
Washington 
2008 School Health Profiles Report 

UNDERSTANDING YOUR PROFILES RESULTS 
 

 
This section is designed to assist you with understanding the different type of results presented in the School Health 
Profiles (Profiles) report and with how to interpret the findings.  The following topics are included: 

 
• Understanding Sample Descriptions, Response Rates and Weighting Procedures 
• Understanding Your Summary of Principal and Teacher Results 
• Understanding Your Principal Teacher Results Tables 
• Understanding Your Principal and Teacher Results Charts 
• Understanding Your SLIMs Results 
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Understanding Sample Descriptions, Response Rates and Weighting Procedures 
 
Being able to describe the population the results represent and provide support for generalizing the results to the 
population is important when presenting the results. Your ability to generalize the results of your Profiles is determined by 
whether your data are unweighted or weighted.  If your survey response rate is less than 70%, your data are unweighted.  
If it is 70% or greater, you have used a scientifically selected sample, and you provided all necessary documentation, your 
data have been weighted.  
 
 
 
If the data are unweighted, the data in the tables and charts refer only to those schools whose principals or teachers 
actually participated in the survey.  For example, if you have unweighted data and 30% of schools in the sample report 
they require health education, you can report that 30% of the schools that participated in the survey require health 
education.   
 
If the data are weighted, the percentages refer to all schools in that category within your district or state.  For example, if 
the data are weighted and 30% of the schools in the high school category report they require health education, you can 
report that 30% of high schools in your state or district require health education. 
 
The Principal Survey and the Teacher Survey are weighted separately. This report has a sample description section for 
the both the Principal and Teacher Survey.  It describes the type of schools surveyed (e.g., all regular secondary public 
schools having at least one of grades 6 through 12) and the method used to select the sample of schools.  
 
The number of principals/teachers in the sample, the number of eligible principals/teachers who returned the 
questionnaires, the response rate, and how the weights are calculated are also provided.  This report  
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Understanding Your Summary of Principal Teacher Results 
 
The Summary presents selected results (percents and confidence intervals) from both the Principal and Teacher surveys. 
This summary provides quick reference for several key results in one table, by topic, and may serve as a ready-to-use fact 
sheet about your Profiles survey.  
 

 
 
Example:  54% of schools in your state require students to take 2 or more health education courses.  
 
The 95% confidence interval is explained on page 6 of this booklet.) 
 

 3



Understanding Your Principal and Teacher Results Tables 
 
The report provides Tables of all your results. The example table below will help illustrate the format.   
 

 
 
 
Title 
The title of each table tells whether the data describe information from school principals or lead health education teachers, 
and whether the data are weighted or unweighted. 
 
The question number and a summary of the question appear under the title.  Response options for the question or 
subparts of the question are listed on the far left of the table.  In some tables, question numbers are followed by the letter 
N (e.g., 21N).  The data contained in these tables were derived from combining two or more response options to a single 
question or two or more questions or question subparts.  Where this occurs, the response options, questions, or question 
subparts used in creating the combined variable are listed in a footnote. 
 
The results are provided for All Schools regardless of weight status and each table also lists responses for three 
categories of schools: 

• High schools, defined as those with a low grade of 9 or higher and a high grade of 10 or higher;  
• Middle schools, defined as those with a high grade of 9 or lower; and 
• Junior/senior high schools, defined as those with a low grade of 8 or less and a high grade of 10 or 

higher. 
“N” 
In addition to the column containing the response options, each table has two or three other columns.  The N column 
shows the total unweighted number of observations for each category of school (high school, middle school, and 
junior/senior high school) and all schools.  Stated another way, N is the number of schools in each category and overall 
that provided any response to the question or subparts of the question.  For example, in the above table, the principals in 
27 high schools answered question 14.  
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Percent 
The Percent column shows the percentage of schools in each category and overall that responded to the question as 
described in the question summary at the top of each table.  If the data are weighted, this is a weighted percentage; if the 
data are unweighted, it is an unweighted percentage. In the example table above, 92% of high schools in the state require 
all staff who teach physical education to be certified, licensed, or endorsed by the state in physical education.  
 
95% Confidence Intervals 
A sample of schools were selected to take the survey so the results are weighted, a fourth column shows the 95% 
Confidence Interval for the percentage reported.  The 95% confidence interval provides the range of values within which 
the "true" percentage lies.  A 95% confidence interval means that if the survey were repeated many times, the "true" value 
would fall within the interval 95% of the time. 
 
A census of all eligible schools was used for the Washington Supplemental Survey, so the results are unweighted.  The 
response rate for the supplements were less than 70% so 95% confidence intervals were also provided.   
 
When the confidence interval is relatively narrow, you have a more precise indication of the requirement for staff who 
teach physical education to be certified, licensed, or endorsed in physical education.  Wider confidence intervals diminish 
the ability to report results with precision. In the example table above, the confidence interval is 82 to 97. This means you 
can be 95% confident that the "true" percentage of schools could be as low as 82% or as high as 97%. 
 
Determining Significant Differences 
If you are interested in comparing two percentages, confidence intervals can also be used for comparisons.  
 
If the confidence intervals of two groups you are interested in comparing do NOT overlap, the results are considered 
significantly different.  

• Using the results from the above example table, we can compare the percentage of high schools 92% 
(82 -97)) to the percentage of middle schools 67% (58 – 75) that have a requirement for certification, 
licensure, or endorsement for physical education teachers.  

• The two confidence intervals do not overlap – therefore, the percentage of high schools that require all 
staff who teach physical education to be certified, licensed, or endorsed by the state in physical 
education is significantly higher than the percentage of middle schools with the same requirement.   

 
If at least one of the confidence intervals overlaps one of the percent estimates the two results are Not considered 
significantly different.  
 
If  the confidence intervals overlap, but the overlap does not include one the percent estimates, then the differences is 
inconclusive. 

• If your confidence intervals give you an inconclusive results, you can determine statistical significance 
by using an online tool is available at http://www.hys.wa.gov/Reporting/Default.aspx 
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Understanding Your Principal and Teacher Results Charts 
 
For each table, a bar chart presenting the same results graphically is provided. Across the top of each bar chart is the title 
indicating whether the data are from school principals or lead health education teachers and whether the data in the chart 
are weighted or unweighted.  The question number and summary of the question appear below the title.  The response 
options or subparts of the question are listed down the left margin of the chart.  Each item in the chart contains four bars:  
one for each of three categories of schools (high school, middle school, and junior/senior high school) and one for all 
schools combined (all schools).  Each bar represents the percentage of schools in each category and overall that 
responded to the question as described in the question summary at the top of each chart. The percent is to the right of the 
bar. 
 
A sample bar chart appears below.  The charts are useful for creating presentations or adding to your own Profiles report. 
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Understanding Your SLIMs Results 
 
Sites who received funding for Priorities 2, 3, or 4 of the CDC/DASH cooperative agreement (DP08-801) are required to 
“document the impact of their program activities by monitoring the percentage of schools in their jurisdiction that are 
implementing specific, effective…policies and practices.” The results from your 2008 Profiles survey can be used to help 
you choose which School-Level Impact Measures (SLIMs) you will focus on and future Profiles survey results can be used 
to monitor your progress. 
 
In this section of the report, tables describe each SLIM and provide the percentage of schools meeting the requirements 
for the SLIM. The title indicates which set of SLIMs are provided (the example below presents the results for the human 
immunodeficiency virus (HIV) prevention SLIMs). Below the title are two columns. The column on the left identifies the 
SLIM. The column on the right provides the results. 
   

 
 
In the example above, 32% of schools in the jurisdiction met all requirements for the HIV 1 SLIM. 
 
