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FOREWORD ) '

Our society places increasing emphasis on the
promotion of health and wellness. Numerous studies have-
identified knowledge and skills in health education that
relate directly to the efficient, effective functioning of
the huban being. .

. Our nation's schools must offer quality health
educatiog in order to pﬂbvide students with the necessary
understanding and motivation to live productive, healthy -
*lives. The quality of school health education is often
dzlermined by the interest and professional preparation of
tekchers. Qualifications of health educators vary from

state to state, and although most state legislators

support the need for a comprehensive school heflth

curriculum, they often do not allocate the financial

resources needed to implement these programs. 1
_ This publication from the ERIC Clearinghouse on .
Teacher Education offers support for the preservation and

implekentation of school health education programs. 'The ?
rauthor focuses® on determining what comprehensive school

health education should be, describing the skills and

knowledge that should be required of health educators, apd

recommending methods for, providing quality‘health

education for our c¢hildren. .

The Clearinghouse acknowledges with appreciation this
professional contribution of Dr. Margaret Smith. o ,
Dr. Smith is assistant professor .of health at Oregon State

University, Corvallis. Thanks also go to the content
reviewers, whose suggestions were useful in the
preparation of the final manuscript. . '

0
LAURIE PRIEST
Associate for, HPERD

. » ERIC Clearinghouse on
* . Teacher Education -
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o WHO TEACHES HEALTH? - e

A great deal Has been written about health in public
schools. Not a year goes by without passage of }
recommendations on how to imprqge its teaehing 'in our’
nation's classrooms. Yet what is long overdue is actual
implementation of many of*these goals and recommendations.
Thig work addresses not only the nation's ‘need for putting
a plan into action, but, more importantly, the need“to
* work aggressively toward improving both student health #nd
health curricula in schools. The parties responsible for
seeing that these goals are achieved include teachers,
health educators, and the millions of people who support
education in America today. , '

4

i

ﬁealth and Health Education “

What is health and what is health education? Over
t%me, health  and health education have been defined in
many ways.. One of the better examinations of these .
definitions may be found in the Jjournal Health Education,
which devoted tRe entire issue of January-February 1978 to
the -question. We have grappied with these quastions for
centuries. Comparing definitions offered by professionals
and students provides us wWth some interesting insights
into both. ' ’
: From professionals, we \get the picture: that
health is: : :

-
-

o0 to be sought not.as an end in itself but as ‘a means
to the good life, a cbncept posited by the
philosopher Rlato(Cousins 1978); :

o a state of complete physical, mental, gnd social
well-being and not merely the absence of disease or

" infirmity (World Health-Organization 1947, p. 3);

A=Y

O n. : 7
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o a quality of life involving dynamic interaction ang.
T interdependence among the individual's physical
- well-being, his mental and emotional reactions, and

N bhe social complex in which he exists-{1967);

o an elusive term which usually encompasses the >
notion of individual and collective well-béing with
physical, social, and psychological dimensi.ons
(U.S. Department of Héalth and Human Services,

! Bureau of Health Education, 1980). ,

13
'

From students, we hear health defined as:

o total fitness--physical, mental, emotional,
spiritual, and socialj ‘ : :

. 0, breathing, happiness, feeling good about qneself;\\v;

o holistic wellness;

0 a state of beéing invigorated, in t¢onstant change, ,
and hopefully positive; i :

o the process of taking care of oneself and being
aware of one's envirqgment;

» From professionals come definitions of health .
educatio;) as: ’ .

o0 a process with intellectual, psychological, and
social dimensions relating to activities that '

. increases the abilities of people to make informed,

. decisions affecting their personal, family, and
community well-being (gociety of Public Health
Education 1973, p.’33) )

o the process of assisting individuals, acting £ ’
¢ separately and collectively, to make informed .
decisions about matters affecting individual,
family, and community health. Based upon '
scientific foundations, health education is a field |
of interest, a disgipline, and a profesgion v \

(U.S. Department of Health and Human Services, ,
Bureau of Health Education, 1980). . .
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Fromtstqdents come characterizations of health

eddcation as: Lo
N T olearning how to make the most of who you ‘élre;

o making self-care the most important part of life;
0. learning what makes a person tick;
0'a way of lgarning the skills to be responsible and
.~ . self-gufficient; ' . ~
o a topic of importance for future generations;
! . o a favorite clasgroom course of study.

From these samples it is clear that health
v encompasses many interrelated” face!s of human functioning.
" Yet it is apparent that the term health can 'be defined in
a multitude of ways which provide meaning to-individuals.
"Health.education, then, is a means or vehicle that enables
* 1nd1v1duals to voluntarily adopt behaviors that promote

-physical and mental well-being.:
. v / ' o
i}

‘ L. ' .
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' Comgrenensive School‘Health Education

+Health has traditionally been considered an education ,
basics ,sAkthough the‘relatlonship between health and
‘education has g.long history, the strongest suppogl for
including héalth in public school curricula was stated in
the National Education Association's Seven Cardinal -
Pr1n01ples\of Secondary Education in 1918. Of the seven
prin01ples, health was listed as the top priority. Again

. in 1977, national education leaders at;ending the -

" Winsgpread Conference, whose purpose it was to éxamine the
state of basic skills in American .education, reafflrmed

« health as a basic (Brodinsky 1977). Today health is
viewed as’'a curriculum "basic" by an ever-increasing

- number of states’ (Associatlon for the Advancement. of

. Health Education 1982, pp. 4). This view is largely a

result of the national educatlonal trend toward emphasis

. on curricular accountabllity in public education. ‘ *

We pose another thesis offpartlcular importance. .
Health is more than an education basic--health is the
foundation of the education process. Let us brlefly
explore the rationale behlnd this view.

- - . -




«

i
e . .,

The basic goal of education in America has been to.
develop" | fmctional citizens capable of contribuwting to:
society. { In recent years th+s-v1sion of the functional s
citizen has been\expanded to inelude the wide variety of
life roles:which adults assume. Schools have Been charged
with the responsibility to develop thé skills, knowledge,
and attitudes needed to perform in such roles as, fer o
example, parents and consumers. As such, schools should,
provide opportunlties for future adults to develop
competence in Iife roles. In order for. future adults to
function campetently in life:roles, it is eksential for
them to acquire knowledge of health and coping skills. »

The number of -personal health decisions--decisions
concerning health behav1ors, health.risks, and illness
prevention--made daily by "adults is tremendops.

Functional adults make these decisions with relative ease.
Therefbre, by first defining what it means to be a

- functional, competent adult, eddcators can design'programs

for: transmlttlng the complek information, skills, and
attitudes réquired to become a healthy adult capable of
performing many life roles. . - . ' \
Educators have hlstorically dccepted the fact that__ \
promotlng good health is an important aim of schools. As
Sue Carson stated, - :
There is no qQuestion that the primary mission of
the public school is the education of our
children, nor is there any question that “the
health of °*school-age children is a primary
factor affecting their ability to learn in
school. ( 1981, pp. 573-4) )

Quite simply, unhealthy children cannot learn :
readily. . For exdmple, a child who. comes to school without
an adequate breakfast may experience a rapid drop in blood
sugar that reduces his or her ability to concentrate.

Since learning about health has direct ‘applicatdion to
both a student's future (learning how to adopt a healthy
lifestyle helps students move tgward healthy adult life:
roles) and present (knowing how to stay healthy increases
students' capacities to learn), it is clear that health
education shouid’take place in sequential steps owver a
long period of time. +Comprehensive school health .

-
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. eduycation pregrams are the major means for accomplishing !
] this objective. — e v ﬁg
It is essential at this point to define the i

components of comprehensive school health education.
These are health information, health instruction, and
health education. Health information involves the
dispensing of accurate and factual information about
health. Students frequently get information about health o
through media--hall posters, school newépapers,'and
classroom handouts. .Health instruction, ‘on the other
hand, is an avenue by which health information is
dissemlnated as well as a forum for,examining health
attitudes, skills, and béhaviors. Health educatibn is the
"process of a551st1ng, acting separately and collectively

to make informed decisions about-matters affecting ’
individual, family and communlty health" (U.S. Department

of Health and Human Services, Bureau of Health Education

1980, p. 6).- Each of these elements contributes to the

néxt, bt each becomes more complex in nature. .

