A R T I C L E S

Sexual Victimization Among a National
Probability Sample of Adolescent Women
CONTEXT: Forced sexual intercourse is becoming more salient for adolescent women nationwide, but little is known
about sexual revictimization and its mediators among adolescents in middle and high school.
METHODS: Data on 7,545 adolescent women who participated in both Wave 1 (April–December 1995) and Wave 2

(1996) of the National Longitudinal Study of Adolescent Health were used in logistic regression analyses to identify
predictors of completed forced sexual intercourse, estimate prevalence of sexual revictimization and determine mediators of the relationship between history of forced sex and sexual revictimization.
RESULTS: At Wave 1, 7% of adolescent women reported having been forced into sexual intercourse. Of these, 8% were
revictimized in the following year. In multivariate analyses, predictors of sexual victimization by Wave 1 included having been in a romantic relationship in the past 18 months (odds ratio, 2.1), having been exposed to violence in the past
year (1.9), alcohol use in the last year (1.7), marijuana use in the last 30 days (1.5) and increasing levels of emotional
distress (1.4). Predictors of sexual victimization between waves included having had sex by the first wave (2.3), alcohol
use (2.0), recent cocaine use (4.7), rising levels of emotional distress (1.4) and genital touching within romantic relationships (2.7).
CONCLUSIONS: Health care providers, teachers and school counselors can play key roles in identifying adolescent
women at high risk for sexual victimization and revictimization by being attuned to adolescents’ mental health symptoms, substance use and levels of sexual activity.
Perspectives on Sexual and Reproductive Health, 2004, 36(6):225–232

Forced sexual intercourse is a considerable public health
problem among young adolescent women in the United
States.1 Although much of our understanding about the
prevalence of forced sex comes from studies of older adolescents and young adults attending college,2 a small body
of literature has examined the prevalence of forced sex in
younger females attending middle and high school.3 For
example, in the 2003 Youth Risk Behavior Survey (YRBS),
conducted by the Centers for Disease Control and Prevention, 12% of females in grades 9–12 reported having
had a forced sexual experience in their lifetime; the prevalence ranged from 6% to 14% across participating states.4
In the 1987 National Survey of Children, 11% of white females and 6% of black females reported experiencing nonvoluntary sexual intercourse before age 18.5 The National
Women’s Study found that the greatest proportion of all
reported rapes (32%) occurred between the ages of 11 and
17.6 Such statistics have raised awareness of sexual victimization among younger adolescent women and led to
the inclusion in Healthy People 2010 of two objectives specifically targeted at preventing sexual victimization.7
In general, research on forced sex among adolescents,
as well as research on the broader issue of sexual victimization, suggests that unwanted sexual activity is largely a
consequence of several individual, interpersonal and familial variables’ working in concert to heighten adolescents’
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vulnerability. At the individual and interpersonal levels,
adolescents who initiate sexual intercourse earlier or have
a greater number of sexual partners,8 who have physical,
mental or emotional disabilities,9 or who report use of alcohol or drugs10 have an elevated risk of sexual victimization. Among adolescent women, forced sex also appears
to be associated with substance use at ﬁrst sex and history of sexually transmitted disease.11 These ﬁndings may
have a number of explanations. The sexual exposure hypothesis posits that high levels of sexual activity increase
the opportunities for victimization.12 Substance use, especially intoxication, may lead directly to forced sex by reducing individuals’ ability to defend themselves against aggression. Furthermore, both sexual activity and substance
use may take place in unsafe, clandestine situations that
are not supervised by adults, where victimization is more
likely. Adolescent women who have mental health problems may be particularly vulnerable to victimization because
of impaired judgment and possible comorbid substance
abuse.
At the family level, parental substance use and parenting styles can have a large effect on adolescents’ risk for sexual victimization.13 For example, adolescent women with
parents who abuse drugs and alcohol are more likely than
others to report having had nonvoluntary sexual intercourse.14 In addition, those whose parents know their
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whereabouts after school and at night have a reduced likelihood of experiencing unwanted sexual contact relative
to their counterparts whose whereabouts is unknown.15
Close parental supervision decreases opportunities for adolescents to be in situations in which forced sex may occur.
Overall, the probability of having a forced sexual experience has been strongly associated with the number of risk
factors in an adolescent’s background, suggesting that individual and contextual variables work synergistically to
increase the likelihood of forced sex. In particular, Moore,
Nord and Peterson found that 6% of adolescent females
with none of six risk factors (parental heavy drinking;
parental drug use; parental smoking as a teenager; having
physical, mental or emotional limitations; living in poverty; and living apart from both parents before age 16) reported forced sex, whereas 9% with one, 26% with two and
68% with three or more risk factors did so.16 Without early
intervention to change adolescents’ environment, victimization may continue to occur.
Although sexual abuse in childhood and adolescence is
a well-established risk factor for subsequent forced sexual
experiences,17 only two studies to our knowledge have examined the effects of forced sex during childhood or early
adolescence on revictimization during adolescence.
Humphrey and White found that 13% of women from two
incoming undergraduate classes of a university reported
that they had been forced into sexual intercourse between
the age of 14 and the time they entered college, and women
with such a history had 14 times other women’s odds of
being a victim of forced sex in the ﬁrst year of college.18 Noll
et al. reported that sexually abused adolescents and young
adult females (mean age, 11 years) had twice as many subsequent rapes or sexual assaults within a seven-year period as a comparison group without a history of sexual
abuse.19 Neither of these studies, however, used a nationally representative sample or examined sexual revictimization occurring exclusively among younger adolescents
in middle and high school.
Our knowledge of forced sex among adolescent women
is limited by additional factors. Few studies on this topic
have followed young women over time, and little information exists on the social and demographic correlates and
longitudinal predictors of sexual victimization among
women this age. Furthermore, most studies have used convenience samples,20 which do not provide accurate national
estimates. In addition, studies that do not use behaviorally explicit language (e.g., “inserting a penis into your vagina”) risk underestimating the true prevalence of forced sexual intercourse. In the National College Women Sexual
Victimization study, for example, respondents were asked
if they considered a given incident “to be a rape.”21 For the
86 incidents that the study’s authors categorized as a completed rape, 47% of respondents answered yes and 49%
answered no; the remainder said they did not know. Similar
issues may exist with data from the YRBS, which asks adolescents about having been “physically forced into sexual
intercourse when you did not want to.” The lack of behav-
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iorally explicit language discounts differences between how
victims and scholars view forced sexual intercourse, and
poses a serious threat to the validity of previous ﬁndings.22
Clearly, there is a need for prospective studies based on nationally representative samples of younger adolescents that
use behaviorally explicit language to develop prevalence
estimates of forced sex and to identify risk factors in this
age-group.
To address these limitations of prior work, we analyzed
data from the National Longitudinal Study of Adolescent
Health (Add Health) in order to estimate the national prevalence of forced sex among adolescent women in grades
7–12, as well as to determine the relationship between prior
forced sexual intercourse and subsequent sexual victimization in this population. On the basis of existing research,23 we hypothesized that prior sexual victimization
would increase the risk of sexual victimization in this agegroup. In addition, because individual and contextual factors may produce conditions that facilitate victimization,
we expected that the effects of prior sexual victimization
on revictimization would be mediated by such variables.
METHODS

