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SHORT ABSTRACT:

Unintended pregnancies are common in the U.S. (accounting for half of pregnancies) and are
associated with various negative health and well-being outcomes for mothers and children.
Despite research finding that sexual minority women have higher rates of teenage pregnancy and
risky behaviors, no prior studies have investigated unintended pregnancy among sexual minority
women of reproductive age (15-44) using a large nationally-representative data set. We use the
National Survey of Family Growth to identify whether sexual minority women are at elevated
risk for unintended pregnancies.



EXTENDED ABSTRACT

Unintended pregnancy rates in the U.S. are the highest among all industrialized countries; half of
all U.S. pregnancies are unintended (Singh, Sedgh, & Hussain 2010). Unintended pregnancies
often interfere with women’s educational trajectories and other life plans and are associated with
poorer prenatal care, lower birth weight, higher levels of maternal depression, and other negative
outcomes for mothers and children (Gipson, Koenig, & Hindin 2008; Korenman et al 2002;
Kost, Landry, & Darroch 1998(a); Kost, Landry, & Darroch 1998(b); Myhrman 1988; Barber et
al 1999; Najman et al 1991; Kane et al 2013). Pregnancy prevention interventions tailored to the
needs of specific subgroups have proven to be most effective (Suellentrop 2011; Burlew,
Philliber, & Sullentrop 2011). However, despite indications that they are highly in need of
unintended pregnancy prevention intervention, sexual minority (non-heterosexual) women have
been virtually ignored in unintended pregnancy research. Based on the few studies that have
been conducted, young (<age 20) lesbian and bisexual women are more likely than their
heterosexual counterparts to experience a pregnancy and to engage in behaviors that increase
their risk for unintended pregnancy (Saewyc, et al 1998; Saewyc et al 1999; Black et al 2001,
Saewyc et al 2008; charlton et al 2013; Tornello, Riskind, & Patterson 2014; Kirby & Lepore
2007). Yet it is unknown whether these pregnancies were unintended or resulted in negative
outcomes. Even less is known about the pregnancy intentions and outcomes of sexual minority

women (SMW) over the age of 20.

Background

Sexual orientation is a multidimensional construct; typically defined and measured in terms of
sexual attraction, behavior, and identity (IOM 2011; Mustanski et al 2014; Horowitz &
Newcomb 2001). While most adolescents and adults exhibit consistency (or concordance) across
these three dimensions (e.g., they are exclusively heterosexual or homosexual in their sexual
attractions, behaviors, and self-labeled identity), some do not (Ibid). Females in particular are
likely to report discordance across sexual orientation dimensions (Ibid; Diamond, Omoto, &
Kurtzman 2006; Diamond 2008). However, most population-based studies have employed a
unidimensional approach to measuring sexual orientation, often using a single item to assess a
single dimension of sexual orientation (IOM 2011; Mustanski et al 2014; Korchmaros, Powell, &
Stevens 2013; Badgett & Goldberg 2009; Gattis, Sacco, & Cunningham-Williams 2012).



Discordance across sexual orientation dimensions is an emerging area of research, and important
behavioral differences (drug and alcohol use, condom use, HIV testing) and health outcomes
(mental health disorders) have been reported among individuals whose self-reported sexual
identity do not match (i.e., is discordant with) their sexual behavior and/or sexual attraction
(Mustanski et al 2014; Gattis, Sacco, & Cunningham-Williams 2012; Reback & Larkins 2013;
Zhao et al 2010; Iguartua et al 2009).