A comprehensive school health education merges all
three--health information, health instruction, and health
education. It requires that each of these elements be "

Built sequentially. Recognizing that these® elements build
=on one another is an important contept to a unified school
health education plan. -

S@quentlal health education, however, should not be
the only consideration. A great deal of the professional
‘literature in the lgst ten years has dealt with
comprehensive school health education (see references).

The concept has clearly been supported by educators and
continues to be supported by professional organizations
throughout -the nation (see Appendix A).

What the literature also demonstrates ‘is the’ need for

a means to put this plan into action. The School Health

- Education Pr®ject staff has devised a clear comprehensive

schoal health education model based on an operational ~
definition that includes five points: goals and

objectives, content, resources, evaluatlon, and

management. The complete operatlonal definition of
_comprehensive school health education is in Appendix B.

It can be 'looked at from two viewpoints (see Table
1). It appears that the content areas, as suggested by

the School Health Educatlon PrOJect have shifted from a
x \\
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Table 1
Comprehensive Health Education ¢
Content Recommended by Education . Content Recommende
Commission of the States . by School Hedlth
Task Force* : : Education Pproject*#*

e

- Personal health = . . Samoking
Mental and emotional health * Nutrition
Prevention and control of disease Alcohol abuse
‘Nutrition Rriving (safety)
Substance use and abuse Exercise
Acident prevention and safety " Human sexuality and -
X . contraceptive use
Community health : - Family development
Consumer "health Risk management , -
Environmental health Stress management/
coping/enhanced
self esteem
Family life education ' -

vy w

* Examples not all 1ndlu31ve. SOURCE: Education
Commission of the States. Recommendations for School
Health Education: A Handbook for»State Policy Makers. -
Report No. 130 (Denver. Education Improvement Center,
March, 1981).

#%*Including but not limited to these examples. SOURCE:
. Association for the Advancement of Health Education.
"Comprehensive School Health Edugcation: An Operational
Definition," HE-EXTRA 5, 1 (Fall 1982): 1 and 4.




global, community health perspective to a more specifie,
personalized perspeotive. That is, there has been a
movement toward focdsing on health risk and/or !
health-promoting behavior of the individual.

. This shift in focus is in step with both the Surgeon
Géneral's report, Healthy People (U.S. Department of
Health, Education, and Welfare, Public Health Service -

. 1979) and Ob jectives of a Nation (U.S. Department of
Health and Human Services, Public Health Service 1980), as
reported by the Department of Health and Human Services.
These documents were intended to lay out contemporary
national health goals and spell out specific objectives
designed to meet these goals. In keeping with this shift .
in focus from community to personal health, conferees at
the National Conference for Institutions Preparing Health -
Educators in Birmingham, Alabama, in February- 1981
suggested that some global, community, or "traditional"
-topics may need to be dropped while others may need to be
added in order to more clearly portray contemporary health
- issues. This shift in focus may dreate problems_ for '
individuals charged with the task of teaching héglth in
schools, particularly if their professional preparation
was directed exclusively toward glogal, community health,
or "traditional" content areas. '

~

1

Everyone Teaches Health

In the broadest sense, everyone employed in schools
teaches health. This includes not only the classroom
teacher or specialist, but also_food service staff,
administrators, custodians, librarians, and secretaries.
They contribute to the teaching of health primarily by
example--through the lives they lead. A person's
. lifestyle is defined by his or her collective behaviors.
'Thusﬂ all ‘health-related behaviors would define what may
be called one's "health lifestyle.” Lifestyles are the
most significant contributors to health status: The
majority of health problems Americans experience are, in
large part, influenced by personal lifestyle choices.
These lifestyle choices usually include both positive
health<“behaviors (such as stress reduction and regular
physical activity) and negative-health behaviors (such as




overeating and improper use of prescription medications).
Buf because youths often model adult behavior they see,
adults in schools must communicate healthy lifestfyles.

Similarly, health can be taught to children by
focusing on positive health behaviors that are relevant to
their own lives. Attention should be given to reducing
health risks as well as to promoting desirable health
behaviors. Children can be taught health in many ways.
For example:

o We can teach children positive health behaviors by
making healsthy snacks available during school
breaks. Healthy snacks are whole grains, fruits,
and vegetables rather than cinna@bn rolls’made with
refined white flour and lots of sugar.

o We can teach children about health by bringing the

- front page of the local newspaper to class to
-discuss current environmental issues such. as the

. - placement of nuélear waste disposal sites ‘and the
“dangers of building materials like asbestos rather
than by memorizing names of the bones in the body.

o We can teach childrien about health-related issues
such as poverty, inequality, and injustice by
creating warm, caring classrooms and school
environments in which such issues can be addressed
on a personal and local level.

Obviously, some school personnel do a better job than
others in teaching health. The most successful are thoSe .
who "teach what they are" and "teach about what is and can
be."” That is, they ehibit healthy lifestyles and address
issues relevant to their students. This view of the
school as a health-laden environment is one that is
frequently ignored. The general tendency has been to view
health education as a specific course taught within the
confines of a classroom. Health is a different academic
area. In many respects, health education pervades the
total school curricula. Therefore, health education is
the responsibility of all school personnel.

Apart from--but not in conflict with--this
comprehensive view, there are three specific groups of
individuals who are considered to be directly responsible
for health instruction in schools. These” groups can be




labeled: health teachers, health instructors, and health
educators. Each of these groups has an important role in
‘the overall comprehensive school health education program.
On a hierarchical basis, each of these groups is presumed
to have increasipg amounts of health skills and subject
area specialization. ’

Health teachers are those individuals who provide
instruction in,elementary'claésﬁboms throughout the
nation. They have been certified by state agencies to
teach in grades kindergarten through eigét. Due to the
nationwide diversity in certification requirements, health
teachers frequently have little, if any, preservice health
background (Kolacki 1981, pp. 32-4).

Although education codes in 42 states require that
health be included as part. of the public school curricula,
only 22 states include’ the word health in their )
gcertification requirements.:. (Woellner 1981) In four of
. these cases, health is listed as an optional requirement.

Omitting health from listings of required content aré%§,in

certification descriptors clearly demonstrates that
colleges and universities offering programs.'in elementary
school teacher preparation need to establish reasonable ~
health education requirements for the nation's future
teachers. Failure to see health education as a curriculum
priority may be due partly to the fact that the National
Council for the Accreditation of Teacher Education (NCATE)
evaluation sheet does not include a substandard for health
at the elementary level. '

A recent publication by the American School Health
Association prepared for the U.S. Center for Health
Promotion and Education, School Health in America: A
Survey.of State School Health Programs, provides a clearer
pieture of the relationship between the educational
" preparation of elementary teachers and the public schools'
expectations of those teachers. (U!S. Department of
‘Health and Human Services, Center for Health Promotion and
Education 1981). Data collected for thisLszévey, a joint

)

venture of the American School Health Associiation and the
Education Commission of the States (ECS) in ®he spring of
1981, has been synthesized and appears in Table 2. The
data indicate that although 37 “states mandate some type of

L
o




Table 2 - ’.