Data Source and Study Sample
Add Health is a panel study of a nationally representative
sample of 7th–12th graders. From a sampling frame that
included all U.S. school districts with a high school, Add
Health obtained enrollment rosters of 132 schools. A random sample of adolescents was selected from these rosters and was invited to participate in conﬁdential in-home
interviews at Wave 1 (April–December 1995) and again at
Wave 2 (January–December 1996). Overall response rates
were 79% for the ﬁrst wave and 88% for the second. A total
of 20,745 adolescents participated at Wave 1, making Add
Health the largest national probability sample of adolescents ever conducted in the United States. Additional details on Add Health appear elsewhere.24 We analyzed Wave
1 and Wave 2 data for the 7,545 female respondents who
participated in both waves.

Variable Selection
Because the availability of theoretical models for sexual victimization among younger adolescents is limited, we adapted models developed for college-age and older women.25
We conceptualized sexual victimization among adolescent
females as a function of prior sexual intercourse and prior
sexual victimization, the effects of which are mediated by
individual and contextual variables.
All predictor variables were measured at Wave 1. Age and
race or ethnicity were unmodiﬁed from the Add Health ﬁle.
Following Halpern and colleagues,26 we used highest
parental educational level as a proxy for socioeconomic status. For disability, we used a question that asked if respondents had a permanent physical disability affecting
use of their hands, feet or limbs. We constructed dichotomous indicators of marijuana and cocaine use in the past
30 days, and an indicator of any alcohol use in the past year.
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We used Add Health’s feelings scale as a measure of emotional distress. This scale elicits a variety of affective, somatic
and cognitive symptoms of depression occurring in the past
week, and has good psychometric properties (Cronbach
alpha=0.82). We standardized individual items on the scale,
summed them to form a scaled score and then restandardized the scaled scores to a mean of zero and standard deviation of one, as described by Resnick et al.27 A higher score represents a greater degree of emotional distress.
Following Sieving and colleagues,28 we used ﬁve survey
items to measure maternal connectedness with a ﬁve-point
Likert scale: the respondent’s perceptions of her mother’s
warmth and lovingness, communication, encouragement
of independence and assistance in understanding consequences of actions, and the respondent’s overall satisfaction with the quality of the relationship (Cronbach
alpha=0.84). We standardized the measure as described
above for the feelings scale. A higher score indicates a poorer mother-daughter relationship.
We used ﬁve items from Add Health’s ﬁghting and violence scale (Cronbach alpha=0.69)29 to construct a dichotomous variable indicating whether or not the respondent had witnessed or experienced nonsexual violence
in the past year. Respondents were coded as having been
exposed to violence if they reported having seen someone
shot or stabbed; had a gun or knife pulled on them; been
shot, cut or stabbed; or been jumped.
History of a romantic relationship was assessed by responses to the question “In the last 18 months, have you
had a special romantic relationship with anyone?” Respondents who answered yes were asked about noncoital
sexual behaviors within that relationship. For these respondents, we constructed dummies classifying noncoital
sexual behavior within the relationship into three categories:
genital touching; nongenital touching only, under clothes
or while naked; and no touching. Young women who engaged in genital touching were coded in that group irrespective of other touching. We coded the two noncoital
touching dummies so that in the multivariate models, each
dummy estimates the difference between the named noncoital behavior and no sexual touching among those who,
at baseline, were in a romantic relationship and had never
had sexual intercourse.
We included one sexual history variable, sexual intercourse, which Add Health deﬁnes with the statement “When
we say sexual intercourse, we mean when a male inserts
his penis into a female’s vagina.” We constructed an indicator variable of history of sexual intercourse from the question “Have you ever had sexual intercourse?”
The outcome variables were sexual victimization at Wave
1 and between Waves 1 and 2. At Wave 1, Add Health asked
respondents “Were you ever physically forced to have sexual intercourse against your will?” At Wave 2, female respondents were asked whether they had been “physically
forced to have sexual intercourse against [their] will” since
the time of the last interview. We constructed our outcomes
of sexual victimization from these two questions.
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TABLE 1. Percentage of adolescent women reporting ever having been forced into
sexual intercourse, by selected characteristics, according to timing of forced intercourse, National Longitudinal Study of Adolescent Health
Characteristic

