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"Miseries Large and Small,
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as well as nutrition and personal hygiene. Chapter 5, "Time,
Resources, and the 'M' Word," discusses school support, money and
other resources, and program effectiveness. Chapter 6, "A Field
Guide," presents an action plan for developing a comprehensive health
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agencies. Chapter 8, 'What We Learned,"” updates the current status of
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of the people involved in the project and book, references and
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This book relies on the experi-
ences, setbacks. and successes of six
school districts in the Pacific North-
west that confronted their offerings in
health education ana decided that
their students deserved better. It
tells ihe stories of teachers. adminis-
(rators. and other educators who
teamed up with specialists from five
yniversities. an educational service
district, and a regional educational
laboratory to create meaningful.
comprehensive heaith education
programs in their schools.

This was not a simple task. Health
education is not a priority inour
nation’s schools. It has often heen a
token gesture in curriculurn priorities.
fragmented and inconsistent. 1t has
not been taken seriously: it has not
applied to us. Perhaps that is why we
are so familiar with excuses for not
implementing health education
programs we know would be sound
practice.

We all know school board mem-
bers, superintendents. principals.
colleagues. and parents who have
dashed enthusiasm for a health educa-
tion program by delineating all the
reasons that it is unnecessary, un-
popular. and unwise. Do these sound
familiar?

e Health education is not a priority:
it's not even one of the national goals.
e We already teach HIV/AIDS and
substance abuse prevention.

e Rural life is healthier and safer
than urban life. Urban districts need
comprehensive health programs. but
we already know how to take care of
ourselves.

e Our traditional family values are
strong and will provide children with
t}.e guidance they need.

e The community won't let us teach
that.

¢ We don't have the resources or
the training.

e We're already spread too thin.

e Ve can't fit another class into our
day. week, month.

e There isn't the time, money. or
support.

What these excuses really trans-
late into 1s a disabling theme: We
can't teach that here. This book tells
how six rural school districts in the
Pacific Northwest worked through
those excuses and looked at what
they could do to promote healthy life-
stvles among their students. It seeks
to provide rural «ducators with some
of the tools they might use in develop-
ing a comprehensive health ¢rucation
program.

This book will not prescribe what
rural schools should include in their
curriculum, nor whet resource materi-
als to buy. nor how toruna health
fair. Those decisions must be made
at the local level by teachers. stu-
dents. parents. and others who know
hest the needs of their communities.

Rather. it reflects a process criti-
cal to the successful development of
comprehensive health education in
rural schools. and realistically
addresses conditions that exist in
many rural communities.

Recurring themes of leadership,
resources, and incentives weave their
way throughout the chapters. Unique
and innovative approaches are re-
counted. Most importantly, this book
emphacizes the process that each
district put in place to create a com-
prehensive health education program
that met its needs. This process
worked well for the people involved
in the Rural Comprehensive Health
Education Project. We believe that it
will work for others, as well. and that
it will help districts reach out beyond
the schoolhouse to the larger
community.

i+ was my privilege to be a part of
this project. It provided me with the
opportunity to work with the univer-
sity and educational service district
specialists in the region, to get to

Y
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 “These rural educators are
leaders. Their voices will
continue to be heard

_ beyond the time limits of
. the grant, because these

rural folks have forged
strong alliances.at local,
state, and regional levels. |
Collectively, we sharg;arid|
carry forward a common_ |
vision: healthy Rids,
healthy schools, and
he_ealthy_communities for .
rural America.”

Helen Sjolander, manager
Rurai Comprehensive
Health Education Project

.
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inow some of the best educators in
rural America. and to help able
administrators. teachers, and nurses
build locally tatlored instructional
health education programs. We saw
health awareness grow bhevond in-
struction into staff wellness. school
environment, community involve-
ment, and. above all, student
well-heing.

These six rural sites are models
for their states and our region in both
the process of curriculum renewal
and the development of comprehen-
sive health education. These rural
educators are leaders. Their voices
will continue to be heard bevond the
time limits of the grant because the
need for comprehensive health educa-
tion is so great in rural areas and be-
cause these tolks have forged strong
local, state, and regional alliances.

Collectively. we share and carrv
forward a common vision: healthy
kids, healthv schools. and healthy
communities for rural America.

Helen Sjolander. Project Manager
Rural Comprehensive

Health Education Project
December 1. 1992
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”WE CAN ’T TEACH
THAT HERE

- In 1990, six rural school districts

~ embarked on a three-year effort -

. to improve health education - N
" among children in remote :
communities in Alaska,

.Washmgton, ldaho, Oregon, .

arid Montana. The districts were

selected as part of the Rural
_Comprehensive Health Education

" Project, a three-year effort ’

- 'coordinated by the.Northwest

Regional Educational Laboratory -

) in Portland, Oregon.
_Not only did the districts create ..
meaningful health education for
their students, but they. also
‘]learned a lot about themselves
and their communities

 along the way.
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With the support of a U5 Depart-
ment of Education grant. the partici-
pants developed health education cur-
riculum that was based on the needs
and values of the communities in
which these children learned. plaved.
and lived.

The ted-
eral govern-
ment sup-
plied only
the seed
money for
the Rural
Comprehen-
sive Health
Fducation
Project
(RCHEP)Y. as
the three-
vear effort
was called.
The ideas.
concepts. en-
ergy. and vi-
tality that led
to development of nnique health pro-
grams at cach of the six demonstra-
tion sites drew on the resources of
teachers., administrators. students.
parents, and others in the partici-
pants' communities. Team-huilding
and teamwaork were critical compo-
nents in each of the sites’ successful
efforts to build health education pro-
grams.

Importantly, these local educators
also worked closety with health and
curriculum specialists from education
service districts and universities to
forge partnerships where skepticism
and indifference had been the rule.
During the program. each specialist
served as a local consultant to one of
the RCHEP sites, helping it put to-
gether a model health curriculum tai-
lored to its unique needs. In the third
year. the six schools shared their ex-
periences and became resources for
other schools throughout the Pacific
Northwest.

Helen sjolander. RCHEP manager
and a rural education specialist with
the Northwest Regional Educational
L.aboratory in Portland. Oregon, ceor-
dinated project activities. fostered
communication among participants,
provided resources, visited sites, and
served as host for seveial gatherings
of teachers. principals, and special-
ists. Together, these educators col-
laborated to build health education
programs that address the disparate
necds of their communities and the
compelling needs of their children.

The six districts involved in the
RCHEP serve children in diverse and
isolated areas in the Pacific North-
west — Tok. Alaska. the heart of the
Alaska Gateway District: Seeley Lake,
Montana; Carlton, Oregon: Umpqua,
Oregon: Tetonia. Driggs. and Victor,
ldaho; and Granger. Washington.
Each experienced frustration. chal-
lenges. resistance. rewards, and prog-
ress on their independent roads to
success. Above all, participants
found that the power to promote
change in their communities resided
in the involvement of the people they
were asking ro change. A bottom-up,
grass-roots approach was essential to
the success of each of the districts in
developing comprehensive health
education curriculuin that was broad-
hased and driven by the needs of the
schools, the communities. and their
children.

In each of the project sites, com-
munity acceptance of health educa-
tion was a must. "We've come a long
way in terms of developing a curricu-
lum.” notes Craig Kunz. principal at
Teton Middle School in ldaho. "You
have to understand that this is an ex-
tremely conservative community in
terms of their value systems. But our
health education program has been
very well received. It's one that our
teachers feel very good about. and
it's one that our community has

N, .
“In our district, teachers " -
got hands-on curriculum
resources, and that helped
motivate them, to get them
enthusiastic about using
the materials.”

Barb DePaso, teacher
Alashka Gateway School District
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“Health is more than the
absence qf disease, and a
comprehensite program

.offers more than just

knowledge. It triesto
teach kids skills and
attitudes, to feach them
that theW z
for their-hedalth and -

well-being.”

. N : o
Steve Nelson; director -

NWREL Rural Education Program

adopted and accepted and feels very
good about.”

In choosing health curriculum, par-
ticipants sought research-based prom-
ising practices, scope and sequence,
coordination and integration with
other subjects, use of basic educa-
tional skills. planned and ongoing
staff deveiopment, rich learning re-
sources, and outreach activities to
the home and community.

NWREL provided resources and
curriculum choices that ranged from
top-of-the-line national models toinex-
pensive regional offerings to free ifor-
mation packages otfered hy the Dasry
Council. American Lung Association,
and others. “In our district.” says
Barb DePaso of Alaska Gateway.,
*ichers got hands-on curriculum re-
sources, and that helped motivate
them. to get them enthusiastic about
using the materials.”

Each of the districts sought a com-
prehensive approach to health educa-
tion — one that encompasses growth
and development, mental and emo-
tional health, personal health, family
life. nutrition, disease prevention and
control, safety and first axd. consumer
health, communitv health manage-
ment, and information on alcohol and
other drug use and abuse.

“Health.” notes Steve Nelson, direc-
tor of NWREL's Rural Education Pro-
gram, “is more than the absence of
disease, and a comprehensive pro-
gram offers more than just knowl-
edge. It tries to teach kids skills and
attitudes. to teach them that they are
responsible for their health and well-
being.”

That's a tall order, but not an insur-
mountable task. Good health, like
good health education. must be prac-
ticed. pursued, and promoted in or-
der to be effective. In Health Instruc-
tion: An Action Approach. Kime et al.
cite the work of the Commission on
Philosophy for School Health Educa-
tion: “Truth revealed today may be

1O

the falsehood or misconception oi the
future. informanion which is accept-
able today mav be obsolete tomor-
row, Hence, the principal purpose to
which health education should be di-
rected is that of equipping students
to cope with the mescapable facts of
change by fostering the disposition to
solve the problems which change in-
evitably vbroduces and to develop the
basic skills for doing so.”

Consider this:

* Ten vears ago, we didn't even
know that AIDS existed. Todays, it
threatens voung jseople everywhere.
e Twenty vears ago. homeless chil-
dren were considered troubled vouth
who were rebelling against their par-
ents and other figures of authority,
Todav. the number of homeless and
runaway children has skyrocketed.
and we recognmize that their rebellion
is most likely a tool to cope with
physical and sexual abuse,

¢ Thirty years ago, illicit drugs were
rarelv heard of or seen in public
schools. Today, evervthing from pot
to pevote and from crank to LSD is
purchased by children everywhere —
from inner-city neighborhoods to the
most isolated communities in the
country.

While some health issues seem to
be in a constant state of {lux. others
appear to remain static. For example.
we've struggled with the deadly ef-
fects of alcohol and tobacco in our
health education curriculum for gen-
erations. Sex education, too, dates
back to the 1920s. And convincing
children of the merits of daily baths,
brushing after meals, and routinely
changing clothes is nothing new,
either.

Effective health instruction. as
Nelson noted, goes bevond providing
information. When we honestly and
openly communicate with children,
provide them with reliable and sensi-
ble information, arm them with deci-
sionmaking skills. trust them to make
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decisions, and instill in them a sense
of self-respect. we are really teaching
them to lead heaithy lives. They
learn about choices. self-esteem, per-
sonal power to effect change, good
citizenship. and giving back to their
community.

In 1919, health education propo-
nent Lucy Oppen wrote in Teaching
Health, a booklet published by the
U.S. Decartment of the Interior, “The
end to be aimed at is not information,
but action; not simply knowledge of
what things are desirable, but rather
the habitual practice of the rules of
healthy living.”

Those rules are forever changing,
the resources for teaching them ar2
constantly growing, and the methods
for helping children to become active
learners are continuously improving.
By engaging in a process to develop a
comprehensive health education pro-
gram, we believe that rural educators
and rural communities can rise ahove
the disabling theme of We can't teach
that here and provide their children
with health education that leads to
lifelong healthy behavior.




Poor health and poverty afflict
- children throughout the United

+ States —from youth living in
major mEtropohtan areas to
children in small towns to those
being raised in rural
communities. But the pubhc
perception of rural children is

- often one of healthy lives
grounded in hard work, loving
families, and strong wills.

» Conversely, poor children often

are associated with mn%’-cxty
" neighborhoods and minority .
youth. The steréotypes are a
disservice to all the children who
are growing up hungry, alone,

" - abused, and poor. Life in the -

country is not. lived atop Walton’s

‘Mountain. Increasing numbers of

~ rural children are suffering, and
. their suffering has been largely

" ignored by researchers, policy--

makers, and elected ofﬁcnals




Volumes have been written about
the phyvsical and emotional health of
urban and suburban youth. but there
is a dearth of information that focuses
on rural families and their children.
As aresult. society tends to view
poverty, abuse, homelessness. teen
parenting. and other problems as
inner-city or urban issues.

“Rural areas have been largely ig-
nored by underclass scholars despite
the fact that the rural poor are more
likely than the urban poor to be long-
term poor.” write William P. O'Hare

and Brenda Curry-White in The Rural
Underclass: Examination of Multiple-
Problem Populations in Urban and Ru-
ral Settings.

“Persistent poverty has been a cen-
tral component of the underclass con-
cept,” the authors note. "People who
fall into poverty for a year or two be-
cause of abrupt changes in employ-
ment or marital status are different
from those who remain in poverty
vear after vear.”

The Children’s Defense Fund. in
Citv Child Poverty Data from the 1990
Census. reported that child poverty
rose steadily since 1980 in metropoli-
tan areas across the country. While
the report focused on cities with high
child poverty rates — among them
Detroit, 46.6 percent; Laredo. Texas,
46.4 percent; and New Orleans,

16.3 percent — it noted that “86 rural
counties have a higher percentage of
children living in poverty than in the
nation's poorest city. Detroit.”

Others note that the economic,
social. education. and health hard-
ships faced by independent-minded
rural families have accelerated. Con-
sider these findings from recent na-
tional reports on children. healti,
and rural life:

ITEM: "Good health is essential to
children’s growth and development
and to their future prospects.” re-
ported the National Commission on
Children (1991) in its exhaustive re-
port. Beyond Rhetoric: A New Ameri-
can Agenda for Children and Famulies.
“While most American children are
born and remain healthy. far too
many are vulnerable to problems that
lead to serious illness. disability, and
even death. This country has the
knowledge and the tools to save chil-
dren's lives and improve their physi-
cal and mental health. Yet in recent
decades. the nation's progress in im-
proving child health has not kept
pace with scientific knowledge and
health care technology. . .. In particu-
lar. minority children, low-income chil-
dren. children 'vho live in geographi-
callv isolated dreas. and those whose
parents are poorly educated often
have difficulty getting the health care
they need"” (emphasis added).

Among those groups. notes Mar-
garet Heaggarty. director of pediat-
rics at New York City’'s Columbia Uni-
versity Harlem Hospital Center. rural
residents often are hit hardest (Com-
mission report. 1991). “The Harlem
Hospital or the Cook County Hospital
has many problems and few re-
sources, but at least these institu-
tions are there to do the best they
can for the urban poor. Inrural
areas, they are often completely
absent.”

ITEM: The Children's Defense
Fund (CDF) reported in 1992 that the
L%

i




child poverty rate is higher for rural
children than for nonrural children.
and that rural children are poorer,
less healthy. less educated. and gener-
allv worse off than their urban and
suburban counterparts.

“The rural picture is not uniformly
worse.” notes Arloc Sherman. author
of the CDF report. Falling by the Way-
side: Children in Rural America. “Ru-
ral babies are less likely to be born at
low birthweight than metro babies.
Rural comrnunities have lower homi-
cide rates and are more likely to he
rated highly by residents as good
places to live.

“But for many urgent problems
affecting children nationwide, far too
iittle information is even gathered
about rural children. Child abuse and
neglect, substance abuse. mental
health problems. and teen pregnancy
are all pressing concerns for rural
vouths.”

ITEM: Rural schoolchildren fared
worse than nonrural children in 34 of
39 statistical comparisons for at-risk
students. according to the 1990 re-
port Nattonal Study Regarding At-Risk
Students by Doris Helge. Among the
findings:

e |7.7 percent of non-handicapped
rural high school students were esti-
mated to be substance abusers. com-
pared with 10.1 percent in nonrural
districts

* 12.3 percent of non-handicapped
rural elementary schoolchildren were
found to be suffering from depression
and low self-esteem and prone to sui-
cide attempts compared “-ith 10 per-
cent of urban and 8.5 percent of sub-
urban youngsters. For learning-
disabled and other mildly handi-
capped youngsters. depression was a
problem among an estimated 16.9 per-
cent of rural grade school pupils. but
only among 9.5 percent of urban and
12.4 percent of suburban pupils

e 25.7 percent of non-handicapped
rural high school pupils were consid-

Y

ered sexually active. compared with
22.5 percent of urban and 20.9 per-
cent of suburban students. Among
mildly disabled rural high schoolers.
26.7 percent were sexually active.
compared with only 15.3 percent of
urban and 18.2 percent of suburban
children

* 6.7 percent of non-disabled rural
middle school youngsters were said
to be involved in crime, compared
with an estimated 5.6 percent in ur-
ban and suburban schools

s 12.7 percent of rural preschoolers
without handicaps were considered
victims of child abuse. compared with
1 1.9 percent in urban and 9.6 percent
in suburban districts

“One of the most consistent
features noted in the analysis of the
survey data was that rural schools
estimated higher percentages of chil-
dren. both handicapped and non-
handicapped. in the at-risk catego-
ries,” wrote author Doris Helge of the
National Rural Development Institute
at Western Washington University in
Bellingham.

CHANGING TIMES,
CHANGING ATTITUDES

Times have changed in rural areas
as rapidly and dramatically as they
have in urban and suburban areas.
Ask most anyone who attended
school during the 1950s and earlier
what they learned in their health edu-
cation classes. and they might recite
the four food groups, give a lecture
on personal hygiene. or recall vague
and uninformative discussions about
“human anatomy.”

To be sure. issues and anxieties
existed for schoolchildren three dec-
ades ago. when the standard for the
American family was being set by
“Leave It to Beaver™ and "Ozzie and
Harriet.” Questions about human
sexuality, teen pregnancy, neglect




and abuse, and alcohol and other
drugs were not created by the current
crop of voung people.