A Comparison of Elementary Teacher Health Requirements,
) Expectations, and Support

Requires Mandates Provides
Health Ed. Health State .
Cert. for Health State Curriculum N
-Elementary Topies at . Guide or
( Teachers the Elem. Level or Framework .
. 3
N Alabama - varies x
Alaska not available x
Arizona . x .
v Arkansas not available TX
California x x x
. Colorado x x ’
Connecticut x x
Delaware . x
DAC. K x x x T
Florida Health or Phys.Ed. x
. > Georgia x x
* Hawaii N P x .
'S LY Idaho x x
Illinois x x
Indiana x . N
N . Iowa | - . x x . .
. : Kansas - x
’ Kentucky x x :
Louisiana Elem. not specified* »
Maine x ~
Maryland x x ’
Massachusetts X, X
Michigan x
Minnesota not available x X-
Mississippi x' x
. Missouri I 4 \
Montana x
Nebraska not available x x t
. Nevada x ™~ -
New Hampshire x x .
New Jersey x x x -
New Mexico not available x
New York . x ‘
N. Carolina x x x °
North Dakota x [ x
Ohio x x x
Oklahoma x
Oregon x x
Pennsylvania. x x
Rhode Island x
.S. Carolina x x x
South Dakota~ ‘
Tennessee not available x
Texas x x
content course o
Utah must be offered x x
or integrated .
. Veraont proposed
. Virginia . x
Washington x
W. Virginia x x
Wisconsin x x
t Wyoming x - not available
\ ’ »
< 15
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healt® education at the elemeﬁtary level, only 18 states
.require teacher preservice courses in health education.

In approximately 16 states, elementary teachers are

mandated to teach health gducation--even though preservice

health education courses §re not required. In those same
states there are no written state curriculum guides in
health education., Additignally, some of the 26 curricular
guides that do ex1st are not current. Several are ten or

" more years old and many arle merely guides for how to
develop curr10u131 That is, they provide objectives and
frameyorks but nqkspeCLfl guides for how to implement
health education. The literature suggests. that practical
information may be of mori assistance to poorly prepared
teachers than philosophicsl statements.

This analysis of how elementary school teachers are
prepared for teaching health education in grades K-8
raises some interesting issues. It appears that statess
have been far more intent on mandating curricular content
Y “(most specify drug and ohol abuse prevention

instruction) thgn they have been in requiring teachers to
acquire the knowledge, skills, and tools needed for .
implementing these mandates. How can elementary classroom
teachers provide mandatory health education without the
necessary skidls and infoermation to do so? Under these
circumstances, is it even reasonable to assume that

- quality health information or instruction can be priovided
in the nation's elementary sénoots? - It appears that
states are placing. unrealistic expectations concerning
comprehensive school health education upon elementary
classroom teachers.

Health instructors are those individuals who have not
been certified in health education, but who provide
instruction related to health in middle schools, junior
‘high schools, and high schools. They may have one of a
variety of roles-~social science teacher, school nurse,
physical educator,~sc%ence educator, or home economist.

»  Health instructors are sometimes referred to as health
teachers. The majority of health teachers have had
preservice courses in some specialized content area
related to comprehensive school health (e.g., consumer
protectlon, vision and hearing, physical fitness, causes

of disease, nutrition).

N
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‘theoretically "prepared to assist individuals acting

Since health instructors®have such-a wide variety of
preservice backgrounds, it is impossible to assess the
extent of their academic training. It is apparent,
however, that many may lack a broad background in
comprehenéive school health education, skill in specific
health education teaching methodology, and experience in
specific health education field- practica. The fact that
they lack certification in health education is evidence
that :they are not prepared to teach it. (It is important
to note that some states do require subject matter
certification for thos'e individuals who teach health in
departmental ized middle and junior high schools. In such
cases, these individuals should be classified as health
educators, not health instructors. In this monbgraph,
health instruetors are defined here as individuals who are
not certjfied in health education.)

Although health instructors are not certified in
health education, they can still make a valuable
contribution toward school health education. Their
contributions, however, may be of lesser nglity than
those provided by certified healgth educators. .

'Since health instructors health teachers are
required to provide mandatory health education in the
public schools, theyeq}s reason for concern about their
level of expert#ise. ow effective these individuals
really are in the overall picture 3f comprehensive school
health education is a matter of conjecture. In order to
answer this quéstion, research is needed that addresses
the academic preparation of health instructors and their
role in school health education. ) ’

i
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Health Educators

!

As we have pointed out,imany educators contribute to
school health education. The certified health educator,
however, is the primary specialist in the field. Health
education specialists are expecfed to use their ¢
behavior-change skills along witk their knowledge of
health content and methodology to\ develop a comprehensive
school health edudation program. )According to the Role
Delineation Project, certified health educators are

Ey




Separately Qr collectively, to make informed decisions -

" regarding magters affecting their personal ‘health and that

of others.," (U.S. Depaftment of Health and Human

Services, National Center for Health Education 1980-81).
Statistics from "Health Education Manpower

(U.S. Department of Health and Human Services, Health

.Resources Administration, 1982) show that,_there are

approximately 25,000 health educators in the nation.
Statistics indicate that school hzalth educators
constitute the largest subgroup (20,000) within this
category. This estiméﬁe is subsfantiated by figures from

" the National Center for Educati Statistlcs, which

reported a total of 15,958 baccalaureate graduates from
156 degree programs between 1970-71 and 1978-79
(U.S. Department of Education, National Center for

~ Education Statistics 1982, p. 258). These statistics do
‘not provide answers to two very important questions,

however: (1) How many of these approximately 20,000
school health educators are currently employed in the
school workforce? and (2) Of those individuals who are
currently in the school workforce acting as school health
educators, how many are not graduates of professional
preparation institutions? Persons who are not graduates-
of such institutions are considered to be health
instructors, not health educators.

Several attempts have been made by professional
hehlth organizations to establish a profile of the
comprehensive health educator. These attempts have not

homogeneous‘jgroup but possess diverse characteristics.
Yet, by compiling information from a variety of

sources, it is possible to make some assumptions about

health educators. First, one can assume that most

produced a zbmposite profile. Health educators. are a

__certified health educators are younger than the average

public school teacher, since specializéd certification in

school health education is a fairly recent development.
Second, one can assume that the majority of health.

éaucators are Caucasian. In the health professions, which

. includes health education, minorities are traditionally

few. (U.S. Départment of Health and Human Services, Human
Resgurces Administration 1980).

.. Third, it can be assumed--based on the estimate of
20,000 school health educators--that a large pumber of

L ] Id
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school health educators do not bélong to any national
professional organization. , As‘of 1982, the two largest
national professional organizations--the American Alliance /
for Health, Physical Education, Redreation and Dance and
the American School Health Association--reported a
collective health (teacher) membership of only.4, 110.

Fourth, ‘one can assume that school health
educatars--like all educators--perform a 'variety of tasks
in schools. No doubt, health educators are also
counselors, lunchroom supervisors, athletic coaches,
school activity eoordinators and club advi’sors.

Fifth, one can assume that health educators graduated
from a host of.colleges and universities that are diverse
in faculty size, organizational makeup, and in program

uality and quantity (Koski n.d.). As of 1982, more than

261 institutiaons offered baccalaureate degrees in school
health education (Moore 1982). These teacher preparation
institutions cooperate with their respective state
agencies in the health education certification process.

Sixth, we can assume that an analysis of )
certification requirements will yield some insight into
the'profile of the school health educator. Such an .
analysis must be' thorough, particularly in view of the
lack of uniformity in state certification policies. As
Marian Hamburg so clearly pointed out at the 1981 National
Conference for Institutions Preparing Health Educators:

There is lack.of uniformity in the way school

health educators are prepared across the

countr#” , . . . In fact, the wide variations of

State requirements for professional programs

have resulted in differences in range and depth

of subjects studied, duratioy of the curgiculum,
nature and amount of‘ field work, minimum

,cqmpetency expéctations, .and the qualifications *

of faculty, leadership. Not only do the|

standards vary, but so dogs the monitoriyng

process. Standards on papeér. are- not necessarily .
those in practice. Professional’ preparation of :
school health éducators in-the United States is

not one, but many things. (1981) ) L~ .




With this warning in mind, this author suggests that,
although certification requirements do vary, such an
analysis is not entirely meaningless. Certification
"status, however, does not provide a complete picture.
That is because school health education certification
varies by state. So also does the practice of dual
certification (i.e., combined certification or .
endorsements offered in more than one teaching specialty;
total number of hours required, for a combined SN
certification is frequently less ‘than the hours required
for each specialty when attained separately. However,
many sStates are finally discounting the practice of dual
certification. (See Appendix C for a positlor statement
regarding school m?hlth education certification.) ¢

Available data suggest that proponents of a
. comprehensive school health edfication program--who equate
certification with qualification--should exercise caution
in linking certification~with high ealibre -instruetion.
Numbers of teacherswcertified may in fact only represent
‘the growth of the profession, not the quality of those
certified. On one issue, professional health educators .
resoundingly agree--that full implementation of ™
comprehensive sghool health education will be enhanced
significantly by increased emp loyment of qualified school
health educators.