N

% forced into intercourse
By Wave 1

6.6

Between
Waves 1
and 2

Total

7,545

Age
12–14
15–17
≥18

2,324
4,158
471

Race/ethnicity
Black
Asian
Hispanic
Native American
White
Other

1,558
452
1,149
122
3,610
60

Had had intercourse by Wave 1
Yes
No

2,492
5,053

21.3
0.0***

4.6
1.3***

Had had forced intercourse by Wave 1
Yes
No

504
7,041

na
na

7.6
1.9***

Highest parental educational level
College graduate
Some college
<high school

976
3,665
2,490

4.0
6.6
7.4

1.3
2.7
1.7

Had a permanent physical disability
Yes
No

182
7,363

12.6
6.4*

1.8
2.3

Used alcohol in past year
Yes
No

3,323
4,222

10.3***
3.6

3.6***
1.2

Used marijuana in past 30 days
Yes
No

873
6,672

14.5
5.5***

4.9
1.9***

Used cocaine in past 30 days
Yes
No

68
7,477

15.0
6.5*

Had a romantic relationship in past 18 mos.
Yes
No

4,085
3,460

10.2
2.4***

3.3
1.1***

Noncoital sexual behaviors within the
romantic relationship†
No touching
Nongenital touching
Genital touching

3,352
701
437

12.5
0.0
0.0‡

3.4
2.9
4.2

Was exposed to violence in past year
Yes
No

1,226
6,319

13.5
5.3***

3.9
2.0**

2.4
8.8
15.5***
9.8
2.5
4.0
8.1
6.5
5.2

2.3
1.2
3.0
4.1***
2.3
1.7
1.4
4.6
2.4
4.0

16.2
2.2***

*p<.05. **p<.01. ***p<.001. †Applies only to respondents reporting a romantic relationship not involving sexual intercourse in the past 18 months and refers to the first such relationship in that time period. Variable is hierarchical: Respondents reporting both types of touching are listed in the most intimate category (genital touching). ‡Weighted F statistic cannot be computed because of the null cells. Notes: Wave 1: April–December 1995;
Wave 2: January–December 1996. Ns are unweighted; percentages are weighted. P-values are from weighted,
design-based F tests, providing a test of global significance for each variable. na=not applicable.

Analyses
We weighted all analyses to account for the complex sampling design of Add Health. Point estimates for correlations
between continuous predictors were calculated using an227
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TABLE 2. Odds ratios (and 95% confidence intervals) from
multivariate analyses assessing associations between selected characteristics and reports of forced sexual intercourse at Wave 1
Characteristic

Model 1

Age
1.5 (1.4–1.7)***
Race/ethnicity
Black
1.3 (0.9–2.0)
Asian
0.3 (0.1–0.8)*
Hispanic
0.5 (0.3–0.8)*
Native American/
other
1.0 (0.6–1.9)
White (ref)
1.0
Highest parental educational level
College graduate 0.5 (0.4–0.7)***
Some college
0.8 (0.6–1.1)
<high school (ref) 1.0
Had a permanent
physical disability 1.7 (0.9–3.4)
Used alcohol in
past year
.na
Used marijuana
in past 30 days
.na
Used cocaine in
past 30 days
.na
Emotional distress† .na
Maternal
connectedness†
.na
Had a romantic
relationship in
past 18 mos.
.na
Was exposed to
violence in past year .na
F(df)

9(119)***

Model 2

Model 3

1.5 (1.3–1.6)*** 1.4 (1.3–1.5)***
1.6 (1.1–2.3)*
0.4 (0.2–1.0)*
0.5 (0.3–0.9)*

1.6 (1.1–2.4)*
0.3 (0.1–0.7)**
0.5 (0.3–1.0)*

1.0 (0.6–1.9)
1.0

1.1 (0.6–2.1)
1.0

0.5 (0.4–0.7)*** 0.6 (0.4–0.9)**
0.8 (0.6–1.1)
1.1 (0.8–1.6)
1.0
1.0
1.6 (0.8–3.3)

1.8 (0.8–3.7)

2.2 (1.6–3.1)*** 1.7 (1.2–2.5)**

RESULTS

1.8 (1.3–2.4)*** 1.5 (1.1–2.1)**

Descriptive and Bivariate Analyses

1.3 (0.6–3.2)
0.8 (0.3–2.0)
1.2 (1.0–1.3)** 1.4 (1.3–1.6)***
.na

1.1 (1.0–1.3)

.na

2.1 (1.5–3.0)***

.na

1.9 (1.4–2.7)***

13(115)***

16(112)***

*p<.05. **p<.01. ***p<.001. †Standardized variable with a mean of zero and
standard deviation of one; odds ratios reflect a change in odds per standard
deviation. Notes: N=6,616. Each model also contains a continuous predictor indicating elapsed time between interviews (not shown). History of sexual intercourse at Wave 1 and noncoital behaviors within the romantic relationship
perfectly predicted being forced into sex by Wave 1 (see Table 1); therefore,
these variables were dropped from the analysis. Odds ratios of 1.0 are due to
rounding down of estimates. ref=reference category. na=not applicable.

