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ABSTRACT 

Examining Social Support as a Factor Promoting Resiliency Against Negative Outcomes 

Among Sexual Minority Youth 

 

While most researchers agree that there is nothing inherently pathological about a 

sexual minority orientation (Savin-Willimas, 2005), sexual minority youth often face 

additional mental health challenges. Among the specific challenges experienced by 

sexual minority youth are increased rates of depression (D’Augelli, 2002; Galiher, 

Rostosky, & Hughes, 2004; Russell & Joyner, 2001), suicidal ideation (Balsam, 

Beauchaine, Mickey, & Rothblum, 2005; Russell & Joyner, 2001), substance abuse 

(Garofalo, Wolf, Kessel, Palfrey, & DuRant, 1998), and victimization (D’Augelli, 

Pilkington, & Hershberger, 2002; Elze, 2003; Russell, Franz, & Driscoll, 2001). 

Although research is beginning to address protective factors, we do not yet have a 

complete understanding of specific protective factors, particularly within the school, that 

promote resiliency within this group. 

The current study utilized a correlational design to evaluate the experiences of 

377 sexual minority youth and examine the link between social support and specific 

mental health indicators (depression, suicidal ideation, substance use, and victimization). 

The youth in this study were drawn from community drop-in centers for sexual minority 

youth. Participants completed questionnaires and participated in a face-to-face interview 

to provide information regarding depression, suicidal ideation, substance use, 

victimization. Additionally, participants provided information regarding their feelings of 
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being supported by their friends, whether or not their school had a support/discussion 

group for sexual minority youth, and if so, whether they attended the group.  

No significant relationships were found between the social support factors (social 

support from friends, presence of support group in school) and decreased substance use 

or suicidal ideation. Contrary to research indicating positive outcomes for students who 

attend schools with a Gay-Straight Alliance (GSA; GLSEN, 2011), youth in the current 

study whose school had a support group reported increased depression when compared to 

youth whose school did not have a support group. However, a significant relationship 

was found between increased perceived social support from friends and decreased 

depression scores. These findings suggest the need for advocacy within schools to create 

supportive environments that are accessible to all sexual minority youth and that provide 

the opportunity to increase social networks and access to supportive peers.  

 

 

 

 

 

 

 

 

 

 

 



iv 

 

ACKNOWLEDGEMENTS 

 

 First, I would like to express my gratitude to Dr. Anthony D’Augelli for allowing 

me to utilize the data from the “Q & A Project” for this dissertation. I would to thank the 

School Psychology Department at Temple University for providing me with the skills, 

support, and opportunity to realize my dream of becoming a School Psychologist. I 

would also like to thank each of my committee members Dr. Erin Rotheram-Fuller, Dr. 

Catherine Fiorello, Dr. Joseph Ducette, Dr. Frank Farley, and Dr. Laura Pendergast for 

their patience, encouragement, and support throughout this process. I would like to 

specifically thank Dr. Ducette for his invaluable assistance in statistical methods and 

interpretation. I would like especially thank my advisor, Dr. Erin Rotheram-Fuller, who 

remained steadfast in her support and belief in me through one of the most challenging 

times in my life. Her persistence and limitless availability and feedback helped to make 

the completion of this project a reality.  

 I would like to thank my parents whose unrestricted love and encouragement has 

served as the structural base for all that I have or ever will accomplished. I would like to 

thank my daughter whose birth provided me with the motivation and strength to persist 

and to strive to create a brighter future.  Finally, I would like to express sincere gratitude 

and respect for my husband whose partnership and unmistakable courage in his personal 

fight with cancer has shown me the great power of human resilience. Thank you for your 

strength and for supporting me in this pursuit even when it seemed impossible. This 

accomplishment would not be possible if not for you.    

 



v 

 

TABLE OF CONTENTS 

 

 

    PAGE 

ABSTRACT ................................................................................................................. ii 

ACKNOWLEDGEMENTS ........................................................................................ iv 

LIST OF TABLES .................................................................................................... viii 

CHAPTER 

1. INTRODUCTION ................................................................................................. 1 

Research Problem .................................................................................................. 2 

Purpose of Study .................................................................................................... 3 

Research Questions ................................................................................................ 3 

2. REVIEW OF LITERATURE ................................................................................ 4 

Sexual Minority Youth .......................................................................................... 4 

Risk Factors ........................................................................................................... 7 

       Depression....................................................................................................... 7 

       Suicide............................................................................................................. 8 

       Substance Abuse ............................................................................................. 9 

       Victimization................................................................................................. 10 

Protective Factors................................................................................................. 12 

       Social Support ............................................................................................... 12 

       School Support Groups ................................................................................. 14 

Current Study ....................................................................................................... 16 

3. METHODOLOGY .............................................................................................. 18 

Participants ........................................................................................................... 18 



vi 

 

Data Collection .................................................................................................... 19 

Measures .............................................................................................................. 21 

Demographic Information .................................................................................... 21 

Mental Health Indicators...................................................................................... 21 

       Depression..................................................................................................... 21 

       Suicidal Ideation ........................................................................................... 22 

       Substance Use ............................................................................................... 23 

       Victimization................................................................................................. 23 

Social Support Measures...................................................................................... 24 

       Perceived Social Support from Friends ........................................................ 24 

       School Support Group................................................................................... 25 

Data Analysis Methods ........................................................................................ 26 

       Research Questions ....................................................................................... 27 

4. RESULTS ............................................................................................................ 29 

Descriptive Analysis ............................................................................................ 29 

      Demographics ................................................................................................ 29 

      Depression...................................................................................................... 31 

            Substance Use ................................................................................................ 31 

            Suicidal Ideation ............................................................................................ 37 

      Victimization.................................................................................................. 37 

      Perceived Social Support from Friends ......................................................... 38 

      School Support Group.................................................................................... 38 

Primary Analysis .................................................................................................. 39 



vii 

 

       Do mental health outcomes differ depending on the 

       presence of a support/discussion group for sexual minority  

       youth within the school? ............................................................................... 39 

        

      In those who report the presence of a support/discussion  

      group for sexual minority within the school, do mental health  

      outcomes differ depending attendance versus non-attendance? .................... 39 

 

      Does perceived social support from friends predict the level  

      of depression, suicidal ideation, and substance abuse among  

            the sexual minority youth in this study? ........................................................ 46 

 

            Does victimization predict mental health indicators (depression,  

            suicidal ideation, and substance abuse ........................................................... 47 

 

5. DISCUSSION ...................................................................................................... 50 

Current Findings .................................................................................................. 50 

Limitations ........................................................................................................... 58 

Future Research ................................................................................................... 60 

Implications.......................................................................................................... 62 

REFERENCES .......................................................................................................... 65 

 

 

 

 

 

 

 



viii 

 

LIST OF TABLES 

 

 

TABLE PAGE 

1. Perceived Social Support from Friends ................................................................. 25 

2. Demographic Characteristics of the Sample .......................................................... 29 

3. Substance Use ........................................................................................................ 32 

4. Summary of Spearman Correlational Data for Substances Used .......................... 36 

5. Serious Thoughts of Suicide .................................................................................. 37 

6. Feared for Safety at School .................................................................................... 37 

7. Presence of a Support Group for LGBT People in School .................................... 38 

8. Attendance at a Support Group for LGBT People in School................................. 38 

9. Means, Standard Deviations and t-test Results for the BDI Comparing              

Students Whose Schools did or did not have a Support Group ................................. 40 

10. Means, Standard Deviations and t-test Results for the BDI Comparing 

Students Who Attended or Did Not Attend their School’s Support Group ............... 41 

11. Chi-Square Results for School Support Group by Fear for Safety ...................... 41 

12. Chi-Square Results for School Support Group by Fear for Safety ...................... 42 

13. Means, Standard Deviations and t-test Results for Suicidal Thoughts 

Comparing Students Whose Schools did or did not have a Support Group .............. 42 

14. Chi-Square Results for School Support Group by Suicidal Thoughts ................. 43 

15. Means, Standard Deviations and t-test Results for Cigarettes, Alcohol, 

and Marijuana Comparing Students Whose Schools did or did not have a 

Support Group ............................................................................................................ 44 

16. Pearson Correlations between Substance Use and Presence of a Support 

Group ......................................................................................................................... 44 

17. Means, Standard Deviations and t-test Results for Cigarettes, Alcohol, 

and Marijuana Comparing Students who did or did not Attend their School’s 

Support Group ............................................................................................................ 45 



ix 

 

18. Pearson Correlations between for Substance Use and Attendance at a 

Support Group ............................................................................................................ 45 

19. Pearson and Spearman Correlations between Perceived Social Support 

from Friends and BDI, Suicidal Thoughts, and Substance Use ................................. 46 

20. Pearson and Spearman Correlations between Fear for Safety and BDI, 

Suicidal Thoughts, and Substance Use ...................................................................... 47 

21. Means, Standard Deviations and ANOVA Results for BDI as a Function 

of Fear for Safety ....................................................................................................... 49 

 

 

 

 

 

 

 



1 

 

CHAPTER 1 

 

INTRODUCTION 

 

 

 

It is only within the last 50 years that we as a society have begun our journey of 

accepting rather than pathologizing sexual minority individuals. It was not until 1957 that 

the determination of homosexuality as a mental illness began to be questioned when 

Hooker (1957) found that experts could not reliably differentiate between a heterosexual 

and homosexual sample using a variety of psychological tests. However, it was not until 

1973 that homosexuality was specifically removed from the Diagnostic and Statistical 

Manual of Mental Disorders, Second Edition (DSM-II), and it was not until 1987 that 

homosexuality was removed completely in the DSM-III, Revised. While most researchers 

now agree that there is nothing inherently pathological about same-sex sexual orientation, 

sexual minority individuals, particularly sexual minority adolescents, face unique 

challenges.  

Adolescence in Western society is often seen as a time of great “storm and stress” 

during which the adolescent must face issues such as parental conflict, mood disruptions, 

and various forms of risky behavior (Arnett, 2004). Erikson (1959) described this time as 

a struggle between discovering one’s identity versus role confusion, during which the 

adolescent must develop their self-concept and determine their role within society. Role 

confusion emerges when the individual’s self-concept differs from society’s view of the 

individual. Gay, lesbian, and bisexual adolescents face all of the familiar stressors of 

adolescence with the added challenges of their status as sexual minority youth (Hunter, 

2000). Specifically, Rosario et al. (1996) reported that “gay-related” stress was associated 
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with increased mental health problems and problem behavior among a sample of sexual 

minority youth. As more adolescents identify as gay, lesbian, or bisexual it is important 

to understand the unique needs of this group. 

Among the specific challenges experienced by sexual minority youth are 

increased rates of depression (D’Augelli, 2002; Galiher, Rostosky, & Hughes, 

2004Russell & Joyner, 2001), suicidal ideation (Balsam, Beauchaine, Mickey, and 

Rothblum, 2005; Russell and Joyner, 2001), substance abuse (Garofalo, Wolf, Kessel, 

Palfrey, & DuRant, 1998), and victimization (D’Augelli, Pilkington, & Hershberger, 

2002; Elze, 2003; Russell, Franz, & Driscoll, 2001). In light of these findings, research 

has begun to address how to adequately support and protect these youths. Among these, 

positive family support and supportive relationships within schools have been shown to 

promote positive identity development (Goodenow, Szachala, & Westheimer, 2006; 

Hershberger & D’Augelli, 1995; Tharinger & Wells, 2000). Additionally, a lack of social 

supports can contribute to negative identity development, isolation, and negative mental 

health outcomes (Hershberger, Pilkington, and D’Augelli, 1997; Morrow, 2006; Rigby 

and Slee, 1999).  