Indeed. the roots of public health
education are embedded in such
issues. As noted in A History of
Healih Education in the United States
(Means, 1962): “The importance of al-
cohol education in the lives of Ameri-
can ycuth has been recognized since
the first schools were established in
the United States. It is equally cbvi-
ous at the present time that school
training should include materials con-
cerning the effects of alcohol on the
body, and on society in general (Bren-
nan, 1949)."

Sex education, too. was promoted
early in the first quarter of this cen-
tury. High Schools and Sex Education.
published in 1940 by the U.S. Public
Health Service, was based on an ear-
lier book by the same title prepared
in 1922 (Means, 1962).

And while traditional classroom
practice focused on personal hygiene
to the exclusion of other health topics
(Pine. 1985), researchers have long
promoted a broader approach that
has. through the vears. included top-
ics such as personal living, commu-
nity living, sanitation. nutrition. physi-
cal activity, safety education. first aid.
emotional and social health. educa-
tion for family living, and occupa-
tional or industrial health. As is often
the case. the lofty ideals of re-
searchers have not easily or fre-
quently made their way into the na-
tion’s classrooms.

In the past, health issues such as
teen pregrancy, alcohol use. birth
control, and the effects of dysfunc-
tionai families on the learning and so-
cial skills of their children were often
ignored, condemned. or swept under
the carpet.

In the 1960s and earlier, high
school girls who “got pregnant” {re-
quently disappeared irom school.
often under the guise of visiting a dis-

tant relative. Today, many high
schools provide onsite chilg care for
children of teen parents.

Alcohol abuse often was consid-
ered a rite of passage, something kids
— usually boys — did on their way to
adulthood. That attitude is stiil preva-
lent in many rural areas. But today,
rural educators and communities are
also on the front lines in efforts to in-
still kids with sound decisionmaking
skills that guide them to alcohol- and
drug-free lives.

Physical. sexual. and emotional
abuse were largely unaddressed by
schools. health professionals, and
others in the education community.
Today, educators, social workers,
and others are recognizing that such
abuse is frequently a common denomi-
nator in the lives of children who are
at risk for alcohol and other drug
abuse. sexual promiscuity, teen
parenting, suicide. and other self-
destructive behavior (Caudell,

March 1992).

In some respects. society's atti-
tudes about the problems of young
people have changed. and there is an
awareness that the needs of children
must be addressed in the home, in
the school. and in the comrnunity.

But we delude ourselves if we be-
lieve that we are now raising health-
ier, happier. safer. and fitter children.
“QOverall, younger children weigh
more anc have more body fat than
they did 20 years ago,” notes J. Mi-
chael McGinnis in the introduction to
The National Children and Youth Fit-
ness Study I (1987). “While virtually
all early elementary school children
take physical education (97 percent),
only about a third do so daily. This is
consistent with what we learned
about the older children.”

“In.the rural districts, it's
sometimes easier to teqch

-controversial subjects tha

in larger districts. A locat

-trusted person helps to

dilute opposition and *°
build support.”

:ldr_re Gutting -
ESD #105

. Yakima, Washingten
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“youth ages 15 to 24.
" Over 5,000 children
_and young adults

. “AIDS-is fiow the

sixth leading cause
of death among .

have died as a result
of AIDS.”

'~ A Decade of Demal: ~
* Teens and AIDS in Amenca

DEADLY CONSEQUENCES

Each generation of young people
has had to deal with potentially life-
threatening diseases and choices.
Some choices. like the use of tobacco.,
alcohol. and other drugs. span the
decades. What has changed dramati-
cally is the research-based informa-
tion about the deadly consequences
of ignorance. experimentation. and
rebellion.

For example. tobacco use kills
more than 434.000 people each vear
in the United States (Nystrom,

June 1992) and is often introduced at
an early age (Heulthier Youth by the
Year 2000 Project, 1990). Further-
more. as many as 60 percent of Ameri-
can vouth already exhibit at least one
of the prime risk factors for heart dis-
ease, the nation's leading killer.

And while alcohol remains the
drug of choice among young people.
other illicit drugs — LSD. crack.
crank. and marijuana among them —
have made inroads into communities
in even the most remote areas of the
country.

“It’s lethal for kids to continue
their involvement with aicohol and
other drugs,” says Stephen Bucknum.
executive director of Rimrock Trails.
an adolescent residential treatment
center that serves 10 rural Oregon
counties. “"One way or another — if
they continue to abuse — it will kil
them.”

Acquired Immunodeficiency Syn-
drome — AIDS — is spreading among
teens at an alarining rate. “The num-
ber of teens who already have AIDS
increased by more than 70 percent in
the past two years alone, and AIDS is
now the sixth leading cause of death
among youth ages 15 to 24." notes a
recent report by the House Select
Committee on Children, Youth, and
Families. "Over 5,000 children and
young adults have died as a result of
AIDS.” notes the committee report,

e
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called A Decade of Denial: Teens and
AIDS in America.

Such consequences are not lost on
rural educators. where the willing-
ness to address controversial issues
may he dampened by actual or per-
ceived community opposition. Qften,
opposition is brought by a small
group of people making a lot of noise
or is the result of not involving the
community in the process. Involve-
ment can be disarming.

“In the rural districts, it's some-
times easier to teach controversial
subjects than in larger districts,”
notes Jane Gutting, director of inter-
agency programs for Educational Serv-
ice District #105 in Yakima, Washing-
ton. “it's easier because everybody in
the community knows who the local
health nurse is. and they trust her. So
if she's saying a sexuality education
program is needed, people believe
her. A local trusted person helps to
dilute opposition and build support.”

Health issues such as the Human
Immunodeficiency Virus (HIV) and
AIDS have cast a pall over the lives of
adolescents. "The perception that ru-
ral populations are somehow secure
from the encroachment of (HIV] is
both erroneous and perilous.” note
Doris Helge and Jonathan Paulk in a
1989 article in the Journal of Rurut and
Small Schools.

“It is erroneous because AIDS has
spread across the face of the nation.
... It is perilous because there seems
to be a false security among rural
populations: a belief that. as one rural
interview respondent . . . stated. 'lt
can't happen here.” It can. and it does
vccur across rural America.”

Such grim realities are not lost on
rural educators. “lfeel it's really im-
portant to discuss those issues.”
notes Kris Johnson, a health teacher
in Seeley Lake, Montana. “Never be-
fore have kids been putting their lives
on the line. Butif you choose to have
sex with several partners, you are put-




ting your life on the line. It's like play-
ing Russian roulette.”

In some respects. children in rural
areas face similar issues as children
in big cities and tree-lined suburbs.
There are those who are physically,
emotionally, and sexually abused:
whose families are infected by alcohol
and other drug abuse; and who are
abandoned or neglected by those
they desperately need to rely on and
trust for their protection. comfort,
and guidance.

“We've had some fairly severe
cases of depression among some of
our junior high kids.” says Lisa Pena.
a counselor at Seelev Lake Elemen-
tary School. “Some of these kids are
raising themselves. They're tryingto
make all their own decisions about
homework and drinking and friends.”

There are differences, too. among
rural. suburban. and urban areas.
Tucked away on the backroads and
country lanes of rural America are
households without indoor plumbing,
without electricity, without tele-
phones. and without easy access to in-
formation about proper health care.
Except for the schools, many children
in these remote and isolated areas are
cut off from the outside world.

DRAWING ON STRENGTHS

But rural communities are strong
communities. They possess a hardi-
ness and independence that is born
of self-reliance and hard work in fre-
quently harsh conditions. .Their
economies have become increasingly
fragile. the result of corporate aban-
donment. environmental upheaval.
and shifts in political policy that can
sink rural fortunes as quickly as a
natural disaster can wipe out a field
of wheat.

Nonetheless, research consis-
tently shows a strong sense of com-
munity, a willingness to pull together.
and a high degree of satisfaction

among those who live in rural areas.
Those qualities can be drawn on in de-
veloping health education programs
for children in these communities.

The need for rural educators and
rural schools to develop effective and
comprehensive health education pro-
grams is critical. The health of rural
children can be transformed when
schools develop comprehensive
programs that address life's little
miseries as well as those issues that
they must confront to ensure their
physical and mental well-being.

If offered in a comprehensive pro-
gram that reflects local needs and
values. health education can provide
young peopie with the decision-
making skills they need to lead pro-
ductive, fulfilling, and meaningful
lives in which they contribute to their
families, neighbors, community, and
country.




Falling by the Wayside:
Children ‘in Rural America .
is must reading for educators,
-elected officials, social workers,
state and national pollcymakers
and others who care about the
nearly 15 million, chlldren who
‘live in the small towns and along
the country roads in remiote,
sometimes isolated areas in the
- United States. The Children’s -
Defense Fund (CDF) report '
probes the lives of rural.
+ children and their families
' and the devastating effects of
unemployment ‘shifting
‘economies, poverty, poor health
care, public assistance, housing,
child care, and education. What .
e CDF found are children living
* on-the edges of despair. The
following is an edited version -
of a report on the CDF
- pubhcatmn
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America's 1-+.9 million rural chil-
dren face an enormous hidden crisis.
On numerous key indicators. children
in rural areas face a bleaker outlook
than city and suburban children.

On numerous indicators of child
well-being — family income. poverty.
health. housing, education, child care.
and teen pregnancy — the nearly one-
quarter of America’s children living in
rural areas face bleaker odds than
nonrural children.

“In a few respects, rur~l children
resemble suburban children.” says
Marian Wright Edelman. president of

the Children's Defense Fund. “They
are more likely to be white and are
slightly more likely to have two-
parent and working families than city
children. But on other measures of
fundamental well-being they fall be-
hind just like urban children. They
are poorer, less healthy and less edu-
cated. and are generally worse off
than the average American child.”

According to Falling by the Way-
side: Children in Rural America.
authored by CDF analyst Arloc
Sherman:

1. Rural children are more likely to

be poor (22.9 percent in 1990) than
nonrural children (20 percent). They
are less likely to benefit from public
programs to alleviate that poverty.

Family unemplovment rates are
higher in rural America than nonrural
America. Rural earnings are only
three-fourths of nonrural earnings.
Driven in part by a nationwide wage
decline, rural child poverty rates
have been at higher levels since the
mid-1980s than at any time during the
1970s. Real yearly wages per rural
job have dropped 7 percent in the
last 10 vears. while wages per non-
rural job inched up. These trends
drove up child poverty even while
work effort amoung poor families rose:
the <hare of rural poor families with
at least one worker went up and is
higher (65 percent in 1988) than for
families in nonrural areas (57 per-
cent).

A black child in rural America is
more likelv to be poor. and to experi-
ence extreme poverty, than a black
inner-city child. The poverty rate
among black children is deplorable
across the nation. but is even higher
in rural areas (53 percent) than in ur-
ban areas (47 percent).

Because eligibility requirements
for public programs are skewed
against two-parent and working-poor
families. and because of transporta-
tion problems. rural poor families
benefit less from public income and
food assistance programs. Aid to
Families with Dependent Children
(AFDC) benefits per poor family with
children in rural areas are about half
the nonrural level.

2. Rural pregnant women and chil-
dren face greater obstacles to health
care than their nonrural counterparts.

Rural babies are more likely to be
born to women who received late or
no prenatal care. and white infant
mortality is higher than in nonrural
areas. Rural areas have only one-
third as many obstetrical and gyneco-
logical specialists per capita as non-
rural areas.

Rural children are less likely to
have any health insurance compared
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to nonrural children and significantly
less likely to have access to health
services. They are more likely than
children in cities and suburbs to go
more than a year without a routine
checkup.

3. Rural children are shortchanged
when it comes to early childhood edu-
cation services, school resources and
quality. and youth development
services.

Although mothers in rural areas
are more likely to be employved
(66 percent in an average month in
1990) than nonrural mothers (63 per-
cent), child care is less available. Ru-
ral preschoolers are less likely to be
in educationally oriented programs
and rural child care workers have less
education than nonrural ¢hild care
workers.

Rural families are more likely than
city or suburban families to be
headed by a high school dropout. and
rural high school dropouts are less
likely than nonrural youths to get a
GED. Rural high school graduates are
less likely to go on to college than
innercity youth, and if they do enroll
in college, are more likely to drop out.

High teen birth rates correlate to
high poverty and low educational
achievement. A greater proportion
of births in rural areas are to teen
mothers (15 percent of all births)
compared to metro areas (12 per-
cent). This is true for both white and
black teens.

4. Millions of rural families lack
affordable housing. Somewhat lower
rural rents and home ownership costs
are more than outweighed by much
lower rural wages.

One in two rural renter house-
holds now pays more than 30 percent
of its income for housing, even
though federal standards say it is
risky for families to spend more than
30 percent on housing costs. In 1990,
in every rural county in the nation a
family with a minimum wage income
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would have

had to exceed
this standard

to rent an apart-
ment at the lo-
cal fair market
rent.

Rural house-
holds are less
likely than non-
rural families
to receive fed-
erai housing as-
sistance. This has contributed to
families doubling up, overcrowding,
and homelessness for tens of thou-
sands of rural children.

The rural picture is not uniformly
worse. Rural babies are less likely to
be born at low birthweight than non-
rural babies, and maternal and child
health in recent years has shown
some improvement, especially in
rural Southern states which tradition-
ally provided the least access to
health care for poor and minority
citizens.

The United States has steadily
changed from a mostly rural nation in
1900 to one only a little more than
one-fifth rural in 1991. In fact, fewer
and fewer Americans live on farms.
By 1988 the number of children living
on farms dropned to 1.2 million —
about one in 10 rural children, com-
pared to one in seven in 1970. The
number of black farm children nation-
wide in 1988 was down to just 26,600
— less than 2 percent of the rural
black child population.

Only one out of 11 rural jobs is a
farm job. The remainder are in the
service and manufacturing sectors,
employment that resembles urban
jobs but pays less and often is lower
skilled.

The increase in rural child poverty
in recent years has followed national
trends and is not a result of the farm
crisis of the mid-1980s. However,
rural areas, especially in the South




where education investments have
heen lowest, are particularly vulner-
able because their historic reliance

on an inexpensive, unskilied. under-
educated labor force fails to retain or
attract jobs.

Three recent trends in the U.S.
economy — projected shortages of
entry-level workers, the increasing
technological sophistication of the
workplace, and the increasingly com-
petitive nature of the global economy
— mean that the nation will need all
of America's children, includ:. % rural
children. to be adequately prepared
and educated.

*The continuing migration of
young Americans to cities, combined
with the ongoing expansion of metro-
politan areas incorporating rural
America, means many of today's rural
children will join tomorrow’s metro-
poiitan citizenry and work force,”
Edelman says. “Rural areas may be
isolated in many ways, but rural chil-
dren's problems today will affect the
entire nation in the 21st century. We
cannot afford to let a single child lan-
guish by the wayside.”

Falling by the Wayside: Children
in Rural America is available from thz
Children's Defense Fund, 122 C Street
NW, Washington. DC 20001, for $13.95
postpaid. Note: Press copies available
on request.




REACHING OUT
TO COMMUNITIES

S Health cumculum is too )
% '1mportant-—and frequently, L
- too controversial — a topic to :
be developed in a vacuum
- . Issuessuch as AIDS; sexuality
education, and physical,
emotlonal, and sexual abuse, .
~ are.of vital interest to the liealth -
. and well-being of the entite " -
community. Rural educators
must reach out to their neighbors
to defuse criticisin, proyide
., information, seek advice, and
" build support:for their health’
education program. And that ,
|- means reachmg people where
. _‘they.live — in.the towns'and - B
along:the couritry roads and blue
“highways of rural: America.. It can - '_:,‘. '
' be a time-consuming task..But,as = °
thie late. singer-songwnter Harry
. Chapin noted: “It's got tojbe the c
'~ going, not the getting there that’s"
‘good.” A strong and widespread .
.. community process is a critical
" part of building a health" .
- 'educanon program L
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“Oh goslt! Just ook at this funch

[0S tall ot ratt”
=\ gt sdenl
fakes a ook gl her ity

Wateh out' You teach ids how to
recognize healthy hving and they st
might start holding you accountable.
They may become critical of practices
that thev view as harmful to them-
seives. their fanulies, or the public
health. Theyv may start huggmg thew
pareuts about fanuly lifestyles. habits.
and behaviors, And thoese parents
mav come back at vou. demandm to
know why vou're teaching thew cinl-
drento be souppiy

“There are risks involved i1 havind
learners treat subject matter as per-
sonal and relevant to the current situ-
ation,” states the \imertcan school
Health Association in the Journal ol
fealth Education (January February.
1992). “They mayv focus to a dreater
thaa appropriate extent on them-
selves and their ills. They may be-
come critical of their elders. of govern-
ment policy, of busiess practiees Il
as noted before, the subtect matter ol
health education is established and
taught in the context ot the lives the
students live and the society within
which they live them. the educational
process will contribute to the develop-
ment of social vadues which will in
turn maximize the deevelopment ot in-
dividuality and imdependent thinkimd.
The risk seems worth taking.”

Participants in the RCHEP found
that dovelopment of a comprehensive
health education curriculune was
heneficial in two anportant ways —
one of them procedural, the other
mvolving the behavior of students,
families. and the larger conmunity.
Health education is no longer a lux-
ury, but aonecessity,” savs Helen
sjolander. manager of the RCHEDP. “As
such. it must become a priority in edu-
cation. Comprehensive school health
education offers numerous benefits to
those who undertake the process.”

BBy now. vou mav be asking vour-
self. "\Why all this talk about the pro-
cess! The short answer 1s: "Because
itis eritical to the success of vour
health education program.”

Here are same of the benetits i
developmg a comprehensive rural
flealth education curriculumn:

A focused process Vhe process of
integrating health educatioracross
the cirricuiuny mvites mvoelvement by
all statf in rural schools. s a result.
health education mantains a high pro-
nle, a sustamed focus, and ongoing
accountability.

Planned program  I'requently,
fealth education has been the victim
ot a hit-or-nuss approach. As one ru-
ral health administrator noted: "We
checked the Weeklv Reader to see
what our health lesson of the month
would be” Teacher discomfort with
health issues. lack of time, lack of re-
sources. and other prablems could de-
rai! poorly planned health education
programs. A comprehensive program
assures that health education is inte-
grated into existing curricula areas
dacross the grades with age-appropri-
ate lessons.  Critical. controversial,
or sensitive subjects are included by
design. not left out by tear or neglect.