alytic weights, and signiﬁcance levels were calculated using
survey-based variance estimates for these correlations. We
assessed all bivariate associations between predictors and
outcomes with simple logistic regression for continuous
variables and chi-square analyses of homogeneity for categorical variables. Design-based F statistics were used to
assess signiﬁcance levels. Predictors for which p<.2 were
retained in multivariate models.
We conducted two survey-weighted multivariate logistic regressions to test the association between a history of
forced sex and revictimization, and to determine possible
mediators of this relationship. We ﬁrst regressed lifetime
history of forced sexual intercourse on predictors using only
Wave 1 data, to identify predictors of sexual victimization
at that time point. We then regressed being forced into sexual intercourse between Waves 1 and 2 on history of forced
sex, controlling for mediating variables, to identify predictors
of sexual victimization during that time interval. Any variable that diminished the association between history of
forced sex and revictimization was considered a mediator
of that relationship.
For each of these analyses, we introduced predictors in
cumulatively staged sets. Model 1 included only social and
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demographic characteristics, disability status and history
of intercourse; for model 2, we added substance use and
emotional distress; model 3 added interpersonal and familial contextual variables (maternal connectedness, romantic relationships, noncoital sexual behavior within these
relationships and exposure to violence). Variables that predicted the outcome perfectly were not included in logistic
regression models. To control for differences in exposure
to the risk of forced sex, all models included a continuous
measure of elapsed time between the two waves of Add
Health for each respondent. Only variables signiﬁcant at
the .05 level were considered statistically signiﬁcant in ﬁnal
multivariate models. Standard errors were appropriately
corrected for weighting and clustering. We conducted all
analyses with STATA version 8.30

At Wave 1, 31% of the sample reported having ever had sexual intercourse, and 54% reported having had a romantic
relationship in the past 18 months.
Seven percent of adolescent women reported at Wave 1
that they had ever been forced into sexual intercourse (Table
1, page 227). The proportion ever victimized increased with
age, reaching 16% among women aged 18 or older. In all,
2% of adolescent women were sexually victimized between
Wave 1 and Wave 2. The rate of victimization between waves
also increased with age, reaching 4% among respondents
18 years of age or older. Among women who had been victimized by the ﬁrst wave, 8% were revictimized between
waves. By Wave 2, 8% of the total sample reported having
been forced into sexual intercourse (not shown).
In bivariate analyses, adolescent women who had a history of sexual intercourse were signiﬁcantly more likely to
have been sexually victimized by Wave 1 than were their
counterparts without such a history (Table 1). Presence of
physical disability, substance use, having had a romantic relationship in the past 18 months and exposure to violence
were all associated with sexual victimization. In addition,
the higher the level of emotional distress, and the lower the
level of maternal connectedness, the greater the likelihood
that a respondent had experienced forced intercourse (not
shown).
Most of these variables were also signiﬁcantly associated with sexual victimization occurring between the survey
waves; the exception was disability status (Table 1). Compared with respondents reporting no history of sexual intercourse, young women who had had sex by Wave 1 had
a signiﬁcantly higher rate of sexual victimization between
waves; of note, however, 39% of all those victimized during this period had never had sex before the survey (not
shown). Those who had been sexually victimized by the
ﬁrst survey wave had signiﬁcantly elevated odds of being
victimized between waves (not shown). High levels of emotional distress and low levels of maternal connectedness
continued to be related to higher odds of forced sex between
the waves (not shown).
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Multivariate Analyses
Many but not all of the factors associated with sexual victimization by the ﬁrst wave in bivariate analysis were also associated with this outcome in multivariate analysis (Table
2). In the model that included only social and demographic characteristics and disability status, the odds of victimization
increased with age (odds ratio, 1.5 per each additional year).
They were reduced for Asian and Hispanic women relative
to white women (0.3 and 0.5, respectively), and among
women whose parents were college graduates relative to those
whose parents had less than a high school education (0.5).
When variables related to substance use and emotional distress were added to the model, alcohol use, marijuana use and emotional distress were signiﬁcant predictors
(odds ratios, 1.2–2.2), whereas cocaine use was not. The
addition of contextual variables revealed that women who
had a history of a romantic relationship or exposure to violence had elevated odds of having been forced into sex
by Wave 1 relative to their counterparts without such histories (2.1 and 1.9). However, maternal connectedness was
not signiﬁcantly associated with the outcome.
Similarly, the results of multivariate analyses of sexual
victimization between survey waves conﬁrmed some of the
ﬁndings of bivariate analyses but not others (Table 3). In
the model that included only social and demographic characteristics, disability status and history of intercourse, the
odds of victimization were elevated among women who
had had sex by Wave 1 (odds ratio, 2.6). But independent
of that risk, young women with a history of sexual victimization had two times the odds of being victimized during
this period relative to those without such a history (2.0).
When substance use and emotional distress were added
to the model, both prior sexual intercourse and history of
sexual victimization still signiﬁcantly predicted victimization (odds ratios, 1.9 and 2.0). The odds of sexual victimization were elevated for adolescent women who reported
alcohol or cocaine use (2.0 and 5.4), and rose with increasing level of emotional distress (1.2).
Finally, when contextual variables were added to the
model, prior victimization no longer predicted sexual victimization. Only one contextual variable in the set—genital touching—was signiﬁcantly related to sexual victimization between the waves and was therefore a likely mediator
of revictimization. Speciﬁcally, adolescent women who engaged in genital touching within the context of a romantic
relationship had nearly three times as high odds of being
sexually victimized as their counterparts who did not engage in any touching (odds ratio, 2.7). In this model, the
odds of victimization were still signiﬁcantly elevated for respondents who had high levels of emotional distress (1.4),
who were sexually experienced at the ﬁrst wave (2.3) and
who reported using cocaine or alcohol (4.7 and 2.0).
DISCUSSION
We present the ﬁrst national prevalence estimates of forced
sexual victimization and revictimization among adolescent
women in grades 7–12. Eight percent of the total ﬁnal sam-
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TABLE 3. Odds ratios (and 95% confidence intervals) from
multivariate analyses assessing associations between selected characteristics and reports of forced sexual intercourse between Waves 1 and 2
Characteristic

