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Abstract

BACKGROUND—Exposure to injury and violence early in life increases the risk of experiencing 

injury and violence later in life. In 2019, the top three leading causes of death among 15- to 

18-year-olds in the United States were unintentional injury, suicide, and homicide. This study 

examines the extent to which schools promote injury and violence prevention.

METHODS—This study examined injury- and violence-related school policies and practices 

using nationally representative data from the 2014 School Health Policies and Practices Study. The 

social ecological model served as the theoretical framework to identify level of impact.

RESULTS—For many injury-related topics, more than 75% of schools nationwide had relevant 

policies and practices to address those topics. However, this study showed differences in schools’ 

injury-related policies and practices by urbanicity.

CONCLUSIONS—Understanding and identifying gaps in school policies and practices is 

essential for reducing and preventing the injury and violence children experience. Collecting data 

on school policies and practices allows for better monitoring and evaluation to determine which 

are efficacious and aligned with the best available evidence.
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Exposure to injury and violence early in life increases the risk of experiencing injury and 

violence later in life.1 In 2019, the top three leading causes of death among those ages 

15 to 18 years in the United States were unintentional injury (37.9%), suicide (25.7%), 

and homicide (20.6%).2 A study showed that between 2001 and 2013, one in five (21%) 

unintentional injuries in this age group occurred at school, with no statistically significant 

changes in the annual incidence rate over the time period.3 Furthermore, one in six (17.4%) 

youth ages 15 to 18 years reported a serious fight at school in 2014.4 More recently, 

the 2019 national Youth Risk Behavior Survey (YRBS) shows that during the 12 months 

before the survey, 8% of high school students were in a physical fight on school property,5 

22% were in a physical fight anywhere,5 19.5% were bullied on school property,6 15.7% 

were electronically bullied,6 and 19% of students seriously considered attempting suicide.6 

Identifying and addressing relevant risk factors for injury and violence can aid prevention 

efforts.7 These risk factors include weapons possession or use,8 alcohol or other drug use,9 

emotional, behavioral, and mental health, including symptoms of depression,10 and gang 

activity.11

Experiencing or witnessing violence, including physical fights, bullying, and gang activity 

are potentially traumatic events. When occurring in childhood (0–17 years), such events may 

be considered adverse childhood experiences (ACEs). ACEs can also include growing up 

in a household with substance use, mental health problems, or instability due to parental 

separation or incarceration of a parent, sibling, or other member of the household.12,13 These 

experiences can have long term effects on children’s life potential and opportunities for 

success, including academic achievement and graduation rates.13–17

Schools can facilitate early injury and violence prevention by implementing policies and 

practices that improve the health and well-being of children and adolescents. Evidence for 

such policies exists. For example, schools successfully addressed weight-related concerns 

for students by limiting less healthy food and drink in schools,19 decreased student soda 

consumption by limiting soda promotional products and sales,20 and reduced the number of 

students smoking tobacco by implementing and enforcing comprehensive health-policies.21

Considering the prevalence of injuries and violence on school grounds and related risk 

factors (e.g., substance use), understanding which prevention policies and programs schools 

should consider implementing is important. This analysis examines the extent to which 

schools promote injury and violence prevention via programs and policies that address 

ACEs, bullying, physical fighting, suicide, dating violence, transportation safety, traumatic 

brain injury (TBI), and violence and injury overall. It builds upon previous literature by also 

examining whether schools promote the prevention of risk factors associated with injury 

and violence (i.e., weapons possession or use, alcohol or other drug use, poor emotional, 

behavioral, and mental health, and gang activity).
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Additionally, this study considered the breadth of these injury prevention policies and 

programs by labeling them in accordance with the Social Ecological Model (SEM).18,19 

Intervention effectiveness tends to have increasing population impact when focused on 

changing the local context (e.g., policy changes) rather than individuals (e.g., clinical 

interventions).20 As such, some school activities may have a broader impact. Additionally, 

based on previous research, health-promoting policies vary by urbancity.21 Thus, this study 

also examines these variations across urban, suburban, and rural schools.

METHODS

This study examined school-level data from the 2014 School Health Policies and Practices 

Study (SHPPS). SHPPS was a national survey conducted periodically during 1994–2016 to 

assess school health policies and practices at the classroom, school, district, and state level.

A detailed description of the SHPPS 2014 study methods have been published elsewhere.22 

Using seven questionnaires, SHPPS 2014 examined 10 components of school health in 

a nationally representative sample of schools. The components include health education, 

physical education and physical activity, nutrition environment and services, health services, 

counseling, psychological and social services, healthy and safe school environment 

(including social and emotional climate), physical environment, employee wellness, family 

engagement, and community involvement. All public, Catholic, and non-Catholic private 

schools with any grades K through 12 were eligible. In participating schools, the most 

knowledgeable respondent for each questionnaire module was determined. Schools that 

lacked programs or services addressed by a module were considered ineligible for that 

module.

For the current study, subject matter experts reviewed each questionnaire and found the 

following five questionnaires had questions related to injury and violence prevention: Health 

Education (N=546, response rate [RR]=68%), Health Services (N=588, RR=71%), Healthy 

and Safe School Environment (N=586, RR =71%), Physical Education and Activity (N=582, 

RR=70%), and Mental Health and Social Services (N=545, RR=68%). Each of the relevant 

questions were categorized into 13 topics: ACEs; alcohol or other drug use; bullying; dating 

violence; emotional, behavioral, and mental health; gang activity; general injury prevention 

and safety; physical fighting; suicide; transportation safety; traumatic brain injury (TBI); 

violence prevention; and weapons.

SEM was used as a theoretical framework to identify areas of influence. The associated 

level of the SEM was identified for each policy or program to describe school activities 

based on expected breadth and reach of impact across three SEM levels:21,22 1) individual, 

2) school resources and services, and 3) school community, culture, and policy. Health 

promoting activities were coded as policy referring to the “School Community, Culture, and 

Policy.” Health promoting facilities were coded as school referring to “School Resources 

and Services.” Individual-level interventions were coded as “Individual.” Not all topics 

contained all three groupings.
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DATA ANALYSIS

Data were weighted to account for the probability of selection and for nonresponse to 

produce national estimates of policies and practices among public and private schools in the 

United States. The percentage of schools that responded affirmatively (yes or always/almost 

always) to each question were calculated overall and by urbanicity (urban, suburban, rural/

town [hereinafter referred to as rural]). Pairwise comparisons of means were performed to 

determine if statistically significant differences existed in the prevalence of policies and 

practices by level of urbanicity. Two-tailed p-values <0.05 were considered statistically 

significant. Table 1 includes all survey items by topic areas and SEM level and the 

percentage of schools implementing each activity overall and stratified by urbanicity. All 

analyses were conducted using STATA version 15 (Stata Corp LP, College Station, TX) to 

account for the complex sampling design.