Infuston. not an add-on: State de-
partments. school hoards. parents.
and others rarely ask schools to do
less. The pressure is for teachers and
schools to take on more responsibili-
ties with little consideration for the
time. effort, and training involved.

e comprehensive program model
infuses health education into existing
curricula. eliminating the need for
another preparation or class period
at the elementary level.

inclusion and coltegratity: \ com-
prehensive process includes not only
certificated teachers, but administra-
tors. support staff. school board mem-
bers. bus drivers. parents. cooks. and
others. The process requires effec-
tive. open. and honest cormnunica-

‘ i
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“A comprehensive
_program assures
‘that health '
~education is
integrated into
- éxisting curricula
areas across the .
. grades with

-.age-appropriate

lessons.”
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tion. It places the entire staff on
common ground. working toward
commion goals for the common good,
And itincludes inservice activitios
that focus on health instruction,
health issues, and heaith resourees,
Open communication s hoth enabling
and empowering and brings with it a
sense of ownership and pride.

Routine: Sensitive topics are dis-
cussed as routine components ol &
comprehensive health cducation pro-
gram. which lends perspective and de-
fuses criticism and controversy. The
comprehensive model also allows
more time to discuss sensitive topies
and to explain philosophyv. approach.
and need to concerned constituents.

Equally as important. schools. chil-
dren. teachers, and communities reap
the bencfits of effective comprehen-
sive health education, benetits which
are both short- and long-term. hey
range from improved personal health
to reductions in crime to fewer un-
wanted children to increased profits
for business and industry.

“The primary purpose of modern
school heatth education is to provide
the knowiedge and decisiormaking
skills that will enable voung people ta
make the connection between high-
risk behaviors. such as sexual activity
or drug usage or poor eating habits,
and the potentially harmful health
consequences.” notes the National
School Boards Association (NSBAYin
Sckhool Health: Helping Children Learn.
“Health education encourages siu-
dents to take responsibility for their
own futures by acting conscientiously
today and establishing the health
practices that will last throughout
their lives.”

LOCATION FLAVORS ACTIVITIES

Each participant in the RCHEP de-
veloped health education that re-
flected their local needs and values.

Ca f!
N
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10 Benefits of Comprehensive
School iealth Education Programs
An NSBA task foree identified the

tollowing pavoffs of good comprehen-

sive school health education programs:

*  Less school vandalism

¢ Jmproved attendance by students
and stalf

¢ Reduced health care costs

*  Reduced substitute teaching costs

*  [etter family communication, even
on sensitive issues such as sexuality

e Stronger self-confidence and self-
esteem

¢ Noticeably fewer students using
tobacco

* [mproved cholesterol levels for
students and staff

Increased seat beit use

¢ Improved physical fitness

In addition, thev developed programs
— health davs, staff wellness activi-
ties. pilgrim dinners, and others —
that provided a focus on health in
their schools and communities. The
following narrative reflects some of
the ideas, successes, activities,
issues, nbstacles, and solutions that
each of the participants in the RCHEP
faced.

Umpqua School District, Oregon

The U'mpqua community nestles
along the banks of the Uimpqua River
and the Calapoova Creek in rural
Douglas County. The county contains
nearly 3 million acres of commercial
forest lands. including the largest
stand of old-growth timber in the
world,

Residents have been hard hit by
the downturn in the forest products
industry. which historically previded
up to 30 percent of the jobs in
Douglas County. Ranching, orchards.




ficld crops. and other agricultural
products also play a key role inthe
cconomy.

In 1991, unemployment in Douglas
County averaged 10 percent, com-
pared to a statewide average of
6 percent. Emplovment in the lumber
and wood products industries has de-
clined nearly 20 percent in the past
year.

The Umpqua Elementary School
District is among several small. rural
districts in the state that must either
merge with a K-12 district or build its
own high school by the fall of 1996.

Despite the imminent consolida-
tion. Frank Cardiff. an Umpgua
teacher and RCHEP site coordmator.
says the benefits of participating in
the project touched everyone in the
T0-student K-6 district. The project.
he notes. made it possible to:
¢ Make health the best-supported
subject in the curriculum, with an
extensive library of kits, models, and
specialty curriculum.

s Conduct a Health Day each spring
that raises health awareness. models
healthy lifestvles. and provides exer-
cises in physical fitness. first ad, well-
ness. personal hygiene. and a variety
of other activities.

e Provide an all-school. community-
wide Thanksgiving Dinner which fea-
tures food selected, prepared, and
served by children in the school. As
a side benefit, the event has gener-
ated favorable media coverage for the
school,

e Allow staff to attend the Scaside
(Oregon) Health Conference. the only
inservice activity offered in 10 vears.
Five of nine of the district’s Health
Committee members attended.

e Establisn an all-school health fair.
* Develop a baby-sitting course for
fifth and sixth grade students.

s Foster an environment where the
school board. community. and staff

worked together on an educational
ISsue.

*  Provide multicut.ural instruction
by minority studenis from the Univer-
sity of Oregon.

o Fstabiish a walking program for
staff and students,

For students in rural America,
some lessons in urban life can be
beneficial. That's why Umpqua also
decided to take afield trip to a nearby
city for a lesson in pedestrian safety.

“The vlosest sidewalk to our
school is at least tive rules away, ' Car-
diff says. "But our kids go into town.
They go to the mall and park in a big
lot. They have no conception of side-
walks. street crossings, or traffic. So
we did a field trip into town and feel
we probably extended some of their
lives for some years as a result.”

Umpqua’s experience in the
RCHEDP involved building community
and school board support, then
weathering changes in the local politi-
cal climate that weluded the resigna-
tion of the district’s only administra-
tor. an unsuccessful recatl attempt of
some school board members. and
hassles over control of the grant that
funded the rural health project.

“Despite our tribulations,” Cardiff
says. "all the individuals who have
worked on or with this grant over the
last three vears have benefited.

Every student who attended Umpqua
received a greatly enhanced health
curriculum. The entire staff was more
aware, hetter supplied. and more mo-
tivated to emphasize health as a vital
subject necessary for living in our
world.”

Seeley Lake Elementary
School District, Montana

Highway 83 carves a 100-mile corri-
dor through the Bob Marshall and
Missions wilderness areas that rise
above this rugged country in western
Montana.




Tourists travel to Swan Lake,
Seeley Lake, Salmon Lake. and other
of nature’s playgrounds to swim.
hoat. relax in lakeside cabins, and
revel in the area’s pristine heauty.
Backpackers. hikers, hunters. and an-
glers find a bit of heaven in the Rocky
Mountains that rice above this scenic
highway that stretches — narrow and
flat as a bowling allev — through
remote communities and lakesides
packed with deer.

The Seeley Lake school District
serves about 220 children in grades
K-8 in an area that stretches about
15 mites on Highway 83 north and
south of Seeley Lake, a commumtv
of 1,000 residents 60 miles northeast
of Missoula.

Staff at the school developed an in-
novative health education program
that focuses on nine areas: personal
hygiene. nutrition. substance use and
abuse. environmental health. commu-
nity health, emotional health, human
growth and development. first aid.
and safety.

Each month. a different staff mem-
her coordinates schoolwide activities
on one of the topics. The health coor-
dinator organizes a schootwide pro-
gram such as an assembly. poster
contest, guest speakers. or other
activity to focus attention on the
health topic.

“The key to develoring our health
education program.” notes Principal
Dan White, "was to involve as many
staff members as possible. We in-
creased our committee size as nmuch
as we could to involve staff members
as coordinators. [think the owner-
ship was good because of that.”

Coordinators also acquire and dis-
tribute materials, promote the health
theme, evaluate the materials and pro-
gram, and develop an inservice activ-
ity for other staff members. Teachers
then incorporate lessons into existing
classes at each grade level.

For example. kindergarten stu-
dents studving environmental and
community health may learn to iden-
tify the signs and symptoms of a cold,
discuss disease prevention and rea-
sons to keep their personal areas
clean, and identify community health
services and workers, At the junior
high school level, students study how
pathogens are spread and learn the
causes of diseases such as AIDS and
other STDs. cancer. and cardiovascu-
lar disease. The depth and breadth of
cach of the nine health areas studied
increases as students advanze
through the grades.

When stall at Seelev Lake consid-
ered a health and satety program for
its students. it looked beyond the ba-
sics. The program that has devel-
oped addresses the well-being of the
students’ physical, emotional. and
menial health.

Throughout the schooi, health and
safety lessons are reinforced daily.

For example. in one classroom chil-
dren apply splints and slings to arms
and legs injured in make-believe hikes
through the woods. In another class,
first graders talk about the 9-1-1 emer-
gency system — how to use it, when
to call. what to report. Later in the
day. fourth graders talk about their
fears. a discussion that wanders from
fear of the dark to the difficuity of say-




ing "no” to friends intent on wrong-
doing.

Middle school students discuss
issues such as self-esteem. families.
substance abuse, sexuality. the emo-
tional consequences of sexual activ-
itv. communication. nutrition. cancer.
and heart disease.

Teachers decided to throw out the
textbooks on health education. and to
instead build a resource library
around the nine health topics. "We
also decided that we didn't have the
time to teach another subject. so we
integrated health education into our
existing curriculum.” says teacher
Kris Johnson.

The grant that the school received
for tts participation in the RCHEP
heiped to build the health resource li-
brary. The money also has provided
staff development: paid for The Great
Body Shop. a monthly curriculum that
focuses on healih education: allowed
the school to purchase electronic
blaod pressure and body composi-
tion monitors: bought a skeleton for
use in science classes: and purchased
other materials.

Seeley Lake's commitment to its
health program is evident throughout
the school. Hallways are decorated
with student art that reflects the
monthly focus area. “*What I noticed.”
says RCHEP specialist Kathleen
Miller. “was stuff like ‘Brush your
teeth every day.” ‘Don’t share a tooth-
brush. and ‘Take a bath almost every
dayv.’

“Remembering that we are in a
poor rural environment. recognition
of taking a bath almost every day is a
major accomplishinent.” says Miller.
associate dean of the school of educa-
tion at the University of Montana.
“some of the families do not have run-
ning water. and taking a bath almost
every day creates some real hard-
ships.”

Additional activities included:

* Visits from other school districts

e |ncrease in staff ownership due to
topic coordinators

« Input from university and commu-
nity on curriculum development

e [earning a piocess for curriculum
development rather than just text-
book adoption

» Pursult of other grants. two of
which were funded (motivated by
success with the RCHEP grant)

e Anincrease in staff awareness of
their own health (“To be effective
health teachers. we have to be good
role models.” White says)

o A staff health screening

e A safetv day. in which parents are
invited to participate

s Integration of health. science, and
guidance

e Increase in teacher willingness to
handle sensitive issues

e Shift in focus of physical education
to include more healthy lifestvle ac-
tivities

Staff at Seeley Lake continue to
serve as onsite consultants for other
districts in Montana that are working
on comprehensive health programs.
They've even conducted a curriculum
fair similar to the one NWREL pro-
vided for RCHEP participants.

“We did a Seeley Lake version of
that." says teacher Kathy Thompson.
“We had the hallway lined up with six
or eight tables. by area. by grade —
the whole thing. | think it really
opened visitors' eyes to the fact that
there is just a whole lot more out
there than a textbook series that is
available to them.”

Teton County
School District, Idaho

The Teton County School District
hugs the border between ldaho and
Wyoming, and is surrounded by
picturesque mountains. meandering
rivers. and jade-colored lakes. Some
of the most rugged and breathtaking

“Taachers were saying,

{ have enough.to teach.
We can't add more
classes.” They wanted

an infusion of health *
education, not an add-on.’
Kathleen Miler; RCHEP specualis

Unwersity of Montana
———
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areas in the countrv — Grand Teton
and Yellowstone national parks. and
Bridger-Teton and Targhee national
forests — all are within easy driving
distance.

The district includes about
250 students at Teton High School.
230 students in grades 6-8 at Teton
Middle School (both in Driggs ).
230 students in the K-5 Tetonia
Elementary Schoor in Tetonia. and
251 students in the K-5 Victor Elemen-
tary School in Victor.

Teton's comprehensive health
curriculum guide was developed
with three major purposes 1 ming:
¢ Toassist teachers in pianmng.
sequencing, and implementing heaith
education in grades K-12

s Toindicate to teachers the health
content covered in grades other than
their own

¢ To provide information for parents
and other interested school patrons
about the health content in each
grade in the district

The district’s health curriculum de-
tails goals and objectives in 10 areas
in coordinated and age-appropriate
lessons for grades kindergarten
through six. The areas of focus are
mental and emotional health. per-
sonal health. substance use and
abuse. nutrition. fitness. safety and
first aid. disease and disorders. con-
sumer health, community and envi-
ronmental health. and human sexual-
ity/family life. which is optional for
students through fifth grade. Stu-
dents in grades seven through 12 also
study aging and emergency interven-
tion.

A scope and sequence also was de-
veloped. Now, a new teacher, visiting
educator. or parent can quickly and
easily see the health education goals.
objectives. and topics at each grade
level. For example. the substance use
and abuse health curriculum goal for
kindergartners is to ensure that stu-
dents “develop basic knowledge con-

[‘.
11 ?v’

cerning the use. misuse. and abuse of
drugs ant edications.” Obiectives
for kindergartners include knowing
that all medicines are drugs. identify-
ing persons who may give them medi-
cation, knowing that some drugs look
like candv and that there are reasons
for asking adults if it is OK to use an
unknown substance. identifying
proper storage areas for medicines
and other potentially harmful items.
and recognizing poison symbols and
their meaning.

In the fourth grade. goals for sub-
stance use and abuse include gather-
ing information about substances.
their use and misuse (four objec-
tives): understanding the importance
of making responsible choices regard-
ing the use of substances (five objec-
tives): and becoming aware of sub-
stance abuse treatment and control
{(two objectives).

In the middle and high school
vears. students discuss the effects ot
tobacco. alcohol. steroids. illicit
drugs, over-the-counter and prescrip-
tion drugs; influencing factors such as
advertising and peer group pressure;
decisionmaking and refusal skills: so-
cial alternatives; resources; negative
consequences: vehicle operation: and
other issues related to substance use
and abuse.

Each of the 10 areas in the compre-
hensive health curriculum weaves a
similar path through the grades,
making health education an ongoi:ig
part of student. teacher. and school
life.

The district’s “Philosophy of
Health Education.” developed as are-
sult of its participation in the RCHEP,
states: “Health must be viewed as a
dynamic multidimensional measure of
the quality of life rather than simply a
freedom from illness. School health
education is the vehicle that imparts
knowledge. examines attitudes. and
formulates lifestvle behavior that
help s each student maximize her/his




potential for total well-being through
an emphasis on wellness.”

Among the other benefits listed by
Teton County schools were:
« Health-related inservices delivered
onsite by professors and graduate stu-
dents from Idaho State University's
Department of Human Resources

¢ HIV/AIDS education
¢ Increased staif awareness

e (PR certification for grades
eight and 11

¢ DARE program in sixth grade

e Health class required in ninth and
11th grades

e Development of scope and se-
quence for health curriculum

 Addition of elementary physicai
education specialist

e Openin_ of lines of communica-
tions with state and higher education
agencies

“Everybody recognizes the need
for health in their life and in school”
says Teton Middle School Principal
Craig Kunz. “Our participatic= *% the
RCHEP has focused attention v
health education as something impor-
tant for our community. Now we
have materials, and now we have re-
sources specifically dealing with
health education.”

Gaining support and securing
money for health education are not
the sole keys to success. Staff also
must learn the new curriculum and be-
come skilled at teaching it. “We've
had four inservices provided by Idaho
State University that are directly
health-related.” Kunz says. “Many of
our teachers had never had anything
to do with teaching health education.
We wanted to build their confidence
and competence in their classroom
presentations. And that has beena
tremendous asset to us. We feei that
now we can teach health as part of
our curriculum.”

R T . H
Granger School District,
Washington

The Granger Schoot District fo-
cused much of its health education on
the needs of children who work in the
fertile fields of the Yakima Valley in
central Washington. Granger, the
largest site in the RCHEP with about
1,000 students in grades K-12, is one
of several agricultural communities
located along Interstate 82 between
Yakima and Richland. The population
swells in the spring, when families mi-
grate to the area to work in the fields
and orchards. Granger's per capita in-
come is the lowest in the state.

The Granger Health Curriculum
Team expanded and strengthened the
first aid and safety strands in the
school district’s health education pro-
gram to meet the needs of students
who work in the iields with their fami-
lies. (About 70 percent of the stu-
dents in Granger are Hispanic.) All
students in grades seven, eight, and
nine are required to complete CPR
certification and basic Or standard
first aid training.

The Granger School District has a
high percentage of low-income stu-
dents. In April 1990, 86 percent of the
K-6 students received free lunches
and 4 percent received reduced-
priced lunches. “With the low socio-
economic level comes many health-
related problems,” notes Bonnie Seto,
school nurse and chairwoman of the
Granger Health Curriculum Team.
For ¢xample, migrant warkers' life ex-
pectancy is 50-plus years compared
to the national average of 70-plus
years. In 1989, the Yakima Valley was
struck with a meningococcus epi-
demic, and in 1991 it was hit with a
measles outbreak.

“Medical care is limited,” Seto
says. “Many doctors will not take
medical coupons. Preventive care is
a low priority. Personal hygiene is
poor with many children, due to poor

Health educatiorn is
carrying over from one
. year to.the next How
- ‘because we know what |
is-expected to happen.in
.. eachgrade. It's written
™ down. Before, we didn't
. know.” el
: " Judy Hurlbart, teucher
.. . "Granger-School Dustrict

R




' “The Health Curriculum
_ - Conimittee decided.that it
" was important to expand
°. our health education .
“efforts beyond the walls '
‘of the classroo .
" Health awareness and ‘
pmfess:onal services were
- madetavailable to'our - -
. students, school families,
-and.other c1azens of
A ‘_Carllon
. Suzanne Farmer ..

; . child development speczahsj
.. Carlton School Distnct - -,

living conditions. There is a high per-
centage of single-parent families.”