Over half of pregnancies in the U.S. are unintended — that is, they are mistimed (occurring earlier
than the woman wanted) or unwanted (not wanted at any time). In addition to derailing life plans,
these pregnancies are commonly linked to a variety of negative health and well-being indicators
for women and their children, including lower levels of prenatal care and breastfeeding; and
higher levels of premature delivery, low birth weight, child abuse, intimate partner violence, and
maternal depression and anxiety (accounting for background characteristics) (Gipson, Koenig, &
Hindin 2008; Korenman et al 2002; Kost, Landry, & Darroch 1998(a); Kost, Landry, & Darroch
1998(b); Myhrman 1988; Barber et al 1999; Najman et al 1991; Kane et al 2013). Because of
these negative consequences, Healthy People 2020 names as a national priority the reduction of
unintended pregnancy as well as the elimination of disparities in unintended pregnancy.
Although significant research and intervention efforts have targeted these pregnancies, no studies
have examined the risk of unintended pregnancy among sexual minority women using a
nationally-representative sample of reproductive aged American women (15-44). This is a
glaring omission, since these women are likely at elevated risk of unintended pregnancy based
on their sexual behaviors. For example, one study found that self-identified lesbian/gay and
bisexual (LGB) teens were 2 to 7 times more likely than their heterosexual counterparts to
experience a pregnancy, to have experienced early heterosexual intercourse (<age 14), to have
had more sex partners, to not use or incorrectly use contraceptives, and to experience sexual
abuse; all factors associated with an increased risk of unintended pregnancy (Saewyc, et al 1998;
Saewyc et al 1999; Black et al 2001; Saewyc et al 2008; charlton et al 2013; Tornello, Riskind,
& Patterson 2014; Kirby & Lepore 2007).

Present Study

Our goal is to identify which sexual minority women are at risk for unintended pregnancies,

examine potential mediating factors, and determine whether sexual minority and heterosexual



women differ in the “downstream” effects of unintended pregnancy, such as poor prenatal care

and low birth weight.

We use data from the National Survey of Family Growth (NSFG) to answer the following
research questions:

1. Is sexual orientation discordance a risk factor for unintended pregnancy? And how does

age influence this association? We hypothesize that discordant women — specifically

those who identify as straight but have some same-sex attraction -- will be at elevated
risk for unintended pregnancies since discordant women likely experience increased
stress from concealing their sexual orientation for fear of stigmatization. We also expect
that the association will be stronger among younger (15-24 year olds) versus older (25
years and older) women because young women with non-normative identities are less
likely to be settled in those identities.

2. What factors mediate the association between unintended pregnancy risk and sexual

orientation discordance? We hypothesize that elevated risk for unintended pregnancy

among discordant SMW will be partially explained by less consistent contraceptive use,
greater number and greater turnover of sexual partners, and attitudes that suggest greater

discomfort with sexual minority status.

This is the first study to explore the wantedness of pregnancies, as well as health outcomes of
these pregnancies, among sexual minority women in the U.S. Although a few studies have
investigated disparities in pregnancy risk between sexual minority adolescents and their
heterosexual counterparts, these studies did not examine intention status or pregnancy outcomes,
and were limited to women under 20, despite the fact that most unintended pregnancies occur to
women in their 20s. This leaves a significant gap in knowledge about the ways in which sexual

minority status influences the risk of unintended pregnancy and related outcomes.

Data & Methods

Data
Data for this study come from the National Survey of Family Growth (NSFG), a large,
nationally-representative sample of Americans, ages 15-44. This is considered to be the best

data source on fertility and family related behaviors in the U.S. The data are cross-sectional, with



new samples taken every few years between 1978 and 2002, and every year starting in 2006.
Respondents are interviewed face-to-face and also use audio computer assisted self-interviewing
(ACASI) to answer sensitive questions. We use data on 12,221 women ages 15-44 who were
surveyed between 2006 and 2010 (the most recent survey year). These women reported on
20,338 pregnancies, of which 10,291 were unintended (6,371 mistimed plus 3,920 unwanted).

The response rate for the study was 78%.

Key Predictor and Outcome Measures

Unintended Pregnancy. Questions used in the NSFG for ascertaining intention status employ the
standard wording. Respondents were asked, “Right before you became pregnant, did you
yourself want to have a(nother) baby at any time in the future?” and, if so: “So would you say
you became pregnant too soon, at about the right time, or later than you wanted?”” Based on these
two questions, pregnancies are classified as either: coming at the right time or later than desired
(“intended”), coming too soon (“mistimed,”) or not wanted at any time in the future
(“unwanted”). Pregnancies that are either “mistimed” or “unwanted” are considered to be
“unintended.” The NSFG collects information on pregnancy intentions for all pregnancies
taking place in the 5 years prior to the survey. Following prior research, pregnancies are the unit
of observation in the analysis; the outcome of interest is whether each pregnancy is intended or

unintended.