RESULTS

Table 1 reports the percentage of schools with each injury-related policy or program overall 

by topic, SEM level, and by urbanicity. For results related to urbanicity only significant 

pairwise differences are described below.

Adverse Childhood Experiences (ACEs)

More than 75% of schools had practices for the identification or referral of suspected child 

physical, sexual, or emotional abuse, and/or family problems such as divorce, substance use, 

or violence in the home. Rural and suburban schools were more likely than urban schools to 

have these practices, all of which reached children at the school resources and services level; 

no policies were at the individual; or school community, culture, or policy levels.

Alcohol or other drug use

More than half of schools required that students receive instruction on alcohol or other 

drug use prevention, with rural schools more likely to have this policy than urban and 

suburban schools. Only 32.8% of schools provided one-on-one or small group sessions, 

with this prevention practice more prevalent in rural than urban schools. More than half 

of schools had arrangements with other organizations or mental health or social service 

professionals to provide alcohol or other drug use treatment. More than three-fourths of 

schools informed students in the student handbook about rules related to cigarette smoking 

or smokeless tobacco use; this policy was most prevalent in rural schools and least prevalent 

in urban schools. Similarly, most schools informed students about rules in the student 

handbook related to alcohol use (89.3%) and illegal drug possession or use (91.4%), with no 

urbanicity differences. Most policies operated at the school resources and services or school 

community, culture, and policy levels; only one policy existed at the individual level.

Bullying

Bullying was defined in the questionnaire as “when one or more students tease, threaten, 

spread rumors about, hit, shove, or hurt another student repeatedly. It is not bullying when 

two students of about the same strength or power argue or fight or tease each other in a 
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friendly way.” Most schools (79.7%) reported having a program to prevent bullying, with 

this being more prevalent in suburban schools compared to urban schools.

The following results refer to schools that had four or more incidents during the school year. 

Less than half of schools had a zero-tolerance policy for students who were caught bullying, 

with more suburban schools having this policy than urban or rural schools. Most schools 

considered the effect or severity of the violation (87.2%), repeat offender status (85.6%), 

and type of bullying perpetrated (83.6%) in their response to punishment for bullying. 

More than half of schools (58.4%) referred students who were caught bullying to a school 

administrator, with this policy being more prevalent in suburban than urban schools. Less 

than 5% of schools referred students who were caught bullying to legal authorities, placed 

them in detention, assigned in-school suspension, or restricted their extracurricular activities. 

Less than 10% of schools suspended students from school, with suburban schools having 

this policy more often than rural and urban schools. Most schools reported having a policy 

that prohibits cyber-bullying on school property or at off campus, school sponsored events 

(84.0%), and that addressed cyber-bullying that interferes with the educational environment, 

even if it happens away from school property or school-sponsored events (84.0%). Less than 

half of schools referred students who were caught cyber-bullying to a school counselor or 

administrator; this policy was less likely in urban schools compared to rural and suburban 

schools. All but one policy operated at the school community, culture, and policy level. The 

other policy reached children at the school resources and services level; no individual level 

policies existed.

Dating violence

Few schools (13.3%) participated in a program to prevent dating violence. No significant 

differences existed between rural, urban, and suburban schools. This policy was within the 

school resources and services level.

Emotional, behavioral, and mental health

More than half of schools required students to receive instruction on emotional and mental 

health, with rural schools more likely to have this policy than urban schools. Similarly, 

more than half of schools obtained and kept emotional or mental health histories of their 

students; this policy was less prevalent in rural schools. More than 80% of schools provided 

crisis intervention, with no differences reported by urbanicity. More than half of schools 

provided stress management interventions or resources. Furthermore, more than 75% had a 

part-time or full-time school counselor, with this policy being more prevalent in rural than 

urban or suburban schools. However, only 56.2% of schools had a part-time or full-time 

school psychologist; this was more prevalent in suburban than urban and rural schools. Most 

policies operated at the school resources and services level, with three policies focused on 

the individual level; none operated at the school community, culture, and policy level.

Gang activity

Less than 20% of schools had or participated in a program to prevent gang violence, with 

this policy being more prevalent in urban schools compared to rural or suburban schools. 

More than 50% of schools included information about gang activity in the student handbook 

Miller et al. Page 5

J Sch Health. Author manuscript; available in PMC 2023 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



and adopted a policy prohibiting gang activity. Policies reached children at the school 

resources and services, and school community, culture, and policy levels; none were at the 

individual level.

General injury prevention and safety

More than half of schools required students to receive instruction on injury prevention and 

safety, with this being least prevalent in urban schools. Nearly a third (31.8%) of schools 

provided students with individual and/or small group sessions on injury prevention or had 

established arrangements to provide these services externally. One policy operated at the 

individual level, two policies reached children at the school resources and services level, and 

none existed at the school community, culture, and policy level.

Physical fighting

The following results refer to schools that had four or more incidents of physical fighting 

during the school year. Less than half of schools referred students who were caught 

physically fighting to a school counselor or administrator; this policy was found more 

frequently in suburban schools than in urban and rural schools. Less than 10% of schools 

encouraged or required students who engaged in physical fights to participate in assistance 

or education programs, referred them to legal authorities, placed them in detention, assigned 

them to in-school suspension, or removed them from extracurricular activities. However, 

37.8% of schools had a policy where students who were caught physically fighting were 

suspended from school. All policies operated at the school community, culture, and policy 

level; none were at the individual or school resources and services levels.

Suicide

Over a third of all schools required students to receive instruction on suicide prevention. 

More than 70% of schools provided or had arrangements to provide suicide prevention 

services to students through individual or small group sessions. Only 30% of schools 

participated in programs to prevent suicide; this service was more prevalent in rural and 

suburban schools compared to urban schools. More than 90% of schools had a plan 

delineating what to do when a student is at risk for suicide, but only 76% of schools had 

a plan that required students be referred to a mental health provider. Urban and suburban 

schools were more likely than rural schools to have these policies in place. More than half 

of all schools required a documented visit with a mental health provider before the student 

could return to school, a policy that is more prevalent among suburban schools. Policies 

were found in all three levels of the SEM.