Model 1

Model 2

Model 3

Age
1.1 (1.0–1.3)
1.1 (1.0–1.2) 1.0 (0.9–1.2)
Race/ethnicity
Black
0.7 (0.4–1.4)
0.9 (0.5–1.6) 1.0 (0.5–1.9)
Asian
0.8 (0.3–2.6)
0.9 (0.3–2.8) 1.1 (0.4–3.5)
Hispanic
0.6 (0.3–1.1)
0.6 (0.3–1.0) 0.7 (0.4–1.3)
Native American/
other
1.7 (0.7–4.1)
1.7 (0.7–4.2) 2.0 (0.9–4.9)
White (ref)
1.0
1.0
1.0
Had had intercourse
by Wave 1
2.6 (1.6–4.3)*** 1.9 (1.1–3.3)* 2.3 (1.1–4.6)*
Had had forced
intercourse by
Wave 1
2.0 (1.2–3.4)*** 2.0 (1.2–3.4)** 1.5 (0.8–2.6)
Highest parental educational level
College graduate 0.8 (0.4–1.3)
0.7 (0.4–1.3) 0.8 (0.5–1.5)
Some college
1.0 (0.7–1.5)
1.0 (0.6–1.5) 1.2 (0.8–1.9)
<high school (ref) 1.0
1.0
1.0
Had a permanent
physical disability 0.6 (0.2–1.9)
0.5 (0.1–1.4) 0.3 (0.1–1.3)
Used alcohol
in past year
.na
2.0 (1.1–3.5)* 2.0 (1.0–4.0)*
Used marijuana
in past 30 days
.na
1.1 (0.6–2.0) 1.0 (0.6–1.7)
Used cocaine in
past 30 days
.na
5.4 (1.9–15.0)** 4.7 (1.6–14.2)**
Emotional distress† .na
1.2 (1.0–1.3)** 1.4 (1.3–1.6)***
Maternal
connectedness†
.na
.na
1.0 (0.8–1.2)
Had a romantic
relationship in
past 18 mos.
.na
.na
1.1 (0.6–1.9)
Noncoital sexual behaviors within the romantic relationship
No touching (ref) .na
.na
1.0
Nongenital touching.na
.na
0.9 (0.4–2.4)
Genital touching
.na
.na
2.7 (1.0–7.4)*
Was exposed to
violence in
past year
..na
.na
1.2 (0.7–2.0)
F(df)

11(117)***

15(113)***

20(108)***

*p<.05. **p<.01. ***p<.001. †Standardized variable with a mean of zero and
standard deviation of one; odds ratios reflect a change in odds per standard
deviation. Notes: N=6,616. Each model also contains a continuous predictor indicating elapsed time between interviews (not shown). Odds ratios of 1.0 are
due to rounding down of estimates. ref=reference category. na=not applicable.

