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Objectives. To examine trends in the percentage of US secondary schools that

implemented practices related to the support of lesbian, gay, bisexual, transgender, and

questioning (LGBTQ) students.

Methods. This analysis used data from 4 cycles (2008–2014) of School Health Profiles,

a surveillance system that provides results representative of secondary schools in each

state. Each school completed 2 self-administered questionnaires (principal and teacher)

per cycle. We used logistic regression models to examine linear trends.

Results. Of 8 examined practices to support LGBTQ youths, only 1—identifying safe

spaces for LGBTQ youths—increased in most states (72%) from 2010 to 2014. Among

the remaining7, only 1—prohibiting harassmentbasedona student’s perceivedor actual

sexual orientation or gender identity—had relatively high rates of adoption (a median of

90.3% of schools in 2014) across states.

Conclusions. Many states have seen no change in the implementation of school prac-

tices associated with LGBTQ students’ health and well-being. (Am J Public Health. 2018;108:

557–564. doi:10.2105/AJPH.2017.304296)

See also Coulter and Miller, p. 443.

Lesbian, gay, bisexual, transgender, and
questioning (LGBTQ) youths are at

disproportionate risk for negative health
and other social and educational outcomes
that affect well-being. The first national
prevalence estimates of health risk behaviors
among lesbian, gay, and bisexual (LGB)
high school students provided in 2015 Youth
Risk Behavior Survey data demonstrated that
these students are at significantly higher risk
than their heterosexual peers for various
negative behaviors, such as substance use,
poor nutrition habits, lack of physical activity,
sexual risk behaviors, bullying, dating vio-
lence, and suicide attempts.1 For example, in
2015, 42.8% of LGB high school students
seriously considered suicide during the 12
months before the survey, compared with
14.8% of heterosexual students, and 29.4% of
LGB students attempted suicide during the 12
months before the survey, compared with
6.4% of heterosexual students.1 Although
substantially less data are available on trans-
gender youths, the existing evidence suggests

that these youths are also at disproportionate
risk for poor mental health outcomes,2 sub-
stance use,3 HIV,4 bullying,5 and suicide.5

Such alarming statistics push health pro-
fessionals to better understand factors con-
tributing to these disparities and develop
strategies for addressing them. A growing
body of literature points to social and struc-
tural factors, such as discrimination, stigma,
and victimization—including in the school
environment—as underlying causes.6–8

For LGBT youths, school victimization
has been associated with risk for HIV and
other sexually transmitted diseases (STDs),

depression, and suicidal ideation.8 Given
that sexual orientation disparities in
school safety persist,9 national education
organizations have recently committed to
protecting LGBTQ students.10,11

Policies that prohibit bullying and ha-
rassment in schools have been linked to
positive student outcomes, such as less bul-
lying12 and fewer suicide attempts.13 The
importance of providing a safe and supportive
school climate and supportive policies for
LGBTQ youths is highlighted in a new ad-
olescent health objective in Healthy People
2020 to “Increase the proportion of middle
and high schools that prohibit harassment
based on a student’s sexual orientation or
gender identity,”14 and a number of states
specify sexual orientation as a protected
characteristic in state-level antibullying laws
and policies.15 Studies have investigated
promising school-based policies and practices
to prevent victimization and related health
consequences among this population.15

Specific practices to support LGBTQ
youths include gay–straight alliances (GSAs)
and safe spaces, both of which are associ-
ated with reduced risk of suicide ideation,
alcohol and other drug use, prescription drug
misuse, and poor academic outcomes.16–22

Support for LGBTQ students also involves
providing or linking to services that are
LGBTQ-friendly and providing education, in-
cluding sexual health education, in amanner that
is inclusive of and relevant for these youths.23

ABOUT THE AUTHORS
Zewditu Demissie, Catherine N. Rasberry, Riley J. Steiner, Nancy Brener, and Tim McManus are with the Division of
Adolescent and School Health, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention, Centers for
Disease Control and Prevention, Atlanta, GA. Zewditu Demissie is also with the US Public Health Service Commissioned
Corps, Rockville, MD.

Correspondence should be sent to Zewditu Demissie, Centers for Disease Control and Prevention, 1600 Clifton Rd NE, MS
E-75, Atlanta, GA 30329 (e-mail: izj5@cdc.gov). Reprints can be ordered at http://www.ajph.org by clicking the “Reprints” link.