Transportation safety

More than three fourths of schools had a speed limit lower than 35 mph on streets that 

are adjacent to school grounds during peak school travel times. Most schools had crossing 

guards, law enforcement, or traffic calming devices, with suburban schools more likely to 

employ these policies. More than half of schools had reduced speed limits during peak 

school travel times; rural and suburban schools were more likely to have had this policy 
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than urban schools. All school policies for transportation safety were related to the school’s 

community, culture, and policy SEM level.

Traumatic brain injury

Slightly more than 25% of schools had an athletic trainer available part-time or full-time at 

the school. In comparison, 47.3% of schools had a certified athletic trainer who provided 

services for interscholastic sports team; rural and suburban schools had higher percentages 

than urban schools. Most elementary schools (84.6%) had a student handbook that informs 

students about rules related to playground safety. More than three-fourths of schools 

distributed a handbook for student athletes who participated in interscholastic sports; urban 

schools did so less frequently than rural or suburban schools. Less than half of schools 

required students and parents to sign a concussion information sheet before participating 

in sports, with more urban and suburban schools requiring this than rural schools. Policies 

were related to the school resources and services, and school community, culture, and policy 

levels; no individual level policies existed.

Violence prevention

More than three-fourths of schools required students to receive instruction on violence 

prevention and provided services in one-on-one or small group sessions. While no general 

violence prevention policies operated at the school community, culture, and policy level, 

only one policy, at both the individual and school resources and services levels existed.

Weapons

Nearly all schools (96.5%) had rules in their student handbook regarding weapon possession 

or use. The following results refer to schools that had four or more incidents during the 

school year. The majority (97.3%) referred students to a school counselor or administrator 

when caught using or possessing a weapon. Less than a quarter of schools encouraged or 

required students to participate in an assistance or education program when caught using 

or possessing a weapon. Almost half of schools referred them to legal authorities, and 

more than three-fourths of schools placed students in detention or suspension or removed 

them from extracurricular activities when caught using or possessing a weapon. All policies 

operated at the school community, culture, and policy SEM level.

DISCUSSION

Injury, violence, and associated risk factors can have lasting effects on school 

environments and on students’ academic achievements and physical, mental, and emotional 

wellbeing.23–25 Witnessing violence, having a loved one attempt suicide or die due to 

violence, and experiencing violence, abuse, or neglect can result in childhood trauma, with 

lasting effects throughout the lifetime.13 Such violence can elevate the risk of experiencing 

injury and violence again later in life.1 Therefore, understanding school policies and 

practices, and identifying any gaps is essential for reducing and preventing the injury and 

violence experienced by children.

Miller et al. Page 7

J Sch Health. Author manuscript; available in PMC 2023 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Coverage of Injury and Violence Topics and Related Risk Factors

This study showed that US schools’ policies and practices cover most injury and violence-

related topics. However, differences emerge in the prevalence of injury-related policies and 

practices implemented. More than 75% of policies and practices implemented in schools 

are related to injury-related topics such as bullying, alcohol and other drug use, suicide 

related behaviors, weapons, transportation, playgrounds, and sports safety behaviors. Other 

injury-related policies and practices were less prevalent. School prevention policies and 

practices related to dating violence were minimal (13.3%) and none were identified for 

sexual violence prevention, indicating these may be an area where schools can increase 

attention.

To ensure that school policies and practices are well-aligned with current needs, schools 

and their districts can review incidence rates and prevalence of different types of injury 

outcomes in their local areas as these may differ from national patterns. Schools can adjust 

their policies and practices by selecting evidenced-based strategies that align with local and 

national injury and violence prevention needs. Such strategies can be found in CDC’s series 

of violence prevention technical packages, including preventing child abuse and neglect,26 

ACEs,13 intimate partner violence,27 sexual violence,28 suicide,29 and youth violence.30 

CDC’s HEADS UP campaign provides resources for promoting TBI prevention.31 The 

Substance Abuse and Mental Health Service Administration offers materials to schools for 

preventing drinking and substance use,32 and the Drug Free Communities Support Program, 

managed through a partnership between the Office of National Drug Control Policy and 

CDC, funds local coalitions to reduce youth substance use.33

Breadth of coverage across SEM level

Examining each topic shows that broader-reaching policies (i.e., school community, culture, 

and policy items) were more prevalent than mid-tier resources and services, which were 

more prevalent than focused individual interventions. Policies and contextual change tend 

to be primary prevention oriented, while individual-level services tend to be secondary 

prevention oriented.34 Preventing injuries and their risk factors from ever occurring can 

be both cost-effective and high impact.35 Implementing strategies across the SEM, from 

policy to individual, helps schools ensure that they reach the needs of individual students in 

addition to creating a healthy school culture.

Differences based on urbanicity

Some policies and practices differed by urbanicity. Rural schools provided more instruction 

on topics such as emotional and mental well-being, suicide prevention, and ACEs; whereas, 

urban schools tended to provide more instruction on preventing gang violence and on 

general injury and safety. Differences in access to professionals (e.g., school counselors, 

psychologists, athletic trainers) also emerged based on urbanicity as did practices related 

to how schools enforced policies (e.g., referring to administrators or practitioners, requiring 

practitioner exams, suspending, having parents sign papers). These differences may reflect 

variations in the prevalence of injury and violence outcomes based on urbanicity (e.g., gang 

violence may be more of a concern in urban schools than rural36), access to resources (e.g., 

rural schools may have less access to mental health services37), or other unknown reasons. 
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Additionally, this could be reflective of how schools choose to prioritize when creating 

policies and practices and may be related to historical or cultural contexts based on their 

location.

Increasing impact of school-based prevention

Approaches that focus on multiple forms of violence by addressing shared risk factors (e.g., 

substance use, mental health) may have a greater impact by preventing multiple injury 

outcomes through one activity.38 Different forms of violence are interconnected 34 and 

different forms of injury and violence share common risk and protective factors.40 Designing 

school programs, policies and practices that address these shared risks and interconnected 

forms of violence can impact multiple outcomes.

LIMITATIONS

This study has several limitations. First, data are from 2014, which are the most recent 

data available. The prevalence of some policies and programs may have changed. Second, 

SHPPS relies on the knowledge of the person responding to the questionnaire. Although 

an attempt to identify the most knowledgeable respondent for each questionnaire was made 

during school recruitment, no objective review of policies and practices was conducted. 

