth mental health service use over and above youth agd famil
characteristics. The following two school context/characteristialviags will be
examined: 1) Availability of school-based mental health services; and 2) Schetaroc
(rural vs. non-rural). Thus, this study will assess whether school ch&atcsdji.e., the
level two variables) affect the odds that youth will obtain mental healticesrover and
above youth and family characteristics (i.e., the level one variables). Youtaraing f
variables include sexual minority status (SMS), age, sex, race/ethyazityy mental
health need, youth-parent connectedness, youth health insurance status, pareon educat
parent disability status, and family income. In addition, this study will @eathe
following two cross-level tests of moderation: 1) Whether the availabifischool-based
mental health services moderates the relationship between SMS and yowhhati
service use (school-based mental health services x SMS); and 2) whethelosztiool
(rural vs. non-rural) moderates the relationship between SMS and youth meltkal hea

service use (school location x SMS).
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CHAPTER Il
HEALTH AND MENTAL HEALTH NEEDS, SERVICE USE PATTERNS, AND
BARRIERS TO HEALTH SERVICE USE: A COMPARATIVE ANALYSIS OF
SEXUAL MINORITY AND NON-SEXUAL MINORITY YOUTH
Background
Although sexual minority youth (SMY) have the same health and mental health
concerns as their non-sexual minority youth (NSMY) peers, they also must tretlevi
ongoing effects that societal stigma, prejudice, and discrimination mayqtssr
health and well-being (Ryan & Gruskin, 2006). Societal stigma, familgtrefe and
marginalization may place sexual minority youth at greater risgdor health and
mental health outcomes. Recent representative studies provide competencevihat
SMY are at higher risk for poor health and mental health outcomes compared to their
heterosexual peers. Moreover, research has suggested that SMY engagal inskex
behaviors (i.e., unsafe sexual activity) at higher rates than NSMY andalswee
frequent targets of physical and sexual victimization. These risk behawidrs
victimization experiences can be viewed as risk mechanisms (i.e., pg)dbssenay, in
turn, further increase the risk for negative health and mental health outcomes.

Challenges to the Health and Mental Health of Sexual Minority Youth

STDs/HIV
Sexually active adolescents are at high risk for acquiring one or more gexuall

transmitted diseases (STDs). Population estimates indicate that neaHglbof all new



cases of STDs are acquired by youth ages 15 to 24 (Weinstock, Berman, 820a49s
Three STDs in particular (Human Papillomavirus (HPV), Trichomoniasis, and
Chlamydia) are estimated to account for 88% of all new STDs in this age gragnt Re
national data also indicate that rates of Chlamydia and Gonorrhea in the 15 to 18 year ol
age group are steadily increasing (CDC, 2005).

Like their heterosexual peers, sexually active SMY are at risk for aug@if Ds.
However, this risk is likely heightened due to a greater need for seclack, @
accurate information, and few social environments that support safe sexuabbehavi
(Ryan & Gruskin, 2006). Sexually active gay and bisexual male youth ask &nria
range of STDs, including Urethritis, anogenital conditions, oropharyngeal @ogjiti
gastrointestinal disease, Herpes, Hepatitis A and B, and HIV (Ryan $kiGy2006).

R