This article was accepted December 16, 2017.
Note. The findings and conclusions in this report are those of the authors and do not necessarily represent the official position of the

Centers for Disease Control and Prevention or the US Public Health Service Commissioned Corps.
doi: 10.2105/AJPH.2017.304296

April 2018, Vol 108, No. 4 AJPH Demissie et al. Peer Reviewed Research 557

AJPH RESEARCH

mailto:izj5@cdc.gov
http://www.ajph.org


To date, it is unclear to what extent these
school policies and practices have been
implemented. Accordingly, we sought to
examine trends from 2008 to 2014 in the
percentage of secondary schools across states
implementing policies and practices to support
LGBTQ students. Given changing norms re-
lated to sexual orientation and gender identity,
greater attention to the LGBTQ population,6

and increased public support for state- and
local-level policies that support and protect
LGBT individuals,24 we hypothesized there
would be increases in schools’ implementation
of supportive policies and practices.

METHODS
Data for this analysis came from 4 cycles

(2008, 2010, 2012, and 2014) of School
Health Profiles (hereafter called Profiles),
a surveillance system developed by the
Centers for Disease Control and Prevention
(CDC).25 Since 1996, Profiles has assessed
school health policies and practices in US
states, large urban school districts, and terri-
tories. Profiles monitors characteristics of and
trends in school health education; physical
education and physical activity; practices
related to bullying and harassment; school
health policies related to tobacco-use pre-
vention and nutrition; school-based health
services; family engagement; community
involvement; and school health coordina-
tion.26 Health or education agencies in each
jurisdiction are funded by the CDC to con-
duct the surveys biennially using standardized
questionnaires, sampling methods, data col-
lection procedures, and data analysis. Profiles
produces data representative of secondary
schools that enroll students in any of grades
6 through 12 in each jurisdiction. Profiles
is conducted in a repeated cross-sectional
manner, and each cycle’s sample is in-
dependent of previous samples. Most juris-
dictions employ sampling frames that consist
of all regular secondary public schools. Some
jurisdictions invite all secondary schools,
rather than just a sample, to participate.

Although Profiles currently collects data
from representative samples of schools in
states, large urban school districts, and terri-
tories, this analysis was limited to state data.
In states conducting paper-and-pencil sur-
veys, 2 self-administered questionnaires

(principal and teacher) were mailed to each
school in the sample, and the principal and lead
health education teacher recorded their re-
sponses in computer-scannable questionnaire
booklets. In states conducting online surveys,
a unique link was e-mailed directly to res-
pondents, who completed and submitted their
responses via a secureWeb site. The lead health
education teacher was a person at the school
who the principal designated as the most
knowledgeable about health education.
Participation in Profiles is confidential and
voluntary. Additional information about Pro-
files methods has been published previously.25

Study Measures
Profiles collects data on several prac-

tices to support LGBTQ students, includ-
ing aspects of the school environment,
health services, and health education.26

Questions measuring these practices have
been included on the Profiles survey since
2010 unless otherwise noted. From the
principal survey, Profiles assessed the
following:

1. presence of a student-led club that aims to
create a safe, welcoming, and accepting
school environment for all youths, re-
gardless of sexual orientation or gender
identity (e.g., GSA or similar club; mea-
sured since 2008);

2. identification of “safe spaces” (e.g., a
counselor’s office, designated classroom,
or student organization) where LGBTQ
youths can receive support from admin-
istrators, teachers, or other school staff;

3. prohibition of harassment based on a stu-
dent’s perceived or actual sexual orienta-
tion or gender identity;

4. encouragement of staff to attend pro-
fessional development on safe and sup-
portive school environments for all
students, regardless of sexual orientation
or gender identity;

5. facilitation of access to providers not on
school property who have experience in
providing health services—including
testing and counseling for HIV and other
STDs—to LGBTQ youths; and

6. facilitation of access to providers not on
school property who have experience in
providing social and psychological services
to LGBTQ youths.

From the lead health education teacher
survey, Profiles assessed the percentage of
schools (1) in which the lead health education
teacher received professional development
during the two years before the survey on
teaching students of different sexual orien-
tations or gender identities and (2) that pro-
vided curricula or supplementary materials
that included HIV, STD, or pregnancy pre-
vention information relevant to LGBTQ
youths. Each question was answered yes or no.