Third, the practices and questions included in this analysis do not encompass the full scope 

of injury prevention practices that may be occurring in schools. SHPPS is intended as 

a comprehensive assessment of school health policies and practices at school; however, 

to include every policy or practice that may affect students’ injury-related behaviors is 

not possible. Finally, some injury topics (e.g., bullying prevention, emotional, behavioral, 

and mental health promotion) are well represented in SHPPS, while others (e.g., dating 

violence prevention or ACEs prevention) are not and had fewer survey questions, or were 

not represented at all (e.g., sexual violence). Similarly, the items coded according to the 

SEM to capture breadth of impact are likewise not even across topics making it challenging 

to draw conclusions across different areas and factors based on school characteristics.

We did not include several survey items that were difficult to categorize into specific injury 

and violence areas or related upstream factors, though those items might have offered 

insights into prevention. For instance, schools can generally improve their resources and 

services for injury and violence prevention by providing access to a school nurse, ensuring 

staff are trained and certified for health education, and offering curriculum planning to 

staff from diverse backgrounds related to the field. Also, this study did not address student 

handbooks overall; however, they can be used to alert students and parents to behavioral 

expectations and set the tone for school community, culture, and policy.

Another limitation was that this study could not identify the extent to which school services 

were coordinated with other important aspects of student life. For example, collaborating 

with mental healthcare staff to coordinate student services or working with families can 

help ensure they are aware of important issues and the most effective means for managing 

them. Also, this study could not capture the extent to which some injury and violence topics 

may have been addressed within non-injury or violence policies or programs. For instance, 

schools may use human sexuality instruction to also discuss the importance of boundaries, 
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consent, and preventing unhealthy relationships that may lead to sexual violence.39,40 

Similarly, schools with programs that promote bicycling and walking to school could 

consider how to use them to also promote transportation safety.

SHPPS was discontinued after the 2016 cycle. The lack of ongoing data collection precludes 

exploring changes over time in health-promoting policies and practices that schools are 

implementing for preventing injury, violence, and related risk factors. This data collection 

has been effective in preventing youth violence,30 suicide-related behaviors,29 and sexual 

violence.28 Promoting connectedness has also been an effective strategy for preventing 

youth violence30 and suicide.29

Disclaimer:

The findings and conclusions in this manuscript are those of the author(s) and do not necessarily represent the 
official position of the Centers for Disease Control and Prevention.

REFERENCES

1. Wilkins N, Tsao B, Hertz MF, Davis R, Klevens J. Connecting the dots: An overview of the links 
among multiple forms of violence. 2014;

2. Centers for Disease Control and Prevention. WISQARS: Fatal Injury Reports, National, Regional 
and State, 1981 - 2019 National Center for Injury Prevention and Control. Accessed April 14, 2021. 
https://webappa.cdc.gov/sasweb/ncipc/mortrate.html

3. Zagel AL, Cutler GJ, Linabery AM, Spaulding AB, Kharbanda AB. Unintentional Injuries in 
Primary and Secondary Schools in the United States, 2001-2013. Journal of School Health. 
2019;89(1):38–47. [PubMed: 30506700] 

4. Salas-Wright CP, Nelson EJ, Vaughn MG, Reingle Gonzalez JM, Córdova D. Trends in fighting and 
violence among adolescents in the United States, 2002–2014. American journal of public health. 
2017;107(6):977–982. [PubMed: 28426317] 

5. National Center for HIV/AIDS VH, STD, and TB Prevention;. Youth Risk Behavior Surveillance — 
United States, 2019 Supplementary Tables. Centers for Disease Control and Prevention,. Accessed 
July 29, 2021. https://www.cdc.gov/healthyyouth/data/yrbs/2019_tables/index.htm

6. Ivey-Stephenson AZ, Demissie Z, Crosby AE, et al. Suicidal ideation and behaviors among 
high school students—Youth Risk Behavior Survey, United States, 2019. MMWR supplements. 
2020;69(1):47. [PubMed: 32817610] 

7. National Center for Injury Prevention and Control. About the Injury Center - Our Approach. 
Centers for Disease Control and Prevention. Accessed July 29, 2021. https://www.cdc.gov/injury/
about/approach.html

8. Emmert AD, Hall GP, Lizotte AJ. Do weapons facilitate adolescent delinquency? An examination of 
weapon carrying and delinquency among adolescents. Crime & Delinquency. 2018;64(3):342–362. 
[PubMed: 29725135] 

9. Stoddard SA, Epstein-Ngo Q, Walton MA, et al. Substance use and violence among youth: A daily 
calendar analysis. Substance use & misuse. 2015;50(3):328–339. [PubMed: 25493643] 

10. Borowsky IW, Ireland M. Predictors of future fight-related injury among adolescents. Pediatrics. 
2004;113(3):530–536. [PubMed: 14993545] 

11. Gover AR, Jennings WG, Tewksbury R. Adolescent male and female gang members’ experiences 
with violent victimization, dating violence, and sexual assault. American Journal of Criminal 
Justice. 2009;34(1):103–115.

12. Merrick MT, Ford DC, Ports KA, et al. Vital signs: estimated proportion of adult health problems 
attributable to adverse childhood experiences and implications for prevention—25 states, 2015–
2017. Morbidity and Mortality Weekly Report. 2019;68(44):999. [PubMed: 31697656] 

Miller et al. Page 10

J Sch Health. Author manuscript; available in PMC 2023 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://webappa.cdc.gov/sasweb/ncipc/mortrate.html
https://www.cdc.gov/healthyyouth/data/yrbs/2019_tables/index.htm
https://www.cdc.gov/injury/about/approach.html
https://www.cdc.gov/injury/about/approach.html


13. Control CfD, Prevention. Preventing adverse childhood experiences: Leveraging the best available 
evidence. Atlanta, GA: National Center for Injury Prevention and Control, Centers for Disease 
Control and Prevention. 2019;

14. Gilbert LK, Breiding MJ, Merrick MT, et al. Childhood adversity and adult chronic disease: 
an update from ten states and the District of Columbia, 2010. American journal of preventive 
medicine. 2015;48(3):345–349. [PubMed: 25300735] 

15. Dube SR, Anda RF, Felitti VJ, Chapman DP, Williamson DF, Giles WH. Childhood abuse, 
household dysfunction, and the risk of attempted suicide throughout the life span: findings from 
the Adverse Childhood Experiences Study. Jama. 2001;286(24):3089–3096. [PubMed: 11754674] 

16. Ruiz LD, McMahon SD, Jason LA. The role of neighborhood context and school 
climate in school-level academic achievement. American journal of community psychology. 
2018;61(3-4):296–309. [PubMed: 29603244] 

17. Metzler M, Merrick MT, Klevens J, Ports KA, Ford DC. Adverse childhood experiences and life 
opportunities: Shifting the narrative. Children and youth services review. 2017;72:141–149.