Please contact your CDC/DASH Project Officer for more information on how to choose the appropriate SLIMs and how to 
interpret the results as part of your cooperative agreement. 
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Washington 
2008 School Health Profiles Report 
USING YOUR PROFILES RESULTS 

 
 
This section is designed to assist you with presenting your Profiles results effectively. It includes guidelines for planning 
and developing reports, choosing the method for reporting, and using effective graphics. It also describes additional data 
sources you can use to supplement your Profiles results. The following topics are included: 
 

• Planning and Developing Effective Reports 
• Using Effective Graphics 
• Checklist for Effective Graphics 

 
 

Effective reporting of your Profiles results enables you to provide a broad audience with factual information on school 
health policies and programs in the following areas: health education; physical education and activity; health services; 
healthy and safe school environment; and family and community involvement.  Concrete recommendations can be made 
to education agencies, public health officials, parents, and those who assist in the development of your health education 
programs.  The results contained in your report can be used to provide the support for those recommendations.  

 
Reporting your results to the appropriate audiences in an effective and timely manner can: 

• Increase commitments to support school health policies and programs; 
• Help you make concrete, data-supported recommendations for school health policies and programs in your 

district or state; 
• Enable you to respond more easily and effectively to public and media requests for information about school 

health policies and programs; and  
• Encourage increased participation in future years. 
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Planning and Developing Effective Reports 
 
 
When planning your report, consider the following: 

• audience, 
• content,  
• style and format, and 
• method of reporting. 

 
Determining your audience is the first step in planning and developing your report or reports. A primary audience for your 
Profiles is CDC, but legislators, school board members, and district/state administrators are other audiences for your 
Profiles. Education department officials and program staff, teachers, trainers, parents, and the community may also be 
interested in your results.  
 
Your audience will determine the content of the report. Vary the materials you use for reporting to different audiences and 
consider the following for each group:  

• existing levels of knowledge;  
• key concerns and issues;  
• method of presentation most likely to draw that group’s attention; and  
• types of information most likely to motivate action. 

 
Emphasize those aspects of your Profiles data that are most interesting to each audience. Focus on the most important 
points you want to make instead of overwhelming your audience with details. Provide only the level of detail the audience 
needs or has requested.  
 
Your results will be more meaningful if presented with other relevant data.  You may want to compare your district or state 
data to data that reflect general national results. Other potential sources of data include: 
 
* Previous Profiles results; 
* The School Health Policies and Programs Study 2006; 
* Your district or state Youth Risk Behavior Survey (YRBS), Youth Tobacco Survey (YTS), and other student 

surveys; 
* The national school-based YRBS and the national YTS; 
* Your state Behavioral Risk Factor Surveillance System (BRFSS); 
* Survey results from other states and cities and national organizations; 
* Health outcome data; 
* Item-by-item rationale for the principal and teacher questionnaires for the Profiles (included in your Profiles report 

binder); and 
* National health statistics from federal agencies. 
 
Examples of combining the Youth Risk Behavior Survey (YRBS) results and the Profiles results can be found on the 
CDC/DASH website (http://www.cdc.gov/healthyyouth/profiles/index.htm). If current YRBS and Profiles results were 
available, three fact sheets were created for sites on the following topics – Childhood Overweight, HIV, Tobacco Use, and 
Violence. 
 
Consider the style and format, as well as the content of the product you will target to each audience you want to reach.  
Organize your findings in a way that clarifies implications for each particular audience. Reports that contain visual images 
are more powerful than those with just written text. 
 
Once you have selected the findings and determined a style and format that will have the most impact, the final step is to 
develop the appropriate method for dissemination. Keep in mind, using more than one method has a better chance of 
reaching and persuading a broad audience.     
 
 

 9

http://www.cdc.gov/healthyyouth/profiles/index.htm


Examples of methods that can be used include: 
 
Executive summary.  A two- or three-page executive summary should include all the relevant information generally 
needed for the reader to become informed about the subject.  Use this reporting mechanism to make recommendations 
for change based on the reported information. 
 
Comprehensive report.  Include many or all findings and details from your Profiles in a comprehensive report.  Use 
bullets, boxes, and graphics to emphasize what you want the reader to remember.  Include your executive summary as an 
introduction.  Organize the report by topic and include principal data and teacher data in each section as appropriate. 
 
Newsletter.  Use a newsletter to report information specifically addressed to certain groups of people, such as teachers, 
parents, or other professional or community groups.  Contribute to existing newsletters or develop your own. Publishing in 
the state/district principal and teacher newsletters is a way of gaining support for future surveys. 
 
Fact sheets and brochures.  A single-page fact sheet or threefold brochure should focus on three or four key results.  
Fact sheets also might contain some information about your YRBS results.  Include your project name, address, and 
telephone number.  Fact sheets can be used easily to disseminate information widely. 
 
Visual presentation.  In addition to written reports, you may want visual presentations to report your results before an 
audience.  Consider overhead transparencies, slides, or a PowerPoint presentation depicting the most important findings 
from your Profiles.  Include text interspersed with graphs that focus on a single finding. 
 
Website.  You may want to include your findings on an existing website or create a website so you can share your 
Profiles data more easily and with many interested parties. 
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Using Effective Graphics 
 

 
In reporting statistical data, graphic representation can be extremely useful in displaying results in an easy-to-understand 
manner.  Graphics are charts, graphs, and other visual forms for presenting information.  Graphic presentation of data is a 
powerful tool when effectively used.  Graphic enhancements are often the sparks that bring life, attention, and interest to a 
report or presentation.  Graphic images help demonstrate group differences and aid in the explanation of survey findings. 
 
The remainder of this booklet has been developed to help you prepare accurate and effective graphics. It focuses 
primarily on graphics used in presentation but the same guidelines can be used when including graphics in any report 
method.  The guidelines are not intended to constrain creativity, but rather to encourage and support accuracy and 
consistency in the display of information.  Your Profiles report CD-ROM contains graphs for all of your questions in a 
PowerPoint presentation format.  If you want to add additional “slides” or modify this presentation, you can make these 
changes yourself or find out about services available in your education or health agency.  
 
Planning Your Graphic Presentation 
The first step to preparing effective graphic presentations is to ensure that they have a clear purpose.  Think about what 
you are trying to say with the graphic.  Keep your message simple and straightforward.  Remember that your graphic 
presentation should highlight your major findings. 
 
Graphic presentations provide an opportunity for you to acquaint various audiences with your program.  You must know 
your audience members so you can design a presentation to best fit their needs.  For example, knowing whether your 
graphics will be viewed by policy makers, such as district superintendents, or by parent groups will help you decide how to 
present your results. 
 
A graphic's primary function is to inform.  This can best be done when data are presented clearly and simply.  Simple 
graphics that are easy to understand will communicate your survey findings much more effectively than tables of raw data.  
Ideally, your graphics should be both accurate and visually appealing. 
 
Graphics within a presentation should have a consistent style and format.  Although many type or font styles are available, 
using too many different styles can add an inconsistent, cluttered, unprofessional look to an otherwise clean and simple 
presentation.  If you add “slides” to your Profiles report presentation, limit your choices to one or two fonts, and use 
boldface or italics for emphasis. 
 
Another key factor to consider is the amount of information to convey in a single graphic.  Too much information makes a 
graphic difficult to comprehend, which in turn detracts from your ability to demonstrate important programmatic needs.  A 
series of simple graphics may be far more effective than a single complicated graph.  However, be careful not to 
summarize the information to the point that it misrepresents the actual data. 
 
Keeping presentation graphics as simple as possible forces you to interpret and discuss them in a conversational tone 
rather than reading them verbatim to your audience.  Reading your slides and overhead transparencies is boring for both 
you and your audience.  Your graphics should contain the framework rather than all the details of your presentation. 
 
Several types of charts can be used to display your data.  Choose the one that will best highlight the point you want to 
make. 
 