Statistical Analysis
Following standard practice for Profiles,25

states that had response rates of 70% or
greater were weighted and included in an-
alyses. Weighting reduces bias by compen-
sating for differing patterns of nonresponse
and improves precision by making school
sample distributions conform to known
population distributions. For states that drew
samples, we weighted results to account for
likelihood of school selection and non-
response. For states that used a census, we
weighted results to account for nonresponse.
To be included in the analysis, states must
have collected data on the study measures for
at least 3 years so that we could calculate
linear trends. For the GSA question, states
had to have collected data in 2014 and at least
2 other years since 2008. For all remaining
questions, states must have collected data for
2010, 2012, and 2014, as these questions
were not introduced until 2010. In total, we
included in the analysis principal survey data
from 37 states and lead health education
teacher survey data from 33 states. In 2014,
across the 37 states from which we used
principal survey data, sample sizes ranged
from 64 to 654; across the 33 states from
which we used lead health education survey
data, sample sizes ranged from 66 to 660.
Response rates ranged from 70% to 91% for
principal surveys and 70% to 89% for teacher
surveys. Unadjusted logistic regression
models, run separately for each practice,
examined linear trends in the percentage of
secondary schools that engaged in the 8
practices to support LGBTQ youths. Prac-
tices served as the dependent variable, and
a linear time component was the indepen-
dent variable. We considered a trend to
be significant if the P value for the B was
less than .05.
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TABLE 1—Observed Increases and Decreases in 8 Practices Related to Support of Lesbian, Gay, Bisexual, Transgender, and Questioning
(LGBTQ) Youths, by State: United States, 2008–2014

State Practices That Increased (No.) Practices That Decreased (No.)

Alabama Safe spaces, Prohibit harassment, Encourage PD, Health services,

Social and psychological services (5)

Teacher PD, Curricula or materials (2)

Alaska None (0) None (0)

Arizona None (0) None (0)

Arkansas Safe spaces, Prohibit harassment (2) None (0)

California GSA, Safe spaces, Prohibit harassment, Encourage PD (4) None (0)

Colorado Safe spaces, Prohibit harassment (2) None (0)

Delaware GSA, Safe spaces, Prohibit harassment, Encourage PD (4) Curricula or materials (1)

Georgia Safe spaces, Social and psychological services, Curricula or

materials (3)

None (0)

Hawaii None (0) GSA, Safe spaces, Prohibit harassment, Encourage PD, Health

services, Social and psychological services, Teacher PD, Curricula

or materials (8)

Idaho Curricula or materials (1) None (0)

Indiana GSA, Safe spaces, Encourage PD, Curricula or materials (4) None (0)

Kentucky GSA (1) None (0)

Maine GSA, Safe spaces, Prohibit harassment, Social and psychological

services, Curricula or materials (5)

Teacher PD (1)

Maryland Safe spaces, Teacher PD (2) None (0)

Massachusetts GSA, Safe spaces, Prohibit harassment, Encourage PD, Health

services, Social and psychological services, Teacher PD, Curricula

or materials (8)

None (0)

Michigan GSA, Safe spaces, Prohibit harassment, Encourage PD,

Teacher PD (5)

None (0)

Minnesota GSA, Safe spaces (2) None (0)

Mississippi None (0) None (0)

Missouri Safe spaces (1) None (0)

Montana Safe spaces, Health services, Curricula or materials (3) Teacher PD (1)

Nebraska None (0) None (0)

Nevada GSA, Safe spaces, Prohibit harassment, Encourage PD, Health

services, Social and psychological services, Teacher PD (7)

None (0)

New Hampshire GSA, Safe spaces, Prohibit harassment, Encourage PD, Health

services, Social and psychological services, Teacher PD, Curricula

or materials (8)

None (0)

New Jersey GSA, Safe spaces, Encourage PD, Curricula or materials (4) None (0)

New York GSA (1) None (0)

Ohio Safe spaces (1) None (0)

Oklahoma GSA, Safe spaces, Social and psychological services (3) None (0)

Oregon Safe spaces, Teacher PD, Curricula or materials (3) None (0)

Pennsylvania Curricula or materials (1) None (0)

Rhode Island Safe spaces, Encourage PD, Teacher PD (3) Health services (1)

South Carolina Safe spaces (1) Teacher PD (1)

Continued
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RESULTS
Table 1 presents summary data onwhether

states experienced significant increases or
decreases in the engagement of the 8 practices
to support LGBTQ youths. Most states ex-
perienced some mix of increases, decreases,
and no changes over time. However, 2 states
(Massachusetts and New Hampshire) expe-
rienced significant linear increases across all 8
variables, whereas 1 state (Hawaii) experi-
enced significant linear decreases across all
variables. Tables showing the percentage of
schools in each state that engaged in the practices
to support LGBTQ youths, and the resulting
trends, are available as a supplement to the online
version of this article at http://www.ajph.org.