18. McLeroy KR, Bibeau D, Steckler A, Glanz K. An ecological perspective on health promotion 
programs. Health education quarterly. 1988;15(4):351–377. [PubMed: 3068205] 

19. Stokols D. Translating social ecological theory into guidelines for community health promotion. 
American journal of health promotion. 1996;10(4):282–298. [PubMed: 10159709] 

20. Frieden TR. A framework for public health action: the health impact pyramid. American journal of 
public health. 2010;100(4):590–595. [PubMed: 20167880] 

21. Everett Jones S, Brener ND, McManus T. Prevalence of school policies, programs, and facilities 
that promote a healthy physical school environment. American Journal of Public Health. 
2003;93(9):1570–1575. [PubMed: 12948982] 

22. Jones SE, Sliwa S. Peer Reviewed: School Factors Associated With the Percentage of Students 
Who Walk or Bike to School, School Health Policies and Practices Study, 2014. Preventing 
chronic disease. 2016;13

23. Novello AC, Degraw C, Kleinman DV. Healthy children ready to learn: an essential collaboration 
between health and education. Public health reports. 1992;107(1):3. [PubMed: 1738805] 

24. Rasberry CN, Tiu GF, Kann L, et al. Health-related behaviors and academic achievement among 
high school students—United States, 2015. MMWR Morbidity and mortality weekly report. 
2017;66(35):921. [PubMed: 28880853] 

25. Michael SL, Merlo CL, Basch CE, Wentzel KR, Wechsler H. Critical connections: health and 
academics. Journal of School Health. 2015;85(11):740–758. [PubMed: 26440816] 

26. Fortson BL, Klevens J, Merrick MT, Gilbert LK, Alexander SP. Preventing child abuse and neglect: 
A technical package for policy, norm, and programmatic activities. National Center for Injury 
Prevention and Control, Centers for Disease Control and Prevention; 2016.

27. Niolon PH, Kearns M, Dills J, et al. Preventing intimate partner violence across the lifespan: A 
technical package of programs, policies, and practices. National Center for Injury Prevention and 
Control, Centers for Disease Control and Prevention; 2017.

28. Basile KC, DeGue S, Jones K, et al. STOP SV: A technical package to prevent sexual violence. 
National Center for Injury Prevention and Control, Centers for Disease Control and Prevention; 
2016.

29. Stone DM, Holland KM, Bartholow BN, Crosby AE, Davis SP, Wilkins N. Preventing suicide: A 
technical package of policies, programs, and practice. National Center for Injury Prevention and 
Control, Centers for Disease Control and Prevention; 2017.

30. David-Ferdon C, Vivolo-Kantor AM, Dahlberg LL, Marshall KJ, Rainford N, Hall JE. A 
comprehensive technical package for the prevention of youth violence and associated risk 
behaviors. National Center for Injury Prevention and Control, Centers for Disease Control and 
Prevention; 2016.

31. National Center for Injury Prevention and Control. HEADS UP Resource Center. Centers for 
Disease Control and Prevention. Accessed September 13, 2021. https://www.cdc.gov/headsup/
resources/index.html

32. Substance Abuse and Mental Health Services Administration. Materials for School. Accessed 
August 31, 2021. https://www.samhsa.gov/talk-they-hear-you/partner-resources/materials-school

Miller et al. Page 11

J Sch Health. Author manuscript; available in PMC 2023 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://www.cdc.gov/headsup/resources/index.html
https://www.cdc.gov/headsup/resources/index.html
https://www.samhsa.gov/talk-they-hear-you/partner-resources/materials-school


33. Centers for Disease Control and Prevention. Drug-Free Communities Support Program. Accessed 
August 31, 2021. https://www.cdc.gov/drugoverdose/drug-free-communities/about.html

34. Hillis SD, Anda RF, Felitti VJ, Marchbanks PA. Adverse childhood experiences and sexual risk 
behaviors in women: a retrospective cohort study. Family planning perspectives. 2001:206–211. 
[PubMed: 11589541] 

35. Ahern S, Burke L-A, McElroy B, et al. A cost-effectiveness analysis of school-based suicide 
prevention programmes. European child & adolescent psychiatry. 2018;27(10):1295–1304. 
[PubMed: 29442231] 

36. Mowen TJ, Freng A. Is more necessarily better? School security and perceptions of safety among 
students and parents in the United States. American journal of criminal justice. 2019;44(3):376–
394. [PubMed: 32382224] 

37. Moon J, Williford A, Mendenhall A. Educators’ perceptions of youth mental health: Implications 
for training and the promotion of mental health services in schools. Children and youth services 
review. 2017;73:384–391.

38. Wilkins N, Myers ML, Kuehl MT, Bauman MA, Hertz MM. Connecting the dots: state health 
department approaches to addressing shared risk and protective factors across multiple forms of 
violence. Journal of public health management and practice: JPHMP. 2018;24(Suppl 1 INJURY 
AND VIOLENCE PREVENTION):S32. [PubMed: 29189502] 

39. Santelli JS, Grilo SA, Choo T-H, et al. Does sex education before college protect students from 
sexual assault in college? PloS one. 2018;13(11):e0205951. [PubMed: 30427866] 

40. Richmond KP, Peterson ZD. Perceived sex education and its association with consent attitudes, 
intentions, and communication. American Journal of Sexuality Education. 2020;15(1):1–24.

41. Control CfD, Prevention. School health guidelines to prevent unintentional injuries and 
violence. MMWR: Recommendations and reports: Morbidity and mortality weekly report 
Recommendations and reports/Centers for Disease Control. 2001;50(RR-22):1–73.

Miller et al. Page 12

J Sch Health. Author manuscript; available in PMC 2023 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://www.cdc.gov/drugoverdose/drug-free-communities/about.html


IMPLICATIONS FOR SCHOOL HEALTH

Collecting data on school policies and practices allows for better monitoring and 

evaluation of these activities to determine which are efficacious and aligned with the 

best available evidence. These data could allow for tracking new health promotion 

activities in schools as needs and innovative interventions emerge. Moreover, these data 

are essential for understanding if activities are implemented consistently across schools 

and how inconsistences might look based on factors such as urbanicity. Schools may 

consider implementing a comprehensive set of policies and practices that can support 

such protective environments. CDC issued guidance in 2001 with eight recommendations 

for school based unintentional injury, violence, and suicide prevention.41 It will be 

important to consider updating these guidelines in the future when more recent data 

become available in order to assess current policy implications.
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Table 1.