Although research is beginning to address protective factors, we do not yet have a 

complete understanding of specific protective factors, particularly within the school, that 

promote resiliency within this group. Data indicate that sexual minority youth are 

beginning to discover their sexual orientation in elementary or middle school and waiting 

to disclose their orientation until high school (Diamond & Lucas, 2004). While family 

support has been found to promote resilience, many sexual minority adolescents 

experience parental rejection. The school offers a unique opportunity to intervene with 
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adolescents who are beginning to self-identify and who may not be able to access support 

at home. Therefore, it is important to seek information regarding school related factors, 

specifically the promotion of social support within schools, to promote resilience among 

this population. This study specifically seeks to address these gaps by exploring a large 

database of self-identified gay, lesbian, and bisexual adolescents who participated in the 

“Q & A Project” conducted by Anthony D’Augelli and Arnold Grossman (2006). The 

purpose of this study is to examine the relationship between social support and 

experiences of depression, suicidal ideation, substance use, and victimization among 

sexual minority youth by specifically addressing the following research questions:  

1. Do mental health outcomes (depression, suicidal ideation, and substance 

abuse) and victimization differ depending on the presence of a 

support/discussion group for sexual minority youth within the school?  

a. In those who report the presence of a support/discussion group for 

sexual minority within the school, do mental health outcomes 

(depression, suicidal ideation, and substance abuse) differ 

depending attendance versus non-attendance? 

2. Does perceived social support from friends predict the level of depression, 

suicidal ideation, and substance abuse among the sexual minority youth in this 

study? 

3. Does victimization predict mental health indicators (depression, suicidal 

ideation, and substance abuse? 

 3a. Does social support from friends mediate the effects of victimization  

 on mental health indicators? 
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CHAPTER 2 

 

REVIEW OF LITERATURE 

 

Sexual Minority Youth 

 

The precepts utilized to identify those with a sexual minority orientation have 

created various sexual orientation constructs throughout the literature such as sexual 

orientation, sexual identity, and same-sex sexuality (Diamond, 2003). These terms can 

often become confused when attempting to distinguish between sexual minority groups. 

For the purposes of this literature review, the term “sexual minority youth” will refer to 

adolescents who self-identify with a gay, lesbian, or bisexual sexual orientation (Elze, 

2003) and/or report attractions to the same-sex only or to both sexes (Russell & 

Consolacion, 2003). 

Research on the prevalence of youth with sexual minority orientations has been 

mixed. Some researchers have suggested that up to 10% of youth are or will become gay, 

lesbian, bisexual, or transgender (Gipson, 2002; Owens, 1998). Most research using 

population-based samples have indicated that approximately 4-7% of youth currently 

report same-sex attraction or identify as gay, lesbian, or bisexual (Bontempo & 

D’Augelli, 2002; Galliher, Rostosky, & Hughes, 2004; Russell, Seif, & Truong, 2001).  

These reports have been derived from data collected in two large-scale population based 

research studies, the National Longitudinal Study of Adolescent Health (Add Health) and 

the Youth Risk Behavior Survey (YRBS). The Add Health data and data from the YRBS 

have been utilized in much of the research on sexual minority youths.  
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Add Health is a nationally representative study of adolescents in grades seven 

through twelve. Add Health was initiated in 1994 through a grant from the National 

Institute of Child Health and Development (NICHD) with the purpose of identifying the 

causes of health-related behaviors in adolescents and their outcomes in young adulthood. 

The first wave of Add Health occurred between 1994 and 1995 with the second wave 

occurring in 1996. In 2001 through 2002, young adults who were interviewed in the first 

two waves were re-interviewed (Add Health, 2003). Much of the published research 

regarding sexual minority youth utilizes data collected at waves one and two. The second 

population-based research study, the YRBS, is conducted biennially in many states across 

the country. The Center for Disease Control and Prevention provides funding for states 

and local education agencies to systematically monitor youth health through the 

administration of the YRBS to ninth through twelfth graders (CDC, n.d.). The majority of 

research regarding sexual minority youth utilizing the YRBS has been derived from the 

YRBS results from Massachusetts and Vermont.   

Russell et al. (2001) examined data from 11,189 adolescents between the age of 

12 and 19 who were interviewed during Wave I of Add Health. Of these adolescents, 

6.7% reported exclusively same-sex attraction or both-sex attraction. Galliher, Rostosky, 

and Hughes (2004) examined data from the 7,613 adolescents who participated in Wave 

II of Add Health and found that 5.3% reported attraction to the same-sex or both sexes. 

The 1995 Youth Risk Behavior Survey was completed by 9,188 adolescents in 

Massachusetts and Vermont who were enrolled in the ninth through twelfth grade. Of 

these adolescents, 3.4% identified themselves as gay, lesbian, or bisexual (Bontempo & 

D’Augelli, 2002). The differences between these findings may be explained by the 
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answer response choice that was provided for the adolescent. In the Add Health survey, 

adolescents were asked to report on their feelings of attraction to the same-sex, opposite-

sex, or both-sexes. The YRBS required adolescents to identify as gay, lesbian, or 

bisexual. This data may indicate that youth are more comfortable reporting same-sex 

attraction than identifying themselves using the terms gay, lesbian, or bisexual. 

Age appears to also be a factor in the identification of oneself as gay, lesbian, or 

bisexual. D’Augelli, Pilkington, and Hershberger (2002) used a cross-sectional design to 

examine the developmental trend of sexual orientation in a sample of 350 gay, lesbian, or 

bisexual youth (aged 21 and younger) drawn from youth groups in the United States, 

Canada, and New Zealand. These youths reported their first awareness of same-sex 

attractions at 10 to 11 years. Youths self-labeled as gay, lesbian, or bisexual at 15 to 16 

years but did not disclose their sexual orientation until 17 years. Similarly, Diamond and 

Lucas (2004) found that sexual minority youth reported knowing that they were not 

heterosexual at a mean age of 10.3 for males and 12.2 for females. This data indicate that 

sexual minority youth are beginning to discover their sexual orientation in elementary or 

middle school and waiting to disclose their orientation until high school. D’Augelli, 

Grossman, Salter, Vasey, Starks, and Sinclair (2005) examined the development of 

sexual orientation among a sample of 361 GLB youths from community based programs 

in New York City and the surrounding suburbs. These youth were first attracted to the 

same-sex at age 10, self-identified at age 14, and first disclosed to someone else at 14.5 

years. This data indicate that youth may be self-identifying as gay, lesbian, or bisexual 

and disclosing their orientation at a younger age. 
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Risk Factors 

 

Most researchers agree that there is nothing inherently pathological about a sexual 

minority orientation and some argue that the majority of sexual minority youth are 

healthy, functioning, and resilient (Savin-Willimas, 2005). However, many of these 

youths have been found to be at a disproportionately high risk for various mental health 

problems such as depression (D’Augelli, 2002; Galiher, Rostosky, & Hughes, 2004), 

suicidal ideation (Balsam, Beauchaine, Mickey, & Rothblum, 2005; Russell & Joyner, 

2001), and substance abuse (Garofalo, Wolf, Kessel, Palfrey, & DuRant, 1998). It is 

likely that environmental and social factors such as membership to a stigmatized group 

and increased experiences of victimization (D’Augelli, Pilkington, & Hershberger, 2002; 

Elze, 2003; Russell, Franz, & Driscoll, 2001) have resulted in these negative outcomes.  

 

Depression 

 Research regarding sexual minority youth and depression has revealed that sexual 

minority youth may be at an increased risk for depressive symptoms. In a study of 97 

sexual minority high school students, Williams, Connolly, Pepler, and Craig (2005) 

found that sexual minority youths demonstrated higher levels of depression (as measured 

by the BDI-II) than a matched sample of heterosexual students. Similarly, Diamond and 

Lucas (2004) found that while sexual minority youth reported comparable levels of self-

esteem and perceived stress, they also reported greater negative affect including 

depression than their heterosexual peers. D’Augelli (2002) used the Brief Symptom 

Inventory (BSI) to examine mental health problems among a sample of sexual minority 
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youth. Sexual minority youth reported significantly higher symptoms of depression when 

compared to the BSI norm group.  

While the preceding studies utilized convenience samples comparing both sexual 

minority and heterosexual youth, population-based studies have found similar results. 

Analysis of the Nationally representative Add Health data indicates that youths who 

reported same-sex attractions experienced higher levels of past week depression than 

their heterosexual peers (Galliher, Rostosky, & Hughes, 2004; Russell, 2005; Russell & 

Joyner, 2001; Udry & Chantala, 2002).  

 

Suicide 

A large amount of research has focused on suicide among sexual minority youth. 

Much of this research has indicated a higher rate of both suicidal ideation and suicide 

attempts among sexual minority adolescents (D’Augelli et al., 2002; Goodenow, 

Szalacha, & Westheimer, 2006; Russell & Joyner, 2001). Analysis of the Massachusetts 

Youth Risk Behavior Survey revealed that sexual minority youth were significantly more 

likely to report one or more past-year suicide attempts and to have made a suicide attempt 

requiring medical attention (Goodenow, Szalacha, & Westheimer, 2006).  Russel and 

Joyner (2001) found similar results in their analysis of the Add Health data. The same-

sex or both-sex attracted youth in this sample were approximately twice as likely to 

report suicidal ideation or a suicide attempt when compared to their other-sex attracted 

peers. Additionally, youths’ attraction-relationships status as reported in Wave One of 

Add Health was a significant predictor of suicidal thoughts at Wave Two, one year later. 

(Russell & Consolacion, 2003). 
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Studies utilizing convenience samples have also demonstrated suicide risk among 

sexual minority youth. Of 350 self-identified sexual minority adolescents, D’Augelli, 

Pilkington, and Hershberger (2002) found that 42% of males and 25% of females had 

sometimes or often thought of suicide and over one third had made an attempt. Similarly, 

in a study of sexual minority individuals and their siblings, Balsam, Beauchaine, Mickey, 

and Rothblum (2005) found that sexual orientation predicted suicide attempts and 

suicidal ideation. Lastly, Noell and Ochs (2001) found that sexual minority status was 

associated with life-time history of suicide attempts but not recent attempts. Additionally, 

sexual minority status was associated with recent suicidal ideation. The results of these 

studies highlight the overall importance of research in the area of sexual minority youth 

and suicidal ideation and attempts.  

 

Substance Abuse 

 Data from the 1995 Youth Risk Behavior Survey revealed that sexual minority 

youth were at an increased risk of substance use and abuse than their heterosexual peers. 

Sexual minority youth reported earlier use of cocaine, alcohol, and marijuana as well as 

more frequent use of crack cocaine and inhalants (Garofalo, Wolf, Kessel, Palfrey, & 

DuRant, 1998). Utilizing data from the Growing Up Today Study (GUTS), sexual 

minority youth were more likely than heterosexual youth to report past-year illicit drug 

use and prescription drug misuse, particularly within the bisexual female sample (Corliss 

et. al., 2010).  In the GUTS study (N=12,644) illicit drug use (heroin, ecstasy, cocaine, 

LSD, and amphetamines) was reported by 29% of bisexual females, 25% of gay females, 

19% of bisexual males, and 18% of gay males.  Similarly, analysis of the Add Health 
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database indicates that sexual minority youth were more likely to than their heterosexual 

peers to abuse alcohol (Russell & Joyner, 2001) and that adolescents reporting both-sex 

attraction report higher prevalence of substance use and more problems associated with 

use than their heterosexual and their same-sex attracted peers (Russell, Driscoll, & 

Truong, 2002).  