Sexual Orientation Concordance. Respondents reported on multiple dimensions related to sexual
minority status. Regarding identity, respondents were asked, “Do you think of yourself as ...
Heterosexual or straight; Homosexual, gay, or lesbian; Bisexual; Something else.” Those who
answered “Heterosexual or straight” are considered to have straight identity; all others are
considered to have non-straight identities. Attraction was evaluated using the question, “People
are different in their sexual attraction to other people. Which best describes your feelings? Are
you... Only attracted to males; Mostly attracted to males; Equally attracted to males and females;
Mostly attracted to females; Only attracted to females.” Those who answered “Only attracted to
males” are considered to have straight attraction; all others are considered to have some non-
straight attraction. Based on these two questions, respondents are classified into 4 mutually
exclusive categories: Straight (in both identity and attraction), non-Straight (in both identity and
attraction), Straight identity with non-straight attraction, and Straight attraction with non-straight

identity. The third dimension of sexual minority status is behavior. By treating pregnancies as



the unit of analysis (excluding artificial insemination), we only examine women who have had

sex with a male.

Table 1 presents cross-tabulations of pregnancies for categories of sexual orientation
concordance by intendedness. The analysis includes 20,081 pregnancies, which are almost
equally split between “intended” (49%) and “unintended” (51%). The majority of these
pregnancies are to straight women (n=16,686), but a substantial number are to women who are
non-straight concordant (n=1,141) or non-straight discordant with straight identity and non-
straight attraction (n=2,048). A very small minority are to women who are non-straight
discordant with non-straight identity and straight attraction (n=206). These cross-tabulations
indicate that the percentage of pregnancies that are unintended varies by sexual orientation
concordance. While 50% of pregnancies to straight women are unintended, the percentage is
higher among two categories of non-straight women: non-straight concordant (64% of
pregnancies) and non-straight discordant with straight identity and non-straight attraction (58%
of pregnancies). In contrast, among the small number of pregnancies to the final category of
women (non-straight discordant women with non-straight identity and straight attraction), the
percentage unintended is the lowest (38% of 206). Later in the paper, these relationships will be

further explored in a multivariate context.

[TABLE 1 HERE]

Additional Measures

Age. We categorize age as younger (15-24) versus older (25-44).

Mediators. We hypothesize that elevated risk of unintended pregnancy among discordant SMW
will be partially explained by factors such as a greater number and greater turnover of sexual
partners (based on survey questions on number of lifetime partners and number of partners in the
prior 12 months — male and female), early first sex, and attitudes that suggest greater discomfort
with sexual minority status (agreement or disagreement with statements about whether sexual

relations between two same-sex adults is okay, and whether it is okay for gay adults to adopt).



Covariates. A number of factors may confound the relationship between sexual minority status
and pregnancy intentions and outcomes, including race/ethnicity (non-Hispanic white, non-
Hispanic black, Hispanic, other), pregnancy order (whether this is the woman’s first, second,
third, or higher order pregnancy), poverty status (family income below the poverty line, 100-
199% of poverty, 200-299% of poverty, or 300% of poverty and above), and mother’s education
level (less than high school, high school or equivalent, some college, or a bachelor’s degree or
higher). We use mother’s education level rather than respondent’s own education, since the two

are highly correlated and younger women’s education has not yet been completed.

Analytic Strategy

For all analyses, pregnancies are the unit of analysis. We examine all pregnancies in the past 5
years. All models control for key covariates (race-ethnicity, pregnancy order, mother’s

education, and poverty status).

To address our first research question, we employ logistic regression to test whether concordant
or discordant sexual orientation is correlated with having an unintended pregnancy, compared to
an intended pregnancy (reference category). Next, we examine how this association varies by

age.

To address our second research question, we will use logistic regression to examine whether
various factors mediate the relationship between concordant/discordant sexual orientation and
the likelihood of having a mistimed or unwanted pregnancy (compared with an intended
pregnancy). Possible mediators —including contraceptive use, number of partners, seriousness of
partners, and attitudes about same-sex relationships — will be added one at a time, in a nested

format. These analyses have not yet been completed.
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