Percentage of Schools with Specific Policies and Practices Related Injury and Violence Prevention, Overall 

and by Urbanicity – School Health Policies and Practices Survey, 2014

SEM Level All Schools Rural/Town 
Schools

Suburban 
Schools

Urban 
Schools

%
95% CI

%
95% CI

%
95% CI

%
95% CI

Adverse 
Childhood 
Experiences

Identification or referral for 
physical, sexual, or emotional 

abuse
bc

School 85.1
80.8-88.6

88.5
82.1-92.9

88.3
80.4-93.3

78.0
68.4-85.2

Identification or referral for 
family problems (e.g., parental 
divorce, substance abuse, or 

violence)
bc

School 82.9
78.4-86.7

87.4
81.7-91.5

84.1
75.3-90.2

76.5
66.2-84.3

Alcohol or Other 
Drug Use

Instruction on alcohol or other 

drug use prevention
bd Individual 62.3

57.3-67.0
70.8

63.3 - 77.4
60.9

51.8-69.3
53.5

44.0-62.8

Small group alcohol or other 

drug use prevention
b School 32.8

28.3-37.6
42.3

35.5-49.4
27.9

20.8-36.2
25.7

17.2-36.4

Provides alcohol or other drug 

use treatment
e School 22.5

17.9-27.8
25.8

19.4-33.5
20.9

13.4-30.9
19.5

10.9-32.3

Arrangements to provide alcohol 
or other drug use treatment School 60.8

51.1-69.8
63.1

50.1-74.5
67.2

44.8-83.8
52.0

33.1-70.3

Student handbook includes rules 
related to cigarette smoking/

smokeless tobacco use
bcd

Policy 76.3
71.0-80.8

86.0
78.5-91.2

73.1
63.3-81.1

67.4
56.2-76.9

Student handbook included rules 
related to alcohol use Policy 89.3

85.2-92.3
91.1

85.4-94.7
90.1

81.7-95.0
86.3

77.2-92.2

Student handbook includes rules 
related to illegal drug possession 
or use

Policy 91.4
87.6-94.1

92.8
87.6-95.9

91.7
83.1-96.2

89.4
80.9-94.4

Interscholastic sports program 
strictly enforce prohibitions 

against alcohol or drug use
b

Policy 97.1
94.2-98.5

98.6
94.6-99.7

97.0
89.9-99.1

94.9
86.3-98.2

Bullying
A program to prevent bullying

c School 79.7
75.5-83.4

78.7
72.2-84.0

82.2
74.5-87.9

78.6
69.5-85.6

Student handbook includes rules 
related to electronic aggression 
or cyber-bullying

Policy 90.2
86.6-92.9

91.0
85.5-94.6

91.9
84.9-95.8

87.7
79.3-93.0

Specific criteria to help determine the response to incidents of bullying:
f

  Zero tolerance
cd Policy 48.3

41.9-54.8
46.4

36.0-87.3
59.4

48.2-69.7
41.2

30.5-52.8

  Effect or severity of the 
violation Policy 87.2

81.9-91.1
81.2

72.6-87.6
90.2

81.1-95.2
90.7

77.0-96.6

  Grade level of the student Policy 64.3
57.4-70.7

63.1
53.7-71.6

57.6
43.3-70.8

71.0
57.6-81.5

  Repeat offender status Policy 85.6
80.5-89.6

84.2
75.1-90.5

86.9
78.5-92.3

86.0
75.2-92.6
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SEM Level All Schools Rural/Town 
Schools

Suburban 
Schools

Urban 
Schools

%
95% CI

%
95% CI

%
95% CI

%
95% CI

  Type of bullying (e.g., 
physical or verbal) Policy 83.6

78.1-88.0
77.6

68.9-84.5
86.7

77.6-92.4
87.2

73.6-94.3

Almost always or always took specific actions for incidents of bullying:
f

  Referred to school counselor
a 

or administrator
ac Policy 58.4

52.3-64.3
57.8

48.3-66.8
68.1

57.3-77.2
51.1

40.0-62.1

  Encouraged or required to 
participate in an assistance or 

education program
ab

Policy 13.3
9.0-19.1

9.1
4.2-18.4

10.0
4.8-19.5

20.2
11.7-32.6

  Referred to legal authorities
ac Policy 2.4

1.2-4.4
0.7

0.1-0.5
4.6

2.3-8.9
2.1

0.5-8.6

  Placed in detention
a
, in-

school suspension
a
, or not 

allowed to participate in 
extracurricular activities or 

interscholastic sports
a

Policy 3.8
1.9-7.3

3.6
1.3-9.8

2.8
0.5-12.5

4.8
1.7-12.9

  Suspended from school
acd Policy 7.0

4.4-11.0
4.0

1.4-10.8
12.9

7.3-21.6
5.2

1.7-15.1

Policy prohibiting cyber-bullying 
on school property or at 
off-campus, school sponsored 

events
bc

Policy 84.0
79.6-87.6

86.4
80.8-90.5

87.8
80.6-92.6

77.6
66.8-85.6

Policy prohibiting cyber-bullying 
that interferes with the 

educational environment
bc

Policy 84.0
80.1-87.2

84.0
78.6-88.2

90.1
83.5-94.2

78.5
69.6-85.3

Specific criteria to help determine the response to incidents of electronic aggression or cyber-bullying?
f

  Zero tolerance
cd Policy 43.3

34.9-52.1
37.2

26.4-49.5
59.3

43.7-73.3
30.1

14.9-51.3

  Effect or severity of the 
violation Policy 88.9

81.6-93.5
87.6

78.3-93.3
85.2

66.8-94.3
96.6

86.1-99.3

  Grade level of the student Policy 44.3
35.9-53.0

38.2
26.6-51.4

40.2
26.7-55.3

61.5
42.6-77.4

  Repeat offender status Policy 82.6
74.0-88.9

82.8
71.6-90.2

81.1
63.0-91.5

84.6
60.4-95.2

Almost always or always took specific actions for incidents of electronic aggression or cyber-bullying:
f