While homeless youths are in general at increased risk for negative outcomes, 

sexual minority homeless youth are at greater risk for use of various drugs. In a 

longitudinal study of homeless youth, Noell & Ochs (2001) found that lesbian and 

bisexual females were significantly more likely to report having used injection drugs, 

amphetamines, marijuana, and LSD in their life-time than heterosexual females. As for 

recent drug use, sexual minority males and females were more likely to have used 

amphetamines and injection drugs.  

 

Victimization 

 The developmental trend of sexual orientation among youths, beginning with 

awareness of same-sex attraction at age 10 to 11 years and ending with disclosure at 17 

years (D’Augelli, Pilkington, & Hershberger, 2002), signifies the importance of 

identifying school factors that affect sexual minority youth in that most youth between 

the ages of 10 to 17 are in school. Victimization of sexual minority youth in schools has 

been widely studied (D’Augelli, Pilkington, & Hershberger, 2002; Elze, 2003; Russell, 

Franz, & Driscoll, 2001). D’Augelli, Pilkington, and Hershberger (2002) found that 59% 

of sexual minority students experienced verbal abuse, 24% were threatened with 

violence, 11% had been physically attacked, 2% were threatened with weapons, and 5% 
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were sexually assaulted. Elze (2003) found similar results among her sample of 136 high 

school youths who identified as either lesbian (25%), gay (26%), bisexual (48%), or 

uncertain (1.5%). Of these youth, 60% experienced victimization in their school based on 

their sexual orientation and 32% reported severe victimization (such as property damage, 

sexual assault, kicked, hit, or beaten).  

The Gay, Lesbian, and Straight Education Network (GLSEN) has conducted 

biennial surveys of sexual minority youth to asses school climate since 1999. The most 

recent survey in 2005 was conducted with 1,732 self-identified gay, lesbian, and bisexual 

youth between the ages of 13 and 20 from all 50 states. Of these youth, 64.3% reported 

that they felt unsafe at school because of their sexual orientation, 64.1% report being 

verbally harassed in the past year due to their sexual orientation, 37.8% had experienced 

physical harassment, and 17.6% were physically assaulted. Additionally, 28.9% of these 

youth had skipped school because they felt unsafe (Kosciw & Diaz, 2006).  

 When compared to heterosexual peers, sexual minority youth experience more 

frequent and more violent victimization (Balsam, Beauchaine, Mickey, & Rothblum, 

2005). In an analysis of data from the Youth Risk Behavior Survey, Goodenow, 

Szalacha, and Westheimer (2006) compared the school experiences of 202 sexual 

minority youth with the school experiences of 3,435 other adolescents. They found that 

the sexual minority youths were significantly more likely to report being threatened or 

injured with a weapon at school, skip school because of fear, and experience forced 

sexual contact than their heterosexual peers.  

School experiences, particularly victimization at schools appear to have a 

detrimental effect on the mental health and wellbeing of sexual minority youth. Various 
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correlational studies document these negative experiences as well as the level of 

emotional difficulties that may be associated with these experiences. However, these 

studies are correlational and therefore cannot infer causation. School victimization has 

been found to be linked to lower academic achievement (Kosciw & Diaz, 2006) and 

emotional distress (Ayyash-Abdo, 2002). Additionally, Bontempo and D’Augelli (2002) 

found that differences in health risk behaviors such as suicidality was mediated by 

victimization at school.  

 

Protective Factors 

 

Social Support  

Chesir-Teran (2003) defines heterosexism as a “setting-level process that 

systematically privileges heterosexuality relative to homosexuality, based on the 

assumption that heterosexuality as well as heterosexual power and privilege are the norm 

and the ideal” (pg. 268). He further states that heterosexism in schools is manifested in 

the physical-architectural features, program-policy features, suprapersonal features, and 

social features of the school environment.  The experience of heterosexism may lead 

adolescents to feel as though they are a stigmatized member of society. Research on 

sexual minority youth has demonstrated the extent to which they experience 

stigmatization and victimization from society (Elze, 2003; Russell, Franz, & Driscoll, 

2001) and how these factors effect mental health ( Elze, 2002) and health risk behaviors 

(Bontempo & D’Augelli, 2002; D’Augelli, Pilkington, & Hershberger, 2002; Noell & 
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Ochs, 2001) . Social support becomes an important factor in both the risk and resilience 

of sexual minority youth in combating these negative outcomes. 

According to Savin-Williams (1998), sexual minority youth place particular 

importance on friendships because of their experience of or fear of parental rejection due 

to sexual orientation.  It is possible that this reliance on friendships may explain why 

sexual minority youth report disproportionately high worries about losing friends 

(Diamond & Lucas, 2004) and more attachment to friends (Diamond & Dube, 2002) than 

their heterosexual peers. Despite the importance placed on friendships, sexual minority 

youth report more feelings of social isolation (Hatzenbuehler, McLaughlin, & Xuan, 

2012), loneliness (Martin & D’Augelli, 2003), and younger sexual minority youth report 

smaller peer networks (Diamond & Lucas, 2004).  

Social support and friendships may be important risk factors among sexual 

minority youth. Hershberger, Pilkington, and D’Augelli (1997) found that rejection by 

peers and loss of friends due to sexual orientation was a strong predictor of adolescent 

suicide attempts. Rigby and Slee (1999) found that social support was significantly 

related to the degree of suicidal ideation. Diamond and Lucas (2004) found that sexual 

identity differences in mental health indicators such as depression and anxiety were 

mediated by sexual identity differences in relationship experiences and expectations 

(Diamond & Lucas, 2004). Similarly, Williams, Connolly, Pepler, and Craig (2005) 

found that social support and victimization mediated the link between sexual orientation 

and psychosocial symptoms. In a national sample of sexual minority youth, social 

isolation was found to partially mediate the association between sexual minority status 

and depressive symptoms (Hatzenbuehler, McLaughlin, & Xuan, 2012). This relationship 
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between social support and negative outcomes may indicate that increased social support 

may act as a protective factor and promote resiliency among this population.  

  

School Support Groups 

Experiences at school may play an important role in the wellbeing of sexual 

minority youth. The school is an environment through which adolescents form 

friendships and receive support from peers and teachers, thus it is a unique setting to 

promote resilience among its members. However, sexual minority youth have been found 

to report poorer attitudes toward school, more trouble paying attention (Russell, Seif, & 

Truong, 2001) and less feelings of school belonging (Galliher, Rostosky, & Hughes, 

2004) than their heterosexual peers. While experiences at school have been linked to 

negative outcomes, research suggests that positive experiences at school may protect 

sexual minority youth. Elze (2003) found that sexual minority youth who rated their 

school as having more positive characteristics regarding sexual minority students felt 

more positive about their sexual orientation, reported higher self-esteem, lower feelings 

of stigmatization, and more social integration.  

 One means of providing support to students at school is through the formation of 

sexual minority support or discussion groups such as Gay/Straight Alliances (GSA). 

GSA’s are student-led support groups within schools that provide a safe space and 

opportunity for activism for LGBT students and their heterosexual allies (Fetner & Kush, 

2008). Support groups provide sexual minority youth with the opportunity to form 

friendships and discuss issues that affect their everyday lives. Szalacha (2003) found that 

the presence of a school GSA was associated with a more positive school diversity 
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climate. Additionally, compared to students in schools without a GSA, students in GSA 

schools reported hearing fewer homophobic slurs, were more likely to be able to identify 

a supportive staff member, and were more likely to report feeling comfortable referring a 

friend who was questioning their sexual orientation to a counselor.   

Using data from the Massachusetts Youth Risk Behavior Survey and data from 

state records and school principals, Goodenow, Szachala, and Westheimer (2006) found 

that schools with sexual minority support groups were more likely to have a written 

policy on safety for sexual minority youth and greater school safety for these youths. 

Additionally, sexual minority students who attended schools with support groups were 

less than half as likely as youths who attended schools without support groups to report 

dating violence, be threatened or injured at school, or skip school due to fear. They were 

also less than one third as likely to report making multiple past year suicide attempts.  

Walls, Kane, and Wisneski (2010) evaluated the school experiences of sexual 

minority youth in schools that did not have a GSA and schools that had a GSA. 

Additionally, within the GSA group, they examined the experiences of those youth who 

were members of the GSA compared youth who were not members. Results indicated 

that students who reported that their school did not have a GSA were more likely to drop 

out of school, report feelings of being unsafe at school, skip school due to feeling unsafe, 

and have lower GPAs. However, results were only significant regarding GPA when 

student GSA members were compared to non-members. Similarly, a retrospective study 

of young sexual minority adults found that the presence of a GSA in their high school 

was associated with overall psychosocial well-being as well as improved educational 
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attainment. However, participation in a GSA was only found to be significantly related to 

fewer substance abuse related problems (Toomey, Ryan, Diaz, & Russell, 2011).  

 

Current Study 

 

Based on this literature, it is clear that sexual minority youth face increased risk 

factors such as depression, suicide, substance use, and victimization. However, little 

research has focused on protective factors that may exist to promote resiliency among 

this population. This study utilized data from the first wave of the “Q & A Project” 

conducted by Anthony D’Augelli and Arnold Grossman to examine the relationship 

between social support and experiences of depression, suicidal ideation, substance use, 

and victimization among sexual minority youth.  

The first goal of this study was to evaluate whether mental health outcomes 

(depression, suicidal ideation, and substance abuse) and experiences of victimization 

among the sexual minority youth in this study differed depending on the presence of a 

support/discussion group for sexual minority youth within the school? Additionally, this 

study sought to determine whether, for those youth who reported the presence of a 

support/discussion group within their school, mental health indicators differed as a 

function of attendance versus non-attendance. It was anticipated that the sexual minority 

youth who reported the presence of a support/discussion group for sexual minority youth 

within their school would also report lower depression scores, fewer thoughts of suicidal 

ideation, less substance use, and fewer experiences of victimization than those youth who 

reported that no such group exists within their school.  Similarly, it was anticipated that 
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youth who reported attendance at the school support/discussion group would also report 

lower depression scores, fewer thoughts of suicidal ideation, and less substance use than 

those youth who report non-attendance.  

The second goal was to determine whether the level of perceived social support 

among this group would predict their reported levels of depression, suicidal ideation, and 

substance use among the sexual minority youth in this study? It was postulated that 

perceptions of greater social support would predict lower levels of the assessed mental 

health indicators. Lastly, this study sought to evaluate whether victimization of the sexual 

minority youth in this study would predict reported mental health indicators (depression, 

suicidal ideation, and substance abuse), and if so, whether social support from friends 

would mediate these effects. It was hypothesized that a direct relationship would be 

found between victimization and the reported mental health indicators and that increased 

perceived social support would mediate this effect and result in lower reported 

depression, suicidal ideation, and substance use.   
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CHAPTER 3 

 

METHODOLOGY 

 

 

The outcome data from this study were drawn from a longitudinal research study 

conducted by Anthony R. D’Augelli and Arnold H. Grossman (D’Augelli & Grossman, 

2006). Permission to utilize study data was provided to the author of this dissertation by 

Dr. Anthony R. D’Augelli. The goal of “The Q & A Project” was to determine the impact 

of stigmatization and mistreatment of sexual minority adolescent adjustment and identify 

risk and resiliency factors. This project began in February 1999 and was completed in 

early 2004. Data were collected at three times points across two years using various 

questionnaires as well as in person interviews from June 1999 through December 2001. 

