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ITEM RATIONALE
2008 SCHOOL HEALTH PROFILES
QUESTIONNAIRE FOR LEAD HEALTH EDUCATION TEACHERS


REQUIRED HEALTH EDUCATION


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

Question 2:  How many required health education courses do students take in grades 6 through 12 in this school?

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

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

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

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

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

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

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

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


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

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

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

Rationale: This question measures the tobacco-use prevention curricula content, and relates to the Healthy People 2010 Objective 7-2 of providing school health education to prevent health problems among middle, junior high, and high school students including those from tobacco use (4). Since most smoking is initiated by persons less than 18 years old, programs that prevent onset of smoking during the school years are crucial (5).   School-based tobacco prevention programs that address multiple psychosocial factors related to tobacco use among youth and that teach the skills necessary to resist those influences have demonstrated consistent and significant reductions or delays in adolescent smoking (5-12).  Social influence programming has reduced smoking onset by as much as 50%, with effects lasting up to 6 years, and with effects including reduction of the use of other tobacco products as well (7).  

In addition, this question measures the extent to which schools are complying with the components of the National Health Education Standards, which provide a framework for decisions about the lessons, strategies, activities, and types of assessment to include in a health education curriculum (3).

Question 9:  During this school year, did teachers in this school teach each of the following HIV, STD, or pregnancy prevention topics in a required course for students in any of grades 6, 7, or 8?

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

Rationale:  These questions measure the HIV prevention curricula content.  HIV and sex education programs can increase knowledge about how to avoid HIV and STD infection and unintended pregnancy. Efforts to increase knowledge alone about modes of transmission and strategies for prevention do not directly lead to behavior change (13).  In order to reduce HIV, other STDs, and unintended pregnancy, programs must address perceptions of risk, intentions, communication, and skills, in addition to HIV and STD knowledge (14).  

Adolescents have different HIV prevention needs than do adults. However, because of the variability among youth with respect to cognitive and social maturity and sexual experience, interventions must be tailored to meet the unique needs of younger versus older youth or sexually naive versus experienced teens. HIV prevention interventions also have to be matched to the cognitive level of adolescents and should be designed to improve behavioral skills for risk reduction, decision making, planning, and problem solving (15).

Part of a program’s effectiveness involves its organization and presentation of activities and materials in an age appropriate and logical sequence.  A typical logical sequence includes basic information about HIV, other STDs, and pregnancy, including susceptibility and severity of HIV, other STDs, and pregnancy; discussion of behaviors to reduce vulnerability; knowledge, values, attitudes and barriers related to these behaviors; and skills needed to perform these behaviors (16).  Messages in these effective programs are appropriate to the age, sexual experience, gender and culture of the youth (14).  

In addition, the appropriateness for age and HIV prevention curricula content were aligned with the National Health Education Standards (NHES), which provide a framework for decisions about the lessons, strategies, activities, and types of assessment to include in a health education curriculum (3).  The NHES, other state-level standards, and research findings from the literature on effective programs in HIV, other STD, or pregnancy prevention were used to determine the activities and materials for age appropriateness for grades 6-8 and 9-12 related to HIV prevention curricula content (3, 14-16).  

Question 11:  During this school year, did teachers in this school teach each of the following nutrition and dietary behavior topics in a required course for students in any of grades 6 through 12?

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

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

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



HIV PREVENTION

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

Rationale:  This question measures whether a school addresses HIV, other STD, and pregnancy prevention through targeted efforts reaching those identified as most at-risk. Risk for HIV infection is especially notable for youth of minority races and ethnicities.  African-Americans are the largest group of young people affected by HIV, accounting for 56% of all HIV infections ever reported among those aged 13–24 by 2001 (26).  And, although only 15% of teenagers (ages 13-19) in the United States are African- Americans, they accounted for 73% of new AIDS cases reported among teens in 2004 (27). In 2002, HIV/AIDS was the number one cause of death for African- American women aged 25-34 years and the number two cause of death for all African- Americans aged 35-44 (28).  Of the more than half a million people with AIDS who have died in the U.S., 38% were African American (29).  In addition, the incidence of AIDS for adult and adolescent Latinos in 2001 was more than 3 times higher than that among their non-Hispanic white counterparts (29,30). 

Data from CDC’s 2005 National Youth Risk Behavior Survey (YRBS) show that, compared with white students and Hispanic/Latino students, black students have the highest rates of several sexual risk behaviors: 67.6% of black students had ever had sexual intercourse, compared with 43.0% percent of white students and 51.0% of Hispanic/Latino students; 47.4% of black students were currently sexually active (i.e., had sexual intercourse with 1 or more persons during the 3 months preceding the survey), compared with 32.0% of white students and 35.0% of Hispanic/Latino students; 16.5% of black students had had sexual intercourse before age 13 years, compared with 4.0% of white students and 7.3% of Hispanic/Latino students; and 28.2% of black students had had sexual intercourse with 4 or more persons during their life, compared with 11.4% of white students and 15.9% of Hispanic/Latino students (31).

In addition to effective curricula, access to valid information and products, as well as access or referral to health, social, and psychological services to prevent HIV, other STDs, and pregnancy are especially important in ethnic/racial minority communities where the higher prevalence of HIV, other STDs, and pregnancy reflects both risky adolescent sexual behaviors and system barriers to quality prevention services (32).   Factors which may influence adolescents’ access to care include health insurance, cost, convenience, confidentiality, and demographic factors such as age, gender, and ethnicity (33-35).   

COLLABORATION

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

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

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

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

PROFESSIONAL DEVELOPMENT

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

Rationale:  This question measures the extent to which professional development has been received by the lead health teacher responsible for teaching about HIV/AIDS. As new information and research on prevention is available, those responsible for teaching about HIV/AIDS should periodically receive continuing education about HIV and other STD infections to assure they have the most current information about how widespread HIV and other STDs are, effective prevention and health education intervention strategies, and priority populations identified as most at-risk for HIV and other STD infection (14,47,48)

Effective implementation of school health education is linked directly to adequate teacher training programs (49).  School health education designed to decrease students’ participation in risk behaviors requires that teachers have appropriate training to develop and implement school health education curricula (49).  Staff development activities for health education teachers need to focus on teaching strategies that both actively engage students and facilitate their mastery of critical health information and skills (50).

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

Question 18:  Would you like to receive professional development on each of these health education topics?

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

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

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

PROFESSIONAL PREPARATION

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

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

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

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