Data synthesized from the School Health in “America
survey point out some 1nterest1ng disparltlég between what
'is mandated and what actually exists state by- state in
secondary health education. Analysis of the data
inflicates that (1)} considerable number of states are
committed to the concept of comprehensive'school health . -
education, mandate speeific content, and require health
education for graduation; (2) states hold different
expectations fqr health edutation in their public schogls;
(3) different types of certification exist for those whQ
tedch health.at the secondary levely (4) some states are
. congistent in making available curricular tools, policy,

- and special funding for healph education while others .
xpect health education to .take place in their public
schools But do‘ﬁbt providé adequate megns for meeting this
expectation; (5) all states that report a comprehensive
school health education program (K-12) do not require
health education in order to graduate from high school.
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For several reasons caution must be exercised in

drawing conclusions or making generalizations from, these
data about the quality of health education. First, policy
is cohstantly in flux. Numerous.states may have developed
educational policies since these data were collected,
Secqnd, curricular guides or tools for implementing health
education may also hdve been issued since thesé data wWgre
published. Tbird, some states that provide for separate
health certlflcatlon also make provisions for dual health
and physical education certlflcatibn This would tend to
cause discrepancies in somé of the data ggherated 1n the

- School Health in America survey. For instance, when

states reported to the survey on health educatlon
certification, they may have reported only on separate
health educatlon certification. Adaitlonally, a
significant difference may exist between ggulrigg and
making available a separate health education certificate.
Finally, in different states "separate health education
certification” and "health endorsement" may have 51m11ar
or very different meanings.

Taking into account possible dlscrepan01es in reports
‘of certification requirements, two other significant
considerations at both the state and local levels’
demonstrate the complexity of the certification issue.
These are the practice of misassigning teachers and the
ramifications of "grandfathering."

In rural public schools-and in schools where o o
scheduling arrangements create isolated or extra sections
of health education classes, noncertified staff are often
assigned to teach health., Since these people are not
certified health educators', one cannot assume that, in
states where healthfeduci::jg exists, all secondary health

classrooms are directed by certified health educators.
Similarly, many sta provide for the certification
of unqualified health educators through "grandfather"
clauses which allow those who were#once certified in dual
areas to continue teachixg, despite the fact that separate
health education certificitidn has been enacted.
~ People certified under grandfather clagses may not be
up to date in health education teacher preparation. As a
result, it cannot be presumed that in those states where

" health education is required and where separate health

education certification exists, that all secondary health

Q ‘ . 1@)
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classrooms are directed by teachers who are qualified and
separately certified in health education. In these. -4
instances, if" health edication inservice is not required,
then professional” growth often becomes a matter of
personal choice and can be limited by’ the avallablllty of »

. opportunities to’ pursue further education. \a *
., qFrtlflcatlon, lacking both’ un1f0(?1ty an Ebmpliadce -
in. actual practice, is thus a complex issue. The issue: . -

. becomes particularly complex when related to the mandate L
. of comprehen31ve scho@l health education. * Acknowedging

these caveats, let us now examlme who should teach health. . o
] s . A - i
. \ The Ideal State of* Health Educatibn . = '\

- It is evident from a Feview of the literature that
methods of putting health education intospractice in . L
schools are lackifig im~terms of both curricula and ) v
personnel If we as a nation agecept the premlse.that e
; instruction in health is essential or basic, it is

ﬁhmperatlvé'thaLLbothopast and present Wweaknesses in - . ° .
cufricula amd personnel be eliminated. . = v T
RN 1. "« . . u’ . . . ‘: - v ‘. .
/ F ..,' 2 .. . o i . A -

- (e .
"In a step to élimlnate thesé weaknesses; numerous

: profe531ona1 bwganlzatlons have drafted resoLptlons and - ' &
position statements concerhigg health and - health » ot
education. Although theSe resolutions ahd documents serve
primarily as guidelines fop the uho de31gn, implement,
and ultimately evaluate school he‘ith programs, they also
are important reflections of the state’'of the art and the
direction of the profession. ' The statements coﬁe from a
variety of sources-—educatlonal organizations, medical
academies, and health profe331onal groups. Samples of
resolutions and position statements appear in Appendix A.

4 An analysis of these statements indicates clearly
that (1) school health education is considered an /
educational basic; (2) school health education should be
implemented in aéquprehensive.rather than a fragmented

Sehoel Health Educat10w~

manner and (3) sthodl health education should be an
. ongoing, dynamic prdcess. These stat nts are compatible
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with the Comprehensive School Health Education Operational
Definition laid out in Appendix B. Appendiges A and B-
speciflcally identify school health education content and
curriculum. In light of curriculum Pecommendatlons, ‘we
come up against the kmotty question of just what are the
qualifications needed by teachers of health? T
{
“ 7

-

Séhool Health Education Per%?nnel

Congern about adequate academic‘preparé ion for

addressed the,.need for this preparation (Bruess-
1978). Withir* the last twenty years, the professional
literature on health education has been replete with
suggestions on how to improve preparatlon. Those .
,partlcularly interested in a brief dhronological overview
of professional preparation of health educaters are
referred to the work of William Creswell (1981).

Suggestions have ranged from requirimg teacher
physical examinations to mandating nationwide continuing
education credits. Fprom the vast body of literature .
focusing on profegsidnal preparation, two current sources
-offer significant \guidelines. Both offer direction td
teacher preparation #mstitutions and provide 4 framework
that is independerit of' the certification process as it
currently functions. >

The first, Profe331onal Preparatlon in Safety
Education and School Health Education, represents the
collective work of 60 health educators who participated in
the working sessions of “th'e School Health Division at the
American Alliance for Health, Physical Education, and
Recreation's (AAHPER) National Confepénce on Undergraduate
Professional Preparation in 1973 (AAHPER 1974). This . -
document--commonly referred ‘to as the "New Orleans -
Document"--consists of two sections pertinent to. school
health education: . (1) the NCATE Standards, whlch apply

[

specifically to teacher preparaﬂion in health education at °

the undergraduate level, and (2) an interpretation of the
NCATE 'Standards that deals with recommendations on teacher
competencies "arnd suggestions for behavioral obJjectives in
health education. This document--particularly Part II--is
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significant because it designates teacher coiipetencies or’
skills as_the basis for professional preparation. These
<. 9 recomménded health ggn@ator competencies or skills
address each area of preparation: content for teaching
specialty, contributions to subject matter of health
education from allied fields, teaching and learning -~
theory, laborator'y£_nd ‘clinical experience, practicum,

organizZation and ad§inistration, andfpublic'relations and
personal qualificaifons of the health educator.

.~ The second, a series qf documents which focus on the
Hole Delineation Project. Althotgh all five phases of the
project have not yef been finished, Phase II is complgbe.
Its purpose was to verify the roles, responsibilitifes, and
skills that pertain to- emtry-level health educators.- Data
so far indicate tmat all health educators in entry-level
positions in all settings use the same basel skills and
knowledges (Henderson 1982). These skills and knowledges
have been, broken down into seven areas of responsibility,
each with specified functions and each'with specified
skills or activitiés, Although other factors vary, these
'basal skills and knowledges are of special importance
because thewprovide a bagal description of the "generic
health educathr." This description not only sets up a

means for*quality control for the profession in the future

but also gives- direction to institutions currently

training teachers. Other phases planned for the Role -

Delineation Project are developing curricular guides for
use in professional preparation programs, dssessing
institutions, and, ultimately, establishing a
credentialing process that will ensure quality health
education practitioners. '

o

Future Application, Educational Training, and Requirements .