Text Charts 
Use text charts to introduce nonnumeric data in a presentation, for 
example, to introduce or summarize your findings.  Text charts should 
be short and precise in meaning, using the minimum number of short 
keywords needed to convey your message.  Keep lines short by 
highlighting only the main idea.  Limit text charts to 8 lines, with no 
more than 8 to 10 words on a line.  Paraphrase rather than use 
complete sentences.  Use initial capital letters and lowercase (as in the 
example shown) for the rest of the text.  USING ALL UPPERCASE 
LETTERS MAKES TEXT DIFFICULT TO READ.  
 
Avoid jargon.  Be careful when using abbreviations or acronyms.  For 
example, be sure your audience knows that Profiles stands for School 
Health Profiles. 
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Use bulleted lists to group and emphasize related ideas.  If you have more 
than one bulleted list in your report or presentation, the symbol you choose 
for the bullets should be consistent for all of your graphics.  Use a minimum 
number of indent levels, providing more detail verbally.  To avoid 
monotonous presentations, be careful not to overuse bulleted lists. 
 
 
 
 
 
 
 
 

 
Pie Charts 
A pie chart is the graphic that answers simple questions about proportions.  Each slice represents an individual part of a 
particular group.  “Cutting” (separating) one of the slices emphasizes an element that is part of the whole.  For clarity, 
place labels next to the slices, not in a legend.  Include percentages or values in the labels to add detail to the 
interpretation.  Pie charts should contain eight slices at most.  When you have more than eight data values, use a bar 
chart.  Use multiple pie charts cautiously; bar charts are more effective in comparing proportions between groups. 

 
Arrange your data from the largest element to the smallest, unless you 
want to emphasize a particular element, or there is a logical order to your 
categories or elements.  Your most important element should start at the 3 
o'clock position on the pie.  The other elements should progress in 
importance in a counterclockwise direction, with each slice being a lighter 
color or shading.  For the best color or pattern effects, work from dark to 
light.  Fluctuating between dark and light makes it difficult to see pie 
shading differences. 
 
 
 
 
 

 
Vertical Bar or Column Charts 
Vertical bars are used to present trends in data such as changes over time or differences among groups.  Use bar charts 
for a relatively small number of discrete data points or groups.  Use a clustered bar chart to compare data in more than 
one category.  However, keep the number of clusters small, and limit the number of bars in each cluster to three or fewer. 
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Horizontal Bar Chart 
Horizontal bar charts are used to show comparisons between parts, groups, or categories.  This type of chart will 
accommodate many values without visual clutter and can indicate exact quantities as well as proportions.  Use the same 
color or fill pattern for all bars.  To emphasize one bar, select a contrasting fill pattern or color.  Your Profiles charts are in 
this format.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Line Charts 
Line charts are used to show changes in data over time or to represent continuous measurements.  Like bar charts, line 
charts answer questions about trends, and they can support an almost unlimited number of data points.  
 
Titles and Labels 
Graphics should have clear, concise titles and subtitles.  Both axes of a graph should be labeled with the names of the 
variables, and the scales should be indicated.  Titles should be centered at the top or bottom of the graphic.  All 
information necessary to understand the graphic should be included. 
 
Production 
Graphics produced for paper copies and those created for computerized digital display require different design formats.  It 
is important to consider the purpose and presentation medium when choosing among pattern, shading, and color options.  
Computer presentations benefit from use of color.  Photocopying printed graphics (unless using a color copier) will 
obscure color or shading patterns.   
 
Electronic Presentation 
You can present your results in the PowerPoint presentation format provided without any modification, or your can tailor 
the report to meet more specific needs.  The PowerPoint presentation allows you to add transitions between slides, text 
builds, and even animation and sound.  Transitions are special visual effects that appear when moving from slide to slide.  
Text builds allow you to show main bullet points on a slide one at a time.  These special effects should be used sparingly.  
You need to preview your presentation to be sure that everything looks good.   
 
When doing an electronic presentation, you will need a computer, a CD or a flash drive with your “slides,” and an LCD 
projector.  In the future, LCD projectors connected to computers will probably become as commonplace as slide and 
overhead projectors.  We are not there yet, however, so be prepared and bring your equipment.  You may want to bring 
overheads or a printed version as a backup in case of equipment problems. 
 
Internet Website 
Presenting data on the Internet has become more commonplace.  This format makes it readily available to many 
audiences.  Having data available on the World Wide Web emphasizes the importance of the data and encourages an 
exchange of information to enhance analysis and presentation. 
 
Preparing data for an Internet site is not difficult.  Software packages are available to convert your paper presentation text 
and graphics into HTML (hypertext markup language) or PDF (portable document file), so it can be viewed on the Internet.  
Like your paper presentation, you will want to keep it simple and easy to read.  Some formats will change in the HTML 
conversion, so take the time to adjust the format the way you like.  Highlight important headings and keep basic facts 
bulleted.  Converting to HTML will allow you to draw attention to links including appendices, tables, graphs, and pie 
charts, if you choose.  By using hyperlinks, you can allow the user to move within your report or to jump to supplemental 
information available elsewhere on the Internet.  Converting to PDF format will keep your document true to the original 
format. 
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Quality Assurance 
Quality assurance is the time and effort spent by the graphics developer to ensure that the message conveyed by the 
graphic is true to the data it represents.  Adequate quality assurance ensures that a graphic represents data in a manner 
that is easily viewed and understood by the observer and is not in any way misleading or incorrect.  If the graphic 
presentation is incorrect, the viewer will have a false sense of the data and their implications. 
 
Proofread your charts.  If possible, enlist one or more of your co-workers who are familiar with your Profiles to help with 
the proofing.  Also, check that percentages sum to 100%, when applicable, and that counts sum to the total.  If 
percentages do not sum to 100 due to rounding, be sure to document that in a footnote. 
 
Make sure the numbers on your chart match the numbers in the original data and that they are presented in the correct 
category.  Within a presentation, scale changes should be avoided whenever possible so that between-chart comparisons 
can be made.  For example, you may have two charts side by side showing response rates.  One may use a scale of 0 to 
100.  The second chart may zoom in on a scale of 60 to 100.  A person comparing these two charts will probably get a 
distorted view of the data.  If you need to enlarge a selected portion of a scale, be sure it is clearly labeled as such.  The 
vertical scale of bar and line charts should include zero. 
 
Answer the following questions when proofreading your charts: 
 

• Is all the text there? (Did the computer truncate text on long lines?) 
• Is the spelling correct? (If your graphics package has one, use the built-in spell checker.) 
• Is your message clear? 
• Is the chart simple and easy to understand? 
• Are the data accurate? 
• Would color enhance the presentation of the data? 

 
Whether you are compiling a written report or preparing visuals for a presentation, graphics can be used to add emphasis 
to your message.  Graphics can help make sure your readers or audiences leave with the message you want to convey.  
Effective use of graphics may help you generate interest in your program, gain support for conducting Profiles, and 
enhance your report or presentation. 
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Checklist for Effective Graphics 
 

 
Purpose 

 Identify your audience(s). 
 Specify your objectives. 
 Ensure presentation methods match purpose and audience. 

 
Planning 

 Create rough drafts first. 
 Plan on making several drafts of all graphs. 
 Remember that producing graphics sometimes takes longer than expected, so plan time accordingly. 

 
Appropriate Use 

 Use graphics to highlight the intended material. 
 Use the correct type of chart for your data. 
 Be sure the chart demonstrates the comparisons you planned. 

 
Clarity 

 Avoid unnecessary shadowing, 3D effects, and coloring. 
 Minimize the number of fonts. 
 Use bold and italic versions of fonts for highlighting. 
 Avoid red and green adjacent to each other. 
 Use accurate and complete labels. 

 
Simplicity 

 Present the data without extraneous material. 
 Avoid elaborate fill patterns. 
 Avoid too many different patterns. 
 Avoid overly decorative backgrounds. 