For the purposes of the current study, only data collected during the first wave of data 

collection at the first time point was utilized. The current study primarily focused on 

victimization, social support, and mental health indicators.  

 

Participants 

 

Participants in the current study were 377 self-identified gay, lesbian, and 

bisexual youths between the ages of 15 and 19 years (M=16.69, SD=1.18). Prior to 

analyses for the current study, the data were reviewed for participants who met specific 

exclusionary criteria. Students who attended an LGBT school (N=34) were excluded 

because their experience in school was expected to differ considerably from all other 

schools on study outcomes. Additionally, in an effort to include only those students who 
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were enrolled in a middle/high school setting at the time of the study, students who 

reported that they were enrolled in a GED program (N=34), high school graduate (N=43), 

one year of college (N=28), or two years of college (N=15) were also excluded. Sexual 

identity of participants was determined by asking participants to describe, based on their 

feelings and experiences over their entire life, their sexual orientation from a 8-point 

scale including “totally straight,” “almost totally straight,” “bisexual/mostly straight,” 

“bisexual/equally lesbian/gay and straight,” bisexual/mostly gay or lesbian,” “almost 

totally gay or lesbian,” “totally gay or lesbian,” and “uncertain or questioning.” During 

the initial interview, if participants indicated that their sexual orientation was “totally 

straight” the interview was stopped and the participant was withdrawn from the study. 

For the current study, participants who identified as “uncertain or questioning” were 

excluded (N=2). Only those participants who identified themselves as being in one of the 

five bisexual or gay/lesbian categories were included in the study.  The final sample for 

the current study consisted of 377 school-age sexual minority adolescents.  

 

Data Collection 

 

 Data collection for the Q & A Project occurred between June, 1999 and 

December, 2001 (D’Augelli & Grossman, 2006). Data were collected at three times 

points across two years using a battery of questionnaires and face-to-face interviews from 

June 1999 through December 2001. Participants were drawn from three community-

based drop-in organizations that provide services to sexual minority youth. These centers 

provide a safe space where sexual minority can access services, meet other sexual 
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minority youth, and connect with supportive adults. Additionally, community centers 

may be involved in advocacy and community outreach, and organize special events for 

sexual minority youth. One research site was located in the New York City metropolitan 

area and two were located in surrounding suburbs. Disclosure of sexual orientation to 

parents may place sexual minority youth at risk, therefore a waiver of parental consent 

was granted by the IRB at both participating Universities (New York University and 

Pennsylvania State University). A youth advocate was present at each site to ensure 

participant safety and confidentiality. Confidentiality was protected in that all specific 

information about the youths’ identities was removed from the research data and only 

case numbers were included. Participant information and case numbers were maintained 

separately at one University while data was processed at another University. 

Participants from each site were given $30.00 for participation in the first 

interview, $40.00 for participation in the second interview, and $50.00 for participation in 

the third interview. Additionally, the research team provided incentives for maintaining 

contact throughout the duration of the study. In an effort to recruit additional participants, 

existing participants were offered financial incentive to refer others outside of the 

organizations to the study. 

The interviews were conducted by trained Master’s level mental health clinicians. 

Interviewers were matched to participants based on gender in that each participant was 

interviewed by a same-gender interviewer. Bilingual interviewers were provided for 

Hispanic/Latino participants who preferred to be interviewed in Spanish. Each session 

took place in a private room at each of the community sites and lasted approximately two 

to three hours. Each session began with informed consent procedures and then 



21 

 

completion of various paper-based questionnaires. After completion of the 

questionnaires, the youth were given a ten minute break. The youth then participated in a 

structured face-to-face interview. Two ten minute breaks were offered during this time 

period. Youth reported on their sexual orientation and same-sex sexual attractions and 

behavior. Data was collected regarding various familial, social, and educational 

experiences. Additionally youth reported on behavioral and psychological problems 

including psychiatric history, suicidal ideation and attempts, self-esteem, substance use 

and abuse, victimization, and coping strategies. For the purposes of this research study, 

only the measures and interview questions discussed below will be included. 

 

Measures 

 

Demographic Information 

Demographic information included in this study is participant age, gender, type of 

school (public, private, etc.), grade, race, and ethnicity. Additionally, youth were asked to 

disclose information regarding their sexual orientation. Youth were asked “Based on your 

feelings and experiences over your entire life, how would you describe your sexual 

orientation?” Response options were “totally gay or lesbian,” “almost totally gay or 

lesbian,” “bisexual/mostly gay or lesbian,” “bisexual/equally gay or lesbian,” 

“bisexual/mostly straight,” “almost totally straight,” “totally straight,” “uncertain or 

questioning.”  
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Mental Health Indicators 

Depression  

The Beck Depression Inventory, Second Edition (Beck, Steer, & Brown, 1996) 

was administered at each time-point to assess feelings of depression. The BDI-II is a 

standardized 21 item self-report scale that requires participants to read groups of 

statements and determine which statement most describes how the participant has felt 

during the past two weeks. The content of items includes the following: (1) sadness, (2) 

pessimism, (3) past failure, (4) loss of pleasure, (5) guilty feelings, (6) punishment 

feelings, (7) self-dislike, (8) self-criticalness, (9) suicidal wishes or thoughts, (10) crying, 

(11) agitation, (12) loss of interest, (13) indecisiveness, (14) worthlessness, (15) loss of 

energy, (16) changes in sleeping pattern, (17) irritability, (18) changes in appetite, (19) 

concentration difficulty, (20) tiredness or fatigue, and (21) loss of interest in sex. Items 

are rated from 0 to 3 and a total score is calculated, which is a sum of all items. Higher 

scores indicate more severe depression (0-9 minimal, 10-16 mild, 17-29 moderate, and 

30-63 severe). The BDI-II was found to have high internal consistency (a=.91) and test 

retest reliability (r=0.93). 

 

Suicidal Ideation   

 To assess for suicidal ideation over the past year, participants were asked “Within 

the last year, how often have you seriously thought about taking your own life?” 

Responses were provided on a 4-point scale including “never,” “rarely,” “sometimes,” 

and “often.” For data analyses, suicidal ideation responses were numerically coded as 
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“never” (coded as 0), “rarely” (coded as 1), “sometimes” (coded as 2), and “often” 

(coded as 3).  

 

Substance Use 

Substance use over the past year was determined through questionnaire by 

responding to the question “How often did you use these during the last year?” 

Participants were asked to report on their use of 12 substances including “cigarettes,” 

“alcohol,” “marijuana (pot),” “cocaine (coke),” “crack,” “uppers or amphetamines 

(speed, crystal meth, ice),” “narcotics (codeine, heroin, black tar),” “drugs you shoot with 

needles ,” “drugs that you sniff other than cocaine (poppers, amyl nitrate, butyl nitrate, 

airplane glue, Rush),” “downers or sedatives (valium, “ludes,” phenobarbital, “roofies”),” 

“LSD or other hallucinogens (mushrooms, angel dust, PCP, peyote, MDA, Ecstasy, 

“special K”),” and “steroids or hormones (“mones”).” The participants rated whether or 

not they had used each substance on a 6-point likert scale including “never,” “once per 

month”, “2-3 times per month,” “once per week,” “2+ times per week,” and “every day.”  

Spearman and Pearson Correlation Matrices were completed to determine whether or not 

there was considerable overlap in usage of multiple drugs. Cigarettes, alcohol, and 

marijuana were reported most often. For the purposes of data analyses, responses for 

these items were numerically coded from “never” (coded as 0) to “every day” (coded as 

5). Due to the infrequency of use for all remaining substances, for subsequent analyses, 

responses were dichotomized into “none” (coded as 0) and “some” (coded as 1).  
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Victimization 

 Participants were asked to report on their experiences of victimization at school 

based on their identity as a sexual minority. Participants were asked to identify “How 

often have you feared for your safety at school due to the threat of violence because you 

are LGBT?” on a 3-point scale including “never,” “occasionally,” or “often.” Although 

the youth in this study reported on various specific forms of victimizations, fear for safety 

was selected because the question specifically addressed school-related victimization and 

due to the large percentage of youth who have reported that they feel unsafe in school. 

Kosciw and Diaz (2006) found that in a survey of 1,732 sexual minority youth, 64.3% 

reported that they felt unsafe at school due to their sexual orientation. 

 

Social Support Measures 

 

Perceived Social Support from Friends 

The original “Q & A” Project study included questions from the 

Multidimensional Scale of Perceived Social Support (MSPSS, Zimet et al., 1988). The 

MSPSS is a 12-item scale that asks participants to rate their level of perceived support on 

a 5-point likert scale including “strongly disagree,” “disagree,” “neither agree nor 

disagree,” “agree,” and “strongly agree.”  The full MSPSS can be broken down into three 

levels of social support. Four items relate to perceived social support provided by a 

“special person” including “there is a special person around when I am in need “, “there 

is a special person with whom I can share my joys and sorrows,” “I have a special person 

who is a real source of comfort to me,” and “there is a special person in my life who cares 
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about my feelings”). Four items address perceived social support from family including 

“my family really tries to help me,” “my family is willing to help me make decisions,” “I 

can talk about my problems with my family,” and “I get the emotional help and support I 

need from my family.” Lastly, the MSPSS includes four items relating directly to 

perceived social support from friends.  

The purpose of the current study was to evaluate specifically perceived social 

support from friends; thus, the items were excluded. A perceived social support scale was 

created using the four questions involving the level of perceived social support from 

friends (Table 1). A total score was calculated in which the responses to all four items 

were summed. Scores range from 4 to 20, with higher scores indicating increased 

perceived social support.  

 

Table 1 

Perceived Social Support from Friends 

“My friends really try to help me”  

“I can count on my friends when things go wrong”  

“I have friends with whom I can share my joys and sorrows”  

“I can talk about my problems with my friends.”   

 

School Support Group 

Participants were asked a variety of questions regarding their access to and 

participation in LGBT related support services including community organizations, 

school-based support groups, personal counseling, social events, and internet sites. The 

purpose of this study was to evaluate participants’ access to and participation in school-



26 

 

based support services; thus, the remaining items were not included. Regarding school-

based support services, participants were asked “Does your school have a 

support/discussion group for LGBT people?” This response was coded as a dichotomous 

yes/no variable. Additionally, if participants indicated that a support/discussion group 

existed within their school, they were asked “Have you attended its meetings?” This 

response was coded as a dichotomous yes/no variable. 

 

Data Analysis 

 

 Access to the Q & A data set was provided for use by Dr. Anthony D’Augelli. 

Because this study was conducted from a larger data set, prior to analyzing the data, the 

file was examined and cleaned to remove participants who met exclusionary criteria. 

After this operation was completed, the final sample size for the current study was 377 

participants. Demographic data was analyzed using descriptive statistics and frequencies. 

All data for the current study were analyzed using SPSS Version 21. Several decisions 

were made prior to beginning the analysis of the data to answer the research questions. 

These include the following: 

(1) Since some of the variables (e.g., the BDI scores) violated the normality 

assumption for parametric analyses, it was decided to compute both parametric 

and non-parametric analyses. Where these two approaches produced different 

answers to the research question, the discrepancy will be noted. 

(2) As shown in Table 3, with the exception of cigarettes, alcohol and marijuana, all 

of the remaining substance variables were used to a very small extent by the 
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subjects. Consequently, all of these low incidence variables were dichotomized 

into “none” (coded as 0) and “some” (coded as 1).  