  Referred to school counselor
a 

or administrator
abc Policy 47.4

38.3-56.7
49.2

35.6-62.9
58.9

42.1-73.9
26.8

13.4-46.5

  Encouraged or required to 
participate in an assistance or 

education program
a

Policy 8.5
4.4-15.7

7.1
2.9-16.5

9.9
3.2-26.5

8.8
1.8-33.1

  Referred to legal 

authorities
acd Policy 10.9

6.8-17.1
7.0

3.0-15.4
20.2

10.6-35.1
4.1

0.5-27.3
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SEM Level All Schools Rural/Town 
Schools

Suburban 
Schools

Urban 
Schools

%
95% CI

%
95% CI

%
95% CI

%
95% CI

  Placed in detention
a
, in-

school suspension
a
, or not 

allowed to participate in 
extracurricular activities or 

interscholastic sports
a

Policy 1.1
0.3-4.3

1.2
0.2-8.4

1.7
0.3-10.3 0.0

  Suspended from school
a Policy 9.8

5.9-16.0
10.3

4.8-20.6
8.8

3.6-20.1
10.7

3.5-28.3

Dating Violence A program to prevent dating 

violence
e School 13.3

10.9-16.1
14.6

11.0-19.1
14.0

9.8-19.6
11.0

7.0-16.9

Emotional, 
Behavioral, and 
Mental Health

Receive instruction on emotional 

and mental health
b Individual 62.6

57.5-67.4
68.7

61.0-75.4
60.3

49.5-70.2
57.6

48.9-65.8

Obtain and keep emotional or 

mental health history
bd Individual 59.4

54.0-64.6
52.7

45.1-60.0
66.9

56.4-76.0
60.6

49.7-70.5

Students screened for mental 

health problems
b Individual 8.5

5.9-12.1
5.0

2.0-11.8
9.5

5.2-16.7
11.8

6.9-19.3

Crisis intervention for personal 
problems School 84.2

79.2-88.1
86.3

79.8-90.0
82.8

73.1-89.5
82.9

71.3-90.5

Counseling or Identification 
of emotional or behavioral 

disorders
g

School 68.8
63.4-73.7

73.2
65.0-80.0

67.2
58.7-74.6

64.9
53.4-74.9

Provide stress management School 58.6
53.0-63.9

59.7
51.8-67.1

56.5
46.8-65.7

59.2
47.5-70.0

Is there a part-time/full-time staff who provides standard mental health or social services to students?

  School counselor
bd School 78.5

72.7-83.2
86.7

78.9-91.9
74.9

63.0-83.9
72.4

60.9-81.6

  school psychologist
bd School 56.2

49.7-62.5
50.0

41.2-58.7
61.7

49.8-72.4
58.1

44.5-70.6

  Social worker School 45.3
38.3-52.5

46.8
35.9-58.1

44.7
32.6-57.5

44.1
31.8-57.2

Private room for counseling 

students
c School 92.7

89.2-95.2
92.0

87.1-95.1
93.9

83.6-97.9
92.6

85.2-96.4

Dedicated phone line, answering 
machine, or voice mail reserved 
for mental health or social 

services staff
c

School 54.0
48.5-59.4

55.5
48.2-62.6

57.9
46.7-68.4

48.5
38.7-58.5

Locked storage space for files 
related to mental health or social 
services

School 90.4
86.5-93.3

90.9
84.1-95.0

90.5
83.0-94.9

89.8
81.1-94.8

Do mental health or social services staff provide:

  Case management for 
students with emotional or 

behavioral problems
b

School 81.9
77.1-85.9

86.6
80.1-91.2

82.1
73.1-88.6

76.2
65.5-84.3

  Group counseling or 
individual counseling School 75.9

70.7-80.4
76.3

69.9-81.8
76.6

65.9-84.9
74.6

63.3-83.3
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SEM Level All Schools Rural/Town 
Schools

Suburban 
Schools

Urban 
Schools

%
95% CI

%
95% CI

%
95% CI

%
95% CI

  Comprehensive assessment or 
intake evaluation School 66.5

60.8-71.8
67.9

59.9-75.0
63.9

53.4-73.1
67.2

55.0-77.4

  Self-help or support groups School 52.4
47.4-57.4

51.9
44.4-59.2

57.7
48.8-66.1

48.2
38.7-57.8

  Crisis intervention for 
personal problems School 82.8

75.9-88.0
78.1

66.0-86.8
80.6

65.8-90.0
91.1

81.0-96.1

  Identification of emotional or 

behavioral disorders
g School 73.8

65.9-80.4
77.4

65.5-86.1
72.1

54.9-84.6
69.7

54.4-81.6

  Counseling for emotional or 

behavioral disorders
g School 81.6

74.9-86.8
81.5

71.1-88.8
78.9

63.1-89.2
83.6

70.9-91.4

Gang Activity A program to prevent gang 

violence
bc School 19.2

15.4-23.6
17.3

12.1-24.2
17.7

11.8-25.8
22.8

15.6-32.1

Student handbook includes rules 
related to gang activity Policy 62.9

57.0-68.5
65.3

56.3-73.4
61.1

48.2-72.7
61.6

51.7-70.7

Policy prohibiting gang activity 
(e.g., recruiting or wearing gang 
colors, symbols or other gang 

attire)
b

Policy 57.1
51.5-62.5

54.1
46.2-61.7

55.9
45.5-65.8

61.8
50.4-72.0

General Injury 
Prevention and 
Safety

Receive instruction on injury 

prevention and safety
c Individual 69.2

63.7-74.2
69.3

60.7-76.7
73.1

62.0-81.8
65.5

55.1-74.5

Reviewed student injury reports 
to identify hazardous school 
areas or activities or ways to 
prevent injuries

School 68.5
63.0-73.5

63.7
55.9-70.9

70.6
60.6-79.0

72.3
60.4-81.7

Provide injury prevention and 

safety counseling
b

School 31.8
27.0-37.0

26.4
20.5-33.3

31.3
22.6-41.6

38.7
28.8-49.6

Physical Fighting
Almost always or always took specific actions for incidents of physically fighting:

f

  Referred to school counselor
a 

or administrator
acd

Policy
39.7

32.1-47.9
36.4

25.4-49.1
52.0

37.2-66.4
31.9

19.8-47.1

  Referred to peer mediation
a Policy 10.1

6.0-16.5
6.5

2.4-16.1
9.7

3.5-24.1
14.0

6.5-27.7

  Encouraged or required to 
participate in an assistance or 

education program
ac

Policy 6.3
3.3-11.4

8.3
3.0-20.6

9.4
3.8-21.4

1.4
0.2-9.2

  Referred to legal authorities
a Policy 6.5

4.3-9.7
5.9

2.9-11.5
8.7

4.5-16.3
5.0

2.2-10.9

  Placed in detention
a
, in-

school suspension
a
, or not 

allowed to participate in 
extracurricular activities or 

interscholastic sports
a

Policy 4.9
2.7-8.9

7.4
3.5-15.1

1.2
0.2-5.2

5.8
1.9-16.1

  Suspended from school
ac Policy 37.8

31.2-45.0
49.0

36.6-61.4
41.9

32.5-52.0
22.7

13.1-36.6
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SEM Level All Schools Rural/Town 
Schools