A summary of the linear time effects in the
percentage of schools that engaged in prac-
tices to support LGBTQ youths is presented
in Table 2. Overall, across all principal vari-
ables, the number of significant linear in-
creases (n = 77) was considerably greater than
the number of significant linear decreases
(n = 9); however, it was most common for
there to be no change over time (n= 131).
Only identifying safe spaces where LGBTQ
youths can receive support from administra-
tors, teachers, or other staff increased over
time among more than half (72.2%) of the
states. Overall, across all lead health education
variables, the number of significant linear

increases (n = 22) was greater than the
number of significant linear decreases (n = 8).
However, as with the principal survey
variables, it was most common for there
to be no change over time (n= 35). No
practices increased or decreased in more than
half of the states over time.

Table 3 presents the overall medians and
ranges for the percentages of schools in each
state that reportedeachof thepractices to support
LGBTQ students. The highest medians for
percentage of schools reporting a practice were
for the practice of prohibiting harassment based
on a student’s perceived or actual sexual orien-
tation or gender identity (2010 median=
88.3%, range = 71.9%–98.9%; 2012
median=88.8, range=61.9%–95.5%; 2014
median=90.3%, range=73.2%–97.1%). The
lowest medians were for the practice of having
a lead health education teacher who received
professional development on teaching students
of different sexual orientations or gender identities
(2010 median=11.8%, range=3.4%–25.6%;
2012 median=12.8%, range=7.5%–29.5%;
2014 median=13.0%, range=5.3%–28.8%).

DISCUSSION
This study examined state-level trends in

the implementation of school-based prac-
tices to support LGBTQ students. Given

growing public acceptance of LGBTQ in-
dividuals,12 we hypothesized that schools
would increase implementation of practices
that promote safety and inclusion for this
population. However, our findings were
mostly inconsistent with this hypothesis.
Only 1 practice—identifying safe spaces—
increased in the majority of states (72.2%)
from 2008 to 2014. Although we observed
more increases than decreases in the 8 prac-
tices included in the study, it was most
common to observe no linear change. In
50% or more of the states, 7 of the 8 practices
did not change. Among those 7 practices,
only 1—prohibiting harassment based on
a student’s perceived or actual sexual orien-
tation or gender identity—was found to have
relatively high rates of adoption (a median of
90.3% of schools in 2014) across the states.

Several potential reasons may explain why
so many states reported increases in identi-
fying safe spaces. One possibility is that
strategies and tools for implementation are
readily available to school staff at low or no
cost, as safe space programs often use posters,
door signs, stickers, or even staff badges to
create visible reminders of people with
whom and areas in which LGBTQ students
can find nonjudgmental support.27,28 It is
worth noting that although use of this practice
did increase in most states from 2010 to 2014,

TABLE 1—Continued

State Practices That Increased (No.) Practices That Decreased (No.)

Utah None (0) None (0)

Vermont GSA, Safe spaces, Health services, Social and psychological services,

Teacher PD, Curricula or materials (6)

None (0)

Virginia None (0) Encourage PD (1)

Washington Safe spaces (1)

West Virginia Safe spaces (1) None (0)

Wisconsin GSA, Prohibit harassment, Curricula or materials (3) None (0)

Wyoming Safe spaces, Encourage PD, Teacher PD, Curricula or materials (4) GSA (1)