Health habits taken for granted in
many communities — hand washing,
toilet flushing, teeth brushing — must
be taught and reinforced in Granger.
“The health topics for hygiene, dis-
eases, and nutrition have been en-
hanced in the curricuium to help stu-
dents develop basic personal health
skills.” Seto says.

Yakima County also has among the
highest teen pregnancy rates in Wash-
ington: 16 percent of the births are to
teen parents. Sexuality education be-
gins in the fourth grade for girls and
continues for bovs and girls through
grade nine.

Granger was able to incorporate
the four strands of the state health
guidelines -— wellness. personal and
family health. environmental health.
and community health — into the cur-
riculum it developed as a result of its
participation in the RCHEP. It also
provides AIDS education in accord-
ance with state requirements for stu-
dents in grades 5-12.

During its participaticn in the
RCHEP. the district developed a
realth education curriculum scope
and sequence for grades K-6.
Granger's health education program
goals are to:

1. Provide a comprehensive (K-12)
program that includes wellness con-
cepts in the areas of physical, emo-
tional. and social health

2. Emphasize the development of
personal health skills necessary for
living a hiealthy litestyle

3. Develcp an appreciation for
individual diversity within a healthy
global society

The curriculum guide details
scope and sequence for 16 health-
related topics: AIDS, drugs. anatomy
and physiology. disease. mental
health. nutrition. dental, hygiene, fit-
ness. child abuse, relationships. sexu-
ality. first aid, safety, health careers.

and environmental health (see
“Health Education Scope and Se-
quence. Grades K-6" in the Appendix).

"l think the best thing that's hap-
pening is that our own district knows
more about health issues than be-
fore.” Seto says.

Adds second-grade teacher Judy
Hurlburt: “It's carrying over from one
year to the next now because we
know what is expected to happen in
each grade. 1t's written down. Be-
fore, we didn't know.”

Other benefits noted by Granger
include:

* Use of community resources such
as the Red Cross for CPR training and
first aid classes

* Intermediate F.L.A.S.H. training

* High school students have contact
with health in more than just health
classes (for example, history)

¢ Teachers in a leadership role,
disseminating and not just receiving
information

* Ability to hand new teachers a
usable health curriculum

¢ High school physical education
teachers provide fitness classes and
inservice for elementarv teachers

Carlton School District, Oregon

Carlton is a small, rural town
40 miles southwest of Portland. lts
1.200 residents live near the foothills
of the Coast Range Mountains.
Carlton is a largely agricultural and
logging community that also supports
a grain mill. seed-cleaning facility,
glove factory, and meat-packing plant.

A fair portion of the Carlton school
population is transient and lives in
low-income, substandard housing.
Cariton's population is not culturally
diverse, which sets it apart from
other surrounding comrnunities of
similar size.

“Many of our families are without
any sort of medical or dental insur-
ance coverage, yet they do not qualify
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for public assistance.” says Teresa
Clinton. a teacher in Carlton Elenein-
tary School. Twenty-two percent ot
the school's 375 students quatify for
free lunches, and 11 percent qualify
ior reduced-price lunches.

“The Health Curriculum Commit-
tee decided that it was important to
expand our health education efforts
beyond the walls of the classroom.”
says Suzanne Farmer. d child develop-
ment specialist. “We involved the
community in our Health Fair. where
we were able to offer a dental screen-
iny, blood pressure check. choles-
terol screening, body-fat analysis. and
spinal alignment. Health awareness
and professional services were made
available to our students. school fami-
lies. an<l other citizens.”

In Carlton. advocates for change in
heaith education focused first on get-
ting the support of school staff. "Our
staff has been very involved in this
project.” says Clinton. "As a result.
we have seen many lifestyle changes
as well as valuable resources pro-
vided for their wellness.”

A staff survey helped identify
strengths and weaknesses in the exist-
ing health curriculum, and provided
the foundation for purchase of materi-
als and other resources. “We just
couldn't believe there were s0 many
resources out there.” Clinton says.
“We took materials back to the teach-
ers. surveyed them. and asked what
they would like to beef up their cur-
nculum. We arovided other curricu-
jum materials and they selected the
things they needed.”

“We have fantastic materials now.”
notes Rich Moberg, physical educa-
tion and health teacher. “We have a
life-size skelet~n and models of the
month that teachers can check out.
It's 1ands-on things for the kids. Ail
the classes had fun naming the skele-
ton. and using it has enviched our
program.”

Students have benefited by having
a relevant and active curriculum that
looks at wellness instead of disease.
\lobery adds. The RCHEP provided
money to purchase much-needed
classrooin resources. and a school
health fair and a bloodmobile visit
have become annual events.

“(One problem we'verun into,”
says Moberg. ~is that we've had to
take kids out of PE for health in the
middle grades. The kids don't like it.
This is the wrong attitude if we're try-
ing to get health off the back burner
and into the limelight. 1t's beena frus-
tration for us.” Plans are under way,
vioberg notes. to propose classroom-
based health instruction for children
in sixth through eighth grades.

in Carlton. health education has he-
come a community affair. Adults as
well as students have participated in
health screenings. bicycie safety pro-
grams. and bloodmobile visits. The
RCHEP grant provided funding to
offer a broad-based comprehensive
health education program.

“The grant has helped us realize
our potential for positive improve-
ments.” Farmer says. “And thereis &
lot of enthusiasm to continue provid-
ing quality health education to all.”

Benefits noted by Carlton include:
e Dreaming Drug-Free Student Group

o Baby-sitting classes for seventh-
graders

« Staff wellness classes (aerobics
and walking activities)

o Health-related assemblies

e Kindergarten screening in the fall
for speech. hearing, vision. and
academics

e First aid/CPR classes for staff and
community

e Health Fair

-
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“We have two-teacher
schools that teach K-8.
We have three-teacher.
" schools that teach K-12.
* So our teachers are
teaching everything,
and the resources have

*to bé there for them.”.

Rua Abel, —leac.her
" Alaska Gateway Schools
L]
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Gateway School District, Alaska

Alaska Gateway's eight schools en-
roll about 500 students in communi-
ties as remote as Chicken and Eagle
and as relatively cosmopolitan as
Tok. the state's first major city along
the Alaska Highway that winds its
way through British Columbia and the
Yukon Territory.

Enrollments include fewer than
25 students at Tetlin. Tanacross.
Mentasta Lake. Border, and Dot Lake
schools: 41 students at Eagle Commu-
nity School: 98 students at Walter
Northway School: and 246 students at
Tok School. Another 38 students at-
tend school through the Alaska Gate-
way Correspondence. Some of the
schools are inaccessible by road dur-
ing the long winter months, and in-
clement weather can also prevent air
traffic from landing or departing the
air strips that line the countryside.
Telecommunications is critical to edu-
cation in Alaska. and even tiny Dot
Lake School. which serves 16 stu-
dents in grades 5-12. is equipped with
a space-age satellite dish.

In schools where one or two teach-
ers work with students from ail grade
levels, selection of materials and
resources becomes critical. “We
started our process by forming a com-
mittee made up of school and some
community representatives from all
the sites in our district,” says Rita
Abel, a teacher at Tok School who.
with colleague Barb DePaso. served
as RCHEP co~coordinator for Alaska
Gateway schools. “We wanted an out-
come-based curriculum, so we did a
lot of writing of our curriculum guide.”

The committee incorporated exist-
ing materials into its evolving curricu-
lum. and established 9 major concep-
tual areas for health education. a:
well as courses in hunter/gun safety.
outdoor survival, and family planning
skills. Student outcomes were devel-
oped for each of tire areas. then mate-

32

rials and resources were linked to
each of the outcomes by grade level.

A matrix was developed that lists
the health topics and the resources
that should be used at each grade
level (see “Health Resources Scope
and Sequence” in the Appendix).
“This has been one of the selling
points in our curriculum guide,” Abel
says. “Regardless of which graue
level they're at, a teacher can look at
the grid and see the materials they
are going to be using. And the materi-
als are listed under each student out-
come.

“That took time to develop, but it

-was necessary because we serve such

diverse communities. We have to
meet such a variety of needs — from
Tok. where there is a teacher for
every grade level, to the two-and
three-teacher schools in our district.”

Alaska Gateway is a sprawling dis-
trict that is larger than some states.
“We have seven schools widely
spread apart plus a correspondence
study program for those who do not
have access to a school,” DePaso
says. “Some schools are accessible
by road. others you can fly into in the
winter or, in the summer, you can
take a boat.”

Educating staff about the health
curriculum and informing parents and
others in the communities through-
out the district also was critical. “It's
so very important to educate the par-
ents,” DePaso says. “When I was do-
ing violence prevention,  had a par-
ent who really didn't want her son to
be a part of it. She didn’t know why
she objected; it was just one of those
areas where she thought, ‘My son
doesn't need this.’ But when | ex-
plained the program to her and she
looked at the material, she had no
problem with it.”

Abel agrees. “People think it’s
easier to address controversial issues
in rural areas, but | would disagree.
We are in a very conservative area in
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Alaska. so vou have to do a lot of pub-
lic relations. You have to make the
curriculum and resources available to
parents.

“We tried to pull in all those peo-
ple who might be negative about or
opposed to our curriculum.” Abel
says. "We didn't want things to blow
up in our faces at the last minute. We
involved the community in our health
fair so they could see what we were
doing and talk to us about it. Public
relations and public information were
critical parts of our efforts.”

Providing resources for teachers
to use in their classrooms also was a
critical component in the develop-
ment of health education curriculum.
“Qur district really found that if we
want to have a successful program or
improvement. we have to provide
hands-on resources for the teachers,”
Abel says. “It's so much more effec-
tive if a teacher can come to an inserv-
ice and walk away with materials”

Alaska Gateway School District de-
veloped a comprehensive health edu-
cation program that includes teacher
pre- and post-evaluation as well as stu-
dent self-evaluation of the key topics
in the curriculum.

“Health education addresses a di-
verse range of topics which focus on
the total person, integrating the physi-
cal, social, emotional, and environ-
mental components of human experi-
ences,” states the district’s final
report on the RCHEP. A comprehen-
sive health education program, the
report says. will:

* Foster the development of self-
awareness and sclf-esteem

* Develop an awareness of the inter-
dependent role of health in the lives
of individuals. families, and the
community

* Nurture the development of
attitudes that place a high value on
optimal health

* Provide students with the knowl-
edge and skills required to set goals,

make informed decisions, and solve
health problems

* Acquaint students with health-
related careers

* FEnable students to deal effectively
with change and take increasing re-
sponsibility for their own heaith

¢ Model healthful faculty/staff
behaviors and healthful schootl
environments

Other benefits noted by Alaska
Gateway schools include:
* Health fair for students, staff, and
community

* FEffective and popular dissemina-
tion process
* Arctic survival training

e Suyccessful buy-in of parents on
sensitive issues

* Technology component with
health education incorporating soft-
ware for health

* Qutcome-based portfolio format

The value of being involved in a
health education project that spans
five states cannot be underestimated.
The RCHEP created linkages that pro-
vided support. promoted creativity,
and enhanced accountability. “Every-
one was working toward a common
goal,” Abel says. “And while we are
all different. it helped for us in Alaska
to know that we were going to have to
face everyone else involved in the pro-
ject. We didn't want to fall behind.
Each site. in effect, motivated the
other sites. and that helped all of us
to be successful.”
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e bodrés;”bmshmg thelr teeth,
" ~ and changing their clothes.
on a regular ba&_s.

MISERIES LARGE

AND SMALL

omprehenswe health
education involves more

~ than a laundry list of cldsses’
. developed by well-meaning but
_ over-extended teaehers. And _|ust
.- because your schookprovides;
- alcohol and other drug education
" and meets state mandates for. -
- HIV/AIDS instruction does not.
" mean that you're anywhere close
- to changmg the behaviors of .
_children, some of whom, suﬂer S
- life's little miseries on a dally
basis. Sure, you want your

health education program to

"+ “lower alcohol and other drug
. -abuse, lower.teen pregnancy

" rates, and provide healthy -

. alternatxves,for kids. Butalot = -
.. of éhlldren also need to.learn -
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You're proud of your school's
recently adopted health education
curriculum: [t hits the tough topics —
drugs, alcohol, sexuality. HIV/AIDS -—
as well as life's little miseries, those
nightmares of childhood that can af-
fect a student's ability to concentrate
and learn. But is your curriculum
comprehensive?

Well, you're certainly on the right
track. But comprehensive health edu-
cation involves more than an expan-
sive list of topics that may or may not
be presented in a coordinated, inte-
grated, and logical manner that spans
the vears from kindergarten through
graduation.

“Above all,” notes Helen Sjolander.
a specialist with NWREL's Rural Edu-
cation Program. “comprehensive
health education focuses on behavior
change. It provides students with reli-
able information, emphasizes develop-
ment of critical thinking and decision-
making skills. and gives them the
opportunity to make healthy choices

in their lives. Sound decisionmaking
abilities will lead to lifelong healthy
lifestvles.”

The kev to sound decisionmaking.
adds Elizabeth Newhall, a Portland
physician who is active in issues af-
fecting youth. is in nurturing, teach-
ing, respecting, and trusting children.
“If we empower our children from Day
One to make decisions, trust that
they can make decisions, and accept
them when they do, then ! bet that
they'll make better decisions.”

Another key ingredient of a com-
prehensive rural health education cur-
riculum is that it reflect local needs.
concerns. lifestyles. and vision. Learn-
ing how to treat burns makes sense in
rural Montana. where many people
heat with wood stoves. Dealing with
the effects of prolonged darkness
makes sense in Tok, Alaska, where
the sun sets in the fall and rises again
in the spring. Teaching children
about machine safety makes sense in
Tetonia, ldaho. where young people
help to harvest and store the area’s
potato crop. The key is that the
things children learn must have rele-
vance to their lives.

The development of a comprehen-
sive health education program should
be well thought-out and deliberate.
and shouid involve teachers, adminis-
trators. school board members, stu-
dents, parents, and others in the com-
munity. While school health
programs need to reflect local needs.
comprehensive programs share three
common components:

e Direct instruction on disease pre-
vention. wellness. and life skills and
behaviors

e Health services provided by the
schools or as a referral system to
community resources

* A healthy school environment

(a smoke-, drug-, chemical-, violence-,
and hazard-free campus) that is nur-
turing and supportive, and where

it
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adults provide healthy role models
for students

Definitions of comprehensive
school health programs have evolved
in response to the emerging and var-
jied needs of children. While the
RCHEP focused on deveiopment of
health instruction in the classroom, all
pilot sites sought to include commu-
nity resources, health services. and
staif wellness in their school health

source specialist. "We didn't need a
lot of commiitee neetings.

"We would give them the curricu-
tum and ask them to go out and share
it with everybody they knew, theri to
come back and tell us where the red
flags were. It was a casuai kind of ac-
quaintance, but when we took the cur-
riculum to the school board for adop-
tion, those community members were

there. They were all sitting there ncd-
ding in agreement because they had
aill seen the curriculum bfore.”

Adds Bonnie Seto. a teacher in the
Granger district: "Even though the
topics may be controversial, meet
vour communitv head-on. They really
aren't your enemy as much as you
may think. They have their opinions,
but what they really want is to hash

programs.

Curriculum teams from each of the
sites studied the expanded concept of
comprehensive school health as de-
scribed by Diane Allensworth and
Lioyd Kolbe in "The Comprehensive
Scheol Health Program: Exploring an
Expanded Concept.” an article in the
Journal of School Health. They suz-

Even though,the topics -, +
ay.be controversial, -
_ -.meet yaur community
. -head-on, Theyreally
. &ren't'yourenkiny as’»
: .much as you may think. ~ .
~.They have their opinions,
" . but what theyféally want . .-~
"5 to hash these, things out.” .
" Bonmie Seto, teacher = Y
- ‘G}‘ange'fSchool\Disma

gest that educators consider eight dis-
tinct components in developing a
comprehensive program: health in-
struction, services, environment,
physical educatior, food serv:ces,
counseling, integrating schooi and
community health promotion efforts.
and school staff wellness.

KNOW YOUR COMMUNITY

The challenge for rural educators
in defining their comprehensive
school health program is to creatively
identify community resources. Farm-
ers, loggers, orchardists, fishing
guides, teachers, homemakers, shop-
keepers, and millworkers are th.: pool
of volunteers in rural areas. They are
available because you know who they
are and how to tap into the pulse of
the community, not because they are
listed in a county service directory or
through an agency.

“The way to communicate with
folks in Granger is to sit across the ta-
ble, have a cup of coffee, and show
them what's going on with the curricu-
lum” says Jane Gutting, an RCHEP re-

these things out.”

The potential for controversy
should not be minimized in develop-
ing rural health curriculum. Sex edu-
cation. AIDS prevention, contracef-
tion, alcohol and other drugs,
physical and emotional abuse, and
mental health are loaded with poten-
tial controversies that can bush-
whack even the most seasoned
educator.

And it is not only the high-profile
topics — AIDS, sex, drugs, contracep-
tion — that draw the ire of parents
and others in the community. Les-
sons in stress management, critical
thinking. and decisionmaking have
been attacked as promoting “New
Age" or “Far Eastern” religions by resi-
dents in states from Washington to
Florida to Maine. Atits annual sum-
mer institute this year. the American
Association of Health Educators fo-
cused on strategies for managing com-
munity conflicts that arise over
health educatiorn.
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KEYS TO DEVELOPING
CURRICULUM

Comprehensive health education
programs incorporate the eight com-
ponents described by Alilensworth
and Kolbe with the understanding
that the examples promoted in urban-
based school health literature are not
readily identifiable, available, or nec-
essary in rural districts. 1t alsoisim-
portant to keep in mind that all eight
components need not te introduced
in the first three vears of a project.

A deliberate. organized process that
leads to curriculum which reflects lo-
cal needs is most important.

“We made a decision not to in-
clude some of the Kolbe and Al-
lensworth guidelines, not to include
some of the Center for Disease Con-
trol stuff,” says Gutting. “It's not that
we forgot them. We were aware of
them. but ours was a process of
choosing from the generic literature.
focusing on what works for us, then
filling in with other health activities
and lessons that we felt were neces-
sary in our rural setting.”