To assess the relationship between each of the reported substances used, Pearson and 

Spearman correlations among their use were computed. An alpha level of .05 was chosen 

to identify significant findings. The current study sought to address the following 

research questions:  

1. Do mental health outcomes (depression, suicidal ideation, and substance use) 

and experiences of victimization differ depending on the presence of a support/discussion 

group for sexual minority youth within the school? 1A. In those who report the presence 

of a support/discussion group for sexual minority within the school, do mental health 

outcomes (depression, suicidal ideation, and substance abuse) differ depending 

attendance versus non-attendance? 

  The Mann-Whitney U test and separate samples t-test were utilized to evaluate 

whether the youth who reported the presence of a support group in school differ in their 

reported level of depression as measured by the BDI from those who reported no support 

group within the school.  A chi-square test of independence was performed to examine 

the relationship between the presence of a support group and reported fear for safety. A 

separate samples t-test and a chi-square test of independence were performed to evaluate 

the relationship between presence of a school support group and suicidal ideation. Lastly, 

to ascertain if students whose schools do or do not have a support group differ in their 

substance use Pearson correlations were computed. Additionally, t-tests were computed 

to specifically evaluate use of cigarettes, alcohol, and marijuana. The data were further 

evaluated as stated above to determine whether, for those youth who reported that there 
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was a support group in their school, groups differed on the evaluated mental health 

indicators based on attendance at their school’s support group.   

2. Does perceived social support from friends predict the level of depression, 

suicidal ideation, and substance abuse among the sexual minority youth in this study?  

To calculate perceived social support, four items were summed (“My friends 

really try to help me”, “I can count on my friends when things go wrong”, “I have friends 

with whom I can share my joys and sorrows”, and “I can talk about my problems with my 

friends.” Each item consisted of a 1-5 Likert scale, yielding a total score between 4-20. 

Higher scores indicate greater perceived social support. Pearson and Spearman 

correlations were computed to evaluate the relationship between perceived social support 

from friends and depression, suicidal ideation, and substance use. 

3. Does victimization predict mental health indicators (depression, suicidal 

ideation, and substance abuse)? 3. A. If it is determined that victimization predicts one or 

more mental health indicators, does social support from friends mediate the effects of 

victimization on mental health outcomes? 

Victimization was evaluated by assessing students’ reported fear for safety at 

school. The fear for safety variable consisted of three levels (0-Never, 1-Occasionally, 2-

Often). As an initial analysis, Pearson and Spearman correlations were computed with 

depression, suicidal ideation, and substance use. To further evaluate these data, both a 

one-way ANOVA and a Kruskal-Wallis test were computed. Mediation was not explored 

due to an insignificant correlation between victimization and social support.    
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CHAPTER 4 

RESULTS 

 

Descriptive Analysis 

 

Because this study was conducted from a larger data set, prior to analyzing the 

data, the file was examined and cleaned to remove participants who met exclusionary 

criteria. The original sample included 528 students; however, due to the nature of the 

current study, select participants were excluded. The purpose of this study was to 

evaluate social support, victimization, and mental health indicators in sexual minority 

school age youth. To this end, participants who reported their sexual orientation as 

“uncertain/questioning” (N=2) and participants who reported their grade as “h.s. grad” 

(N=43) or “college/university” (N=43) were excluded. Additionally, participants who 

reported their school type as “LGBT school” (N=34) or GED program (N=34) were 

excluded as their school experience was expected to differ from those students attending 

a traditional school setting. The final sample consisted of 377 children between the ages 

of 15 and 19 years (M=16.69, SD=1.18). Frequency data for demographic variables are 

presented in Table 2.  

 

Table 2 

Demographic Characteristics of the Sample  

 

Variable    Frequency        % of N           Missing 

Gender           0 

Female          185         49.07 
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Table 2, Continued 

Male          184         48.81         

Transgender             8           2.12 

Ethnicity          0 

Hispanic or Latino        163         43.24 

Not Hispanic or Latino       214         56.76 

Race           0 

American Indian/Alaskan                 2           0.53 

Asian                    9           2.39 

Black           100         25.53 

More than one race           37           9.81   

Unknown/Not Reported            1           0.27 

White           228         60.48 

Sexual Orientation         1 

Bisexual/Mostly Straight                 69         18.35 

Bisexual/Equally Straight/Gay        58               15.43 

Bisexual/Mostly Gay/Lesbian          79         21.01 

Almost Totally Gay/Lesbian          75         19.95   

Totally Gay/Lesbian                      95         25.27 

Grade                     7 

 Seventh    1           0.27 

Eighth                      6           1.62 

Ninth              42         11.35 

Tenth                                  98         26.49   

Eleventh                        96         25.95 

Twelfth           127         34.32 

School Type          39 

Alternative              29           8.58 

Other                6                 1.78 

Private/Not Religious                    16           4.73 

Public            277         81.95   
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Table 2, Continued 

Religious                        10           2.96 

 

  

Descriptive data were analyzed for each of the key mental health indicators 

including depression, substance use, and suicidal ideation. Students’ depression scores, as 

measured by the BDI, ranged from 0 to 49 (M=11.78, SD=9.4). A mean score of 11.78 

indicates that, according to the BDI scoring manual, the average participant in this study 

reported depression scores in the mild depression range (Beck, Steer, & Brown, 1996). 

This finding is similar to that found in the BDI norm group (M=12.56, SD=9.9). The BDI 

was found to have high internal consistency (a=.91).  

Students were asked about their use of twelve substances including cigarettes, 

alcohol, marijuana (pot), cocaine (coke), crack, uppers or amphetamines (speed, crystal 

meth, ice), narcotics (codeine, heroin, black tar), drugs you shoot with needles , drugs 

that you sniff other than cocaine (poppers, amyl nitrate, butyl nitrate, airplane glue, 

Rush), downers or sedatives (valium, “ludes,” phenobarbital, “roofies”), LSD or other 

hallucinogens (mushrooms, angel dust, PCP, peyote, MDA, Ecstasy, “special K”), and 

steroids or hormones (“mones”). Frequency data for each of the evaluated substances can 

be found in Table 3. Cigarettes, marijuana, and alcohol use were reported most often 

compared to all other substances. Steroids, downers, injectables, narcotics, and crack use 

reported in less than five percent of the sexual minority youth in this study. 
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Table 3 

Substance Use  

Substance    Frequency  % of N  Missing 

Cigarettes         0  

 Every Day   131   34.75 

2+ Times per Week  39         10.34          

Once per Week  10   2.65 

2-3 Times per Month  9   2.39 

Once per Month  32   8.49 

Never             156            41.38 

Alcohol         1  

 Every Day   8   2.13 

2+ Times per Week  20          5.32          

Once per Week  10   2.66 

2-3 Times per Month  68   18.09 

Once per Month  117   31.12 

Never             153            40.69 

Marijuana         2 

Every Day   25          6.67 

2+ Times per Week  38          10.13          

Once per Week  11   2.93 

2-3 Times per Month  28   7.47 

Once per Month  62   16.53 

Never             211            56.27 

Cocaine         1 

Every Day   1          0.27 

2+ Times per Week  5          1.33          

Once per Week  3   0.80 

2-3 Times per Month  2   0.53 

Once per Month  10   2.66 

Never             355            94.41 
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Table 3, Continued 

Crack          1 

Every Day   0          0.00 

2+ Times per Week  0          0.00          

Once per Week  2   0.53 

2-3 Times per Month  1   0.27 

Once per Month  1   0.27 

Never             372            98.94 

Uppers or amphetamines        1 

Every Day   1          0.27 

2+ Times per Week  2          0.53          

Once per Week  4   1.06 

2-3 Times per Month  6   1.60 

Once per Month  14   3.72 

Never             349            92.82 

Narcotics          1 

Every Day   1          0.27 

2+ Times per Week  1          0.27          

Once per Week  0   0.00 

2-3 Times per Month  4   1.06 

Once per Month  6   1.60 

Never             364            96.81 

Drugs you shoot with needles        1 

 Every Day   0         0.00 

2+ Times per Week  1          0.27          

Once per Week  1   0.27 

2-3 Times per Month  0   0.00 

Once per Month  3   0.80 

Never             371            98.67 

Drugs you sniff other than cocaine       1 

Every Day   0          0.00 
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Table 3, Continued 

2+ Times per Week  3          0.80          

Once per Week  4   1.06 

2-3 Times per Month  1   0.27 

Once per Month  13   3.46 

Never             355            94.41 

Downers or sedatives/tranquilizers       1 

Every Day   3          0.80 

2+ Times per Week  3          0.80          

Once per Week  1   0.27 

2-3 Times per Month  1   0.27 

Once per Month  10   2.66 

Never             358            95.21 

LSD or other hallucinogens        1 

Every Day   2          0.53 

2+ Times per Week  9          2.39          

Once per Week  9   2.39 

2-3 Times per Month  4   1.06 

Once per Month  23   6.12 

Never             329            87.50 

Steroids or hormones         1 

Every Day   1          0.27 

2+ Times per Week  0          0.00          

Once per Week  2   0.53 

2-3 Times per Month  0   0.00 

Once per Month  2   0.53 

Never    371   98.67 
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To assess the relationship between each of the reported substances used, 

correlations among their use were computed. In keeping with the decision to report both 

parametric and non-parametric correlations, both Pearson correlations and Spearman 

correlations were computed (see Table 4). Results indicated that there was a strong 

positive correlation in reported use among the majority of substances. Marijuana use was 

positively correlated with use of all other substances. Cocaine, uppers, inhalants, 

downers, and hallucinogens were positively correlated with all substances with the 

exception of steroids. Steroid use was only positively correlated with marijuana use.  

Although marijuana was highly correlated with all other substances, each substance was 

evaluated separately to answer subsequent research questions due to the difference in 

potential severity of substances used.  

 

 



36 

 

Table 4: 

Summary of Spearman and Pearson Correlational Data for Substances Used 

 

Substance 1 2 3 4 5 6 7 8 9 10 11           12 

1. Cigarettes    - .398** .497** .228** .061 .211** .065 .083 .238** .209** .305**     .064 

2. Alcohol .398**   - .492** .248** .057 .232** .151** .096 .216** .264** .302**     .078 

3. Marijuana .497** .492**    - .304** .114* .310** .182** .104* .310** .250** .451**     .138** 

4. Cocaine .228** .249** .304**    - .431** .425** .418** .180** .542** .373**    .476**  .092 

5. Crack .061 .057** .114* .426**     - .267** .424** .442** .311** .214** .278**     -.011 

6. Uppers .209** .230** .308** .427** .272**    - .420** .333** .608** .527** .606*       .071 

7. Narcotic .065 -.151**.181** .417** .424** .418**    - .376** .423** .446** .403**     -.019 

8. Injectable .083 .096 .103* .174** .441** .327** .375**   - .274** .293** .332**     -.011 

9. Inhalant .238** .215** .309** .546** .313** .605** .417** .275**    - .496** .630**     .096 

10. Downers .210** .264** .249** .379** .220** .517** .455** .300** .488**    - .472**     .101 

11. Hallucin. .303** .299** .450** .468** .274** .580** .389** .307** .608** .443**     -           .495 

12. Steroids .064 .077 .138** .088 -.011 .071 -.019 -.011 .091 .098 .091            - 

*Correlation is significant at the 0.05 level (1-tailed) 

**Correlation is significant at the 0.01 level (2-tailed) 

Spearman correlations are represented above the diagonal. Pearson correlations are represented below the diagonal. 
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As a measure of suicidal ideation, students were asked how often they have 

experienced serious thoughts of suicide (Table 5). The majority of students reported that 

they “never” or “rarely” experienced serious thoughts of suicide (75.07%). A total of 

24.93% of students reported that they “sometimes” or “often” experienced serious 

thoughts of suicide.   