ple had been forced to have sex against their will—7% by
the ﬁrst wave and 2% between waves (including some who
had been victimized earlier). Of all young women victimized between the waves, 39% had never engaged in sexual intercourse as of Wave 1, suggesting that, for many of
these adolescents, their ﬁrst sexual experience ever may
have been forced.
The prevalence of forced sex in the present study is lower
than the proportions observed in smaller-scale or convenience samples (e.g., 21%31 and 13%32), and in national
samples such as the 2003 YRBS33 (12% of females in grades
9–12). Add Health’s behaviorally explicit question on forced
sex elicits completed acts of sexual intercourse. Surveys
that do not use such explicit language may elicit, in addition, partially completed sexual acts and other forms of sexual intimidation that do not involve genital intercourse,
which may be more prevalent than penetrative intercourse.34
Strikingly, 8% of adolescent women who had been vic-
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timized before the ﬁrst wave reported revictimization by
the follow-up time point. This ﬁnding provides a unique
perspective because of the short time frame in which revictimization occurred. Other studies have examined the
relationship between childhood or adolescent sexual abuse
and later adult sexual revictimization, but not revictimization within a longitudinal adolescent sample.
Mirroring ﬁndings from a large body of literature on adult
sexual revictimization,35 having been sexually victimized
before the ﬁrst wave was a risk factor for experiencing forced
sex between survey waves in bivariate analyses. Our prospective analyses help to elucidate the factors that may put adolescent women at risk for additional victimization experiences. On an individual level, young women who have been
sexually victimized may try to alleviate emotional distress
with alcohol and drug use, which can impair judgment and
reduce ability to escape from dangerous situations. At an
interpersonal level, adolescent women who are engaging
in sexual intercourse may increase their risk of exposure
to concealed, unsafe situations in which adult supervision
is low. These factors may set the stage for victimization and
may work synergistically to facilitate victimization. As suggested by our ﬁndings that the effects of prior victimization weakened in the presence of contextual variables, adolescent women who engage in either intercourse or
noncoital genital touching may be at increased risk, because
any type of exposure to sexual situations may expand opportunities for sexual victimization.36
This interpretation is consistent with problem behavior
theory, which posits the existence of one underlying problem behavior syndrome, or general tendency toward health
risk, that may be facilitated by adolescents’ environmental
contexts.37 As suggested by prior work,38 forced sex may be
a symptom of a generally risky interpersonal life context that
facilitates victimization and consequent revictimization.
Despite the strength of our mediational results, our study
is limited in its ability to explain the mechanisms behind
the relationship between victimization and revictimization.
Being victimized may have a causal effect on later victimization, if experiences with forced sex induce changes in
individuals that make subsequent forced sex more likely.
Alternately, both initial and subsequent forced sex may have
the same or similar origins, and victimization may be a marker of an underlying third, unmeasured variable, such as a
generally risky environment. Our study examined only risk
factors, not sequelae, of forced sex at two points in time;
an examination of long-term longitudinal changes in both
psychosocial risk factors and consequences of forced sex
is needed to tease apart these explanations.
Our study has other limitations. Our emphasis on completed acts of sexual intercourse does not take into account
the broad range of sexual victimization experiences (e.g.,
attempted rape, verbal coercion, digital penetration). Thus,
our data likely underestimate the prevalence of sexual trauma in this population. Other research, albeit with smaller,
convenience samples, has observed that adolescents have
experienced a range of unwanted sexual experiences be-
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yond intercourse.39 Certainly, sexual victimization other
than completed acts of forced sex can also have detrimental health consequences.40 In addition, genital contact within romantic relationships was a key predictor of sexual victimization. However, participants were not given a deﬁnition
of romantic relationship and therefore could have interpreted this term in different ways. Add Health does not provide additional descriptors that could have been used to
specify different types of romantic relationships (e.g., casual or steady partner) and thereby elucidate the qualities
of such relationships that may lead to victimization.
Our data (and most other research on this topic) tell us
neither the identity of the perpetrator nor whether individuals are likely to be revictimized by the same person.
For adolescent women who are victimized by their dating
partners, school-based interventions, which have been successful at reducing sexual dating violence among adolescents,41 would be highly efﬁcacious. In addition, repeat victimization by the same person would have different
implications for the nature of interventions, as well as the
causes of victimization. Interventions for adolescents who
are repeatedly victimized by the same person would involve
identifying that person and removing the adolescent, perpetrator or both from the environment (e.g., home or
school). Interventions for adolescents who are repeatedly
victimized by different individuals are more complex, because such patterns suggest that adolescents’ problems are
more deep-seated and may be linked with exposure to a
generally risky environment. Information on the identity
of perpetrators, especially with respect to revictimization,
is undoubtedly needed to inform the design of effective programs to prevent sexual violence.
Other limitations stem from Add Health’s exclusion of
adolescents who are not attending school, such as those
who have dropped out. These adolescents may be at elevated risk of forced sexual intercourse. Furthermore, only
females in the Add Health sample were asked about being
a victim of forced sex. Males were asked about perpetrating such acts. A small but substantial proportion of adolescent men report sexual victimization;42 little is known
about the predictors and adverse consequences of forced
sex for adolescent men.
Nevertheless, the value of the present analysis lies in its
identiﬁcation of risk factors for sexual victimization that
can be used to develop early preventive interventions and
alert clinicians to those in need of further attention. Sexual victimization has been associated with poor mental health,
dissatisfaction with family life, weight problems, and suicidal ideation and attempts,43 further underscoring the importance of developing early interventions to stem later psychosocial problems. In particular, health care providers,
teachers and school counselors can play key roles in educating all youth about sexual health and victimization; by
being attuned to adolescents’ mental health symptoms, substance use and sexual history, they can assist in identifying adolescents who are most at risk. In addition, educational materials can be developed to alert adolescent women
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to the risk of forced sex, especially from sexual activities
such as noncoital genital touching. Furthermore, physicians
may want to screen for sexual and physical victimization
in order to identify a subset of adolescent patients for whom
revictimization is more likely. Early intervention is essential to break the cycle of revictimization.
REFERENCES
1. Kaplan DW et al., Care of the adolescent sexual assault victim,
Pediatrics, 2001, 107(6):1476–1479.
2. Grunbaum JA et al., Youth Risk Behavior Surveillance—United States,
2003, Morbidity and Mortality Weekly Report, 2004, 53(SS-2); Kilpatrick
DJ et al., Rape in America: A Report to the Nation, Arlington, VA: National
Victim Center, 1992; Centers for Disease Control and Prevention (CDC),
Appendix A: selected Healthy People 2010 objectives related to child
and adolescent unintentional injury, violence, and suicide prevention,
Morbidity and Mortality Weekly Report, 2001, 50(RR-22); Erickson PI
and Rapkin AJ, Unwanted sexual experiences among middle and high
school youth, Journal of Adolescent Health, 1991, 12(4):319–325; Mynatt
CR and Allgeier ER, Risk factors, self-attributions, and adjustment problems among victims of sexual coercion, Journal of Applied Social
Psychology, 1990, 20(2, pt. 1):130–153; Cheng MM and Udry JR, Sexual
behaviors of physically disabled adolescents in the United States, Journal
of Adolescent Health, 2002, 31(1):48–58; Moore KA, Nord WC and
Peterson JC, Nonvoluntary sexual activity among adolescents, Family
Planning Perspectives, 1989, 21(3):110–114; and Nagy S et al., Adverse
factors associated with forced sex among southern adolescent girls,
Pediatrics, 1995, 96(5, pt. 1):944–946.
3. Koss MP, The hidden rape victim: personality, attitudinal, and situational characteristics, Psychology of Women Quarterly, 1985, 9(2):193–
212; Small SA and Kerns D, Unwanted sexual activity among peers during early and middle adolescence: incidence and risk factors, Journal
of Marriage and the Family, 1993, 55(4):941–952; Wordes M and Nunez
M, Our Vulnerable Teenagers: Their Victimization, Its Consequences, and
Directions for Prevention and Intervention, Washington, DC: National
Council on Crime and Delinquency and National Center for Victims
of Crime, 2002; Fisher BS et al., The Sexual Victimization of College Women,
Washington, DC: National Institute of Justice, 2000; Fromuth ME, The
relationship of childhood sexual abuse with later psychological and
sexual adjustment in a sample of college women, Child Abuse and Neglect,
1986, 10(1):5–15; and Gorcey M et al., Psychological consequences for
women sexually abused in childhood, Social Psychiatry, 1986,
21(3):129–133.
4. Grunbaum JA et al., 2004, op. cit. (see reference 2).
5. Moore KA, Nord WC and Peterson JC, 1989, op. cit. (see reference
2).
6. Kilpatrick DJ et al., 1992, op. cit. (see reference 2).
7. CDC, 2001, op. cit. (see reference 2).
8. Erickson PI and Rapkin AJ, 1991, op. cit. (see reference 2); and Mynatt
CR and Allgeier ER, 1990, op. cit. (see reference 2).
9. Cheng MM and Udry JR, 2002, op. cit. (see reference 2); and Moore
KA, Nord WC and Peterson JC, 1989, op. cit. (see reference 2).
10. Erickson PI and Rapkin AJ, 1991, op. cit. (see reference 2); and Nagy
S et al., 1995, op. cit. (see reference 2).
11. Upchurch DM and Kusunoki Y, Associations between forced sex,
sexual and protective practices, and sexually transmitted diseases among
a national sample of adolescent girls, Women’s Health Issues, 2004, 14(3):
75–84.
12. Koss MP, 1985, op. cit. (see reference 3).
13. Moore KA, Nord WC and Peterson JC, 1989, op. cit. (see reference
2); and Small SA and Kerns D, 1993, op. cit. (see reference 3).
14. Moore KA, Nord WC and Peterson JC, 1989, op. cit. (see reference
2).
15. Small SA and Kerns D, 1993, op. cit. (see reference 3).
16. Moore KA, Nord WC and Peterson JC, 1989, op. cit. (see reference
2).