Participants in the RCHEP empha-
sized that rural health curriculuin de-
velopment needs to focus on the
specific needs of the particular com-
munity. “We didn't look at the techni-
cal aspects of the health curriculum
as a certified master or doctoral-level
person would look at it,” says Rita
Abel of Alaska Gateway School Dis-
trict. “We looked at it from a practi-
cal. local standpoint on how it would
hest meet our needs.”

Such a local focus also invests
staff in the adopted curriculum. “We
didn 't look at what we were supposed
to do.” Frank Cardiff of Umpqua
School District says. “We looked at
what we thought we needed. That's
how we got the ownership.” Adds
Tony Whitley, a health teacher in the
Granger School District, “It's impor-
tant to recognize that rural is posi-

tive, being small is positive. Change
is often made more quickly because
of our size.”

Five of six districts involved in the
RCHEP included an emplovee well-
ness component in their comg. -ehen-
sive school health education pro-
gram. Lunchtime walks. aerobic
exercise programs, resource libraries,
and other activities are becoming fix-
tures in schools as well as corporate
headquarters.

Ideally. the comprehensive health
education program:

s Starts in kindergarten and builds
coherently from one grade to the next
through grade 12

* Employs a research and evalu-
ation component to reach its goals

* Includes teacher training

¢ s coordinated by a professional
health educator

Participants in the RCHEP identi-
fied critical ingredients for success in
creating a comprehensive health edu-
cation curriculum. They include:

Community involvement: Involve
the comimunity in your health educa-
tion program from the first stages of
development through review. revi-
sion, and renewal. The controversial
nature of many health-related issues
can be addressed and defused
through open and honest communica-
tion among various community
groups, factions. and individuals. The
process you choose is the most im-
portant component in developing
comprehensive health education. An
open. honest. and proactive process
that encourages and solicits commu-
nity involvement assures widespread
support.

Leadership: Most rural districts do
not have curriculum specialists or di-
rectors. duties that most often fall on
the administration. Involving the en-
tire staff provides opportunity for
equitable input, staff ownership, and

" We di:dr_i;'t look at what

“we were.supposed o do, -

Frank Cuyrdiff. teacher
Umpgua School Disimct - B
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" “we looked-at whet we
thought. /ue needed.
That's how we got
the ownership.”™

®




human resources to complete the pro-
ject. Administrators can then serve
as project leaders and catalysts for
change.

Administrative support and leader-
ship are keys in developing health
education programs. Effective lead-
ers involve their staff in the concepts.
discussions. decisions, and other re-
sponsibilities of schoolwide change.
“And,” notes a participant in the
RCHEP, "leaders trust.”

Superintendents in rural, isolated
districts often relv on outside exper-
tise in areas of curriculum develop-
ment. “Health is a curriculum issue
that doesn’'t have a home.” savs
Alaska Gateway Superintendent Spike
Jorgenson "We were looking to tie it
with science. or iooking to tie it with
physical education.”

Through the RCHEP. Alaska Gate-
way teamed with Nancy Murphy. an
assistant professor of education and
curriculum specialist at the Univer-
sity of Alaska/Fairbanks. “We looked
for somebody to help from the col-
lege level because we wanted some-
one who truly had the expertise in
curriculum development, someone
who could work with «. rfaculty.” Jor-
genson says. “We have some teach-
ers who are interested. but Nancy has
really carried the ball. My roleis to
kind of start things. If they fly. fine:
and if they don’t fly, that's fine too.
Idon’t keep the motor running.”

Effective leadership results in cur-
riculum that is practical and useful in
the classroom, two essential out-
comes when the goals include behav-

ior changes and sound decision-
making skills that improve the health
and well-being of children.

Teamwork: The notion of team-
work is twofold: First, it involves fos-
tering a sense of unity and camarade-
rie among all staff as your district
pursues comprehensive health educa-
tion. Second, it involves the building
of a health advisory team consisting
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Areas of Comprehensive
School Health

Curriculum and instruction
school health services

School health environment
Food services

Counseling

Physical education

Worksite health proriotion
School<ommunity integration
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of administrators. teachers. support
staff, community members. and
others who work directly to develop.
promote. and implement vour health
education program in the school and
community.

An effective team presents a
united front to the school board and
community, flattens the lines of
authority, reduces the burden of re-
sponsibility, and avoids the isolation
that can develop if only one or two
people are responsible for developing
a health cducation program.

School board members and dis-
trict administrators need to be mind-
ful of the time and commitment it
takes to develop comprehiensive
health education. Providing reiease
time. meeting time. and paid summer
or weekend time is critical for staff
members alreadyv spread thin with
teaching and other responsibilities.
Staff development and training also
are essential when new methods.
ideas. and curriculum are introduced.
Do not expect curriculum develop-
ment to be successful if staff are
expected to volunteer. Staff time and
effort must be rewarded or compen-
sated. Trade-offs and informal negoti-
ating will produce & reasonable. cost-
effective process and allow for a
resonable amount of volunteer time.

School board support: Community
and school board members have con-
sistently endorsed the health educa-
tion programs in schools involved in
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the RCHEP. The success of individual + 34 percent of eighth-graders
projects may be attributed to the par- skipped breakfast at least three times

i ticipant's abilitv to gam and maintain a week
school board, parent, and community « 61 percent of 1ith-graders got
input and support. seven or fewer hours of sleep on a
typical week night

. HEALTHY CHILDREN * {1 percent of 11th graders tollow a

ARE BETTER LEARNERS regular exercise program only sorme-
times or not at all
o Research consistently shows that In many ways, comprehensive
healthy children are better learners. health education remains a poor step-
Yet few schools or districts provide «hild to other curriculum areas. “In
. comprehensive health education to the last decade of hudget reductions.
) "i_' the nation’s 47 million elementary health and physical education pro-
E and secondary students. grams have often been the first to
Clearly. most schools offer some go.” Paulus says. "These short-term
sort of heaith instruction. but the solutions will have long-term conse-
. quality. scope, and relevance varies quences to the health and wetfare of
" greatty. Nationwide, only 5 to 14 per- our society.”

et cent of the countiy's 83.000-plus

| schools provide comprehensive

health education, according to the Na-

) tional School Boards Association.

. It's little wonder, with health so
. low on the priority list. that students
fare poorlv on tests in the few states
B that assess health and physical educa-
tion. In Oregon. results of health
tests in 1992 showed few students
scored above grade-level expecta-

/ tions. and 33 percent of third-graders
scored below grade level,

“This tells us that health needs ad-
K ditional attention in the primary
vrades.” savs Oregon School Superin-
tendent Norma Paulus. “0Our assess-
ment makes it clear that our children
are not getting enough information
I about nutrition and elementary health
| care. We're hecoming increasingly
concerned about the lack of organ-
ized physical activity for our younger
chifdren in particular.”

The Oregon assessment included
survev questions about student be-
havior. Results show that many stu-
dents are not getting enough nutri-
tious food. sleep, and exercise. [For
instance:

P
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TfME RESOURCES;
~ AND THE “M” WOR

Bulldmg a cgmprehenswe A
~ health program is no small task.
. Support must be built from the
. - bottom up, and from the top -
- down.. Commumcatlon among
~ teachers, support 'staff; :
- administrators, school board -
-members, parents, and the rest
. of the community 1s critical..
- - The “M” word — money — is
. essential.. Staff devqlopment 1s
" fundamental to your efforts. -
- Fitting all the piece together’ |
- ‘requires vision, time, resource s,
" and: good old stick-t 1t1venéss°.
. But rural communities are
" resilient communities.
- And when all the foﬁf
- of those communities take
on a task, chances are pretty
- good that they will succeed.




S0 vou want to begin the process
ot developing a comprehensive health
education curriculum in your rural
school district, You've talked with a
couple of other teachers who are sup-
portive, and vou know the need
exists. The few health classes oifered
in vour school are irrelevant, uncon-
nected to any other curriculum areas.
and offered as time atlows.

But what should you do next?
What kind of support will you need?
What kind of resources? How do vou
o about making others aware of the
need and getting them to enlist in the
effort?

The Northwest Regional Fduca-
tional Laboratory and the six sites in-
volved in the RCHEP identified three
major areas that. if addressed in a sys-
tematic and deliberate manner. will
help ensure a successful project.

A WIDE BASE OF SUPPORT

Without initial strong. vocal. and
vigorous support from the school ad-
ministration. undertaking a project of
this magnitude should not be consid-
ered. Support also must come from
school staff members. who should be
brought on board at the earliest possi-
ble time. Teachers. nurses. counsel-
ors. support staff. and others need to
know what will be expected of them
and how thev will contribute to the
success of the project. Communica-
tion is a key component throughout
the process. especially in the
beginning.

RCHEP participants forged partner-
ships and created health education
teains to review materials. brain-
storm. and share ideas and concerns.
Widespread involvement is critical.
especially when developing curricu-
lum in a non-required area.

“When we're dealing with non-
required areas of curriculum develop-

ment. the leadership is going to be dif-

ferent from some of the required

areas.” savs Jane Gutting. an RCHEP
specialist who worked with the
Granger School District in Washing-
ton. "There is no authority that goes
along with voluntary curriculum de-
velopment. The leadership in our pro-
ject came from the grass-roots level
and from the health teams.”

Teams were composed of teach-
ers. support staff. community mem-
hers. and others. Primarily. it was
teachers who took the leadership
role. Gutting says. “The reason they
were empowered to be leaders is be-
cause of the bottom-up leadership
that evolved. The school board basi
cally got out of the way and said.

“This isn't required, but we've got the
resources in our area to do it, so go
ahead.’

“Team members became decision-
inakers on how the grant money was
going to be spent. They didnt have
to go through a lot of lines of author-
ity. And the team is not made up of a
lot of people with credentials in the
area that you are developing.” Gutting
savs. “You need desire and. the most
important thing. you need people
who are willing to get their hands
dirtv. You have to get dirty when
you're in the field."

Additional support is essential.
Communication with the community
and school board during the initial
stages of the project helps ease the in-
evitable discomfort that some people
experience when change occurs.
Their inclusion in the change process
is critical.

Local advisory and curriculum re-
view committees with a broad base of
representation also can enlist sup-
port. For example, Granger's Health
Curriculum Team and Review Panel in-
cluded three parents, three clergy
members, five teachers. the school
nurse. two principals. an additional
community member. the district spe-
cial programs director. and a regional
health specialist. Success often is the

LI
a

. "My high school
- * gdministrator.gavée me
budget,. There had ne
been a health budget
before. It's not fnuch,
bit as soon’ as you get
-+ .budget then you beco
" -a department.’ So_you
. -become sometliing,”.

-Tony Whitley, teacher-
Granger School Distrigt - -
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result of negotiation and compromise
among the various constituents in-
volved in the change process.

A variety of departnients in state
government. educational service dis-
tricts. and higher education also can
provide assistance. Since state man-
dates sometimes trigger curriculum
change, support and guidance from
state departments at an early stage is
important.

Often. state and regional agencies
are unaware of the specific rieeds ot
rural districts. but will respond to di-
rect requests for assistance. "You
need to call us.” says Peggy Holstedt.
health education promotion specialist
with the Oregon Department of Educa-
tion. “A lot of time we don't know
what the needs are. and I'mm not al-
lowed to go out to a district unless
I'm invited. | can guarantee vou: [f
you don't call, we won't come. Just
ask. Don't make our decisions for us
by not calling. | think that happens a
fot.”

Restructuring local curriculum
without using appropriate guidelines
and available resources is a time-
consuming process that could be de-
railed before it ever gets out of the
station. but each agency is more than
willing to provide support to help get
the job done. Small. rural schools
need not use their isolation as an
excuse.

MONEY AND OTHER RESOURCES

Let's talk about the "M" word.
Money is. after all. a critical compo-
nent when restructuring curriculum,
and a school district must realize that
there are costs involved. Teachers
look to the district for financial sup-
port that helps them to develop and
implement the new curriculurn in a
timely, coordinated, and professional
manner.

The RCHEP found that teachers
need release time to work on curricu-

lum restructuring and extended con-
tracts to pay for the extra time they
spend on the project. The message
from administrators and school
hoards must be loud and clear: “We
value your time. Your time is worth
money. You are a professional and
you will be paid for your professional
expertise.”

School districts also must realize
that a restructured curriculum cre-
ates the need for additional or new
materials. The RCHEP identified a va-
riety of resources, some of them cost-
ing a great deal. some free, and many
moderately priced. that can provide a
foundation for curriculum reform.
However, resource materials need not
cos! the district an arm and a leg. ™[
maintain that you can have a health
curriculum from free and inexpensive
materials because of the quality of
stuff that's out there.” Gutting says.
“You don't have to have a textbook.”

Inservice activities are also critical
to prepare teachers for the changes
they are being asked to make and to
give them the tools to teach a re-
formed health curriculum. Teachers
understand the importance of health
education. but they often are reluc-
tant to deliver critical information to
students in areas for which they have
not been prepared. The sites chosen
for this project demonstrated that
when teachers are provided informa-
tion and materials. they are much
more enthusiastic about the project.

Ongoing financial assistance con-
firms the district’s support of health
education and validates s:aff efforts.
*My high school administrator gave
me a budget." notes Tony Whitley of
the Granger School District. *There
had never been a health budget be-
fore. It's not much. but as soon as
vou get a budget then you become a
department. Su ynu become some-
thing.”

Money is not the only resource
necessary in developing or restructur-
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ing health curriculum. Among the hu-
man resources to consider are staff.
school board. and community mem-

bers: administrators: higher educa-
tion health spccialists: state depart-
ments; local, state, regional, and na
tional agencies; university and public
libraries: others in higher education:
and grant writing information from
state departments. the federal govern-
ment. colleges. and universities.
NWREL also can serve as a sounding
board for initial planning and as a re-
ferral source.

AWARENESS

Be aware of what you already do
that is effective and reievant. Most
schools incorporate more health edu-
cation into a school day than they re-
alize. What already exists needs to be
identified, organized. and supple-
mented.

Be aware of the health issues and
problems in your community. Con-
front health issues that currently ex-
ist as well as those with the potential
to disrupt. disable. or infect your chil-
dren. their families, or the commu-
nity. Be proactive by looking to the fu
ture, but also ground yourself in the
present by attacking head-on the
existing health issues in your area.

Be aware of how to begin the proc-
ess of curriculum review and renewal.
Discipline, structure, accountability,

and deadlines create an atmosphere
for an orderly process of change.

Be aware of the financial, human.
and material resources necessary to
adequately support your project.

This level of reform cannot and
should not be undertaken in a
vacuum. The greater the involve-
ment of specialists and others, the
broader and more comprehensive the
outcome.

Be aware of the indispensable
need for inservice training for the
staff responsible for delivery of the
program. Continued communication
and information sharing with the com-
munity &: large is also critical. Their
inclusion in such activities as health
fairs and wellness screenings makes
themn more aware of the program and
allows for their participation.

Be aware of the need for skilled col-
laboration among all agency. commu-
nity, and school stakeholders. Allin-
terested parties need to have input.
and all input needs to be seriously
considered.

Perhaps most important, be aware
that health education must take a
front-ine position in schools. It is not
a fad or a passing fancy. Its impor-
tance will not be diminished by the
passing of time. Comprehensive rural
health education cannot be treated as
an “add on" subject or as an after-
thought. It must be recognized by
everyone for its singular and critical
importance to the well-being of not
only your individual communities. but
of society as a whale.

AKE WE THERE YET?

Participants in the RCHEP devel-
oped an 11-step checklist that is help-
ful in determining if your health edu-
cation program is effective. The key,
though, is in remembering that health
education. like health information,
needs to be updated continuousiy,
and that it must be promoted and




practiced on a daily basis. Here are
the components that determine
whether your district has an effective
health education program:

1. The district heaith education
program reflects local values and
expectations

2. There is a written districtwide
health curriculum scope and se-
quence guide. including the mention
of available and appropriate re-
sources and materials for each grade
level and area of emphasis

3. There is an emphasis on behav-
jor change and making healthy deci-
sions about lifelong health habits

4. There is ongoing outcome-based
assessment of the program compo-
nents

5. The staff accept the health cur-
riculum, are enthusiastic about the en-
tire health program. and teach their
portions of the health curriculum

6. There is an ongoing district over-
sight committee to monitor and up-
date the district health education pro-
gram

7. The entire staff engages in weli-
ness activities, modeling healthy be-
haviors and choices

8. The school district staff take an
active interest in the well-being of
their community

9. There is community involvement
and support of the district’s health
program

10. There is an active school/com-
munity health advisory board

11. There is school board support
and fiscal allocation for an adequate
district health program

There is another critical issue in-
volved in development of health edu-
cation: How do you know when your
health curriculum is comprehensive?
Again. the RCHEP participants identi-
fied some key components:

1. Theinstructional curriculum in-
cludes each grade level (K-12, K-8,
etc.) in your district

2. Instruction should include the
following areas: health promotion.
disease prevention, emphasis on self-
esteem, decisionmaking, nutrition.
family life. growth and development,
consumerism, physical fitness, and
safety and survival (If any of these
areas is excluded, your curriculum de-
velopment should have justified not
including these areas or blending of
others)

3. Evidence in the written curricu-
lum that the primary focus is on the
five aspects of good health: physical,
mental, emotional, social, and spiritual

“Schools could do more perhaps
than any other single agency in soci-
ety to help young people, and the
adults they will become, to live heaith-
ier, longer, more satisfying, and more

productive lives,” wrote Allensworth
and Kolbe in the article “The Compre-
hensive School Health Program: Ex-
ploring an Expanded Concept.” “In-
deed, more education and health
professionals are becoming inter-
ested and involved in working with
schools to protect and improve the
health of students. and to protect and
improve the health of school person-
nel as well.”
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_ Developmg a comprehensnv/ R
health education programina _ °
-rural district is an involved .-
- process that requires a sound

foundation of support pnor to "

‘ Jaunching your effort. Itis -~ .
fraught with pitfalls, dead ends, 5
detours, and soft shoulders. '
But the results — meamngful
health education that reflects :
community needs and values —
- .are well worth the effort. .
- RCHEP participants developed

.. ‘an.action plan based on their
* - experiences that can minimize

-hazards and prevent your efforts
| from getting derailed. .