 
Consistency 

 Use a similar style across all graphics. 
 Use comparable scales for accurate comparison. 

 
Accuracy 

 Check that data are correct. 
 Check that spelling is correct. 
 Double-check everything! 
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Washington 
2008 School Health Profiles Report 

PRINCIPAL QUESTIONNAIRE ITEM RATIONALE  
 
 

Question 1: Are any of the following grades taught in this school? 

Rationale: Based on the response to this question, the eligibility of the school is determined. 

 

Question 2: Has your school ever used the School Health Index or other self-assessment tool to assess your school’s 
policies, activities, and programs in the following areas? 

Rationale: This question assesses whether the school has conducted an assessment or diagnosis as a critical first step 
in improving implementation of policies, programs, or environmental strategies to effect change or improvement in school 
health (1). Studies confirm that the School Health Index helps bring health issues to the school’s attention, builds school 
commitment, identifies changes that do not require resources, encourages development of policy and action, raises 
awareness of federal policies, and helps schools set policies and standards that meet national health objectives (2,3). 

 

Question 3: The Child Nutrition and WIC Reauthorization Act of 2004 requires school districts participating in federally 
subsidized child nutrition programs (e.g., National School Lunch Program, School Breakfast Program) to establish a local 
school wellness policy. Do you have a copy of your district’s wellness policy? 

Rationale: This question assesses school-level awareness of the district’s wellness policy. According to the Child 
Nutrition and WIC Reauthorization Act of 2004, each school division that participates in the National School Lunch 
Program (NSLP) shall establish a local (school) wellness policy no later than the first day of the school year beginning 
after June 30, 2006, to cover all NSLP schools in the school division (4). It is important to measure school-level 
awareness of local wellness policies in order for state education and health agencies to provide technical assistance on 
the development, implementation, and evaluation of these policies, given the potential impact of school health policies on 
physical activity, diet, and the availability of foods and beverages (5,6). 

 

Question 4: Currently, does someone at your school oversee or coordinate school health and safety programs and 
activities? 

Rationale: This question assesses whether the school has identified a person responsible for coordinating a school’s 
health program. It is critical to have one person appointed to oversee the school health program (7). This individual 
coordinates school health activities, leads a school health committee or team, and integrates community-based programs 
with school-based programs (8,9) Administration and management of school health programs requires devoted time, 
attention, training, and expertise (10,11). 

 

Question 5: Is there one or more than one group (e.g., a school health council, committee, or team) at this school that 
offers guidance on the development of policies or coordinates activities on health topics? 

Question 6: Are each of the following groups represented on any school health council, committee, or team? 

Rationale: These questions assess whether the school has a health committee or team. The school health committee or 
team should represent a coalition of representatives from within and outside of the school community interested in 
improving the health of youth in schools (10,12). Participation on such committees or teams can empower others through 
increased awareness and knowledge of the school health program, increase the chance of ownership and commitment, 
activate channels of communication, and increase involvement in decision making (8,10,12-16). This includes parents and 
community members. Parent leaders help other parents understand and contribute ideas to issues and policies that affect 
the design and quality of school programs and opportunities for all children (15). 

 

Question 7: Are any school staff required to receive professional development (such as workshops, conferences, 
continuing education, or any other kind of in-service) on HIV, STD, or pregnancy prevention issues and resources for the 
following groups? 

Rationale: This question assesses professional development requirements for school staff. Professional development 
enhances the health educator’s ability to teach adolescents the knowledge and skills needed to prevent HIV, other STDs, 
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and pregnancy. In the 2000 School Health Policies and Program Study, only 35% of health education teachers reported 
receiving staff development on HIV prevention during the two preceding years (17). Educators who have received 
professional development in health education report increases in the number of health lessons taught and their 
confidence in teaching (18). Professional development increases educators’ confidence in teaching subject matter and 
provides opportunities for educators to learn about new developments in the field and innovative teaching techniques, and 
to exchange ideas with colleagues (7,19). 

 

Question 8: Does this school have a student-led club that aims to create a safe, welcoming, and accepting school 
environment for all youth, regardless of sexual orientation or gender identity? These clubs sometimes are called 
gay/straight alliances. 

Rationale: This question assesses whether the school has a gay/straight alliance or similar student-led club. Such clubs 
are critical to the well-being of students. Students in schools with a gay/straight alliance are less likely to feel unsafe at 
school, less likely to miss school, and more likely to feel like they belonged at their school than students in schools with no 
such clubs (20). 

 

Question 9: Has your school adopted a policy that addresses each of the following issues for students or staff with HIV 
infection or AIDS? 

Rationale: This question assesses important components of school policies in place to address students and staff 
infected with HIV or AIDS. Students and staff infected with HIV or AIDS need policies protecting their rights (21). 

 

Question 10: Are all staff who teach health education topics at this school required to be certified, licensed, or endorsed 
by the state in health education? 

Rationale: This question addresses the necessary qualifications of staff who teach health education. The National 
Commission for Health Education Certification, Inc. supports Certified Health Education Specialists (CHES). CHES 
teachers are more likely than non-CHES teachers to teach about HIV and sexually transmitted disease prevention (22). 
Studies in other disciplines reveal that nationally certified teachers, to a greater degree than non-certified teachers, 
possess pedagogical content knowledge that is more flexibly and innovatively employed in instruction; are more able to 
improvise and to alter instruction in response to contextual features of the classroom situation; understand at a deeper 
level the reasons for individual student success and failure on any given academic task; are more able to provide 
developmentally appropriate learning tasks that engage, challenge, and even intrigue students; are more able to 
anticipate and plan for difficulties students are likely to encounter with new concepts; are more easily able to improvise 
when things do not run smoothly; are more able to generate accurate hypotheses about the causes of student success 
and failure; and bring a distinct passion to their work (23). The leading national organizations supporting school health 
education, including the American School Health Association and the American Association for Health Education, 
recommend that those who teach health education have professional preparation and state certification in health 
education (24,25). The Joint Committee on National Health Education Standards recommends that local education 
agencies ensure that health education is taught by licensed/certified health education teachers with training in 
implementing the National Health Education Standards (26). 

 

REQUIRED PHYSCIAL EDUCATION 

Question 11: Is physical education required for students in any of grades 6 through 12 in this school? 

Question 12: Is a required physical education course taught in each of the following grades in this school? 

Rationale: These questions measure the extent to which physical education is required for students in grades 6 through 
12. Physical education provides students with the knowledge, attitudes, skills, behaviors, and confidence to adopt and 
maintain physically active lifestyles (27). The importance of physical education in promoting the health of young people is 
supported by Healthy People 2010 Objectives 22-8, 22-9, and 22-10 (28). 

 

Question 13: Can students be exempted from taking required physical education for one grading period or longer for any 
of the following reasons? 

Rationale: This question examines whether or not students are allowed to be exempt from physical education based 
upon participation in non-physical activities or interscholastic sports. Exemptions from required physical education do not 
allow students to participate in comprehensive, standards-based physical education; this practice diminishes the 
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importance of physical education and its role in assisting students with establishing physically active lifestyles and 
developing various motor, movement, and behavioral skills unique to being physically educated (29). 

 

PHYSICAL EDUCATION AND PHYSICAL ACTIVITY 

Question 14: Are all staff who teach physical education at this school certified, licensed, or endorsed by the state in 
physical education?   

Rationale: This question measures the necessary qualifications of staff who teach physical education (PE). The National 
Association for Sport and Physical Education (NASPE) recommends that those who teach PE have grade-specific 
preparation (30). CDC’s Guidelines for School and Community Programs to Promote Lifelong Physical Activity Among 
Young People recommend that schools require the hiring of physical education specialists to teach physical education in 
kindergarten through grade 12 (31). Staff who have qualifications for teaching PE keep students active longer during PE 
classes and are more likely to teach to national, state, and/or local PE standards (32,33). 