Volume 36, Number 6, November/December 2004

17. Wordes M and Nunez M, 2002, op. cit. (see reference 3); Fisher BS
et al., 2000, op. cit. (see reference 3); Fromuth ME, 1986, op. cit. (see
reference 3); Gorcey M et al., 1986, op. cit. (see reference 3); and
Fergusson DM et al., Childhood sexual abuse, adolescent sexual behaviors and sexual revictimization, Child Abuse and Neglect, 1997,
21(8):789–803.
18. Humphrey JA and White JW, Women’s vulnerability to sexual assault from adolescence to young adulthood, Journal of Adolescent Health,
2000, 27(6):419–424.
19. Noll JG et al., Revictimization and self-harm in females who experienced childhood sexual abuse: results from a prospective study, Journal
of Interpersonal Violence, 2003, 18(12):1452–1471.
20. Erickson PI and Rapkin AJ, 1991, op. cit. (see reference 2); and Small
SA and Kerns D, 1993, op. cit. (see reference 3).
21. Fisher BS et al., 2000, op. cit. (see reference 3).
22. Koss MP, The measurement of rape victimization in crime surveys,
Criminal Justice & Behavior, 1996, 23(1):55–69; Koss MP, The underdetection of rape: methodological choices inﬂuence incidence estimates,
Journal of Social Issues, 1992, 48(1):61–75; and Pitts VL and Schwartz
MD, Promoting self-blame in hidden rape cases, Humanity and Society,
1993, 17(4):383–398.
23. Humphrey JA and White JW, 2000, op. cit. (see reference 18); and
Noll JG et al., 2003, op. cit. (see reference 19).
24. Resnick MD et al., Protecting adolescents from harm: ﬁndings from
the National Longitudinal Study on Adolescent Health, Journal of the
American Medical Association, 1997, 278(10):823–832; and Harris KM
et al., The National Longitudinal Study of Adolescent Health: study design, <http://www.cpc.unc.edu/projects/addhealth/design>, accessed
July 23, 2004.
25. Fisher BS et al., 2000, op. cit. (see reference 3); Krug EG et al., World
Report on Violence and Health: Sexual Violence, Geneva: World Health
Organization, 2002; Harner H, Sexual Violence and Adolescence,
Minnesota Center Against Violence and Abuse, <http://www.vaw.umn.
edu/documents/vawnet/adolescent/aradolescent.html>, accessed July
23, 2004; and Halpern CT et al., Partner violence among adolescents
in opposite-sex romantic relationships: findings from the National
Longitudinal Study of Adolescent Health, American Journal of Public
Health, 2001, 91(10):1679–1685.
26. Halpern CT et al., 2001, op. cit. (see reference 25).
27. Resnick MD et al., 1997, op. cit. (see reference 24).
28. Sieving RE et al., Maternal expectations, mother-child connectedness, and adolescent sexual debut, Archives of Pediatrics and Adolescent
Medicine, 2000, 154(8):809–816.
29. Hagan J and Foster H, Youth violence and the end of adolescence,
American Sociological Review, 2001, 66(6):874–899.
30. STATA Statistical Software: Release 8.0, College Station, TX: STATA
Corp., 2003.
31. Coker AL et al., Severe dating violence and quality of life among
South Carolina high school students, American Journal of Preventive
Medicine, 2000, 19(4):220–227.
32. Nagy S et al., 1995, op. cit. (see reference 2).
33. Grunbaum JA et al., 2004, op. cit. (see reference 2).
34. Fisher BS et al., 2000, op. cit. (see reference 3); Small SA and Kerns
D, 1993, op. cit. (see reference 3); Tjaden P and Thoennes N, Prevalence,
Incidence, and Consequences of Violence Against Women: Findings from the
National Violence Against Women Survey, Washington DC: National
Institute of Justice, 1998; and Kellogg ND and Hoffman TJ, Child sexual revictimization by multiple perpetrators, Child Abuse and Neglect,
1997, 21(10):953–964.
35. Humphrey JA and White JW, 2000, op. cit. (see reference 18); Siegel
JM et al., The prevalence of childhood sexual assault: the Los Angeles
Epidemiologic Catchment Area Project, American Journal of Epidemiology,
1987, 126(6):1141–1153; Smith PH et al., A longitudinal perspective
on dating violence among adolescent and college-age women, American
Journal of Public Health, 2003, 93(7):1104–1109; Fisher BS et al., 2000,
op. cit. (see reference 3); Wordes M and Nunez M, 2002, op. cit. (see
reference 3); Fromuth ME, 1986, op. cit. (see reference 3); Gorcey M