Note. GSA=gay–straight alliance; PD=professional development. The 8 practices are (1) GSA: having a student-led club that aims to create a safe, welcoming,
and accepting school environment for all youths, regardless of sexual orientation or gender identity; (2) Safe spaces: identifying safe spaces (e.g., a counselor’s
office, designated classroom, or student organization) where LGBTQ youths can receive support from administrators, teachers, or other school staff; (3)
Prohibit harassment: prohibiting harassment basedona student’sperceivedor actual sexual orientationor gender identity; (4) EncouragePD: encouraging staff
to attend professional development on safe and supportive school environments for all students, regardless of sexual orientation or gender identity; (5) Health
services: facilitating access to providers not on school property who have experience in providing health services to LGBTQ youths; (6) Social and psychological
services: facilitating access to providers not on school property whohave experience in providing social and psychological services to LGBTQyouths; (7) Teacher
PD: lead health education teacher received professional development during the two years before the survey on teaching students of different sexual
orientations or gender identities; (8) Curricula or materials: school provided curricula or supplementary materials that included HIV, sexually transmitted
disease, or pregnancy prevention information that is relevant to LGBTQyouths. Neither principal nor teacher questionnaire data are presented for Connecticut,
Florida, Illinois, Iowa, Kansas, Louisiana, NewMexico, North Carolina, North Dakota, South Dakota, Tennessee, and Texas. Principal data are not presented for
Utah. Teacher data are not presented for Alaska, Colorado, New York, Oklahoma, and Washington.
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the median of 61.5% (in 2014) of schools
across states reporting the practice indicates
that many states still have room for improve-
ment. Resources such as the Safe Spaces Kit
fromGLSEN andOut For Safe School Badges
from the Los Angeles LGBT Center and
Genders and Sexualities Alliance Network can
perhaps facilitate implementation.27,28 Given
that this was the only practice that increased in
Missouri, Ohio, South Carolina, Washington,
and West Virginia, identifying factors con-
tributing to improvement in these states could
potentially inform implementation in other
contexts.

Prohibiting harassment based on a stu-
dent’s perceived or actual sexual orientation
or gender identity had the highest median of
all the practices examined in the study in
2010, 2012, and 2014 (88.3%, 88.8%, and
90.3%, respectively), which may help explain
why so many states saw no change. High
levels of this practice are encouraging,

although all US states currently have policies
or laws to prohibit bullying and harassment of
students. In theory, such policies are expected
to provide protections for all youths, includ-
ing LGBTQ youths who may be harassed
on the basis of perceived or actual sexual ori-
entation or gender identity. It is thus reasonable
to question why 100% of schools were not able
to answer this question in the affirmative.

With regard to the other practices exam-
ined, our findings point to a need for more
concerted efforts to increase support for LGBTQ
youths in schools. Only 40.5% of states saw
increases in having a GSA or similar club; the
presence of such clubs has been associated with
lower levels of homophobic victimization and
safety-related fears20 and better social and edu-
cational outcomes.21,22 No-cost, practical re-
sources for establishingGSAs are easily accessible29

and can facilitate implementation in schools.
Prohibiting harassment and bullying and

implementing GSAs and safe spaces programs

work in concert to positively affect the school
environment. However, ensuring that
schools are safe and supportive for students
also requires appropriate training of school
staff, and we found that only 30.6% of states
saw increases in the practice of encouraging
staff to attend professional development on
safe and supportive environments. Furthermore,
only 27.3% of states had significant increases in
the percentage of schools in which the lead
health education teacher received professional
development during the 2 years before the
survey on teaching students of different sexual
orientations or gender identities. This may not
reflect the overall percentage of lead health
education teachers whomay have ever received
this type of training or who may be well pre-
pared to teach students of different sexual ori-
entations or gender identities. The median
across states for this practice was the lowest
of any variable included in this study (13.0%
in 2014). Even so, this may represent a missed

TABLE 2—Summary of Linear Time Effects in the Percentage of Secondary Schools That Engaged in Practices Related to Support of Lesbian,
Gay, Bisexual, Transgender, and Questioning (LGBTQ) Youths: United States, 2008–2014

Practice or Characteristic (No. of States)
States With Significant Linear

Decreases, No. (%)
States With Significant Linear

Increases, No. (%)
States With No Significant Linear

Change, No. (%)

Principal questions

Had a gay–straight alliance or similar cluba (n = 37) 2 (5.4) 15 (40.5) 20 (54.1)

Identified safe spacesb (n = 36) 1 (2.8) 26 (72.2) 9 (25.0)

Prohibited harassmentc (n = 36) 1 (2.8) 11 (30.6) 24 (66.7)

Encouraged staff to attend professional development on SSEd

(n = 36)

2 (5.6) 11 (30.6) 23 (63.9)

Facilitated access to providers not on school property who had

experience in providing health services to LGBTQ youths

(n = 36)

2 (5.6) 6 (16.7) 28 (77.8)

Facilitated access to providers not on school property who had

experience in providing social and psychological services to

LGBTQ youths (n = 36)

1 (2.8) 8 (22.2) 27 (75.0)