Suburban 
Schools

Urban 
Schools

%
95% CI

%
95% CI

%
95% CI

%
95% CI

Suicide Receive instruction on suicide 
prevention Individual 39.1

34.5-43.9
42.9

35.5-50.6
37.4

28.7-46.9
36.3

28.3-45.0

Provide suicide prevention 
services School 79.1

73.6-83.7
80.5

72.4-86.7
74.3

64.0-82.5
82.9

69.4-91.2

Have a program to prevent 

suicide
bc

School 30.8
26.3-35.7

33.5
26.6-41.1

33.6
25.1-43.2

25.0
17.3-34.7

A plan for the actions to be taken 
when a student at risk for suicide 
is identified

Policy 91.5
87.9-94.1

93.8
89.2-96.5

90.1
82.4-94.7

90.1
80.6-95.2

Plan require that student be 
referred to a mental health 

provider
bd

Policy 75.7
70.7-80.1

65.9
58.2-72.9

82.7
71.7-90.0

81.6
71.1-88.8

Plan require that visit with 
a mental health provider be 
documented before return to 

school
cd

Policy 53.1
47.0-59.1

48.0
39.4-56.8

63.7
50.7-74.9

49.6
38.3-61.0

Transportation 
Safety

Has maximum speed limit on streets that abut or are adjacent to school grounds:

  15 mph or lower or 20 mph or 
25 mph Policy 76.4

71.3-80.8
76.6

68.9-82.9
76.3

67.0-83.5
76.2

64.9-84.7

  30 mph or 35 mph or higher Policy 23.6
19.2-28.7

23.4
17.1-31.1

23.8
16.5-33.0

23.8
15.3-35.1

Paid/volunteer crossing guards, 

to promote traffic safety
cd Policy 78.7

74.3-82.6
77.6

70.9-83.1
84.4

74.9-90.8
74.8

65.9-82.0

Reduced speed limits during 

peak school travel times
bc Policy 68.1

62.6-73.2
70.0

62.1-76.9
71.4

60.6-80.2
62.9

51.3-73.3

Traumatic Brain 
Injury Athletic trainer available School 28.3

24.5-32.5
33.5

27.7-39.8
25.4

18.9-33.2
25.0

17.9-33.6

Certified athletic trainers
bc School 47.3

40.9-53.8
51.8

42.3-61.2
52.0

39.4-64.3
36.4

24.6-50.0

Student handbook includes rules 

related to playground safety
h Policy 84.6

77.5-89.7
83.7

74.3-90.1
89.7

76.5-95.8
81.5

64.8-91.3

Handbook includes policies, 
regulations, rules, and 
enforcement for students who 
participate in interscholastic 

sports
bc

Policy 78.6
73.5-82.9

84.2
77.1-89.4

77.2
66.1-85.4

72.0
61.3-80.6

Require student athletes and 
their parents to review and sign 
a concussion information sheet 

before participation
abd

Policy 31.9
25.7-38.7

20.5
13.0-30.7

40.7
27.7-55.2

40.5
28.6-53.7

Establish criteria, including 
clearance by a healthcare 
provider after a suspected 

concussion
b

Policy 94.8
89.77-97.4

97.3
91.4-99.2

94.1
81.4-98.3

91.5
75.7-97.4

Head Coach has training on 
how to prevent, recognize, and 
respond to concussions among 

student athletes
bc

Policy 80.4
74.1-85.5

89.3
80.9-94.3

78.0
63.1-88.1

69.7
56.3-80.5
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SEM Level All Schools Rural/Town 
Schools

Suburban 
Schools

Urban 
Schools

%
95% CI

%
95% CI

%
95% CI

%
95% CI

Violence 
Prevention

Receive instruction on Violence 

prevention
i Individual 77.3

72.5-81.5
77.5

69.5-83.9
79.6

71.0-86.2
74.9

64.8-82.8

Violence prevention
i
 services

b School 93.2
89.7-95.6

91.7
86.4-95.1

91.5
80.2-96.6

96.5
90.3-98.8

Weapons Student handbook includes rules 
related to weapon possession or 
use

Policy 96.5
93.8-98.1-

95.8
89.9-98.3

98.2
94.5-99.4

95.9
90.0-98.5

Almost always or always took specific actions for incidents using or possessing a weapon:
f

  Referred to school counselor
a 

or administraton
a Policy 97.3

80.7-99.7 100 100 86.8
27.0-99.2

  Encouraged or required to 
participate in an assistance or 

education program
a

Policy 21.1
8.8-42.5

13.7
4.0-86.1

28.3
8.5-62.6

11.9
7.5-70.5

  Referred to legal authorities
a Policy 49.9

30.3-69.5
56.6

24.1-84.3
46.0

17.7-77.2
49.9

10.9-89.0

  Placed in detention
a
, in-

school suspension
a
, or not 

allowed to participate in 
extracurricular activities or 

interscholastic sports
a

Policy 77.6
59.5-89.1

69.3
28.1-92.9

78.1
47.1-93.4

88.1
29.6-99.3

  Suspended from school
a Policy 82.8

58.9-94.2
71.3

18.5-96.5
82.3

39.5-97.1 100

Posts signs marking a weapons-

free school zone
d Policy 42.0

35.3-48.9
45.3

34.8-56.3
34.0

22.2-48.2
45.3

33.4-57.8

Note: CI=confidence interval; SEM=Social ecological model

a
Percentages reported for this item reflect schools reporting “always or almost always” responses. All other percentages reported reflect schools 

reporting a “yes” response.

b
Rural/town is statistically significantly different from urban based on t-test (p<.05)

c
Urban is statistically significantly different from suburban based on t-test (p<.05)

d
Rural/town is statistically significantly different from suburban based on t-test (p<.05)

e
Among middle and high schools only

f
Among schools that had 4 or more incidents during the school year

g
Such as anxiety, depression, or ADHD

h
Among elementary schools only

i
Such as bullying, fighting, or dating violence prevention
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