231

Sexual Victimization Among Adolescent Women
et al., 1986, op. cit. (see reference 3); and Fergusson DM et al., 1997,
op. cit. (see reference 17).

violence victimization and perpetration, American Journal of Public Health,
2004, 94(4):619–624.

36. Koss MP, 1985, op. cit. (see reference 3).

42. Hickman LJ et al., Dating violence among adolescents: prevalence,
gender distribution, and prevention program effectiveness, Trauma,
Violence & Abuse, 2004, 5(2):123–142.

37. Biglan A et al., Social and behavior factors associated with high-risk
sexual behavior among adolescents, Journal of Behavioral Medicine, 1990,
13(3):245–261; and Jessor R and Jessor SL, Problem Behavior and
Psychosocial Development: A Longitudinal Study of Youth, New York:
Academic Press, 1977.
38. Howard DE and Wang MQ, Risk proﬁles of adolescent girls who
were victims of dating violence, Adolescence, 2003, 38(149):1–14;
Silverman JG et al., Dating violence against adolescent girls and associated substance use, unhealthy weight control, sexual risk behavior,
pregnancy, and suicidality, Journal of the American Medical Association,
2001, 286(5):572–579; Windle M, Substance use, risky behaviors, and
victimization among a U.S. national adolescent sample, Addiction, 1994,
89(2):175–182; Nagy S et al., 1995, op. cit. (see reference 2); Nagy S et
al., A comparison of risky health behaviors of sexually active, sexually
abused, and abstaining adolescents, Pediatrics, 1994, 93(4):570–575;
Noll JG et al., 2003, op. cit. (see reference 19); Erickson PI and Rapkin
AJ, 1991, op. cit. (see reference 2); Small SA and Kerns D, 1993, op. cit.
(see reference 3); Coker AL et al., 2000, op. cit. (see reference 31); and
Miller BC et al., The effects of forced sexual intercourse on white female
adolescents, Child Abuse & Neglect, 1995, 19(10):1289–1303.

Acknowledgments

40. Erickson PI and Rapkin AJ, 1991, op. cit. (see reference 2); and Smith
PH et al., A population-based study of the prevalence and distinctiveness of battering, physical assault, and sexual assault in intimate relationships, Violence Against Women, 2002, 8(10):1208–1232.

This research was funded by Centers for Disease Control and Prevention grant U48/CCU915773. The authors thank Susan Ettner,
Todd Franke, Rosalind King, Frank Putnam and Robert Pynoos
for their thoughtful comments and suggestions; Deborah Perlman
for research assistance; and Preston Finley for administrative assistance. This research uses data from Add Health, a program project designed by J. Richard Udry, Peter S. Bearman and Kathleen
Mullan Harris, and funded by a grant P01-HD31921 from the National Institute of Child Health and Human Development, with cooperative funding from 17 other agencies. Special acknowledgment
is due Ronald R. Rindfuss and Barbara Entwisle for assistance in
the original design. Persons interested in obtaining data ﬁles from
Add Health should contact Add Health, Carolina Population Center, 123 W. Franklin Street, Chapel Hill, NC 27516-2524 (<www.cpc.
unc.edu/addhealth/contract.html>).

41. Foshee VA et al., Assessing the long-term effects of the Safe Dates
Program and a booster in preventing and reducing adolescent dating

Author contact: rraghavan@mednet.ucla.edu

39. Erickson PI and Rapkin AJ, 1991, op. cit. (see reference 2); and
Kellogg ND and Hoffman TJ, 1997, op. cit. (see reference 34).

232

43. Erickson PI and Rapkin AJ, 1991, op. cit. (see reference 2); Coker
AL et al., 2000, op. cit. (see reference 31); Miller BC et al., 1995, op. cit.
(see reference 38); and Ackard DM and Neumark-Sztainer D, Date violence and date rape among adolescents: associations with disordered
eating behaviors and psychological health, Child Abuse and Neglect, 2002,
26(5):455–473.

Perspectives on Sexual and Reproductive Health