Table 5 

Serious Thoughts of Suicide  

Frequency  % of N      

Never   184   48.81 

Rarely   99   26.26 

Sometimes  67   17.77          

Often   27     7.16             

Missing Values: 0 

 

To address victimization among the sexual minority youth in this study, students 

were asked to indicate how often they had feared for their own safety while at school. 

The majority of students (76.19%) indicated that they “never” feared for their safety at 

school with 5.88% of students reporting that they “often” feared for their safety (Table 6). 

 

Table 6 

Feared for Safety at School  

Frequency  % of N      

Never   272   76.19 

Occasionally  64   17.93          

Often   21     5.88             

Missing Values: 20 
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As a measure of social support, students were asked four questions regarding their 

level of perceived social support. Scores ranged from 4 to 20, with higher scores 

indicating increased perceived social support (M=15.94, SD=3.73). This measure was 

found to have high internal consistency (a=.91).  Additionally, students were asked 

whether or not their school had a support/discussion group specifically geared toward 

sexual minority youth. Students indicated whether a support group did or did not exist 

(Table 7). The majority of students (75.47%) reported that a support group did not exist 

in their school. Of those students who reported that a support group existed within their 

school, only 40.70% reported that they attended the group (Table 8).  

 

Table 7 

Presence of a Support Group for LGBT People in School  

Frequency  % of N      

Yes  91   24.53          

No  280   75.47             

Missing Values: 6 

 

Table 8 

Attendance at a Support Group for LGBT People in School  

Frequency % of N       

No Attendance 51  59.30          

Attendance  35  40.70             

Missing Values: 4 
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Primary Analysis 

 

All data for the current study were analyzed using SPSS Version 21. Prior to 

conducting the analyses, the data were evaluated for linear regression assumptions 

(normality, non-linearity, etc.). An alpha level of .05 was chosen to identify significant 

findings.  

 

Research Question 1 Research Question 1 and 1A 

Do mental health outcomes (depression, suicidal ideation, substance use, and 

victimization) differ depending on the presence of a support/discussion group for sexual 

minority youth within the school?  A. In those who report the presence of a 

support/discussion group for sexual minority within the school, do mental health 

outcomes (depression, suicidal ideation, and substance abuse) differ depending 

attendance versus non-attendance? 

 

Depression 

 Table 9 presents the means and standard deviations for the BDI for students 

whose schools have a support group and for those whose schools do not have such a 

group. The table also reports the results of the separate samples t-test comparing these 

two means. 
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Table 9  

Means, Standard Deviations and t-test Results for the BDI Comparing Students Whose 

 Schools did or did not have a Support Group  

Mean & (SD)  t-test  p Partial Eta 

      Squared 

Without a Support Group       11.13 

              (n=274)        (9.61) 

      2.03          .043    .011 

With a Support Group                  13.54  

              (n=89)                            (10.07) 

 

 

As shown in Table 9, there is a statistically significant difference between the two 

groups with the students whose schools had a support group demonstrating a higher level 

of depression. To complete the above analysis, the same data were analyzed by a Mann-

Whitney U test. The U statistic equaled 10305.00 (z = 2.197. p = .028). Thus, both 

parametric and non-parametric analyses agree that the difference in the BDI means 

between the two groups is significant beyond the .05 level. However, as also shown in 

Table 9, partial eta squared (
2 

=.01), which is the currently preferred measure of effect 

size, indicates that the effect is very small (Cohen, 1998). 

The BDI scores were then analyzed to ascertain if students who attended a school 

support group differed from those who did not attend. These data are reported in Table 

10. 
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Table 10  

Means, Standard Deviations and t-test Results for the BDI Comparing Students Who 

Attended or Did Not Attend their School’s Support Group  

Mean & (SD)  t-test  p Partial Eta 

      Squared 

Students who Attended       13.60 

              (n=35)       (10.88) 

      .117          .907    .000 

Students who did not Attend        13.86  

              (n=51)                             (9.76) 

 

 
 

  The Mann-Whitney U equaled 848 (z = .392, p = .695). Thus, both tests indicate 

that there is no difference in depression between students who do or do not attend a 

support group.  

 

Fear for Safety 

 Since the Fear for Safety was scored as “Never”, “Occasionally” and “Often”, the 

approach used to analyze the BDI was not appropriate. Instead, a chi-square test of 

independence was performed to examine the relation between the presence or absence of 

a support/discussion group at school and level of fear for safety. The relationship between 

these variables was not significant (Table 11).  

 

Table 11 

Chi-Square Results for School Support Group by Fear for Safety 

      Fear for Safety 

   Never Occasionally Often  X
2
  p 

Support Group       .353  0.838 

Yes   76.74     18.60 4.65   

No   75.56     18.05 6.39  

Note: N=352, df=2 
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A similar analysis was performed comparing the Fear for Safety between students 

who did or did not attend a support group. As before, there was no difference between 

these two groups (Table 12). 

 

Table 12 

Chi-Square Results for School Support Group by Fear for Safety 

      Fear for Safety 

   Never Occasionally Often  X
2
  p 

Attend Support Group      2.92  0.232 

Yes   73.54     20.60 0.0   

No   79.43     18.40 8.21  

Note: N=83, df=2 

 

Suicidal Thoughts 

 The means and standard deviations for the variable of suicidal thoughts as a 

function of having or not have a support group are presented in Table 13. This table also 

includes the results of the t-test analysis. No significant relationship was found between 

the presence of a school support/discussion group and suicidal ideation. 

 

Table 13  

Means, Standard Deviations and t-test Results for Suicidal Thoughts Comparing Students 

Whose Schools did or did not have a Support Group  

Mean & (SD)  t-test  p Partial Eta 

      Squared 

Without a Support Group        .80 

              (n=274)       (.98) 

      .652          .515    .000 

With a Support Group        .88  

              (n=89)                            (.89) 
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For the non-parametric analysis for these data a chi-square test of independence 

was computed. These results are presented in Table 14. This test confirmed results of 

parametric tests indicating no significant relationship between presence of a school 

support group and suicidal ideation. 

 

Table 14 

Chi-Square Results for School Support Group by Suicidal Thoughts 

                     Suicidal Thoughts 

        Never   Rarely   Sometimes   Often          X
2
  p 

With a Support Group              2.91       0.232 

No          51.8       23.9         16.4         7.9           

Yes          41.8       33.0         20.9         4.4 

Note: N=371, df=2 

 

The chi-square computed on the above data equaled 2.91, p = .232. Thus, both 

analyses agree that there is no difference in suicidal thoughts between students whose 

schools do and do not have a support group. A similar set of analyses was conducted to 

compare students who did or did not attend a support group. Neither the t-test nor the chi-

square was significant.  

 

Substance Use 

 To ascertain if students whose schools do or do not have a support group differ in 

substance use, several analyses were conducted. For cigarettes, alcohol and marijuana, t-

tests were computed (Table 15). For the remaining substance variables, Pearson 

correlations were computed (Table 16). None of these analyses were significant.  
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Table 15  

Means, Standard Deviations and t-test Results for Cigarettes, Alcohol, and Marijuana 

Comparing Students Whose Schools did or did not have a Support Group  

           Support Group       No Support Group 

                              Mean       SD        Mean   SD  t p 

 

Cigarettes        2.21               2.24        2.39  2.29          .644       .520 

Alcohol        1.03      1.13        1.06           1.23         .163       .871   

Marijuana        1.11      1.65        1.12  1.63         .045       .964 

 

 

 

Table 16 

Pearson Correlations between Substance  

Use and Presence of a Support Group 

Cocaine    .066 

Crack     .001 

Uppers    -.023 

Narcotics   -.026 

Injectables    .096 

Inhalants   -.071 

Downers    .002 

Hallucinogens    .008 

Steroids   -.012 

     

 

A similar set of analyses was conducted to compare students who did and did not 

attend a support group. For cigarettes, alcohol and marijuana, t-tests were computed 

(Table 17). For the remaining substance variables, Pearson correlations were computed 

(Table 18). The only two significant findings were for cocaine (r = .225, p=.035) and 

injectables (r=-.226, p=.034). Thus, students who attend a support group are more 
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typically using cocaine but less typically using injectables. The correlations, however, are 

small. 

 

Table 17  

Means, Standard Deviations and t-test Results for Cigarettes, Alcohol, and Marijuana 

Comparing Students who did or did not Attend their School’s Support Group    

            Attendance         No Attendance 

                              Mean       SD        Mean   SD  t p 

 

Cigarettes        2.00               2.24        2.35  2.27          -.708       .481 

Alcohol        1.06      1.06        1.06            .97         -.013       .990   

Marijuana        1.28      1.81        1.28  1.81          .834       .407 

 

 

 

Table 18 

Pearson Correlations between for Substance  

Use and Attendance at a Support Group 

Cocaine    .225* 

Crack      . 
a
 

Uppers    -.095 

Narcotics   -.028 

Injectables   -.226* 

Inhalants   -.028 

Downers   -.040 

Hallucinogens   -.139 

Steroids    .088 

    *Correlation is significant at the 0.05 level (1-tailed) 

    a. Could not be computed  

 

 

Research Question 2 

 

Does perceived social support from friends predict the level of depression, 

suicidal ideation, and substance abuse among the sexual minority youth in this study?  
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To calculate perceived social support, four items were summed (“My friends 

really try to help me”, “I can count on my friends when things go wrong”, “I have friends 

with whom I can share my joys and sorrows”, and “I can talk about my problems with my 

friends.” Each item consisted of a 1-5 Likert scale, yielding a total score between 4-20. 

Higher scores indicate greater perceived social support.  

 As an initial analysis, Pearson correlations and Spearman correlations were 

computed between perceived social support from friends and depression, suicidal 

ideation and substance use (Table 19). There was a significant difference between those 

reporting more versus less perceived social support and depression scores (Pearson r=-

.122, p=.021; Spearman R=-.120, p=.023). Specifically, students who reported more 

perceived social support from friends experienced slightly lower levels of depression. 

Several additional non-parametric analyses were conducted on the above data. All of 

these were in agreement that the only significant difference was for the BDI.  

 

Table 19 

Pearson and Spearman Correlations between Perceived Social  

Support from Friends and BDI, Suicidal Thoughts, and Substance Use  

           Pearson r        Spearman R 

BDI    -.122*   -.120* 

Fear at School   -.087   -.056 

Suicidal Thoughts  -.004    .002 

Cigarettes   -.066   -.063 

Alcohol    .025    .039 

Marijuana    .002   -.001 

Cocaine   -.044   -.073 

Crack    -.040   -.074 

Uppers    -.030   -.046 

Narcotics   -.074   -.079 
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Table 19, Continued 

Injectables    .048   -.041 

Inhalants   -.056    .051 

Downers    .011    .019 

Hallucinogens    .029    .013 

Steroids   -.002   -.012 

     

*Correlation is significant at the 0.05 level (1-tailed) 

     

 

Research Question 3 and 3A 

Does victimization predict mental health indicators (depression, suicidal ideation, 

and substance abuse)? 3. A. If it is determined that victimization predicts one or more 

mental health indicators, does social support from friends mediate the effects of 

victimization on mental health outcomes? 