“There is no heavier burden than a

areat potential.”
— Linus

Participants in the RCHEP created
meaningful health education in their
small, rural. isolated school districts.
in order to do so, they confronted
many of the disabling themes that can
prevent districts from reaching their
potential. Today, they stand out as
leaders throughout the Pacific Nnrth-
west in rural health education devel-
opment.

They are spreading the word
about their success and providing a
framework for developing health edu-
cation at conferences, workshops.
and other school districts. The key to
success is in the process.

“| went to a neighboring school dis-
trict to help out,” says Tony Whitley,
a teacher in the Granger School Dis-
trict. “First they had to evaluate
where they were before they could de-
cide where they want to be. And they
were very pleased to see something
in writing about our curriculum.

They are looking over some of the
other curriculum materials as well. |
have a presentation next week at
Yakima School District where my kids
go to school. But i'd like tc see more
school districts call us. I'm not sure
they know what we've gone through.”

The RCHEP has developed a struc-
tured guide that can help others de-
velop health curriculum in their rural
districts. Again, the guide focuses on

process, not product, because we be-
lieve that your health education pro-
gram should reflect the needs and val
ues of vour community. “It doesn’t
help for us to go tell people that this
is our curriculum,” says Seeley Lake
Principal Dan White. “It does help to
tell them what we did to develop our
curriculum. It really is a story of pro-
cess, not of product.”

The process is enabling, empower-
ing, and effective in rural districts any-
where. The rest of this chapter de-
scribes that process. (See the box on
page 47 for a summary of its compo-
nents.)

Establish Health Education
as a Priority

Whether restructuring an existing
program or developing one to be of-
fered for the first time, a comprehen-
sive health education program must
first be recognized as a priority by
the principal, superintendent, and
schoo!l board. Health education must
lbe seen as a primary area of concern.
not supplemental to physical educa-
tion or a response to state mandates.
Early endorsement from the district
gives health education visibility and
credibility, which signifies its impor-
tance in the entire school program.
Throughout the district, the attitude
needs to be one of “Yes. we need to
do this,” and “Yes, we understand
that support for this curriculum devel-
opment in health education is as im-
portant as support for any other aca-
demic area.” and “Yes, we understand
this includes a continuing budget com-
mitment because health education is
important.”

Establish Leadership Structure

Primary responsibility for leader-
ship may come from your administra-
tion (superintendent, principal. cur-
riculum director), from your staff
(teacher, nurse), or from a combina-
tion of the two. Early identification of
the leadership is critical. Regardless
of who is identified, the leadership
must be held in high regard by staff,
administrators, school board, and
community members involved in the
process. Knowledge in the area of
health education is desirable, as is a
commitment to comprehensive
health education programming. The
ability to skillfully communicate, di-
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“It doesn't help for us'to,go
tell péople that this is our

~ curriculum. It does hélp to

tell them what we did to
develop our curriculum.
It really’is a story of
process, not of product.”
Du-n White,-pnincipal

- Seeley Lake School
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rect, lead. learn. and pursue tasks is
essential. Leaders also must he will-
ing to serve as advocates of compre-
hensive school health education in
the district and community.

Research the Literature

Health education information is
readily available. and the knowledge
base is growing at an ever-increasing
rate. Before starting, everyone in-
volved in the program planning pro-
cess should be aware of the vast
array of topics. information. presenta-
tion methods. and effective practices
upon which comprehensive health
education draws. Because compre-
hensive health education program
planning and curriculum reform is
often a first-time effort (unlike curricu-
lum review in other academic areas).
an understanding of comprehensive
school health education. including its
underlying philosophy. content areas.
and program components. is a strate-
gic prerequisite to action.

Form a District/Community
Task Force

One of the essential preliminary
steps is the formation of a task force
or advisory board that is politically as-
tute as well as committed to health
educatien. The committee should be
large enough to include repre-
sentation from all important stake-
holders. but small enough to be tunc-
tional. Potential committee members
include representation from the
school board. staff, high school physi-
cal education and/or health education
staff. medical community, religious
community. parents. local institution
of higher education. educational serv-
ice agency. local businesses. non-
parents, and state departments of
health and education. Broad repre-
sentation and an open process help
to defuse sensitive or controversial
subjects and assure support. Commit-
tee members also will be expected to

i

actively promote health education in
the schools and community. Leader-
ship for this committee should be the
same as. or work closely with. the pri-
mary leadership identified previously.
The committee chairpersonis in the
best position to act as liaison be-
tween the school district. which must
complete the final product. and the
rest of the community, which must ap-
prc ‘e and endorse the product.

Establish Baseline Information

Most districts will have a health
education program in place. but some
will have to start from scratch. Re-
gardless of what exists, it is important
to start with a systematic needs as-
sessment that includes. but is not lim-
ited to. finding information about the
current scope and sequence of the
health education curriculum, state
health education curriculum require-
ments. services available to the dis-

trict. and the community and school
environment. Determine the issues
that are importaat in vour commu-
nity. In some areas. water satety may
be a prime topic. while in others.
hunter safety or winter survival may
he relevant. Each assessment must
take these local issues into considera-
tion when planning the scope and se-
quence in order to make it a meaning-
ful and functional curriculum. Careful
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selection of advi-
sory board mem-
bers should help
ensure a realistic
view of what ex-
ists as well as
break down any
denial of prob-
lems. Advisory
board members
also should be
able to identify ar-
eas of potential
concern for the

communitv. (An

example of a
needs assessment matrix for curricu-
lum scope and sequence. the "Health
Education Program Assessment
Tool." is included in the Appendix.)

Write Goals, Objectives,
and Assessment Criteria

Any curriculum plan shouid rely
upon state guidelines as a corner-
stone. By starting with these guide-
lines. a case can be made that the re-
structuring or development of a
health education curriculum will
ensure accreditation for the dis-
trict’school. Major strands or topic
areas which are generally included in
a heaith education curriculum can be
found in the scope and sequence ex-
amples in the Appendix. We suggest
vou review a variety of established
curricula, but don’t adopt any curricu-
lum as a total package. The keyis to
adapt curriculumn and resources to
meet vour needs. not to adopt any sin-
gle text or generic prograni.

Assess Needed Resources

Ornce you have established a
scope and sequence for the compre-
hensive health education program.
vou can turn your attention to select-
ing resources. In some cases. these
resources may involve budget items
(for example, books. special pro-
grams, videotapes. workbooks.

models). Local volunteers also are
available to work with classroc
teachers to enhance the health educa-
tion program. A dental hygienist.
heauty operator. forester, emergency
medical technician, Life Flight helicop-
ter crew member. and others can

help give life to your program and in-
volve local residents in it. Choosing
resources for your program will be-
come clearer once you have com-
pleted your scope and sequence and
written vour goals and objectives. Be
creative about locating resources:

not all good information is found in a
textbook. As a matter of fact. if the
program is truly comprehensive, it is
unlikely you will find any single text-
book that will adequately cover all
the information you need.

Select the Curriculum

Review as many curriculum materi-
als as you can before making any final
selections. Many companies will send
samples of their products for your re-
view. The final curriculum selections
should be inade by the teachers re-
sponsible or delivering this compre-
hensive health education program.
The advisory committee should also
be involved in material review. Again,
the adoption of a single textbook
often thwarts any effort you may have
made to adapt this curriculum to
your local needs and environment.

An eclectic selection hased on as-
sessed needs is a far better approach.
Check the Appendix under *Curricu-
lum Categories” for an idea of how to
separate curriculum materials into
logical and workable categories. This
allows for a much more orderly proc-
ess in making choices. Be sure to talk
with publishers regarding the avail-
abiiity of additional support materi-
als. Publishers often have excellent
suggestions on how to make the best
use of their materials. Some will send
company representatives to your dis-
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trict to provide orientation or inserv-
ice to staff members.

Provide Staff Development

In many cases, staff members have
little or no tormal training in health
education. You've spent a lot of time
and involved a lot of people in the
process of developing your health
education program. Equal commit-
ment should be extended to staff who
are responsible for working on a daily
basis to help students learn how to
lead healthier lives. Among the char-
acteristics to look for in staff responsi-
hle for teaching health curriculuny are:
* A degree m health education

e utate endorsements for health
educators

University course work

National CHES certification

High interest

Inservice training

Veteran teachers who have wide-
spread community support

New teachers with a health back-
ground or training who have inen-
tors and can rely on the solid sup-
port of the administrat;on and
their peers

Often. staff members who support
health education feel unprepared to
teach the subjects. One of the key
components to successful implemen-
tation of a comprehensive program is
to help all participants feel comfort-
able with the subject areas for which
theyv are going to be responsible. In-
service or staff development can take
place by inviting curriculum experts
to the school:district: by sending key
staff members to state, regional. and
national meetings: by sending staff
mmembers to specialized health educa-
tion workshops: and by promoting in-
dividual memberships and participa-
tion in professional organizations.
Health education specialists often are
available from universities and col-
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Action Plan for
Developing a Comprehensive
Health Education Program

Establish health education as a
priority

Establish leadership structure
Research the literature

Form a district/community task
force

Establish baseline information

Write goals. objectives. and assess-
ment criteria

Assess needed resources
Select curriculum
Provide staff development

Implement curriculum, services.
and wellness

Monitor and assess the program

Get long-term commitment and
involvement

leges at a minimal expense to the
school. University gracluate students
can sometimes arrange and conduct
inservice activities as part of their ad-
vanced studies. Continuing education
courses also may be arranged for
credit. Staff members should model
healthy lifestvles. This may include
participating in staff wellness pro-
grams that have been initiated as part
ol the comprehensive health program.

Implement Curriculum,
Services. and Wellness

Once your school’s comprehen-
sive health education program has
been developed. careful implementa-
tion can take place. If vour school's
previous experience in health educa-
tion has been minimal. you may not
e able to implement the entire pro-
gram at once. Start with what you are
already doing well as a basis for imple-
mentation. then add to the program
in a svstematic fashion. Protect your




chances for success hy keeping every-
ote mtormed and involved with the
process. oo much change too
quicklv can overwhebm staff and cre-
ate resistance to even the best-
planned programs. Invite parents to
participate or observe and conduct
community open houses. fitness well-
ness nights. and health fairs. Special
displays in the halls or on classroom
bulietin boards and articles in the lo-
cal newspaper also help keep the pub-
hie informed. Keep momentum going
by keeping what vou are doing visible
to evervone,

Monitor and Assess Program

Implementation of the program s
not the final stage. Rather. the pro-
cess is open-ended and dynamic.
Once vou have begun implementa-
tion, vou must monitor its progress.
Are staff inembers who are responsi-
ble for certain goals and objectives
activelv meeting these objectives? Is
the advisory committee occasionally
meeting to evaluate progress? Are
students’ behaviors changing in the
direction of program goals? Is the
program making any impact? What
kind of changes do vou have to inake
before you present a particular topic
again? What additional resources do
vou need? Are there any resources
that did not work? Where are the
gaps or omissions in the scope and se-
quence? Should any goals or objec-
tives be added? Are any goals or ob-
iectives nusplaced in terms of
srade-level expectations? These are
but a few of the potential questions
vou mayv wish to ask as the program
prosresses  This questioning. moni-
toring, and assessment process
should be an ongoing part of the pro-
gram. You must be accountable tor
what vou sav the program will do for
the students. and this accouniability
will not he evident without assess-
ment.
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Get Long-term Commitment
and Involvement

With proper assessmertt and the
results trom that assessment, vou will
he able to go back to the school
Hoard and community and sirow that
implementation of this comprehen-
sive health education program has
had immediate results. Long-term
cormmitment from the school admini-
stration and community is not only
desirable. but necessary.

The best wayv to assure such sup-
port is by showing how your program
has benefited students in vour
<chools. and by extension, how it has
enhanced the quality of life 1n yvour
communitv. The administration must
be convinced that this program has
its rightful place in the curriculum
renewal process along with reading.
mathematics. music. and other pro-
grams. Continued involvement of the
advisory board is paramount. This is
one sure way of maintaining the open
communication so vital to the suc-
cess of the program.

As with anvthing else. once a habit
has been formed. it is hard to break.
Make health education a good habit
that is impossible to break.
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- . provide the health education
. S0 s that yourschoolchlldren need.
T e ‘But there-are times when you -
. ' - feel inadequate, unprepared, ' . -
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s . _to health'education. Who.can A
- 'you call on for help? Participants® - . "
. inthe RCHEP found thathealth -~ -~ .~
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Historically, the relationship be-
tween rural school districts and
higher education or state depart-
ments ias ranged from cool indiffer-
ence to strained politeness to out-
right animosity.

Rural educators cringe at the
thought of another state or federal
mandate that has little relevance in
their community. “The small. rural
school increasingly is finding itself be-
tween a rock and a hard place.” wrote
Paul Nachtigal in the 1982 report.
Rural Education: In Search of a Better
Way. "It clearly gets its support from
and is expected to serve at least in
part a rural community culture. It is
also inextricably a part of an urban-
ized. one-best-system structure.

*From the local community per-
spective, the school that was once
‘theirs’ is seen more and more as an
outsider as more rules of the game
are determined by state and federal
mandate.”

Nobody likes to be told what to
do Yet time and again. rural commu-
nities have endured state mandates
or {ederal edicts that may make sense
in urban and suburban areas. but
hear little resemblance to the day-to-
day difficulties of educators and stu-
dents in rural communities.

“Policy decisions affect small
schools. but they are not based on
the needs. desires. or unigqueness of
rural communities.” notes Steve Nel-
son. director of NWREL's Rural Educa-
tion Program. “Policy geared to ur-
ban and suburban schools can and
does have detrimental effects on rural
schools.” Forced consolidation, man-
dated curriculurn, and dictated stand-
ards can all damage the ability of a
small, rural school to serve its stu-
dents and community.

“The function of a rural school
goes far bevond that of educating chil-
dren.” Nachtigal wrote. "It is not only
a piece of the local social structure. it
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is otten the hub that holds the com-
munity together.”

Rural educators in the RCHEP set
aside any distrust they harbored for
“outsiders” and teamed up with
college professors and educational
service district specialists to forge
effective health education programs
in their communities.

Health education specialists in the
RCHEP, though, provided more than
advice and direction. "It was not our
job to write the curriculum.” says
Jane Gutting. "It was our job to iden-
tify some research-based components
and to let folks know what some of
those components were. The schools
and districts integrated those re-
sources locally in the ways that best
fit their needs.

*{t was our job to provide exper-
tise, and sometimes to pump them
up. [ heard that in a lot of my conver-
sations with lecal team members.
They would say, ‘Help me to refocus.
Pump me up.’ The specialists were
the people who they could call up and
talk with about gut-level expectations
and interpretations of the grant.

“So the expertise was important,”
Gutting says. “But the other part that
was important was the nurturing from
the specialist.”

What the rural educators needed
was assistance in planning their
health education program. in filling in
the gaps. and in providing support.
“We do not need someone to write
the plans for us.” one participant
savs. “We do need someone to help
us plan because we don't have cur-
riculum specialists at the rural level.”

Specialists found a variety of ways
to provide assistance to their sites.
savs Nancy Murphy. assistant protes-
sor at the University of Alaska/Fair-
banks and an RCHEP specialist. In
Alaska Gateway, teachers were able
to earn college credit for their RCHEP
work. “We were able to provide
credit for the people participating in

" “We had to spénd a

bit of time pvercoming,
or working toward
diminishing, the credibility

- gap that institutions of

higher education have.
But I was really grateful
that this grant provided
the stimulus, sort-of the -
catalyst, to get us together.
Nancy Mu'r_phy.. RCHERP specialist.

. University of Alaska/Fairbanks
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teaching these topics have N A

 credibility, then you.can
literally do anything. You
"can talk about any subject,
say almost anything, and
-the kids will get excited by
. it. They'll go home and

_tell their folks, and they'll
say, ‘Oh, you'did that

T taday. That's great!” ™

Jun Guvan, RCHEP specialist
Idahe State Unncersily

the committees,” Murphy says.
“Sometimes the committee worx was
designed as a credit course, a curricu-
lum design course of sorts. Some-
times the inservice presentations
were designed so that all teachers in
the district could obtain credit for
their participation. That was a strong
motivation for people.”

Specialists also needed to be sensi-
tive to the issues faced by teachers in
remote areas and to be a part of the
leadership team that created the envi-
ronment for change to occur. For ex-
ample, rural educators often have a
variety of duties — coaching, adminis-
trative responsibilities, continuing
education, and muitipie daily preps
among them — that prevent them
from adding on 2another class.

Kathleen Miller, an RCHEP special-
ist, picked up on that message early
in her work with Seeley Lake School
District. “Teachers were saying, ‘I
have enough to teach. We can't add
more classes.” They wanted an infu-
sion of health education, not an
add-on.

“The Seeley Lake folks were per-
fectly willing to integrate these topics
into their curriculum, but they
needed the materials and resources
todo so.”

NWREL provided a vast array of
health education resources for
RCHEP participants to review and use
in their districts. Materials, though,
must meet the local needs of rural
educators and schooichildren. "We
were impressed with the materials,”
says Judy Hurlburt, a teacher in the
Granger School District. "We were at
a point where we were going to look
at materials. But before we did that
we wanted to also look at our needs.
So we did a needs assessment. We
took a look at where our strengths
and our weaknesses were. Then we
looked at the materials to see what
filled those needs, and we went from
there, We provided inservice, pur-
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chased materials and pulled it all to-
gether for the teachers. And that
process continues.”

TAKE THE TIME

Specialists also must be sensitive
to the time it takes to establish trust
in rural communities, not just with
the school staff, but with town folks
as well. Their role should be low-
profile, but high-impact. Among the
worst things you can say to people in
rural districts is; “I'm from out of
town, and ['m here to help you.”

Local connections build support
for change in rural communities, says
Jim Girvan, chair of health education
at Idaho State University and an
RCHEP specialist. “From my perspec-
tive, the teachers in Teton have been
in the community for a while and are
seen as natives. They have a lot of
credibility with the parents.”

Credibility is a key element in
gaining community support for health
education. “If those who are teaching
these topics have credibility, then
you can literally do anything,” Girvan
says. “You can talk about any sub-
ject, say almost anything, and the
kids will get excited by it. They’ll go
home and tell their folks, and they'll
say, ‘Oh, you did that today. That’s
great!’ But if | were to go into the com-
munity, or if the district were to hire
somebody from the outside to do
this, it would take a lot longer to build
that trust.”