] Let us now look toward future directions, keeping,in
mind that thése two sources (Professional Preparation in
Safety Education and School Health Education and the Role
Delineation Project papers--"The Refined and Verified Role
for Entry-Level Health Educators," Role Refinement for
Health Education, and Initial Role Delineation for Health
Education) have both addressed competencies and skills of -
"health educators. Potengial solutions to the barriers

'

-
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gchments that have been ‘cited. .

previously identified in this document may be best
addressed by looking at’ competen01es and skills as,these
two sources -have. ~

A review of the’ 11terature has revealed four barriers
to attaining competent health education. These barriers
are: (1) lack of emphasis on modeling and showing the
relevance of healthy lifestyles by all school personnely
(2).1lack of uniformity in requirements for elementary «
teacher health educatlon preservice courses; (3) 1ack-<{
compliance with” existlng certificdation requirements. i€
_both the state and ‘loc¢al levels; and (4) lack of -~
uniformlty in certificatien across the natlon. Since we
know that full 1mplementation -of comprehenslve school
health educ%tlon depends on the quality and professlonal
_.preparation of fall ;s,chool personnel / certafn : ’
_recommendationg fo? the educational’ training and A
requirements of school health personnel emerge. The
recommendations are consistent with and supported by major

Recommendation 1: All school personnel should have

' " at least a basic health education eoursé. If such a

course was not a part of preservice training for those now
working in schoolg (as may be.the case with ,
administrators, qgstodians,‘or secretaries), inservice
should be provided. ‘

Such a course should focus on promoting health and
preventing disease. The course should inélude
individualized health assessment-and an analysis of health
behaviors. Additionally, it should teach skills that are
useful in,making lifestyle changés and should stress the
significant influence adults have on youths who model |
their behavior.

Recommendation 2: All persons seeking elementary
education certification should have at least the baslc
health education course.

If such coursework-was not a. part of pr'eservice,
inservice shBuld be made ava11able. An additional course
should- also be requisite.. The additional course should
focus on components of comprehenslve school health as well
as methods and materials spe01flc to healﬁh education. °

.
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Recommendation 3: All persons seeking health
education certification should have completed a series of
preservice courses in a major area of academic *
concentration in health education. These courses must
have met criteria established by a recognized national
health education body. If preservice coursework of
certified individuals currently employed in the field did
not meet these standards, five years should be allowed to
complete appropriate inservice and postgraduate work.

A course in health promotion and disease prevention
should be the focal point of the major area of academic
concentration in health education. This "basic" course
should allow for individualized health assessment, .
analysis of lifestyle health behaviors and acquisition of -
skills useful in making lifestyle changes. This course
should stress the significant modeling influence that \\\\\/
adults who work in schools have on youth.

Academic concentration in health education should
also include content courses thidt deal with comprehensive
school health education, methods and materials targeted to
health education, and the dynamic nature of health
education which changes as society and the educational
system change.

In addition to the study of sciences such as biology,
health educators should take courses in educational
theory, communication skills, political science, and N
social science.

Persons concentrating in health education should also
take part 'in practical field experiences and internships
in a wide variety of health education settings.

Recommendation 4: -Adll persons seeking
recertification should (a) be able to demonstrate their
retention of basic health education knowledge and skills
by passing a credentialing examination and (b) be able to
document their professional updating by completing
approved educational coursework or experiences within a
fiye-year period.

A proficiency examination for recertification should
be nationally approved or should follow national
guidelines. The exam should be compiled from the health
education domains included at the preservice level.
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That part of the updating process that involves
courses and/or experiences should be approved by state,
local, or regional professional organizations.
Suggestions for putting these recommendations into
practice are discussed in the following section. The
reader is reminded that in order for these recommendations
to be implemented, cooperation at the national, state, and
local levels is vital.:

Strategies for Enhancing -Teacher
_Preparation

Since a symbiotic relationship exists between
comprehensive school health education and those who teach
‘health, it is important that both be improved. A number
of strategies for improvement, aimed at the national,
state, and local levels, have been advanced by various\
education professionals. ¢

National Strategies. Continued efforts need to be
directed toward opening lines of communication between
different national health education organizations. The
Coalition of National Health Education Organizations,
whose task it is to promote and enable coordination,
collaboration, and communication among member
organizations, is an excellent vehicle for sponsoring ' -
discussion of health education issues. Collective actions:
taken by this umbrella group have provided the impetus for
health agencies, professional organizations, and educators
to work in unison.

The goal of the Role Delineation Project--to identify
and measure the knowledge and skills needed by health
educators--points to the future direction of health
education on a national level. When completed, this
project will establish a mechanism for credentialing
entry-level health educators, resulting in a major step
toward assuring uniformity of requirements among future
secondary health educators. However, strong professional
leadership will be needed to complete this project. “What
is evident is that such a process would reduce the
disparity in certification requirements and practices that
currently exists among states. An obvious by-product of

v




credentialing would be the upgrading of standards and
programs for téacher preparation at many institutions of
higher education. -

Until the Role Delineation Project is finalized,
states should encourage ‘separate health education :
certlficatioq’Ps recommended by the Association for the

Advancement of Health Education (AAHE) (See Appendix B).
Separate certification in health more thoroughly
guarantees the acquisitidn of specific professional
development skills, and schools throughout the nation
should insist upon some type of certification for every
teacher involved in health instruction.

Teacher preparation programs for the elementary
school level should include health education requirements,
Joint efforts between professional health education
organizations and education organizations such as NCA%E
and American Association of Colleges for Teaéher Education
could result in health education standards for elementary
teachers (Baer 1982). Adding a substandard in health
education as a condition for certification would prompt
teacher preparation institutions to include a health
requirement. . :

State Strategies. Membership and active involvement
in health-related organizations is a key to continued
professional growth. Since national organizations do not
fully represent the total range of individuals involved in
teaching health, educators must seek new avenues to
promote ppofessional involvement. Participation in state
and regional organizations can ease the budgetary
constraints on professional travel to distant meetings "(as
well as the lack of opportunities for quality continuing
education). Involvement in health coalitions at the state
and regional levels can help meet the need for
professional involvement.,

The Education Commission of the States (ECS) believes
that state education policymakers can play an important
role in promoting health education as part of the total’
school curriculum. State policymakers, ECS contends, can
improve the delivery of health education programs and
provide state-level assistance., EC3 has focused on five
promising strategies currently being used by states to
promote and enhance the implementation of, health education

23
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programs in local school systems.

Each of jhese strategies directly or indirectly holds

‘potential for affecting the quality of school health
education and thus the potential for influencing

‘ professional preparation. These strategies are: (1)
weave health into basic education (that is, stipulate
knowledge of health as an "essential" skill, competency,

" or learner outcome); (2) develop cooperation and
coordination between agencies that have overlapping
responsibilities in healthy} (3) devise techniques to
improve the efficiency' and effectiv s of state
technical assistance devices--such rriculum guides,
assessment tools, or checklists--so that personpel can
function with minimal assistance from spedialisis; )
educate and train teachers, administrators, and other
support personnel tq be effective health educators
(inclusion of "nonteaching" personnel is based on the
premise that all school personnel have the potential for
being informed "health educators" since health education
takes place in a variety of settings outside the
classroom); and (5) develop a broad-based coalition in
support of school health education (coalitions should
include reiresent%yives from both the public and private
sector who back school health education). All five
strategies have potential for creating a coalition of
advocates for health education.

.

Local Strategies. Local approaches to gaining
support for quality health education depend largely on
making parents and community educators aware of the goals
of comprehensive school health education. An excellent
prototype for accomplishing this in the local community
comes from the National Congress of Parents and Teachers
(the "PTA") (National Congress of Parents and Teachers,
1981). State and local educators who have used this
approach say the action plan affected positively the scope
and quality of local school health programs.