 

Question 15: During the past two years, did any physical education teachers or specialists at this school receive 
professional development (such as workshops, conferences, continuing education, or any other kind of in-service) on 
physical education? 

Rationale: This question examines professional development for PE teachers. PE teachers who participate in staff 
development programs are more likely to use  recommended teaching methods such as holding group discussions, 
implementing physical activity stations, videotaping student performances, testing students’ knowledge related to PE, 
giving fitness tests, and explaining to students the meaning of fitness scores (30,34,35). Professional development for PE 
teachers provides skills to increase the quality of PE classes through student engagement in physical activity and the 
content of lessons taught (32,36,37). 

 

Question 16: Are those who teach physical education at this school provided with the following materials? 

Rationale: This question measures the type of information and support materials PE teachers are given in order to 
implement PE classes. According to NASPE, quality physical education is guided by and should include a written PE 
curriculum, goals, objectives, and expected outcomes, scope and sequence of instruction for PE, and plans for age-
appropriate student assessment (34,38). 

 

Question 17: Does this school offer opportunities for students to participate in intramural activities or physical activity 
clubs? 

Rationale: This question measures the extent to which students are provided the opportunity to participate in physical 
activities and clubs outside of the regular school day. According to NASPE, intramural activities, physical activity clubs, 
and recreation clubs contribute to young people’s physical and social development. Additionally, intramural activities or 
physical activity clubs offer students the opportunity to be involved in planning and implementing such programs and offer 
safe and structured opportunities to be physically active (39-43). 

 

TOBACCO-USE PREVENTION POLICIES 

Question 18: Has this school adopted a policy prohibiting tobacco use? 

Question 19: Does the tobacco-use prevention policy specifically prohibit use of each type of tobacco for each of the 
following groups during any school-related activity? 

Question 20: Does the tobacco-use prevention policy specifically prohibit tobacco use during each of the following times 
for each of the following groups? 

Question 21: Does the tobacco-use prevention policy specifically prohibit tobacco use in each of the following locations 
for each of the following groups? 

Question 22: Does your school have procedures to inform each of the following groups about the tobacco-use prevention 
policy that prohibits their use of tobacco? 

Question 23: Does your school’s tobacco-use prevention policy include guidelines on what actions the school should take 
when students are caught smoking cigarettes? 
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Question 24: At your school, who is responsible for enforcing your tobacco-use prevention policy? 

Question 25: Which of the following help determine what actions the school takes when students are caught smoking 
cigarettes? 

Question 26: When students are caught smoking cigarettes, how often is each of the following actions taken? 

Question 27: Does your school post signs marking a tobacco-free school zone, that is, a  specified distance from school 
grounds where tobacco use is not allowed? 

Rationale: These questions measure the extent to which schools develop, implement, and enforce a policy that creates a 
totally tobacco-free environment within the school experience for both young people and adults, as outlined in the CDC 
Guidelines for School Health Programs to Prevent Tobacco Use and Addiction (44) to achieve the Healthy People 2010 
Objective 27-11 of creating smoke-free and tobacco-free schools. (28). The Pro-Children Act of 1994, reauthorized under 
the No Child Left Behind Act of 2001, prohibits smoking in facilities where federally funded educational, health, library, 
daycare or child development services are provided to children under the age of 18 (45). Because tobacco use is the most 
preventable contributor to mortality in the United States, it is important to restrict use or exposure to tobacco products at 
an early age (44). The existence and enforcement of a school policy creates a tobacco-free environment that models 
acceptable behavior and sends a clear message to students, teachers, staff, parents, and visitors that the use of tobacco 
is socially unacceptable (46). Environmental interventions aimed at reducing use of tobacco in homes, public places, and 
worksites lead to reduction of tobacco use (47). Likewise, tobacco-free school policies are associated with lower rates of 
student smoking (46,48-50). Prohibiting any use of any tobacco product at all times, whether or not school is in session, 
and regardless of whether students are present, protects students and staff from the harmful effects of secondhand 
smoke (a mixture of smoke from the burning end of tobacco products and the smoke exhaled by smokers). The 2006 U.S. 
Surgeon General’s report, The Harmful Effects of Involuntary Exposure to Tobacco Smoke, outlines a large body of 
research findings which demonstrate that breathing secondhand smoke is harmful to health (51). Evidence shows that 
there is no safe level of secondhand smoke exposure, and even the most advanced ventilation systems cannot eliminate 
secondhand smoke or its harmful effects (51). A complete ban of indoor smoking at all times in a facility (such as a school 
building) is the only effective approach to controlling involuntary  inhalation of secondhand smoke (51). Therefore, schools 
should eliminate smoking in school facilities by all persons at all times even when students or staff are not present. 
Additionally, preventing exposure to secondhand smoke at all school events and in school vehicles is also imperative to 
protect the health of all. 

 

Question 28: During the past two years, has your school…Gathered and shared information with students and families 
about mass-media messages or community-based tobacco-use prevention efforts? Worked with local agencies or 
organizations to plan and implement events or programs intended to reduce tobacco use? 

Rationale: These questions measure the extent to which the school coordinates their efforts with other tobacco-use 
prevention efforts in the community that target young people. School programs alone can be effective, but maintaining 
those effects present a challenge, especially with the many other influences encouraging tobacco use coming from 
outside of the child’s school environment. The strongest evidence of success for school-based education programs has 
been shown with programs that are coordinated or delivered in conjunction with mass media and community tobacco 
control efforts, creating an environment of support for a tobacco-free lifestyle and delivering messages that are mutually 
reinforced. The Surgeon General has reported that 20-40% of tobacco use by youth can be prevented by educational 
strategies conducted in conjunction with community-and media-based activities (52). In 2004, the Task Force for the 
Community Guide to Preventive Services found “strong evidence for the use of school-based interventions when delivered 
in conjunction with mass media and community activities” (53). The Task Force recommendations were based on a 
subset of studies that showed evidence in reducing tobacco use among youth when multiple channels were used to 
support the in-school education program. Receiving consistent messages across community contexts and over time has 
been shown to enhance the maintenance of programs effects (54,55). 

 

Question 29: Does your school provide tobacco cessation services for each of the following groups? 

Question 30: Does your school have arrangements with any organizations or health care professionals not on school 
property to provide tobacco cessation services for each of the following groups? 

Rationale: These questions measure the extent to which schools provide access to tobacco-use cessation services, as 
outlined in the CDC Guidelines for School Health Programs to Prevent Tobacco Use and Addiction (44) to achieve the 
Healthy People 2010 Objectives 27-5 and 27-7 of increasing tobacco-use cessation attempts among adult and adolescent 
smokers (52). Nicotine addiction can occur at an early age for some adolescent tobacco users (56). People who begin 
using tobacco at an early age are more likely to develop higher levels of addiction in adulthood (56). Adolescent tobacco 
users suffer similar symptoms of withdrawal to those of adults when attempting to quit (57). Many young people want to 
quit but have tried and failed (58). Some are unaware of or do not have access to cessation services. Others 
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underestimate the power of addiction and do not feel that quitting would require professional assistance; therefore 
recruitment into formal programs can be difficult (59). School health providers as a routine part of care should assess the 
tobacco-use status of students, and if they identify a student’s use of tobacco, they should provide self-help materials and 
refer them to a tobacco-use cessation program provided on site or in the community (60-62). Also, providing a brief 
clinical intervention has been shown to encourage cessation among both adults and adolescents (62). 

 

NUTRITION-RELATED POLICIES AND PRACTICES 

Question 31: When foods or beverages are offered at school celebrations, how often are fruits or non-fried vegetables 
offered? 

Question 32: Can students purchase snack foods or beverages from one or more vending machines at the school or at a 
school store, canteen, or snack bar? 