Credibility is often an issue among
staff and administrators in rural dis-
tricts. “We had to spend a bit of time
overcoming, or working toward dimin-
ishing, the credibility gap that institu-
tions of higher education have,”
Murphy says. “But I was really grate-
ful that this grant provided the stimu-
lus, sort of the catalyst, to get us
together.”




Fitting into rural, often conserva-
tive, communities can provide the
credibility that other “outsiders”
might lack, adds Lorraine Davis. an
RCHEP specialist who worked with
the Umpqua School District in south-
ern Oregon. “This group just wasn't
ready to go,” says Davis. who also is
vice provost for academic personnel
at the University of Oregon. “They
were a bit skittish about health topics
in Umpqua.

“There's a big 5plit there — a sup-
portive group and another group that
savs, ‘You're taking away our rights
as parents to teach our kids about
washing and brushing their teeth.””

Divided communities can ad-
versely affect classroom teachers.
And that's what happened in
Umpqua. “The teachers were never
a problem,” Davis says, “but they
needed to know that they were not
over-stepping the bounds with the
parents.”

The conflict eventually dimin-
ished. but it took a lot of work up
front. “The visit | made with the
school board early on was critical.”
Davis says. “We needed to get
through their distrust of me for them
to realize that [ was OK from their
perspective. The fact thatl had a
rural background was a key factor in
building that trust.”

Building bridges to higher educa-
tion. state departments, and educa-
tional service districts can open
doors to presenters for staff inservice
and provide activity Kits and other re-
source materials. At the university

£

level, Miller notes. new and exciting
resources — hooks, videotapes and
audiotapes. presentation kits — are
continuously flowing across profes-
sors’ desks. “What | have done,” she
says, “is set aside a corner of my desk
to stack these things up. When | have
an opportunity to go to Seeley Lake, |
just pick them up and take them with
me. | become a resource and provide
some of the material that they might
not otherwise have access to or know
about.”

Gutting says rural districts often
are overlooked by state policymakers
because of their isolation, size, and
lack of political clout. But. she adds.
rural districts get jobs done. “When
you only have a small building full of
teachers and you're in their face all
the time talking, then things get
done.” she says. “"And that's the won-
der of working with a small district.

“If at the state level you want to be
winners. invest in rural education.
Rural communities are easy to work
with, and they are filled with strong
leaders.”

“They were a.bit skittish
about health topics in -

.. .Umpqua. There’sa big .
©_split there — a supportive

group and another group "
that says, ‘You're laking
away ‘our rights as parents
to teach our kids about

" washing and brushing

their teeth.” .~ .

Lorrdine Davis. RCHEP speciatist
- University of Oregon :
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In _]llSt three years, 31x rural
- school districts in the Pacific

N Nor*thw‘ést went from’ offermg
‘meager health education . -
programs to becoming leaders in
. their respectlve states. “The focus
- of this project has been on rural-
students, rural educators; rural
schools, and rural commumtles. .
- A few years ago, the state of
" Orégon adopted a slogan that -

- says: “Fhings 1ook different
“here.”. To:alarge extent, ~ =~
“that messageeapphes to rural

- " _communities across the Pac1f1c :
Northwest. -For years, their
“voices:hiave been ignored by

pollcymakers who embraced a- - .

““one best system” for schools. that
frequently trampled on the spirit, .

' uniqueness, and lndependence of

rura!t:ommumtles. But the . 1
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and ‘v1ta11ty of rural. (:ommumtles
the goodwnll of rural nelghbors,
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“have for the future of their -~
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lii health education. as in other cur-
riculdr areas, teachers assess. evalu-
ate.and monttor studen” progress.
Often. though, teachers are left won-
dering — iealth lessons tausht in a
classroom taday may not take hold
until the students are in their late
teens or well into adulthood.

Ideally. teachers at the six RCHEP
sites would have loved to document
dramatic declines in unhealthy stu-
dent behaviors that reflected health-
ier lifestvles and stronger decision-
making skills. But one of the
frustrations of teaching is that results
are nat alwavs immediate. Teachers
never really know how many dgirts did
not get pregnant. how many children
did not get lost on a wilcerness hike,
how manv kids did not get  rtinan
accident, « - how many chi, - did
not hegin to use alcohol or other
druus.

“Are we making a difference?” asks
Wilda Ball, a health education teacher
at Teton Middle School. "Teachers
wonder that until the day they die.
Did I make a difference in my class-
roony ' Did | keep one child from start-
mg to take alcohol or did 1 keep one
cluld from starting to smoke? [ don't
know. How do vou evaluate that? |
20 home nights and worry about that.”

In the dav-to-day lives of children
in the schools. though, teachers
noted small but significant changes in
student behaviors: They saw it in the
classroom, on the plavground. and in
conversations with kids and their par-
ents  For example. at one school. in-
creasmg numbers of children took ad-
vantade of the newly installed salad
bar mn the cafeteria. At another
scehool. students were more aware of
personal hvgiene. At vet another site,
hds were more active during recess.

\t Seeley Lake. Kathleen Miller re-
lites how one lower-grade student
sard that his family had agreed that it
would be a vood idea to try to change

underwear twice a week when thev
also took a bath,

“I hbelieve the importance 1s that
the familv had a discussion about a
health issue.” Miller savs. "That's a
big change. 1think the program will
have an impact not only on *he Kids.
hut on all of Seeley Lake.”

The RCHEP. though. was not really
about changing student behavior.
That was frequently among the goals
of teachers and others who devel-
oped the health education programs
at the six sites throughout the Pacific
Northwest.

To a large extent. the RCHEP fo-
cused a spotlight on rural education,
rural educators. and rural communi-
ties. “We wanted to see what curricu-
lum renewal looked lire in small. rural
districts.” notes Steve Nelson. "We
know that the urban models don't fit.
So what would work in rural schools?
What steps would you go through to
develop health education that fits
your needs”

“The second thing we wanted to
know.” “is what happens
when we remove the three big
excuses — the here's-why-we-can’t-
do-it kind of things.”

The most common obstacles to
health curriculum development fell
into three general categories: lack of
time. lack of money, and lack of re-
sources. "So we provided money for
teacher release timne, health educa-
tion specialists to support vour ef-
forts, and curriculum resources that
went beyond Growing Healthy, which
costs too much for most small, rural
districts.” Nelson says.

“Interestingly. I'm not sure if those
three factors were as critical as we
may have thought they were to hegin
with. What came through loud and
clear is that leadership at the local
level is critical to the success of these
projects. You can have all the money
and all the time and all the resources
in the world. but if you don't have

' dtﬂ‘enence? Teachers v
wonder that yntil the -
“day they. die. Didl .
" make a difference in my
- classroomt? Did I keep
~one ch:ld from starting 0
take dlcotiol or did I keep’
one‘child from starting to
$moke?. | don't know. -
* Howda you ‘evaluate that .
" Igo home nights and . -
‘worry about that.”: -
* Wilda Bal¥ o
health education teacher
Teton Middle Sghool

Nelson says.
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“l thm'f that the tmttom
 line— the thing not to
forget— is that it’s
..critical to getteam =~ *~

) amembers who believe

" that mey themselves can
_credle a.health educanon

- program. and carry cl

. forward

*'Leslie McBnde :
CHEP health education spec:al:sl
artland State Unversity . .

somebody advocating. advocating, ad-
vocating, it won't happen.”

Leslie McBride, an RCHEP special-
ist and assistant professor at Portland
State Unive:sity, adds that local
health curriculum teams also nezd to
know that their work is valued and
that their voices are heard. "All of
the sites agree that to really get the
program going, it took a team that
was committed and people who truly
felt that they could make a difference.

“The key word here is empower-
ment," McBride says. “And I think
that the bottom line — the thing not
to forget — is that it's critical to get
team members who believe that they
themselves can create a health educa-
tion program and carry it forward.”

Participants also learned that geo-
graphic isolation need not mean a
lack of contact with other educators.
Collaboration among the rural sites.
educational service districts, higher
education institutions. and NWREL
was essential to the success of the
project. “Philosophically,” McBride
says. "I believe that collaborative
models of this nature — educational
labs. college and university foiks. and
folks from the districts — are very im-
portant. It has been a pleasure to be
involved in this type of model.

“I've learned, or relearned. a great
deal about school heaith curriculum
and management of rural education
as aresult of participating in this pro-
ject. I'm grateful for this.”

At the start of the RCHEP, the six
rural participants provided varying
degrees of health education: from
“nothing” in one district, to Weekly
Reader-prescribed lessons in another,
to hit-and-miss lessons. to struggling
to meet state mandates. Today, the
districts have adopted health educa-
tion programs that fit their local
needs. mirror their communities’
values. benefit the children in their
schools, and serve as models for
others in their state.

What isn't readily visible is the
increased awareness of and involve-
ment in health issues. “As time
passed. | witnessed a definite in-
crease in confidence and sense of ex-
pertise in health educaiion.” says
McBride. "I think that when it comes
to rural education. they have come tc
appreciate just hc..v much expertise
they actually have. This is all wonder-
fully empowering. Also, I think that
the project has served to diminish
their sense of isolation.”

The health education programs
created as a result of the RCHEP have
been instituticnalized at the partici-
pating sites. “A year from now.” says
Rita Abel of Alaska Gateway District.
“| see us continuing to have health in-
services, continuing to support our
health education, and continuing to
be a resource to other districts. We
now have commitment.”

Craig Kunz, principal at Teton Mid-
dle School in Idaho. says that health

education at his school should sur-
vive changes in administration. I
think there is a real wellness concern
in our system now.” he says. "I think
a rural community has a high priority
for health, the environment around
them. and the need for good health to
survive. There is now a strong health
education program in place in our ele-
mentary and middle schools.




“| do think that there has to be con-
tinued administrative support at all
Jevels.” Kunz adds. “Butl also think
that with strong people in the class-
rooms. the program will continue.”
The true success of the RCHEP
was in the process it identified for de-
veloping health education programs.
Nelson says. "We never in any way
intended to create some sort of Na-
tional Diffusion Network-validated,
wonderful health education curricu-
lum that we could disseminate widely.

“There is no one curricuium. But
there is a process. And the bottom-
up. grass-roots, collaborative, locally
developed kind of approach probably
makes the most sense. If you really
want to keep your health education
program off the shelf and in the class-
room, you need to build it from the
ground up locally.

“So was the program a success’?
Yeah. I think it was a delightful kind of
success for us, and for rural educa-

tion, and for the region.”
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Health Education Scop

e and Sequence, Grades K-6

Topic K 1 2 3 4 5 6
Transmission ...............
AIDS Risky behaviors . ... ........ ..
Poison Medications Choices Choices Refusal skills Symptoms ..................
Drugs Getting alorig Self-control Chewralcohol Family Dynamics . . . ..
with others Tobacco
. e U JAeohel
Senses Body systems Body systems Growth and
Cell biology development
Anatpmy and Heredity
physiology
Communicable Germs Communicable " Responsibility
Disease Prevention Causes " for treatment

Name Understand Self-image Attitudes Seif-esteem
Mental health feelings feelings Indiv. differ. Decision mak.
‘ Problem solv.
Heaithy snacks  Heaithv foods Four food groups Healthy foods Four food groups Meal planning
Nutrition Fou: *00d groups Food handling and healthy diet
Brushing . ... ........... .. Flossing Brushing
Fluornde .. ................ Products Flossing
Dental Losing teeth Preblems Fluoride
Hand washing . Personal care Sleep
; Germs ......... ... . Showering Grooming '
Hygiene Products ?
Activity related Heart health Personal fitness  Personal fitness '
it o to health Stretching Agility Planning :
Fitness Coordination Aerobic activity '
Talk about Personal rights
Child abuse touching to privacy
Friendships
Relationships
Menstruation Puberty ....................
: (giris only) Reproduction ...............
Sexuahty (gins/boys segregated zlasses)
. Red Cross safety Red Cross safety " Red Cross
- First aid  babysitting
Fire Buster Week ... ... ... ...
Safety Name dangers Buckleup . ...... ... .. Safety rules Dropandroll ................

Accident
. .....prevention

Fire safety

Community
Health careers workers
Environmental

Comments:
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__ _Pedestrian __Electrical

Ecology
Pollution

Solid waste
Recyciing




ALASKA GATEWAY SCHOOLS

Health Resources
Scope and Sequence

Topic Strands K 1 2 3 4 5 6 7 8 9 10 11 12

Here's'looking at you 2000° . TV L

drug use and abuse AlLStars 10 ]

disease prevention IRt ISR NS _ R
and control : 5 : ; ‘ '

human growth 7/8 flash
and development

mework for Parents & Teens -~ ™ 1

family life

mental and : , ) ‘ .
emotional health . ) 9110Tlash *

_ personal health
o and fitness

Physical Best™ - . o . L

T i : T :
RIS ational Dairy Couneil ™ 7770

community health

; management

£ & i - 5 » IR
- comprehensive The Great Body Shop

] - ;

Courses I
hunter/gun safety | |
winter/outdoor survival . , ; :
family planning skills : . - . , i '!

i H . ! : | . :
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CURRICULUM CAT=GORIES

AGENCY RESOURCES

Free/relatively inexpensive
Field tested

*Examples: American Cancer Society
American Heart Association
American Red Cross
National Dairy Council

BASIC HEALTH SKILL DEVELOPMENT

Skilis necessary for implementing positive heaith behavior
i.e., resistance skills, communications, social skilis

*Examples: ASSIST Program (affective skilis)
Positive Action
Telesis iI: That's Life

COMPREHENSIVE

Comprehensive Health Curriculum
covers numerous health content areas

*Examples: Great Body Shop
Merrill/Scoftt Foresman
Science for Life and Living (BSC ) Kendall-Hunt
Michigan Model

CURRICULUM BY SPECIFIC CONTENT AREA

Body/Anatomy and Physiology

Disease

Drugs

Fitness

Hurnan Sexuality

Safety

*Examples: FLASH
McGruff Elementary School Puppet Program
Committee for Children Talking About Touching
STD/HIV AIDS
Physical Best

*These are just a few examples of the many curriculum sources
and vendors available on the market for this category.
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THOSE WHO HELPED

This book represents the work of scores of school administrators, teachers, parents, community
members, health education specialists, and others who helped develop meaningful health education
for school children in five Pacific Northwest states.

It is the cuimination of the three-year Rural Comprehensive Health Education Project coordi-
nated by the Northwest Regional Educational Laboratory. NWREL worked with six rural school dis-
tricts from its region, which includes the states of Oregon, Washington, idaho, Montana, and Alaska,
in the development of comprehensive rural health education. Steve Nelson, director of NWREL's Ru-
ral Education Program, directed the RCHEP, and Helen Sjolander, a rural specialist with NWREL,
served as project manager.

The RCHEP would not have been possible without the generous financial support of the U.S. De-
partment of Education. Thanks also must be extended to each of the school districts, their adminis-
trators, community members, and boards of directors who supported this project on the loral level.

But it was really the teachers and principals in each of the buildings who made this project work. ,
Without their dedication and perseverance, the Rural Comprehensive Health Education Project :
would not have thrived. It is not possible to list all of them, but to each we extend our appreciation. )

Each school also assigned a contact person, a volunteer if you will, who served as site coordina-
tor. Thanks to Rita Abel and Barb DePaso, Alaska Gateway School District; Craig Kunz, Teton
County Schools #401; Dan White, Seeley Lake Elementary District #34; Teresa Clinton and Eleanor
Bessonette, Carlton Elementary School District #11; Frank Cardif, Umpqua School District #45; and
Bonnie Seto, Granger School District #204.

Health education specialists played critical roles as resources, consultants, cheerleaders, and col-
laborators in the three-year effort to build heaith curriculum. The specialists on this project were
Lorraine Davis, vice provost for academic personnel, University of Oregon, Eugene: Jim Girvan,
chair, department of health and physical education, Idaho State University, Pocatello; Jane M. Gut-
ting, director of interagency programs, ESD #105, Yakima, Washington; Leslie McEride, associate pro-
tessor, heaith studies, Portland State University; Kathleen Miller, associate dean, school of educa-
tion, University of Montana, Missoula; and Nancy Murphy, assistant professor, department of
education, University of Alaska/Fairbanks.

The contents for this book were generated during the three-year life of the RCHEP. The {rame-
work evolved as participants got to know each other during a series of meetings at the NWREL of-
fices in Portland, Oregon. The conversations, observations, and stories that the participants shared
during those meetings were invaluable in setting the tone, establishing the direction, and providing R
3 the foundation. Good rural folks all, they included: R
. Oregon: Eleanor Bessonette, principal, Teresa Clinton and Rich Moberg, teachers, and Suzanne e
S Farmer, child development specialist, Carlton Elementary School; Frank Cardiff and Cindy Goff,
teachers, Umpqua School District; and Leslie McBride, associate professor, health studies, Portland
State University. .

Idaho: Jim Girvan, chair, department of health and physical education, Idaho State University;
Wilda Ball, teacher, health education. and Craig Kunz, principal, Teton Middle School; and Jannifer
Cooke, teacher, Victor Elementary School.

Washington: Jane Gutting, director of interagency programs, ESD #105, Yakima: Bonnie Seto.
school nurse, Judy Hurlburt. teacher, and Tony Whitley, health teacher, Granger School District.

Montana: Kathleen Miller. associate dean, school of education, University of Montana; Dan
White, principal, Kathleen Thompson, primary teacher. and Becky Gehrke, physical educa-
tion/health educator, Seeley Lake Elementary School.

Alaska: Nancy Murphy. assistant professor, department of education, University of Alaska/Fair-
banks: 1nd Rita Abel, elementary/high school teacher, and Barb DePaso, sixth-grade teacher, Tok
School.

Finally, thanks to Dan Stephens of the Renaissance Group for his creative graphic design, Mary
Girouard for her invaluable desktop publishing skills, and to Helen Sjolander, Mary Girouard, and
others who proofread this report and prodded. pushed. and cajoled its editor to final publication.

Tony Kneidek of the Northwest Regional Educational Laboratory was the primary writcr, phioiug-
rapher, and editor for this book.