What this plan points to--to achieve comprehensive
school health education--is good teaching. Local school
districts must employ qualified school health educators.
Without their expertise, comprehensive health programs
cannot be built. As Willgoose points out:




Teachingﬁfs an art as well as a science and, as
such, requires the very best creative effort the
health educator has to offer...In short, there
must be life in the teaching and in the
program--the kind of life and commitment that is
required by the "here-now" adolescent
generation, and the kind of life and commitment
that is required in order to know and understand
students as people. This is no small side-1line
task. Creating opportunities for students to
think, explore and feel the forces that
influence well-being is a major vocation...These
experiences can be provided through the
time-consuming and joyful art of teaching, if if a
total commitment to comprehensivé health
education is embraced by the school health.
educator. Anything short of this will be
inadequate and misleading, for we will Have
professed to have an aim and then neglected the
means of execution. (1981, p. 439)

+

P ¥ Summary

Improving the quality of individuals involved in the
process of health education, be they classroom teachers,
librarians, or specialists, involves educating all to
become effective health educators. Despite the ‘
specialization that the educational system requires, each
of these individuals holds a primary responsibility to
model healthy lifestyles and to teach for relevance. In
order to achieve the real, comprehensive school health
education, local, state, and national coalitions need to
work for more effective health education credentialing
that is directed toward competencies and skills.

The task is not an insignificant one. Our future as
a nation of healthy individuals rests on the success of
this venture.

o
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APPENQE} A

SUPPORT FOR COMPREHENSiVE SCHOOL HEALTH EDUCATION ,
American Academy of Pediatriecs (1963)

The American Academy of Pediatrics believes that it
is necessary to reaffirm its support for the concept of
school health education from kindergarten through grade 12
for all school children in the United States:

1. Health education is a basic education subject and
should be taught as such.--1978.
2. A comprehensive health education program should
_include the following subjects: courses that
yleld dn understanding of basic biology, .
physiology, and genetics; accident prevention;
venereal disease; alcoholism; mental health;
parenting; sex education; drug abuse;
environmental and consumer health; and preventive
medicine.--1978.

i

Fragmentation in Health Education

While reaffirming the need for health education to
combat venereal disease and other serious individual )
health problems, the American School Health Association
deplores the teéndency evidenced lately of fragmentation in
the field of health-education. Health instruction should
be a well-delineated and carefully organized program, with
proper attention to sequence and scope throughqut the
school and college years. Under no circumstances should
health instruction be fragmented intg separate courses or
compartmentalized into segments covering venereal disease,
sex education, nutrition, or other special topics. The




™™

importance of these areas is unquestioned and each should
be given an appropriate and significant place in the )
overall health education curriculum. Health education for
optimum value to students, however, must be a unified,
integrated, cohesive program with proper concern for all
aspects of personal family, and community health.--1966
Resolution.

Health Education--An Academic Sub ject

~

In some states legislative specification of areas of
the educational curriculum as "academic" or "non-academic"
is taking place. The American School Health Association
affirms that health education, drawing from and
interpreting objective findings from the natural and
social sciences for the purpose of assisting man's
functioning at optimal level, should be designated as an
,academic subject.--1963 Resolution

»

Health Instruction Required in Schools

In some communities public pressure concentrated on
the so-called "solid subjects" had led to the hasty and
unwise elimination ofakhe health education requirement in
the school:curriculum,, 'The American School Health
A33001at10n recognizing that good health is basic to all
other forms of excellence, urges that the health education
requirement be restored where this provision has been
eliminated and that where no requirement presently exists
such a provision be instituted with all dellberate
speed.--1963 Resolution.




COMPREHENSIVE SCHOOL HEALTH EDUCATiON PROGRAM RESOLUTI
The National Parent-Teacher A'ssociation
Board of Mandgers (1970)

F
A
The National PTA is vitally interested in the
teaching of health in the public schools. The
health curriculum has been fragmented into separate
programs in such areas as drug abuse, venereal disease,
environmental health, and family life education. Many
local school districts have combined health education ‘and
physical education programs. There is a need for a
comprehensive 'program of health instruction in our sghools
which will meet the total needs of all children and youth,
therefore be it RESOLVED:
That the National PTA lend its full and active
support to the development of an identifiable
- comprehensive school health education program to include
dental health, disease control, environmental health,
family life, mental health, nutrition, safety, and
Substance abuse, and that the National PTA reaffirm the
1970 position statement of the National PTA Board of
Managers relating to Federal and State Support to
Comprehensive School Health Education Programs while
giving wide publicity to the similar position statement
adopted by the . . . National fongress of Parents and ‘f
Teachers, American Association of School Administrators,
Council of State Boards .of Education, National Education
Association, and National School Boards :
, Association . . . and be it further RESOLVED: .
That the National PTA urge its state branches to
. cooperate with their state departments of education and
health, and with local school districts, to develop such a
program.
--Adopted by the 1973 Convention of the National
Congress of Parents and Teachers.




Federal and State Support to Comprehensive\School Health
Education Programs (excerpt)

The National Congress of Parents and Teachers has
consistently supported the inclusion of various health
topics in the school curriculum. Resolutions and programs
at both national and state levels have indicated PTA
concern for alcohol and drug abuse education, smoking and
health, physical fitness, mental health, family life and
sex education, the need for continuous health supervision,
consumer health, venereal disease education, nutrition,
and accident prevention. Other health issues have
received attention periodically through the years.

State laws and state board of education regulations
(either permissive or mandatory) influence the nature of
educational programs offered in schools. Some states have
recently revised outmoded laws and regulations to meet
current needs, including the provision of definite time in
the curriculum and qualified leadership. Funding from

overnmental agencies at federal, state, and local levels
also has great bearing on the quality of educational
offerings. Often such funding has not inclyded the !
supject-matter area of health as part of the instructional
program,

The National Congress of Parents and Teachers
supports the concept of comprehensive school health
education programs and believes these programs should be
given higher priority at national, state, and local
levels. It urges educators to develop such programs and
governmental agencies at all levels to provide the
necessary funds. Further, it urges members of Congress,
the Secretary of Health, Education and Welfare, the
U.S. Commissioner of Education, state departments of
education, and local school districts to establish higher
priorities for these programs on a level comparable to
other curricular subjects.
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Suggested Policy Statement on School Health Education

for State Boards of Education
Education Commission of Lhe States (1982)

I3 4

-
Introduction

The form that the partnership between health and
education takes depends, in large part, on the leadership
of state boards of education in their policy decisions. . -
These policymakers ptay a crucial role, for they chn
influence not only the availabilify of school health
education but also the nature of these programs in local
school districts. The following policy statement has been
develaped to illustrate what -state boards of education can
"do to affect the practice of school health education in
their.states. It reflects many of the ideas discussed in 4
the task force's recommendations.

Because of the variations among state laws governing
structures, economic conditions, and philosophies, it is
impossible to develop a policy that will be meaningful and
applicable in all states. However, it is hoped this model
will illustrfte some possibilities for action and )
stimulate discussion among state education policymakers..

statement” on school health education.

Elements of a polic

\

The following are suggested as major elements in a
policy statement on school health education:

- N N

~-Philosophical support for school health education .

~-Statement of leadership role

~-Commitment of resources '

~-Delegation of responsibility to local districts to
carry out state policy




--Recommendations to local districts coneerning:
planning and program development, staff, curriculum
formation, and instructional time, .

1. Suggested Policy Statement.” It is the policy of

the State Board of Education:
[

--To assure that all students in kindergarten through
12th grade are provided with learning experiences
that will enable them to function effectively in
the adult world., Comprehensive health €dducation
develops skills for daily living and prepares
students for their future roles as parents and as
citizens.

--To as3ure that efforts are made to-emphasize health
as a value in one's life, to enhance critical
thinking, decision-making and problem-solving

skills regarding health, and to motivate !
individuals to take an active role in protecting,
maintaining and improving their health. &

--To initiate appropriate'procedures to stimulate and
support local school systems in their efforts to
design and 1mplement instructio xperiences in
fealth education.

--To delegate to governing boards each local
education agency the responsibiljty for
implementing state policy on school health
education. ‘ —

--To provide technical assistance through the state
education agency to local education agencies in
their efforts to plan, develop, evaluate, and ~
improve health education programs in elementary and
secondary schools.