Victimization was evaluated by assessing students’ reported fear for safety at 

school. The fear for safety variable consisted of three levels (0-Never, 1-Occasionally, 2-

Often). As an initial analysis, Pearson and Spearman correlations were computed with 

depression, suicidal ideation and substance abuse (Table 20). The Pearson correlation 

analysis indicted a significant correlation between fear for safety and alcohol use 

(Pearson r=-.112, p=.034). Students who reported increased fear for safety also reported 

increased alcohol use. However, analysis using the Spearman correlation was not 

significant. This may be due to the fact that the Pearson correlation is more sensitive to 

outliers. Therefore, these findings should be interpreted with caution.  

BDI scores were significantly positively correlated with level of fear for safety 

(Pearson r = .109, p = .042; Spearman R = .127, p = .018). Thus, students who reported a 

higher fear for safety were slightly more depressed as compared to students with a lesser 
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fear for safety. To extend this finding, both a one-way ANOVA and a Kruskal-Wallis test 

were computed. The means, standard deviations and ANOVA results are presented in 

table 21. 

 

Table 20 

Pearson and Spearman Correlations between Fear for Safety and BDI,  

Suicidal Thoughts, and Substance Use  

            

        Pearson r        Spearman R 

BDI     .109*    .127* 

Suicidal Thoughts   .068    .086 

Cigarettes   -.054   -.030 

Alcohol   -.112*   -.086 

Marijuana   -.062   -.065 

Cocaine   -.058   -.049 

Crack    -.055   -.059 

Uppers    -.085   -.080 

Narcotics    .021    .017 

Injectables   -.020   -.014 

Inhalants   -.058    .049 

Downers   -.047    .038 

Hallucinogens   -.061   -.068 

Steroids   -.048   -.057 

     

    *Correlation is significant at the 0.05 level (1-tailed) 
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Table 21  

Means, Standard Deviations and ANOVA Results for BDI as a Function of Fear for 

Safety 

    

                              BDI             Partia 

Fear for Safety                   Mean       SD       F  p Eta Squared 

 

Never (n=266)                   11.06      9.49 

Occasionally (n=63)         13.76      10.89      2.96           .042            .002 

Often (n=19)          14.04      8.47 

 

 

The Kruskal-Wallis produced a chi-square of 5.66, p = .059. As such, both of the 

analyses support the conclusion that students who have a greater fear for safety are 

slightly more depressed than students who have a lower fear for safety. While a 

significant relationship was found between victimization and levels of depression, no 

such relationship was found between victimization and perceived social support. 

Therefore, there were no grounds to explore mediation among these variables. 
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CHAPTER 5 

DISCUSSION 

 

Research has demonstrated that sexual minority youth experience specific 

challenges including increased rates of depression (D’Augelli, 2002; Galiher, Rostosky, 

& Hughes, 2004; Russell & Joyner, 2001), suicidal ideation (Balsam, Beauchaine, 

Mickey, & Rothblum, 2005; Russell & Joyner, 2001;), substance abuse (Garofalo, Wolf, 

Kessel, Palfrey, & DuRant, 1998), and victimization (D’Augelli, Pilkington, & 

Hershberger, 2002; Elze, 2003; Russell, Franz, & Driscoll, 2001). The purpose of this 

study was to evaluate these mental health indicators among sexual minority youth with 

differing supports within the school setting. It was hypothesized that a significant 

relationship would exist between social support and these self-reported mental health 

indicators.  

 The first goal of this study was to evaluate whether depression, suicidal ideation, 

substance use, and victimization (fear for safety) differed among those sexual minority 

youth who reported the presence of a support/discussion group within their school when 

compared to those youth who reported that a support/discussion group did not exist. 

Contrary to the original hypothesis and  research indicating more positive outcomes for 

students who attend schools with a Gay-Straight Alliance (GSA; GLSEN, 2011), results 

from this study indicated no relationship existed between presence of a 

support/discussion group and improved mental health outcomes. Further, the youth in this 
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study reported higher depression scores when a support/discussion group was present at 

their school than youth who reported an absence of such a group.  

One explanation for these conflicting findings is that the youth in this study may 

differ overall from other sexual minority youth. The majority of sexual minority youth in 

this study reported that a support/discussion group did not exist in their school (75%). 

However, these findings still indicate higher rates than what was the norm at the time of 

data collection. Fetner and Kush (2008) reviewed data from the National Center for 

Education Statistics for high schools in all 50 states from 2001-2002. These data were 

collected during approximately the same time as the data collected for the current study.  

Contrary to the findings of the current study, Fetner and Kush found that only 6.6% of 

high schools had registered GSAs from 2001-2002. These results may indicate that the 

experiences of the sexual minority youth in the current study may differ significantly 

from their sexual minority peers across the country. Additionally, Fetner and Kush found 

that community setting and region of the country had a significant impact on the number 

of GSA’s within high schools. Urban and suburban high schools were significantly more 

likely to have registered GSA’s than town or rural areas. High schools located in the 

West or Northeast regions of the country were also significantly more likely to have 

registered GSA’s than schools in the South or Midwest. Data from this study were 

gathered from youth residing in the Northeast and living in urban and suburban 

communities. Thus, the sexual minority youth in this study may have had access to more 

supportive programs in their schools than those across the country.  

An alternative explanation is that the actual activities or purpose of the school-

based support groups may differ in this sample than those previously studied. Youth in 
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this study were asked if a “social support/discussion group for LGBT people” existed 

within their school. This question can be qualitatively different than whether or not a 

“GSA” exists within their school. GSAs are sanctioned within the school and are student-

led clubs created with the purpose of “supporting sexual minority students and their 

heterosexual allies and also reducing prejudice, discrimination, and harassment within the 

school” (Goodenow, Szalacha, & Westheimer, 2006, p. 575). The specific characteristics 

of the social support/discussion groups in this sample, however, were not specifically 

outlined by participants, and are thus unknown. 

The finding that those youth who had a support group within their school actually 

reported higher depression scores than the youth who reported that their school did not 

have a support group is more puzzling. However, while significant, results indicate that 

the effect of this difference is very small. One explanation for this finding may be that the 

specific schools differed in ways other than the presence or absence of a support group 

for sexual minority youth in school with regards to other factors such as resources and 

socioeconomic status of the students within the school. Additionally, characteristics of 

youth within schools that have support groups may have differed prior to the formation of 

these groups. The youth in these schools may have presented with increased depression 

and poorer outcomes which may have provided the impetus for the formation of these 

support groups.  

As stated previously, the characteristics of the support groups that were present 

within the schools may have not provided support as intended and may actually have had 

the adverse effect.  It may be that having these groups highlighted students’ identity as 

sexual minority youth, and instead of supporting them and strengthening their identity 
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formation, it created more animosity against them from students within the school. 

Without additional contextual information about the groups, it is difficult to know 

whether these groups truly served a supportive role in student’s lives.   

Among those youth who reported that a support group existed within their school, 

only 40% of those youth who had access actually attended the group.  Further calling into 

question the supportive nature of the groups within the schools, those students who 

reported that they attended the support group did not differ in their levels of depression 

when compared to those students who did not attend. Previous research supports these 

findings that participation in a GSA is not directly associated with decreased depression 

(Toomey, Ryan, Diaz, & Russell, 2011; Walls, Kane, & Wisneski, 2010). However, 

contrary to the current study, more positive outcomes were associated with presence of a 

GSA within the schools regardless of participation in these groups. This may indicate that 

the presence of a GSA within these schools improved overall school climate through 

increased tolerance but that the support groups did not provide any additional protection 

against negative outcomes to its members.  

A second goal of the current study was to evaluate whether perceived social 

support from friends would predict student’s level of depression, suicidal ideation, 

substance use, and victimization for the sexual minority youth in this study. Although 

social support from friends was not found to predict suicidal ideation substance use, or 

victimization, a significant relationship was found between perceived social support from 

friends and depression scores. These results confirmed previous research indicating that 

with greater social support, students report less depression (Diamond & Lucas, 2004; 

Hatzenbuehler, McLaughlin, & Xuan, 2012; Williams, Connolly, Pepler, & Craig, 2005). 
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Thus, it is clear that having a supportive friend is even more important than having or 

attending a support group within the school setting.  

While there is ample evidence regarding the link between feelings of isolation and 

peer rejection as an explanatory factor for increased depression in sexual minority youth 

(Bos et al, 2008; Hatzenbuehler, McLaughlin, & Xuan, 2012), it is less clear as to how 

perceived social support from friends acts as a protective factor. Perhaps the ability to 

identify supportive friends leads to decreased feelings of isolation. Having supportive 

friends may also act as a buffer to experiences of peer rejection. Galupo and St. John 

(2001) found that sexual minority youth who were able to identify supportive 

heterosexual friendships reported that their friendships provided them with an 

understanding that acceptance of their sexual orientation was possible. These youth 

reported increased self-acceptance and increased self-esteem. More research is necessary 

to evaluate the way in which friendships mediate negative outcomes for sexual minority 

youth as well as specific friendship characteristics that may improve outcomes.  

 Contrary to the original hypotheses, no significant relationship was found to exist 

between the presence of a support group or level of perceived social support from friends 

and substance use. However, those youth who reported that they attended their schools 

support group were more likely to report cocaine use and less likely to report use of 

injectable drugs than those who did not attend the support group. The correlations; 

however, are small. Additionally, within this population, less than 6% reported use of 

cocaine and less than 2% reported use of injectable drugs. It is unknown whether those 

youth who reported increased cocaine use attended the same school and the same support 
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group. Thus drug use may have been a function of access to other peers who also use 

these drugs.  

Overall, reported drug use among the youth in the current sample was less 

prevalent than in previous research. Among the youth in the current sample, cigarettes, 

marijuana, and alcohol use were reported most often compared to all other substances. 

Marijuana use was reported by 44% of youth, while illicit drug use (cocaine, crack, 

uppers or amphetamines, narcotics, drugs you shoot with needles, inhalants, downers or 

sedatives, LSD or other hallucinogens, and steroids or hormones) were reported in less 

than 8% of the sample. Illicit drug use was reported less frequently in this population than 

a recent study using data from the Growing Up Today Study (GUTS; Corliss et al., 

2010). Illicit drug use (heroin, ecstasy, cocaine, LSD, and amphetamines) was two to 

three times more prevalent within the adolescent GUTS sample than among sexual 

minority youth in the current sample. This discrepancy may be due to differences in data 

collection methods. The GUTS sample was drawn from anonymous survey data collected 

from youth across the United States. The youth in the current study participated in a face-

to-face interview. Although data regarding drug use was collected via paper-based 

questionnaire prior to the face-to-face interview, the youth in this study may have 

underreported their illicit drug use due to the fear of repercussions or negative evaluation 

on the part of the interviewer.   Additionally, the GUTS sample included adolescent 

misuse of prescription drugs which was not evaluated within this study. Due to the 

prevalence of prescription drug misuse among adolescents, neglecting to assess this form 

of substance use is a limitation within the current study.    
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A third goal of the current study was to evaluate whether victimization would 

predict the level of depression, suicidal ideation, and substance use among the sexual 

minority youth in this study. Similar to previously discussed findings in this study, no 

relationship was found between victimization and suicidal ideation and substance use. 

However, a significant correlation was found between depression scores and fear for 

safety. The sexual minority youth who reported that they more frequently feared for their 

safety at school were slightly more depressed as compared to those who reported that 

they feared for their safety less often.  However, given the small effect size, it is 

important to interpret this finding with caution, and does not suggest a true link between 

prior victimization and level of depression.   