Question 33: Can students purchase each of the following snack foods or beverages from vending machines or at a 
school store, canteen, or snack bar? 

Question 34: Does this school limit the package or serving size of any individual food and beverage items sold in vending 
machines or at the school store, canteen, or snack bar? 

Rationale: These questions address the extent to which schools are making more nutritious foods available to students, 
limiting portion sizes, and not offering less nutritious foods and beverages. Many schools offer foods and beverages in 
after-school programs, school stores, snack bars, or canteens (63) and these foods sold in competition to school meals 
are often relatively low in nutrient density and relatively high in fat, added sugars and calories (64). Competitive foods are 
widely available in many elementary schools, in most middle schools, and in almost all secondary schools (63,65,66). 
Given that schools offer numerous and diverse opportunities for young people to learn and make consumption choices 
about healthful eating, schools should provide a consistent environment that is conducive to healthful eating behaviors 
(67). To help improve dietary behavior and reduce overweight among youths, schools should offer appealing and 
nutritious foods in school snack bars and vending machines and discourage sale of foods high in fat, sodium, and added 
sugars, and beverages and foods containing caffeine on school grounds (68-70). Because students’ food choices are 
influenced by the total food environment, the simple availability of healthful foods such as fruits and vegetables may not 
be sufficient to prompt the choice of fruits and vegetables when other high fat or high sugar foods are easily accessible 
(71,72). However, offering a wider range of healthful foods can be an effective way to promote better food choices among 
high school students (73). Taken together, such findings suggest that restricting the availability of high-calorie, energy 
dense foods in schools while increasing the availability of healthful foods might be an effective strategy for promoting 
more healthful choices among students at school (67). 

 

Question 35: During this school year, has your school done any of the following? 

Rationale: This question addresses the variety of methods schools can use to promote healthy eating. Students' food 
choices are influenced by the total food environment. The simple availability of fruits and vegetables may not be sufficient 
to prompt the choice of these items when items high in fat and/or added sugar are also available (72). Even when fruit and 
vegetable items are available, they compete in the context of a vast array of other food items, mostly high in fat and sugar, 
that are competitively priced (71). Schools should employ effective or promising strategies in the school setting to promote 
healthy eating, such as pricing strategies (74,75), input from stakeholders (76), provision of nutrition information (67), 
taste tests, and using the cafeteria as a learning laboratory (77). 

 

Question 36: At this school, are candy, meals from fast food restaurants, or soft drinks promoted through the distribution 
of products, such as t-shirts, hats, and book covers to students? 

Question 37: Does this school prohibit advertisements for candy, fast food restaurants, or soft drinks in the following 
locations? 

Rationale: These questions addresses prohibiting marketing of less nutritious foods to students while at school or at 
school-sponsored events. Nationwide, 23.3% of schools allow the promotion of candy, meals from fast food restaurants, 
or soft drinks through the distribution of coupons for free or reduced price, 14.3% allow the promotion of these products 
through sponsorship of school events, and 7.7% do so through publications such as a school newsletter or newspaper 
(63). Many contracts for soft drink or other vending products have provisions to increase the percentage of profits schools 
receive when sales volume increases, and this is a substantial incentive for schools to promote soft drink 

consumption by adding vending machines, increasing the times they are available, and marketing the products to 
students (64,78). In some districts, these incentives have led schools to aggressively promote student purchases of soft 
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drinks (79). Research suggests that exposure to advertisements may have adverse impacts on children’s eating habits 
(80). Food advertisements have been found to trigger food purchase by parents, have effects on children’s product and 
brand preferences, and have an effect on consumption behavior (81). Further, younger children do not generally 
understand the difference between information and advertising, (82) such that children may interpret school-based 
advertising to mean that teachers or other adults endorse the use of the advertised product. Given that schools provide a 
captive audience of students, the IOM Report on Food Marketing to Children and Youth recommends that schools should 
promote healthful diets for children and youth in all aspects of the school environment (e.g., commercial sponsorships, 
meals and snacks, curriculum), and outlines the importance of prohibiting advertising of less nutritious foods (83). 

 

HEALTH SERVICES 

Question 38: Is there a full-time registered nurse who provides health services to students at your school? 

Rationale: This question examines the degree to which schools are being adequately staffed by school nurses. Because 
a school nurse is an essential component of a healthy school, Healthy People 2010 Objective 7-4 calls to increase the 
proportion of elementary, middle, and senior high schools with a nurse-to-student ratio of 1:750 (28). School nurses can 
link students and schools to physician and community resources.  

 

Question 39: Which of the following sources of school health information does your school use to identify students 
diagnosed with chronic health conditions such as asthma? 

Rationale: This question examines the appropriate use or adaptation of existing school health records to identify students 
with asthma. Asthma is a common chronic condition and one of the leading causes of school absenteeism. In 2003, 
students who had asthma episodes missed an estimated 12.8 million days of school (84). Asthma can be controlled with 
proper diagnosis, appropriate asthma care, and management activities. Schools play an important role in these asthma 
management activities, but individuals must first be identified in order to receive school-based support (85). Successful 
school-based asthma management programs identify students with asthma utilizing low-cost and/or no-cost adaptations 
of existing school health records and by avoiding mass screening and mass case detection as methods for routine 
identification of students with asthma (86-91). 

 

Question 40: At your school, how many students with known asthma have an asthma action plan on file? 

Rationale: This question addresses the need for clear, written guidance about the needs of individual students with 
asthma. Assessment of successful school-based asthma management programs suggest these plans play an important 
role in providing school staff, students, and families with an understanding of an individual student’s asthma management 
needs at school, including how to respond in an emergency. Additionally, the use of an asthma action plan at school 
results in affected students experiencing significant improvement in several health-related outcomes, including a decrease 
in the frequency of asthma-related nighttime awakenings, number of days of restricted activity, and frequency of acute 
medical treatment (92,93). Schools should have asthma action plans on file for all students with known asthma. These 
plans help schools meet the needs of students with asthma during the school day and at school-related activities. Based 
upon current research, federal agencies and other national organizations have provided additional guidance and 
recommendations related to the collection and implementation of individualized plans. Plans should be developed by a 
primary care provider and be provided by parents; and include individualized emergency protocol, medications, 
environmental triggers and emergency contact information. School staff should actively solicit copies of asthma action 
plans from families and/or asthma care providers. When necessary, school nurses can construct asthma action plans 
based on information from the family and medication orders. A constructed plan should be sent to the asthma care 
provider for confirmation that it is appropriate (85,94-96). 

 

Question 41: At your school, which of the following information is used to identify students with poorly controlled asthma? 

Rationale: This question examines the type of information schools use to monitor and then assess the need for additional 
case management of students with known asthma. Assessment of successful school-based asthma management 
programs reveal that this type of tracking and case management can contribute to the medical management of students 
with asthma (87,92,97,98). This information can subsequently be used by schools to focus their asthma programs on 
students with poorly managed asthma as demonstrated by frequent school absences, school health office visits, 
emergency department visits, or hospitalizations (85,99). 

 

Question 42: Does your school provide the following services for students with poorly controlled asthma? 

 21



Rationale: This question examines whether schools provide intensive case management for students with poorly 
controlled asthma. Schools should ensure that case management is provided by a trained professional for students with 
frequent school absences, school health office visits, emergency department visits, or hospitalizations due to 
asthma(85,92,98,100-103). Assessment of successful school-based asthma management programs reveal that 
monitoring and then providing case management can contribute to the medical management of students with asthma 
(87,98) Case management activities help students better manage their asthma, and have been shown to decrease 
hospitalizations, emergency department visits, and school absences among students with severe, persistent, or poorly 
controlled asthma (97,104). 

 

Question 43: Does this school have a designated and secure storage location for medications, including quick-relief 
asthma medications? 