«

2. Framework for Action. The state education agency

shall provide leadership in comprehensive school health
education by establishing the following structures,
processes and resources. It shall provide for the

A .
41 < {




by

establishment of a state school health education advisory
committee, the employment of at least one full-time
qualified health education specialist to direct or
coordinate the state school healgh education program, and
for fiscal support for the development of local programs.
The state board shall promulgate rules, regulations,
guidel ines and standards as necessary to implement this
policy.

3.a. Stat®level. Establishment of a State Schoodl
Health Education Advisory Committee. A school health

education advisory committee shall advise the chief state
school officer and state board of education on major

issues relating to the implementation of this policy. The
functions of this committee shall be to: (1) communicate

the definition, concept, and rationale of comprehensive

school health education to specific groups identified as
supporters, decision makers, providers, and consumers of
comprehensive school health education; (Z%fassist in
establishing a sound understanQing and r atlonship among .
comprehensive school health education programs, school
health services programs, and the public health, human .
services, and education programs of other agencies in the
state; (3) participate in the development and conduct of a
statewide needs assessment; (4) assist in the formulation

of a five-year plan for the development of school health
education at the state level; (5) share information about
materials, programs and new resources of interest to

school health education personnel; and (6) assist the
direector or coordinator of comprehensive school health
education upon request.

If funds are available. from federal and state
sources, this committee may review applications of local
education agencies and determine the eligibility of those
agencies to receive funds. In determining eligibility,
tgge committee shall take into consideration the extent to
which districts have developed applichtions consistent
with guidelines issued by the state education agency or
other funding agencies. hs

The committe hall submit an annual report to the
state board of edufation, the chief state school officer
and legislature that includes a summary of accomplishments




and, reé;mmendations concerning implementation of
comprehensive school health education.

3.b. Establishment of a Full-Time Specialist Within
the State Education Agency. The board shall authorize the
appointment within the state education agency of at least
one full-time specialist trained and certified in school
health education. This individual shall serve as the
director or cpordinator for comprehensive school health
education and shall provide technical assistance to
districts in establishing, developing and implementing
health education programs in their schools. The duties
and responsibilities of the direetor shall be: (1) to
provide information on available Egikigula and resources,
on existing exemplary health education programs, and on
any guidelines or standards issued by the state education
agendy; (2) to advise local districts and district health .
coordinators' in designing and implementing a planning”
process consistent with guidelines established herein; (3)
to assist districts and district coordinators in the
planning and development of inservice programs for
teachers, administrators and other school personnel; (4)
to serve as liaison to professional and community groups
in the health and education fields; (5) to work on a
cooperative basis with other state level officers and
agencies, such as_the school health education advisory
committee, the department of health, divisions of
inservice education, teacher certification, and higher
education; (6) to provide information relevant to policy ¥
formation to state officials; (7) to plan and conduct a
statewide needs assessment every five years; and (8) to
develop and update annually a five-year plan for
Qevelophent of schgol health education programs at the
local level.

The staté’giféctor or coordinator for comprehensive
school health education must have specialized training in
health education and must participate in programs offering
opportunities f'or professional growth since the director
is the key person in program administration and
facilitation.

4.a. Local level. ~Community/School Involvement.

Local school¥boards should ensure that efforts to
&

¥
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establish a health education program include a planning
process that involves parents, teachers, administrators,
students, health professionals, and other compunity
representatives. Mechanisms to solicit their input--such
as a professional staff study committee, a community
advisory committee, or a community/school
committee--should be created and utilized. In addlt' n to
planning, these advisory bodies can play a g role
in program development and implementation.

The local school board should oversee the formulation
of a district policy, a statement of need, goals and ’
objectives, and plans to develop and implement a program
to address identified needs. The state director for
eomprehensive school health education shall provide
information and assistance to districts in these various
planning phases,

School health services personnel such as nurses and
physicians, and other staff such as cafeteria workers,
should be actively involved in the planning, development
and implementation of a school health education program.
In addition, staff from existing programs that have a
strong relationship.to the health of students (e.g.,
physical education, safety patrols, and driver education)

should also be included 1nsheélth education efforts and
activities.

Whenever possible, health education for parents
should be developed and conducted in the community.

4.b, District Coordinator. Each local board should
appoint a qualified person to coordinate the planning and
development of the school health education program. This
individual should have professional preparation,
experience, and interest in school health,education. The
district coordinator should provide leadership and
opportunities for the involvement of all groups; organize
the human and material resources necessary for program
planning, development, and implementation; serve as a
liaison with parents, community groups, health agencies,
and health intefest groups; provide for teacher training
and inservice f@f other school personnel; and, assist in
the development of evaluation mechanisms.
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J.c. pIgaenﬁ&s of Health. The most important element
in making a quality health instruction program a reality
are teachers who are interested and professionally
prepared to teach health education. Local districts
should hire teachers with appropriate preservice training
in health education and train existing teachers by
providing regular inservice and continuing education
opportunities.

4,d., Curriculum Development. A planned sequential
K-12 health education program should include but néed not
be limited to content in the following areas:

Personal Health
Mental and Emotional Health

Prevention and Control of Disease ” @
Nutrition
o Substance Use and Abuse

Accident Prevention and Safety
Community Health
Consumer Health
Environmental Héalth
‘ Family Life Education

4,e. Instructional Time. In grades X-6, health
education should be integrated into the formal instruction
program. In addition, special attentién should be given
to opportunities for incidental health instruction when
appropriate situations arise during the school day.

During the middle, school or junior high school years
the minimal time allocation shall not be less than one

* semester or its equivalent. One semester is 'ﬁ‘equlred
during the senior high school experience. Health
education at this level should be in the form of direct
instruction, but should be supplemented by correlation,
integration, and incidental teaching.

School districts should have a plan which will ensure
that the content areas defined in the school health
education policy are being adequately taught. The plan
should be written, with specific objectives and curriculum
outlines for each grade level.

7




APPENDIX B %

’

COMPREHENSIVE‘SCHOOL HEALTH EDUCATION:
AN OPERATIONAL DEFINITION
Association for the Advancement of Health
Education (AAHE) (1980)

Throughout our nation, those associated with
improving health education in schools are being more &nd
more frequently asked: "What is comprehensive school
 health educatiom®" "What does compreéhensive mean?" "What
does a compreheg§ive program include?" "Can you describe
a model that we could use to understand it better?” "How
can we structure our program to ensure that it can be
comprehensive and effective?" The people asking these
questions include representatives of concerned parent and
communi ty groupsL staff of health planning bodies, school
board menbers, professional and voluntary health .
organization staff, education administrators, legislators
and government officials.,
Officials in the U.S. Office of Health Information
| and Health Promotion (OHIHP)', assigned to develop
governmental policies for health promotion, requested
staff of the School Health Education Project to facilitate ,
the generation of a definition of comprehensive school
health education by heakth education professionals. Staff
time for the generation of the definition was provided by
the U.S, -Bureau of Health Education (BHE) under the terms
of its school health education contract with the Natiopal . *
Center for Health Education. a
A working document was prepared by staff of the
School Health Education Project to provide information
about issues of importance in defining comprehensive
school health education. Within the working document,
recommend%Fions about the following elements of

v
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comprehensive programs are proposed for?qpalysis: (a)
"~goals and objectives; (b) content; (c) resources; (d)
evaluation; and, (e) management. Collectiveltge-the
finalized recommendations might serve to provide an
operational definition or guidelines for those requiring
information about the components of cempreZensive school
health education.
,In cooperation with the U.S. Office of Comprehensive
School Health, OHIHP, and BHE, delegates of agencies
represented by the Coalition of National Health
Organizations have been requested to review and amend the
working document. Pending agreement by delegates to the
Coalition, and then by the organizations whigh the
. delegates represent, each agency might move”to accept
responsibility for and endorse the definition developed.
This definition could thus be made available in various
formats to those responsible for decisions which influence
health education in our nation's schools . . . .
The recommendations which have been proposed for
analysis within the working document are as follows:

(A) Goals and Objectives w

Recommendation No. 1: Comprehensive school health
education programs shouldﬂépclude clearly stated goals and
objectives, the attainment®’of which should logically
result from prescribed program activities, and the
attainment of which is valu@ble.