The majority of the youth in the current study indicated that they “never” fear for 

safety at school (76%) with 24% reporting that they “occasionally” or “often” feared for 

their safety at school. In a the recent 2011 National School Climate Survey of students 

across the United States, GLSEN (2011) found that 64% of students reported feeling 

unsafe in school. These results indicate that the youth in the current study may experience 

significantly less victimization within their schools than their sexual minority peers 

across the country. The significant variability in the experiences of the youth in this study 

may be due to regional and community factors. The youth in the current study live in and 

attend schools that are in urban and suburban communities within close proximity to 

community centers geared toward sexual minority youth. Perhaps less victimization 

occurs within these schools as a function of increased acceptance of sexual minority 

orientation in these geographical areas. It may also be a function of disciplinary 

procedures within the schools that protect against victimization overall, irrespective of 
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sexual orientation. Specific school characteristics regarding bullying and victimization 

are unknown and therefore we cannot ascertain whether feelings of “safety” may be 

related to school policy.  

Another explanation may be due the manner in which victimization was evaluated 

in the current study.  The youth in the current study were asked how often they “feared 

for safety” at school rather than direct experiences of victimization. The majority of 

research has addressed victimization in terms of more direct experiences, such as 

physical abuse, verbal harassment, threatened with violence, and sexual assault 

(D’Augelli, Pilkington, & Hershberger, 2002; Elze, 2003; Russell, Franz, & Driscoll, 

2001). Additionally, a direct relationship has been found to exist between being “out” at 

school (disclosing sexual orientation to others) and experiences of victimization 

(D’Augelli, Pilkington, & Hershberger, 2002). The level of sexual orientation disclosure 

among the youth in this study is unknown and therefore could account for the decreased 

experiences of “fear for safety.” Limiting evaluation of youths’ experiences of 

victimization to “fear for safety” is a significant limitation within the current study. 

Future research should address a more comprehensive definition of victimization in order 

to truly understand more direct experiences of victimization such as verbal harassment, 

physical violence, and sexual assault.   

Interestingly, while youth in the current study reported less substance use and 

victimization than recent population-based studies, reported suicidal ideation was similar 

to recent findings. Suicidal ideation was reported by 25% of the sexual minority youth in 

this study compared to an average of 28% of youth in a meta-analysis of 19 studies 

addressing suicidal ideation (Marshal et al, 2011). The youth in the current study appear 
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to report decreased victimization and substance use as well as increased access to sexual 

minority specific support/discussion groups; however, levels of reported suicidal ideation 

remain similar to those who may not have access to similar resources. Contrary to 

previous research, in the current study, decreased suicidal ideation was not related to the 

presence of a social support group (Goodenow, Szachala, & Westheimer, 2006) or 

perceived social support from friends (Hershberger, Pilkington, & D’Augelli, 1997; 

Rigby & Slee, 1999). Additional factors that have been found to significantly impact 

suicidal ideation among sexual minority youth are disclosure of sexual orientation, 

parental rejection, and suicide attempt by a friend (D'Augelli, Hershberger, & Pilkington, 

2001). It is unknown whether these factors may have contributed to the rates of suicidal 

ideation within this population. 

 

Limitations 

Due to the cross-sectional and correlational nature of this study, causal 

relationships cannot be inferred. Additionally, there are significant limitations in this 

study with regard to generalizability and representativeness of the sample. First, regional 

and community differences exist regarding availability of sexual minority resources and 

support services (Fetner & Kush, 2008). The youth in this study were drawn from urban 

and suburban communities in New York City. These youth lived in close proximity to 

community centers specializing in supporting sexual minority youth. This may indicate 

that these youth had access to a variety of supportive services not available to other 

sexual minority youth.  
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Limits to external validity exist, due to the fact that this population was drawn 

from a convenience sample of youth from community drop-in centers specifically 

designed for sexual minority youth. A variety of differences may be inherent within this 

group when compared to other sexual minority youth. First, youth in this study have 

access to a peer group where they may find friends who support and share their sexual 

orientation. Additionally, these youth already possess the support seeking skills to seek 

out supportive environments. Seeking supports indicates that these youth may possess 

increased coping skills when compared to sexual minority youth who do not seek out 

supportive community environments. Specifically, the results of the current study found 

that youth participating in a social/support discussion group within the school tended to 

report lower depression scores. Similar to the BDI-II norm group (M=12.56, SD=9.9), the 

youth in this study reported depression scores within the mild depression (M=11.78, 

SD=9.4; Beck, Steer, & Brown, 1996). Perhaps, as a whole, the youth in this study 

experience decreased depressive symptomology as a function of their support seeking 

skills.  

One potential confound within the current study may include student 

underreporting of information that may be deemed as undesirable such as drug use. 

Although drug use was reported in a questionnaire format, the questionnaire was 

followed by a face-to-face to face interview. Additionally, the study was conducted at 

community drop-in centers for sexual minority youth. Youth in this study may have 

underreported drug use for fear of repercussions despite the promise of confidentiality.  

Other limitations are present within the specific study measures. A narrow 

measure of victimization was utilized that limited victimization to the frequency that the 
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youth feared for their safety at school. A more direct assessment of victimization 

including verbal harassment, physical assault, and sexual assault would provide a broader 

scope of victimization.  Additionally, the measure of substance use did not include 

misuse of prescription drugs and therefore may have inadvertently excluded a group of 

illicit drug users. The measure of perceived social support may not be the most valid 

measure of social support. Data from the full MSPSS was not utilized in the current study 

and instead select items regarding social support from friends were selected.  While the 

selected items appear to have face validity in that each item relates specifically to support 

from friends, the selected items have not been validated as a separate construct. Lastly, 

the measures utilized within this study have not been specifically validated for use with 

sexual minority youth.  

A notable limitation with regard to this study is that data was collected over a 

decade ago from 1999 through 2001. Significant developments in the understanding and 

support of sexual minority youth within the school environment have occurred. For 

example, the number of registered GSAs in schools in the United States more than 

doubled from 1,200 in 2003 to 3,000 in 2006 (Fetner & Kush, 2008). Additionally, 

improvements in school anti-bullying policies specific to sexual minority youth and 

inclusion of positive topics related to sexual minority individuals into the school 

curriculum are significant changes for the youth of today. Future replications of this study 

are necessary in order to accurately reflect the current experiences of sexual minority 

youth in schools.  
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Future Research 

Inherent difficulties in research with sexual minority youth include access to those 

youth who live in more remote areas, those who have less access to supportive services, 

and those who may be less likely to report their sexual minority status. Future research 

including these youth is necessary to fully understand the experiences of sexual minority 

youth as a whole. Additionally, in areas that provide supportive services, not all sexual 

minority youth access these services. Future research is necessary to evaluate what 

factors lead youth to access these services. Perhaps these students feared that group 

attendance would reveal their sexual minority orientation and therefore they chose not to 

attend. Perhaps there existed specific structural factors related to the support/discussion 

groups that deterred youth from attending. Future research is indicated to determine how 

to effectively reach youth who may be uncomfortable or unwilling to access school 

services. 

 Additionally, future research is necessary to evaluate characteristics of support 

groups designed for sexual minorities that may make youth more likely to join and feel 

supported within these groups. There is considerable research indicating that the presence 

of school support groups leads to positive school outcomes including less victimization 

and more positive school climate (Goodenow, Szachala, & Westheimer, 2006; Szalacha, 

2003). However, little research has been conducted regarding within and between group 

characteristics that result in these positive effects.  While the presence of school support 

groups has been found to improve outcomes for youth, participation in such groups have 

had little to no effect on improving the well-being of members when compared to non-

members (Toomey, Ryan, Diaz, & Russell, 2011; Walls, Kane, & Wisneski, 2010). 
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Additional research is warranted to explore group characteristics in order to evaluate 

factors that may lead to increased membership, increased positive outcomes among its 

members, and increased positive overall school climate. 

The current study found that youth who reported increased social support from 

friends also reported decreased depression; however, it is unknown how these friendships 

operate to improve outcomes in these youths. Future research is needed to address 

specific friendship characteristics that may lead to improved outcomes among sexual 

minority youth.  

 

Implications for School Psychology Practice  

 School psychologists possess skills on school policy, understanding of diversity 

and individualized needs, counseling, and consultation that place them in a unique 

position to advocate for supports within the school. While results of this study indicated 

higher rates of depression in students whose school had a support group, causal factors 

for this finding are unknown. The majority of research indicates increased positive 

outcomes for students in schools with a GSA (Goodenow, Szachala, & Westheimer, 

2006; GLSEN, 2011; Walls, Kane, & Wisneski, 2010). School psychologists can ensure 

that students have the freedom, accessibility, and information in order to form a GSA 

within their school.  

It is of particular importance for school psychologists who practice within schools 

in areas that may have less acceptance for sexual minority orientation, as these students 

may find increased opposition to the formation of support groups within the school 

(Fetner & Kush, 2008). Murphy (2012) provides suggestions for school psychologists in 
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assisting students in forming a GSA within their school. First, school psychologists can 

educate administration on the purpose of a GSA. School psychologists may offer to act as 

a GSA advisor on campus, assist students in navigating the school system and 

administration process, and assist in writing a club constitution or mission statement. Due 

to the potential for administration or parent resistance to the formation of GSA in school, 

the school psychologist can assist students in understanding and conveying their rights 

under the Equal Access Act and the First Amendment. The Equal Access Act is a federal 

law stating that any school that receives federal funding cannot discriminate against any 

non-curricular student club based on its viewpoint (Lambda Legal, n.d.).  Lastly, school 

psychologists can assist in development of recruitment strategies in order to advertise the 

club and present to the student body. However, school psychologist must be prepared that 

increased visibility within the school as a sexual minority individual could also increase 

experiences of victimization (D’Augelli, Pilkington, & Hershberger, 2002). Thus, safety 

concerns, including comprehensive anti-bullying policies should be developed and 

enforced.  

In addition to the formation of GSAs, the 2011 National School Climate Survey 

(GLSEN, 2011) suggests further strategies to improve overall tolerance of sexual 

minority individuals within schools and create a more accepting school climate. Students 

who reported a curriculum that included positive representations of sexual minority 

people, history, and events were less likely to hear homophobic remarks or feel unsafe 

due to their sexual orientation. These youth also were more likely to report that their 

classmates were accepting of sexual minority individuals and feel more connected to their 

school. Students who were able to identify supportive school personnel were less likely to 
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feel unsafe at school and less likely to miss school due to feeling unsafe. Lastly, students 

in schools with a comprehensive ant-bullying policy that included specific protections 

experienced lower levels of victimization, heard fewer homophobic remarks, and were 

more likely to report that staff intervened when hearing homophobic remarks.  

The National Association of School Psychologists (2011) recommends strategies 

to improve school climate for sexual minority youth by establishing and enforcing 

comprehensive nondiscrimination and anti-bullying policies that include sexual minority 

issues, educating students and staff about sexual minority youth and their needs, 

intervening directly with perpetrators, providing intervention and support for those 

students targeted for harassment and for those who are exploring their sexuality or gender 

identity, promoting societal and familial attitudes and behaviors that affirm the dignity 

and rights within of sexual minority youth, and recognizing strength and resilience.  

The results of the current study highlight the need for school psychologists to play 

an active role in improving school climate for sexual minority individuals, advocating for 

and supporting the development of GSAs within schools, and specifically, ensuring that 

all students have access to social supports.  Although some youth may not be ready to 

disclose their sexual orientation within the school setting, the results of this study indicate 

a significant need for social support for these youth. In addition to advocating for 

supports within the school, school psychologists should be knowledgeable of community 

resources where youth may build social networks and access supportive peers.  
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