REFERENCES &
ADDITIONAL READING

REFERENCES

Allensworth. D. and Kolbe. L. (December 1587). The comprehensive school health program:
Fxploring an expanded concept. Journal of School Health, 57(10), -109-412.

American School Health Association. (January/February 1992). A point of view for health
education. Journal of Health Education. 23(1), 4-6.

Caudell, L. (March 1992). Crime of sexual abuse harms children’s souls. Oregon Girls
Advocate. Portiand. OR: Northwest Regional Educational Laboratory.

Children's Defense Fund. (1992). Citv child poverty data from the 1990 census. Washington, DC.
Children's Health Market. Inc. (1988-91). The great body shop. Wilton, CT: Author.

Education Week. (September 9, 1992). Health educators seek help in handling controversy, and
child poverty rose steadily in ‘80s, city-by-city county by CDF shows.

English. J. and Sancho. A. (1991). Comprehensive school health education for hispanic youth:
Insights about curriculum adaptation. Los Alamitos. CA: Southwest Regional Laboratory.

Familv Resource Coalition Report. (1992). Special focus on rural families. Chicago, IL: The Family
Resource Coalition.

Garrison, J. (September 20, 1992). In search of a country doctor. The San Francisco Examiner.
Healthier Youth by the Year 2000 Project. (1990). American Medical Association. Chicago, IL.

Helge, D. (1990). National study regarding at-risk students. Bellingham, WA: National Rural Develop-
ment Institute.

Helge.D. and Paulk. J. (Fall 1989). HIV./AIDS education in rural schoois in the U.S.: Enough of the
right stuff? Journal of Rural and Small Schools. Bellingham. WA,

House Select Committee on Children. Youth, and Families. (1992). 4 decade of denial: Teens and
AIDS in America. Washington. DC.

Kime. R. E.. et al. (1977). Health instruction: An uction approach. Englewood Cliffs. NJ: Prentice-Hall.
Inc.

Kneidek. T. (June 1992). Oregon tackles task of cutting teen pregnancy. Oregon Girls
Advocate. Portland. OR: Northwest Regional Educational Laboratory.

Koop. E. C. (February 1987). Join the campaign against smokeless tobacco. PTA Today. Chicago, IL.

McGinnis. J. M. (1987). Summary of findings from national children and youth fitness study II. U.S. De-
partment of Health nd Human Services. Washington. DC: U.S. Government Printing Office.

Means. R. K. (1962), A historv of health education in the United States. Philadelphia. PA: Lea and
Febiger.

Nachtigal. P. (Ed.) (1982). Rural education: In search of a better iway. Boulder, CO: Westview Press.

National Commission on Chitdren. (1991). Beyond rhetoric: A new American agenda for children and
families. Washington, DC: Author.

National School Boards Association. (1991). School health: Helping children lecrn. Alexandria, VA:
Author.

Northwest Regional Educational Laboratory. (April 1990). New program gives a shot in the arm to
rural health education. Northwest Report. Portland. OR.

Nystrom, R. (June 1992). Nic: +iana sp.. part ilL: Pharmacology of the drug. Western Center News.
Portland. OR: Western Regional Center for Drug-Free Schools and Communities.




O'Hare, W., et al. (1992). The rural underclass: examination of multiple-problem populations in urban
an4 rural settings. Washington. DC: Population Reference Bureau.

Oppen, L. (1919). Teaching health. Washington. DC: U.S. Department of the Interior.

Pine, P. (1985). Critical issues report: Promoting health education in schools — problems and
solutions. American Association of School Administrators.

Research for Better Schools. (1992). Rural thinking skills catalog. Philadelphia. PA.

Sherman, A. (1992). Falling by the wayside: Children in rural America. Washington. DC:
Children's Defense Fund.

U.S. Public Health Service. (1939). High schools and sex education. Educaticnal publication #7. Wash-
ington, DC: U.S. Public Health Service. (Reprinted 1940).

ADDITIONAL READING

American Association of School Administrators. (1990). Healthy kids for the year 2000: An
action plan for schools. Arlington, VA: Author.

American School Health Association, (1991). Healthy people 2000: National health promotion and
disease prevention objectives and healthy schools. Kent, OH: Author.

Benard, B. (1991). Fostering resiliency in kids: Protective factors in the family, school, and
community. Portland. OR: Western Regional Center for Drug-Free Schools and Communities,
Northwest Regional Educational Laboratory.

Blair. S.. et al. (December 1987). Worksite health promotion for school faculty and staff.
Journal of School Health. 57(10), 469-473.

DeFriese. G. H. (Ed.). (April 1990). Comprehensive school health programs: current status, future
prospects (special issue). Journal of School Health, 60(4).

English, J., et al. (1990). Criteria for comprehensive health education curriculc. l.os Alamitos. CA:
Southwest Regional Laboratory.

Killip, D. C.. et al. (December 1987). Integra)zd school and community programs. Journal of School
Health, 57(10), 347-444.

Kolacki, E. (1981). How to plan inservice health education for elementary classroom
teachers. Health Education. 12, 32-34.

Lewis. A. C. (May 1992). An invisible minority. Phi Delta Kappan. 660-661.

National Health/Education Consortium. (1992). Bridging the gap: A health primer for education
professionals. Washington. DC: Author.

Nelson. S. (1986). How healthy is your school? NY: NCHE Press.

Stoops, J. (1992). Curriculum renewal: What is involved for small. rural schools? (Handbook I,
Issues). Portland, OR: Northwest Regional Educational Laboratory.

U.S. Department of Health and Human Services. (1990). National health promotion and disease
prevention objectives: Healthy people 2000. Washington. DC: US. Government Printing Office.




TECHNICAL SUMMARY

In 1989, Northwest Regional Educational Laboratory (NWREL) convened a rural curriculum study
committee to identify the barriers and enabling factors that atfect curriculum renewal in small. rural
SChools.

e committee included representatives from state education agencies responsible for ensuring
that basic education standards in the state are achieved. as well as representatives from other rural
school improvement organizations. The committee identified key factors which either impede or fa-
cilitate local curriculumn renewal in the small. rural schools of the region. Three bipolar contextual
factors emerged:

Leadership. Strong, committed leadership which is open to vrganizational input could facilitate
curriculum renewal. The absence of board., administrator. community, and/or staff leadership could
limit efforts for renewal.

Resources: The small organizational size of niral schools can promote flexibility and ease some
of the obstacles associated with change. There s less bureaucracy and red tape. and more personal
communication to foster change and the sharing of information. Limited fiscal resources. staff time,
expertise. and access to information can constrain curriculum renewal opportunities.

incentices A regulatory environment which provides fiscal and. or policy incentives for renewal.
coupled with outside technicai assistance and integrated approaches to curriculum. promotes local
renewal. A compliance orientation with few resources available for educational improvement, recog-
nition. or rewards detracts from local renewal opportunities.

The purpose of the Rural Comprehensive Health Education Project (RCHEP) was to demonstrate
that quality comprehensive school health education can be umplemented successfully in small, rural
schouls by influencing these three contextual factors.

With the support of a U.S. Department of Education grant. NWREL coordinated a three-year Fund
for the Improvement and Reform of Schools and Teaching project in six demonstration sites to ex-
pand the regional capacity to plan. develop. and install a comprehensive school health education
program. District enrollments ranged from 72 students in the smallest district to 1.050 in the largest.

Goals of this project were threefold:

1. Establish a regional network of heaith education curriculum specialists located in state educa-
tion agencies. institutions of higher education. and other educational service agencies

9 FEstablish and demonstrate a site-based planning model for implementing school health educa-
nion in small. rural, distressed settings

3. Expand practitioners’ awareness of the range of comprehensive school health education cur-
riculum activities and options

During the 1989-90 school year. six small. rural school districts serving disadvantaged students
were selected from across the five-state region served by NWREL to participate in the three-year pro-
ject. Each site was provided financial support. access to curriculum models. and a field-based
health education specialist from a university or educational service agency. Specialists facilitated
planning and implementatjon of a comprehensive school health education program guided by the
district's local school health education planning team. Participants completed a district health-
mstruction needs assessment and attended a regional health education curriculum fair, where they
selected materials which reflected identified needs.

Fhroughout the second year, part:  ants implemented curriculum. providerl staff inservice ac-
tivities. and evaluated progress. Curriculum implementation was supported by local staff develop-
ment efforts that reflected both tocal needs and compliance with state standards and guidelines.

During the final vear. districts continued to implement the curriculum. In addition, they assisted
other small. rural schools and agencies in addressing comprehensive school health education needs
and 1ssues.

By the conclusion of the grant period. the project resulted in the short- and long-term benefits
assoctated with:

1. Demonstration of a small. rural local education agency planning process for assessing local
health education needs. curriculum options, and instructional improvement

1 Increased visibility and access to demonstration models of comprehensive school health educa-
tion programs in each Northwest state which are effective in rural. small school settings
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3. Demonstration of the use of consultant-based staff development and technical assistance strate-

gies for the effective implementation of comprehensive health education curricula
1. Expanded capacity for dissemination. implementation. networking, and team building for com-

T,

prehensive school health education across the Northwest region

The project fostered comprehensive health education development at the six sites. and. equally
important. provided a framework for change that is proactive and inclusive. The RCHEP provided
the rollowing:
e Incentives for school administration, board, staff. and community to engage in health curriculum
renewal.
* Fiscal support that allowed for release time. expert consultants. and curriculur development —
three vital elements for successful health education renewal.

e A framework for effective leadership. which was encouraged through the use of the health spe-
cialists and local team-building activities. Each district school board was required to adopt a resolu-
tion of support to ensuie their commitment to the effort.

The evidence suggests that NWREL's original assumptions were well-founded. The six rural
school pilot sites demonstrated remarkable progress and commitment toward comprehensive
school health education. Similarly, these schools provide the following valuable lessons to other
rural educators and the organizations which serve them:

I. There is no single, all-purpose curriculum that addresses the comprehensive school health
education needs of small, rural schools. Moreover. the process of achieving a comprehensive school
health education curriculum is vitally important.

These is no absolute point where a school can affirm that 2 comprehensive health education pro-
gram has been achieved. Like reading, writing, and mathematics. there is never enough time or re-
sources to teach all that can be taught. Districts and schools set priorities and make decisions. But
teacher creativity carries the most important messages on (o the classroom.

in small. rural schools. comprehensive health curriculum can be integrated and students can be
provided the opportunity to apply the most important health skills——communication. decision-
making. and personal responsibility for their own health and the health of their communities.

2. Rural school personnel take a holistic view. A focus on health education evolves into school
health promotion with a wellness orientation. Similarly. because of the close ties between the rural
school and community. school health quickly evolves into a community health effort. Family in-
volvement in implementing health promotion activities will occur.

3. Small. rural schools are unique and special. They deserve recognition and are proud of their
accomplishments. They are naturally skeptical of urban models and urban experts. Their self-

reliance and pride is an asset. Their message is clear: “Show us the alternatives, provide us with
resources and information, and we will build an effective program that is valued in our community.”

4. Dissemination and demonstration efforts take a grass-roots perspective. The target audience
ior dissemination is local peers — teachers. administrators. and board members who share similar
dailv challenges as educators. Participants said local and regional demonstration activities. particu-
larly those onsite. were most effective and desirable. Similarly. participants felt that demonstration
of the planning process was more effective and meaningful than detailing the particular curriculum

thev adopted.

PAFulToxt Provided by ERIC



YA

FOR MORE INFORMATION

REGIONAL

oo mitormation on he
b s our respective sta
For W ellness Conterences intormation. call state departments for curre
L seaside Health Conterence: in Montana. Rocky Mt Rendezvous: in
a1 Potato Conterence: i Washineton, Fort Worden Wellness Conterenced.

sevard Wellness i thredor
tadio Gre

ERI

PAFullToxt Provided by ERIC

NVorthwest Regional Educanonat Laboratory

STATE

Alaska

Alaska State Department of Education - Health
Alaska Gatewayv School District - Tok School
University ot Alaska Fairbanks - Fducation

Alaska Health Fducation Consortinn.n

ldaho

state Departeient of Pdication - Health and PE

ldaho State | anversity - Department ot Health, PECand Danee
Teton County school District - Teton Middle School

Victor Elementary School

Montana

Office ot Public Instruction - Department of Health Enhancement
The Uiversity of Montana - Health and Human Performance
Montana state | niversity - Health and Human Development
Eastern Montana College - Human Pertormance & Health Studies
Westers Hiontana Collewe - Rural Education

MAHPERD - call OPE tor current information

Seeley Lake Fiementary

Oregon

Oregon Departinent of Education - Health & PE
Umpqua Elementary school 8P =45

Carlton Flementary School

Portland State University - Health Studies

Washi.gton

Office of State supermtendent of Public struction - Health & PE
Fastern Washmaton Uiversity - Center for Rural Teacher Education
Westers Washinston University, Dept. of Health, PE & Recreation
FSD =505 - Rurai Heaith Ld Center tor Quality Schools

Pucei ~onnd EXD - Health Leducation Center

Granger sehool District -Roosevelt Flementary

tiranger Hizh >conool

CHEF-Comprebensive Health Education Foundation

‘G

o
303 2739488

907.-465-2841
907, 883-5161
907/474-6589
907, 4745115
507 343-1622

208:344-2281
298 236-2656
208 354-2971
208:787-2245

1064441434
1062434211
106:994-4001
406:657-2370
106/683-7121

1066772265

303.378 3602
503.459-3438
503,852-7161
503/725-5102

206:7533-6752
3094586200
206 676-3106
309:5753-2885
206:439-692 1
509 854-1420
09 8541115
206-824-28907
K00 323-CHEF

Aith associations, state chapters of AAHPERD. and upconng conferences,
te departments. Many ol the national organizations have state chapters.
nt information (in Alaska,




NATIONAL GOVERNMENT AGENCIES

Department of Education

Fund for the Improvement and Reform of

Schools and Teaching
Comprehensive School Health Education Program
555 New Jersey Avenue. NW, Room 522
Washington. DC 20208-5524
202/219-1496

Department of Health
and Human Services

Adolescent Pregnancy Program

Room 736E. Hubert H. Humphrey Building
200 Independence Avenue. SW
Washington. DC 20201

202/245-7473

Division of Adolescent & School Health
Center for Prevention of Chronic Diseases
Centers for Disease Control

Building 3. Room 108, Mailstop 11

1600 Clifton Road. NE

Atlanta. GA 30333

404/639-3037

Maternal and Child Health Coordinator
Indian Health Service

Parklawn Building, Room 6-22

5600 Fishers Lane

Rockwville. MD 20857

301/143-1948

Office of Minority Health

Hubert H. Humphrey Building. Room 118F
200 Independence Avenue. SW
Washington, DC 20201

202, 215-0020

Children and Schools Program

Office of Disease Prevention and Hearth Promotion
Switzer Building. Room 2132

330 C Street, SW

Washington. DC 20201

202,/472-5660

Environmental Protection Agency

Environmental Health Education Task Force
26 Federal Flaza, Room 737

New York. NY 10278

212/264-7364

National Organizations

American Academy of Pediatrics

1331 Pennsvlvania Avenue. NW, Suite 721
Washington. DC 20004

202/336-5475

American Alliance for Health. Physical Education.
Recreation and Dance

1900 Association Drive

Reston. VA 22091

703/476-3404

American Association of School Administrators
1800 North Moore Street

Arlington. VA 22209

703/528-0700

American Cancer Society
1599 Clifton Road. NE
Atlanta. GA 30329
404/329-7719

American College Health Association
15879 Crabbs Branch Way

Rockville. MD 20855

301/762-6102

American Council of Life Insurance-
Health InsuranceAssociation of America
Education Relations and Resources
1001 Pennsylvania Avenue, NW
Washington. DC 20004

202/624-2424

American Health Foundation
320 East 43 Street

New York. NY 10017
212/953-1900




\merican Heart Assocition

1250 Connecticut Avenue, NW, Suite 360
Washington, DC 20036

20)2,822.9380

American Lung Association
1740 Broadway

New York. NY 10019
212/315-8728 and 8730

Anerican Medical Association
535 North Dearborn Street, #5251
Chicago. IL 60610

312/645-4472 and 3315

American Nurses Assoclation
16 Linda Place
Fairfield. NJ 07006

American Public Health Association
1015 15th Street. NW

Washington, DC 20005
202/789-5600

American Red Cross
1730 E Street. NW
Washington, DC 20006
202.639-3039

American School Health Association
National Office

P.0. Box 708

Kent. OH 44240

216/678-1601

Association for the Advancement of
Health Education

1900 Association Drive

Reston. VA 22091

T3 1T6-343T

Children’s Defense Fund
122 ¢ Street. NW
Wastungton, DC 20005
202 6288787

Comprehensive Health Education Foundation
3 Pacific Highway South

Seattle, WA 98198

206, 824-2907

Education. Training and Research Associates
P.O. Box 1330

Santa Cruz. CA 95061

10874381060

Department of Health and Safety
Metopolitan Life Insurance

One Madison Avenue

New York. NY 10010
212/578-5009

National Association of School Nurses
Lamplighter Lane

Scarborough. ME 04074

207.,883-2117 and 2683

National Association of Teachers of
Comprehensive Health

c/o Richard Loya

Highland Park High School

6020 Miles Avenue

Huntington Park. CA 90255

800/962-8243

National Center for Health Education
30 East 29th Street

New York. NY 10016

212/689-1886

National Education Association
1590 Adamson Parkway, Suite 260
Merrow, GA 30260

404/875-8819

National Mental Health Association
420 East 4th Street

Hinsdale. IL 60521

708/986-1800

National Rural and Small Schools Consortium
Miller Hall 359

Western Washington University

Bellingham. WA 98225

206/676-3576

National School Boards Association
1680 Duke Street

Alexandria. VA 22311

T03/838-6722

yesides information, a variety of reasonably priced resource materials come from agencies and
organizations. Check in your state for affiliations of these organizations.




‘Rural Education Prdgram
Director: Steve Nelson )
. RCHEP Project Manager: Helen Sjolander

Northwest Régional Educational Laboratory
+ 101 S.W. Main Street, Suite 500
Portland, Oregon 97204-3297
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