Recommendation No. 2: The paramount goal of- school’
health education should be to enhance the competencies of
individuals to make decisions regarding their personal and
Qamily health, and the health of the populations of which
they e a rt. School heal education programs can
effect/ively contribute to enhan health behaviors and
the health status of the populatlég acording to the extent
to which they function in concert "with specific school and
community health promotion activities which enable and -
reinforce targeted health behaviors.

* Recommendation No, '3: Comprehensive health education
programs should.be designed to address multiple categories
-
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programs should facilitate the development of relevant
affective abilities including personal, interpersongl,
extrapersonal, and specific health skills, Programs
should also be designed to -improve psychomotor skllls that
are health-related. .

of ijedtives. In addition to Znhancing cognitive- skills, ‘ !
|
|

" {B) Comtent . ) -’ . - ;
Recommendation'No. 4: Each' educational service
provider should select and present that health education

content which, consistent with the specific needs and
wishes of its constituency, would address the most
important health, concerns of its service population. In
order systematically to apply the resources of public
education toward meeting national health goals, at least
the following content areas should be included: smoking;
nutrition; ‘alcohol abuse; driving (safety); exercise;
human sexuality and éontracept%ve“use; family development; v
risk management; and stress management/coping/enhanced
self-esteem. In addition to .addressing the prevention of
discernible health problems,; content should be selected to
ddress the evocation of high levels of phy51cal and .
mgntal wellness. . : ) I«

¢

I3

-~

Recommendation No., 5: Learning experiences and
health content should be selected to enable children at
each age or grade te master those health-maintenance
skills necessary to, cope with specific potential threats
to their health’ in the coming age or grade, afd those
additional foundation skills necessary to benefit from the
instruction next year in relation to the specific
potential health problems of the year after that. In the
early primary grades, health education programs should
primarily focus on the health problems, and behavioral
situations that children will face in the near®future. _In
the middle grades, health education programs sould
address health problems to be encountered in the next |
several years. In the secondary schools, health education
should be directed increasingly toward health problems of
the more and more distant future. However, even in the
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primary grades the health problems addressed should
include those not clinically manifest until adulthood.

Recommendation No. 6: Comprehensive school health
education should be sufficiently supported to provide:
appropriate teaching materials and resources; a
coordinated sequential program of direct health education
for all students enrolled in pre-school through grade
twelve; and teachers professionally qualified via
completion of preservice or inservice training in school
health education, and by virtue of their sincere interest
in teaching health education.

(D) Evaluation

Recommendation No. 7: Comprehensive school health
education programs should include evaluation activities
designed to provide information about the appropriateness
and the effectiveness of instructional organization,
materials, and practices formulated to enhance the
competencies of students to make health-related decisions.
In addition, evaluation activities should provide planning
information about the comparative needs, status and °’
progress of individuals and groups. The responsibility
for evaluation of the contribution of school health
education programs to behavioral and health outcomes
should be jointly shared by the health and education
professions. .




(E) Management

Recommendation-No. 8: Comprehensive school health

education programs should include identifiable resources,

policies, plans d procedures for the effective and
efficient management of related activities at state,
regional, and lozél levels., Administrative support and

administrative responsibility for the program should be
established at each level,
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APPENDIX C

TEACHER CERTIFfEhTION FOR HEALTH EDUCATJON:
A POSITION PAPER

Association for the Advancement of Health
Education (AAHE)

Statement

School health education is a fundamental and
indispensable component of basic education. As such,
teachers who work in this area should be certified in
health education. The Association for the Advancement of
Health Education strongly supports thq need for certified
teachers in health education.

-

Historical Background

Since the beginning of education in the United
States, health education has been identified as a
priority. Horace Mann, Lemuel Shattuck and other
individuals as early as the mid=-1800s indicated its
importance as an instructional area in education.
Authoritative groups such as the American Medical
Association, the National Parent Teachers' Association,
the National Education Association and the American
Academy of Pediatrics have endorsed the significance of
health education in the schools of the nation. :

More recently, recognition of the importance of
school health education has been expressed through
legislative action. Thirty-six states currently require
by law a separate certification for health education
teachers.




.
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A commitment to health education at the national
level was made with the establishment of the Office of
Comprehensive School Health and the Bureau of Health
Education in the Public Health Service. Concurrently, the
National Center for Health Education, which represents a
commitment in the private sector, was established in San
Francisco. Health education was also one of the ten state
priorities in the National Health Planning and Resource
Development Act. '

Rationale

‘\\\E There is little doubt that the rapidly increasing
cos

of health delivery in the United States can be
largely attributed to the major empha31s on treatment and
tertiary care. Health professionals agree that primary or
preventative care represents the most effective
answer--economically and 1n terms of better health for all
Americans.

Health education is a fundamental ingredient in the
prevention formula. It can facilitate a personal and
community responsibility for the prevention of disease and
disability and the promotion of well-being) Most causes
of premature death and infirmity can be prlevented by
positive“health practices and appropriate health care.

Public health education is a significant factor in
achieving and maintaining sound health. The schools,
however, are the institutions designed to provide young
people with the intellectual basis and necessary skills to °
aghieve -individualeaspirations and to effectively cope in
modern society. It is vital that the educational
enterprise devote attention to providing basic health
knowledge and skills which serve as a prerequisite for
functional decision-making and action. This necessitates
a strong pedagogic and content foundation in the
discipline. Thus, it is essential that teachers with
professional preparation in health education should
perform the function of health instruction in the schools.

Professional health education background should
include work in program organization, teaching strategies,
materials and resources, health need and interest
assessment, evaluation and specific internship
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experiences. Content competencies should be acquired in
such areas as drug use and abuse, human sexuality,
consumer health, nutrition, anatomy and physiology,
community health, first aid, emotional health and diseass//
control. ™ .
For the elementary school teacher, preparation in
health education should be included as part of the
diversified major. For the secondary school teacher,
where specific subject-matter concentrations are generally
designated, a major in health education should be require
for those desiring to teach in that area. Certification,il\’
separate from other academic areas, should be a
requirement.

Vd
Recommendation

It is reasonable to expect that teachers of health
education should meet requirements comparable to those in
other areas of instruction. The Association for the
Advancement of Health Education endorses a separate
certification in health education which leads to the
attainment of basic competencies in the discipline.

It is recommended that:

1. Each state department of education recognize
health education as a separate academic subject
by its inclusion in the curriculum.

2. All states require certification in health
education for teachers of the subject in
secondary schools.

3. In-service education progrlms in health education
be provided to respective school districts to
supplement and update the knowledge of teachers
currently teaching health.

4, Student-teaching experiences in health education
be included as a requirement of certification in
fhe field. '
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5. The results of the Role Delineation Project of
the National Center for Health Education be
utilized by professional preparation
institutions, along with other certification
standards, to help assure quality programs for
teacher education. .

6. All states require preparation in health

! education for certification of elementary
teachers.
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. ABOUT ERIC

'ERIC, the Educational Resources Information Center,
is a nationwide dissemination system of the National
Institute of Education, U.S. Department of Education.
Through a network of 16 clearinghouses, ERIC collects,
evaluates, abstracts, and indexes all kinds of educational
literature, much of which “1s unavailable from other
sources. Document literature inchyudes project reports,
conference speeches, curricular des, instructional
materials, and many other nonjoufnal articles. ERIC also
indexes more than 700 eduwcational journals. For
infgrmation about ERIC, readers should consult the monthly
ERIC periodicals, Resources in Education (RIE) and Current
Index to Journals in Education (CIJE). These may be found
at many college and university libraries along with the
ERIC microfiche collection of documents.

Readers are invited and encouraged to comment on this
monograph and to submit related documents to the
Clearinghouse for possible inclusion in the ERIC systen.
For information, write the Senior Information Analyst,

ERIC Clearinghouse on Teacher Education,” One Dupont
Circle, Suite 610, Washington, DC 20036, or call (202)
293-2450. .