Question 44: Is this location accessible at all times by the school nurse or her designee? 

Question 46: Has your school adopted a policy stating that students are permitted to carry and self-administer asthma 
medications? 

Question 47: Does your school have procedures to inform each of the following groups about your school's policy 
permitting students to carry and self-administer asthma medications? 

Question 48: At your school, who is responsible for implementing your school’s policy permitting students to carry and 
self-administer asthma medication? 

Rationale: These questions address the need for schools to have policies and procedures to support students in 
receiving the asthma medications they may need at school. Many students with asthma require preventive or quick-relief 
medicine at school. Students with asthma have had serious episodes and have died at school when they did not have 
access to quick-relief medicine (105). Access to medications is critical and it must meet usual safety guidelines for 
medication storage (94,106). To ensure compliance with federal, state, and many local laws and guidelines, schools 
should ensure hat students have immediate access to asthma medications, as prescribed by a physician and approved by 
parents (85). Several national guidance documents, along with evaluations of successful school based asthma programs, 
have provided additional information that addresses the process and methods for self-carry policies. Policies should 
include medication storage in a safe, controlled, and accessible location, and appropriate attention should be given to 
expiration dates and safe disposal (95,107-109). 

 

Question 45: How often are school staff members required to receive training on recognizing and responding to severe 
asthma symptoms? 

Rationale: This question examines professional development for school staff. Because asthma can be life-threatening, it 
is essential to assist those involved in monitoring and managing children with asthma at school to provide timely, 
appropriate care. Therefore, all school staff members should be provided with basic information about asthma so that they 
can support students’ asthma management and appropriately respond to asthma emergencies 
(85,87,92,95,101,103,107). 

 

FAMILY AND COMMUNITY INVOLVEMENT 

Question 49: During the past 2 years, have students’ families helped develop or implement policies and programs related 
to the following topics? 

Question 50: During the past 2 years, have community members helped develop or implement policies and programs 
related to the following topics? 

Rationale: These questions emphasize the importance of engaging family and community members in school health 
programs. Parent leaders help other parents understand and contribute ideas to issues and policies that affect the design 
and quality of school programs and opportunities for all children (16). School programs that engage parents and link with 
the community yield stronger positive results. Studies aimed at preventing childhood overweight, treating childhood 
overweight, or promoting physical activity and healthy eating have demonstrated more success when targeting the parent 
and child versus targeting the child alone (110,111). School-based tobacco prevention programs and community 
interventions involving parents and community organizations have a stronger impact over time when working in tandem 
rather than as separate, standalone interventions (55). Collaboration with parent groups, community organizations, and 
other agencies can help to build broad-based support for school health programs, especially when they address topics 
that can be emotionally charged, such as HIV, other STD, and pregnancy prevention (112). Without parental support of 
HIV, other STD, and pregnancy prevention education programs and policies, they cannot be sustained (112-114). 
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Collaborative asthma interventions require a team effort and involve the whole school community: school administrators, 
faculty, and staff, as well as students, parents, and local community organizations (95,103). 
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LEAD HEALTH TEACHER QUESTIONNAIRE ITEM RATIONAL  
 
 
REQUIRED HEALTH EDUCATION 

Question 1: Is health education required for students in any of grades 6 through 12 in this school? 

Question 2: How many required health education courses do students take in grades 6 through12 in this school? 

Question 3: Is a required health education course taught in each of the following grades in this school? 

Rationale: These questions measure the extent to which health education courses are required for students in grades 6 
through 12. School health education could be one of the most effective means to reduce and prevent some of the most 
serious health problems in the U.S., including cardiovascular disease, cancer, motor-vehicle crashes, homicide, and 
suicide (1). The Institute of Medicine (IOM) has recommended that U.S. schools require one-semester health education 
course at the secondary school level (1); however, the benefits of a health education curriculum increase when students 
receive at least three consecutive years of quality health curriculum (2). 

 

Question 4: If students fail a required health education course, are they required to repeat it? 

Rationale: This question measures the importance of a required health education course for students in grades 6 through 
12. 

 

Question 5: Are those who teach health education at this school provided with the following materials? 

Rationale: This question addresses the types of information and support materials health education teachers are given in 
order to implement health education classes. According to the Joint Committee on National Health Education Standards, 
quality health education is guided by access and equity principles that call for clear curriculum direction, including goals, 
objectives, and expected outcomes; a written curriculum; clear scope and sequence of instruction for health education 
content; and plans for age-appropriate student assessment (3). 

 

Question 6: Does your health education curriculum address each of the following? 

Rationale: This question addresses the extent to which schools have a health education curriculum that is based on, or is 
consistent with, current national health education standards (3). 

 

Question 7: During this school year, have teachers in this school tried to increase student knowledge on each of the 
following topics in a required course in any of grades 6 through 12? 

Rationale: This question addresses the extent to which traditional health content areas and the prevention of health risk 
behaviors are taught in required courses in grades 6through 12. 

 

Question 8: During this school year, did teachers in this school teach each of the following tobacco-use prevention topics 
in a required course for students in any of grades 6 through 12? 

Rationale: This question measures the tobacco-use prevention curricula content, and relates to the Healthy People 2010 
Objective 7-2 of providing school health education to prevent health problems among middle, junior high, and high school 
students including those from tobacco use (4). Since most smoking is initiated by persons less than 18 years old, 
programs that prevent onset of smoking during the school years are crucial (5).School-based tobacco prevention 
programs that address multiple psychosocial factors related to tobacco use among youth and that teach the skills 
necessary to resist those influences have demonstrated consistent and significant reductions or delays in adolescent 
smoking (5-12). Social influence programming has reduced smoking onset by as much as 50%, with effects lasting up to 6 
years, and with effects including reduction of the use of other tobacco products as well (7).In addition, this question 
measures the extent to which schools are complying with the components of the National Health Education Standards, 
which provide a framework for decisions about the lessons, strategies, activities, and types of assessment to include in a 
health education curriculum (3). 
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Question 9: During this school year, did teachers in this school teach each of the following HIV, STD, or pregnancy 
prevention topics in a required course for students in any of grades 6, 7,or 8? 

Question 10: During this school year, did teachers in this school teach each of the following HIV, STD, or pregnancy 
prevention topics in a required course for students in any of grades 9,10, 11, or 12? 

Rationale: These questions measure the HIV prevention curricula content. HIV and sex education programs can increase 
knowledge about how to avoid HIV and STD infection and unintended pregnancy. Efforts to increase knowledge alone 
about modes of transmission and strategies for prevention do not directly lead to behavior change (13).In order to reduce 
HIV, other STDs, and unintended pregnancy, programs must address perceptions of risk, intentions, communication, and 
skills, in addition to HIV and STD knowledge (14).Adolescents have different HIV prevention needs than do adults. 
However, because of the variability among youth with respect to cognitive and social maturity and sexual experience, 
interventions must be tailored to meet the unique needs of younger versus older youth or sexually naive versus 
experienced teens. HIV prevention interventions also have to be matched to the cognitive level of adolescents and should 
be designed to improve behavioral skills for risk reduction, decision making, planning, and problem solving (15).Part of a 
program’s effectiveness involves its organization and presentation of activities and materials in an age appropriate and 
logical sequence. A typical logical sequence includes basic information about HIV, other STDs, and pregnancy, including 
susceptibility and severity of HIV, other STDs, and pregnancy; discussion of behaviors to reduce vulnerability; knowledge, 
values, attitudes and barriers related to these behaviors; and skills needed to perform these behaviors (16). Messages in 
these effective programs are appropriate to the age, sexual experience, gender and culture of the youth (14).In addition, 
the appropriateness for age and HIV prevention curricula content we realigned with the National Health Education 
Standards (NHES), which provide framework for decisions about the lessons, strategies, activities, and types of 
assessment to include in a health education curriculum (3). The NHES, other state-level standards, and research findings 
from the literature on effective programs in HIV, other STD, or pregnancy prevention were used to determine the activities 
and materials for age appropriateness for grades 6-8 and 9-12 related to HIV prevention curricula content (3,14-16). 