Total 9 77 131

Teacher questions

Lead health education teacher received professional

developmente (n = 33)

5 (15.2) 9 (27.3) 19 (57.6)

School provided curricula or supplementary materials that

included HIV, STD, or pregnancy prevention information

relevant to LGBTQ youths (n = 32)

3 (9.4) 13 (40.6) 16 (50.0)

Total 8 22 35

Note. SSE = safe and supportive environments; STD= sexually transmitted disease. Percentages may not total to 100% because of rounding.
aA student-led club that aims to create a safe, welcoming, and accepting school environment for all youths, regardless of sexual orientation or gender identity.
bFor example, a counselor’s office, designated classroom, or student organization where LGBTQ youths can receive support from administrators, teachers, or
other school staff.
cBased on a student’s perceived or actual sexual orientation or gender identity.
dFor all students, regardless of sexual orientation or gender identity.
eDuring the two years before the survey on teaching students of different sexual orientations or gender identities.
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opportunity given that professional develop-
ment can be helpful in increasing the self-
efficacy of school staff to promote inclusive
environments for their LGBTQ students.30

Several nonprofit and professional organizations
have developed learning modules to support
school staff in working with LGBTQ youths
and young adults31,32; such modules could
serve as valuable implementation resources
for schools.

Another important aspect of education for
LGBTQ youths is ensuring that the course
content both represents them and speaks to
them. In the current study, 40.6% of states had
increases in the percentage of schools that
provided curricula or supplementary mate-
rials that include HIV, STD, or pregnancy
prevention information that is relevant for
LGBTQ youths. Although such increases are
promising, half of states had no change in this
practice. This is problematic given concerns
that heterosexual biases within adolescent
sexual health education curricula have ex-
cluded and even stigmatized LGBTQ

youths.23 Including representation of
LGBTQ youths and speaking to their unique
needs is an essential part of providing students
with the skills and information to make safe
choices. There appears to be growing interest
in ensuring greater LGBTQ inclusivity in
sexual health education,33 which may facili-
tate future increases in the practice.

In 2014, the median percentage of schools
across states that facilitated access to providers
with experience in providing services to
LGBTQ youths was less than 50% for both
health services (46.4% in 2014) and social and
psychological services (49.6% in 2014). Be-
tween 2010 and 2014, increases were ob-
served in less than a quarter of states. Such
findings may reflect challenges inherent in
connecting all youths to services, as making
such connections can be complex and re-
source intensive. Typical models include
direct provision of services or referral to
community providers when schools do not
have appropriate staffing and infrastructure
(e.g., school nurses, school based health

centers) for on-site service delivery. That
said, our findings could point to challenges
meeting the needs of LGBTQ youths
specifically. Effective referrals warrant
consideration of students’ unique needs,
including their sexual orientation and
gender identity,34 given that LGBTQ in-
dividuals face unique barriers to accessing
quality health care.35

In summary, the majority of states did not
have increases in 7 of the 8 school-based
practices examined. This overarching finding
is somewhat surprising given recent increases
in public support for LGBT individuals. Al-
though future work is needed to explain this
apparent disconnect between public opinion
and implementation of relevant practices in
schools, we posit several potential explana-
tions. First, voicing support for LGBTQ
individuals requires less effort and fewer
resources than actually implementing specific
policies and practices. School administrators
face many competing demands, and finding
the time and resources to address this issue,

TABLE 3—Medians and Ranges of Percentages of Secondary Schools in Each State That Engaged in Practices Related to Support of Lesbian,
Gay, Bisexual, Transgender, and Questioning (LGBTQ) Youths: United States, 2008–2014

Practice or Characteristic (No. of States) 2008, Median % (Range) 2010, Median % (Range) 2012, Median % (Range) 2014, Median % (Range)

Principal questions

Had a gay–straight alliance or similar cluba (n = 37) 22.7 (12.3–48.7) 26.8 (11.4–50.1) 26.7 (12.2–53.2) 28.8 (12.6–55.7)

Identified safe spacesb (n = 36) 51.2 (32.6–71.5) 53.3 (29.3–79.1) 61.5 (39.2–84.7)

Prohibited harassmentc (n = 36) 88.3 (71.9–98.9) 88.8 (61.9–95.5) 90.3 (73.2–97.1)

Encouraged staff to attend professional development on SSEd

(n = 36)