 

Question 11: During this school year, did teachers in this school teach each of the following nutrition and dietary behavior 
topics in a required course for students in any of grades 6 through12? 

Rationale: This question measures the curricula content related to nutrition and dietary behavior. Comprehensive, 
sequential nutrition education using the classroom and the lunchroom can reinforce healthful eating behaviors (17,18). 
Nutrition education should be part of a comprehensive school health education curriculum and include concepts to 
promote healthy eating (19,20). This list of 15 nutrition topics is based on CDC guidelines (21) and the School Health 
Index (22). 

 

Question 12: During this school year, did teachers in this school teach each of the following physical activity topics in a 
required course for students in any of grades 6 through 12? 

Rationale: This question measures the extent to which physical activity concepts are taught in a required health 
education course. Health education that includes physical activity concepts increases the likelihood of students increasing 
their participation in physical activity (23), reinforces what has been taught in physical education (24,25), and assists 
students in achieving the national health education standards (3). 

 

HIV PREVENTION 

Question 13: During this school year, did your school provide any HIV, STD, or pregnancy prevention programs for 
ethnic/racial minority youth at high risk (e.g. black, Hispanic, or American Indian youth), including after-school or 
supplemental programs, that did each of the 

following? 

Rationale: This question measures whether a school addresses HIV, other STD, and pregnancy prevention through 
targeted efforts reaching those identified as most at-risk. Risk for HIV infection is especially notable for youth of minority 
races and ethnicities. African-Americans are the largest group of young people affected by HIV, accounting for56% of all 
HIV infections ever reported among those aged 13–24 by 2001 (26). And, although only 15% of teenagers (ages 13-19) in 
the United States are African-Americans, they accounted for 73% of new AIDS cases reported among teens in 2004 (27). 
In 2002, HIV/AIDS was the number one cause of death for African- American women aged 25-34 years and the number 
two cause of death for all African- Americans aged 35-44 (28). Of the more than half a million people with AIDS who have 
died in the U.S., 38% were African American (29). In addition, the incidence of AIDS for adult and adolescent Latinos in 
2001 was more than 3 times higher than that among their non-Hispanic white counterparts (29,30).Data from CDC’s 2005 
National Youth Risk Behavior Survey (YRBS) show that, compared with white students and Hispanic/Latino students, 
black students have the highest rates of several sexual risk behaviors: 67.6% of black students had ever had sexual 
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intercourse, compared with 43.0% percent of white students and 51.0% of Hispanic/Latino students; 47.4% of black 
students were currently sexually active (i.e., had sexual intercourse with 1 or more persons during the 3 months preceding 
the survey),compared with 32.0% of white students and 35.0% of Hispanic/Latino students; 16.5% of black students had 
had sexual intercourse before age 13 years, compared with 4.0% of white students and 7.3% of Hispanic/Latino students; 
and 28.2% of black students had sexual intercourse with 4 or more persons during their life, compared with 11.4% of 
white students and 15.9% of Hispanic/Latino students (31).In addition to effective curricula, access to valid information 
and products, as well as access or referral to health, social, and psychological services to prevent HIV, thirsts, and 
pregnancy are especially important in ethnic/racial minority communities where the higher prevalence of HIV, other STDs, 
and pregnancy reflects both risky adolescent sexual behaviors and system barriers to quality prevention services 
(32).Factors which may influence adolescents’ access to care include health insurance, cost, convenience, confidentiality, 
and demographic factors such as age, gender, and ethnicity(33-35). 

 

COLLABORATION 

Question 14: During this school year, have any health education staff worked with each of the following groups on health 
education activities? 

Rationale: This question measure the extent to which health education staff work cooperatively with other components of 
the school health program (school health services, school mental health or social services, food service, and physical 
education staff) and families. An integrated school and community approach is an effective strategy to promote 
adolescent health and well being (36). 

 

Question 15: During this school year, did your school provide parents and families with health information designed to 
increase parent and family knowledge of the following topics? 

Rationale: This question measures whether schools are providing health information to students’ families. School 
programs that engage parents and link with the community yield stronger positive results. Studies aimed at preventing 
childhood overweight, treating childhood overweight, and promoting physical activity and healthy eating have 
demonstrated more success when targeting the parent and child versus targeting the child alone (37,38). School-based 
tobacco prevention programs and community interventions involving parents and community organizations have a 
stronger impact over time when working in tandem rather than as separate, stand-alone interventions(10). Assessments 
of successful school-based asthma management programs indicate that with increased knowledge, parents can assist 
their children in better managing their asthma (39-41). Parents also are teenagers’ primary sex educators, able to 
capitalize on teachable moments when youth may be more open to learning new information (42).Parents can continue 
prevention messages delivered in school, thereby enhancing the likelihood of sustained behavioral changes (43). 
Increased communication affects both parenting and health practices of parents. Communicating information on healthy 
lifestyles aims to reinforce the child’s coursework at school, facilitate communication with parents about school activities, 
and increase parent knowledge of healthy living (44,45). 

 

PROFESSIONAL DEVELOPMENT 

Question 16: During the past two years, did you receive professional development (such as workshops, conferences, 
continuing education, or any other kind of in-service) on each of the following topics? (HIV) 

Rationale: This question measures the extent to which professional development has been received by the lead health 
teacher responsible for teaching about HIV/AIDS. As new information and research on prevention is available, those 
responsible for teaching about HIV/AIDS should periodically receive continuing education about HIV and other STD 
infections to assure they have the most current information about how widespread HIV and other STDs are, effective 
prevention and health education intervention strategies, and priority populations identified as most at-risk for HIV and 
other STD infection (14,47,48)Effective implementation of school health education is linked directly to adequate teacher 
training programs (49). School health education designed to decrease students’ participation in risk behaviors requires 
that teachers have appropriate training to develop and implement school health education curricula (49). Staff 
development activities for health education teachers need to focus on teaching strategies that both actively engage 
students and facilitate their mastery of critical health information and skills (50). 

 

Question 17: During the past two years, did you receive professional development (such as workshops, conferences, 
continuing education, or any other kind of in-service) on each of the following topics? 

Question 18: Would you like to receive professional development on each of these health education topics? 
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Question 19: During the past two years, did you receive professional development (such as workshops, conferences, 
continuing education, or any other kind of in-service) on each of the following topics? 

Question 20: Would you like to receive professional development on each of these topics? 

Rationale: These questions address the importance of professional development for teachers. It is vitally important that 
teachers be well prepared when they begin teaching and that they continue to improve their knowledge and skills 
throughout their careers.(51). Districts that have made improvements in their professional development activities have 
seen a rise in student achievement (52,53). Staff development is associated with increased teaching of important health 
education topics (54). The Institute of Medicine’s Committee on Comprehensive School Health Programs in Grades K-12 
recommended that health education teachers should be expected to participate in ongoing, discipline specific in-service 
programs in order to stay abreast of new developments in their field (1). 

 

PROFESSIONAL PREPARATION 

Question 21: What was the major emphasis of your professional preparation? 

Question 22: Currently, are you certified, licensed, or endorsed by the state to teach health education in middle school or 
high school? 

Question 23: Including this school year, how many years of experience do you have teaching health education classes or 
topics? 

Rationale: These questions measure the extent to which lead health education teachers are formally trained in the topic 
of health education as well as the teaching experience and credentials of the lead health education teacher. Health 
education teachers need to be academically prepared and specifically qualified on the subject of health (50). In addition, 
pre-service training in health education is associated with increased teaching of important health education topics (54). 
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