54.0 (38.4–80.2) 54.9 (41.5–77.5) 59.1 (45.0–82.4)

Facilitated access to providers not on school property who had

experience in providing health services to LGBTQ youths

(n = 36)

44.1 (34.0–65.3) 43.9 (32.0–63.2) 46.4 (30.1–69.0)

Facilitated access to providers not on school property who had

experience in providing social and psychological services to

LGBTQ youths (n = 36)

45.4 (30.0–65.6) 44.6 (33.4–69.8) 49.6 (32.4–72.9)

Teacher questions

Lead health education teacher received professional

developmente (n = 33)

11.8 (3.4–25.6) 12.8 (7.5–29.5) 13.0 (5.3–28.8)

School provided curricula or supplementary materials that

included HIV, STD, or pregnancy prevention information

relevant to LGBTQ youths (n = 32)

22.2 (7.1–50.8) 22.8 (8.0–43.8) 24.4 (11.1–52.6)

Note. SSE = safe and supportive environments; STD= sexually transmitted disease.
aA student-led club that aims to create a safe, welcoming, and accepting school environment for all youths, regardless of sexual orientation or gender identity.
bFor example, a counselor’s office, designated classroom, or student organization where LGBTQ youths can receive support from administrators, teachers,
or other school staff.
cBased on a student’s perceived or actual sexual orientation or gender identity.
dFor all students, regardless of sexual orientation or gender identity.
eDuring the two years before the survey on teaching students of different sexual orientations or gender identities.
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though vitally important, may not be a top
priority. Relatedly, the extent to which
a school prioritizes implementation of the-
se practices may largely depend on a hand-
ful of individuals in positions of influence
(e.g., principals, school board members,
and vocal parents); community support
for LGBTQ youths may be less important.
It is also possible that some supportive
leaders feel constrained by the presence of
a vocal minority in opposition to these
practices.

Limitations
This study is subject to several limitations.

First, Profiles data apply to public middle and
high schools; the results are not generalizable
to private schools or elementary schools.
Additionally, the data are combined for
middle and high schools. There is no clear
pattern of results, but percentages and trends
might differ by school level. Third, not all US
states are included in this analysis; several states
did not achieve weighted data for at least 3
Profiles cycles. These states, however, were
from all regions of the country and varied in
population size. Fourth, the data are self-
reported by school principals and lead health
education teachers; therefore, results rely on
respondent knowledge and interpretation of
existing policies and practices, and over- and
underreporting is possible. Also, Profiles does
not assess the quality of policies and practices
measured or howwell they are implemented.
For example, a school may have policies to
prohibit harassment based on perceived or
actual sexual orientation or gender identity,
but the extent to which students and staff
are aware of the policy or the degree to which
is it appropriately enforced remains un-
known. Furthermore, only linear trends
were examined in this analysis; with data
from future Profiles cycles, nonlinear trends
can also be examined. Lastly, Profiles does
not provide data on characteristics that
might explain increases, decreases, or lack
of change across certain policies and practices;
as a result, additional research is needed to
better understand why particular trends
have emerged in the data. Despite these
limitations, this study allowed an examina-
tion of multiple domains relevant to
the health and well-being of LGBTQ
students, providing useful information
for schools.

Public Health Implications
Contrary to the initial hypothesis, this

study found that implementation of many
school-based practices to support LGBTQ
youths did not significantly increase between
2008 and 2014 in the majority of states. Two
practices had encouraging findings: (1) pro-
hibiting harassment, although lacking in-
creased implementation in the majority of
states, was implemented at relatively high
levels across the states, and (2) implementa-
tion of safe spaces programs increased in the
majority of states. Together, these 2 practices
represent important foundational compo-
nents to creating a base level of safety and
support for LGBTQ students in schools.
However, lower levels of and lack of increases
in implementation across the other practices is
concerning. These practices represent areas in
which schools can strengthen their efforts to
support the health of LGBTQ youths. Future
research to explore why there were few in-
creases in key practices to support LGBTQ
youths in schools, and to better understand
the barriers and facilitators for implementing
such practices, could provide health and ed-
ucation professionals with additional insight
into how to increase school support for
LGBTQ youths. Given growing public
support for LGBTQ individuals, ongoing
assessment of the extent to which such
normative change is translating into the
implementation of supportive practices is
warranted. Public health professionals can
work across settings, including schools, to
facilitate the implementation of practices
that support the health and well-being of
LGBTQ youths.
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