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Abstract

Coordinated school health (CSH) programs address multiple factors related to students’ overall 

health, thereby increasing their physical and mental readiness to learn. A formative evaluation of 

three school districts in 2010–2011 examined strategies for sustaining the school health teams 

(SHT) that lead CSH efforts. Qualitative data from 39 interviews and 13 focus groups revealed 

facilitators and barriers for sustaining SHTs. Quantitative data from 68 questionnaires completed 

by SHT members and school principals examined factors associated with having more active 

school health teams and district and school characteristics SHT members believed to be important 

to their schools’ efforts to implement CSH. Facilitators of sustaining SHTs included administrative 

support, staff engagement in the SHT, and shared goals and responsibility. Barriers to sustaining 

SHTs included limited time and competing priorities, budget and funding constraints, and staff 

turnover. Findings provide valuable insight into challenges and potential solutions for improving 

the sustainability of SHTs to enable them to better support CSH efforts.

Keywords

coordinated school health; school health teams; parent engagement; staff engagement

Children must be physically and emotionally healthy in order to learn (Dunkle, Nash, & 

Saunders, 1991; Novello, Degraw, & Kleinman, 1992); quite simply, healthier students are 

better learners (Basch, 2011; Harper & Lynch, 2007; Symons, Cinelli, James, & Groff, 

1997; Vernez, Krop, & Rydell, 1999). Health and education professionals have long 

recognized the positive effects school health programs have on improved academic 

performance, reduced health risk behaviors, and improved health outcomes (American 

Association of School Administrators, 2013; ASCD, 2012; Basch, 2010; Centers for Disease 

Control and Prevention, 2010; National School Boards Association, 2013). School health 

programs can improve students’ health knowledge, attitudes, and skills (Kolbe, 2002) and 

help prevent or reduce risk behaviors (Centers for Disease Control and Prevention, 2013a). 

This is an important aim because risky health-related behaviors such as early sexual 

initiation, violence, unhealthy eating, and physical inactivity are linked to poor grades and 

HHS Public Access
Author manuscript
Health Promot Pract. Author manuscript; available in PMC 2021 February 26.

Published in final edited form as:
Health Promot Pract. 2017 May ; 18(3): 418–427. doi:10.1177/1524839916638817.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



test scores, as well as lower academic success (Carlson et al., 2008; Florence, Asbridge, & 

Veugelers, 2008; Spriggs & Hapern, 2008; Srabstein & Piazza, 2008).

For many years, CDC has promoted a specific model to support student health within 

schools; this model, based on the work of Allensworth and Kolbe (1987), introduced eight 

components of a coordinated school health (CSH) program (Allensworth & Kolbe, 1987). 

This eight-component approach became a foundational framework for school health in the 

U.S. CSH is the systematic coordination of polices, practices, and components for 

improving students’ health and learning in our nation’s schools (Centers for Disease Control 

and Prevention, 2014). Although new frameworks such as the Whole School, Whole 

Community, Whole Child (WSCC) model (ASCD, 2012) are expanding what it means to 

support students, the foundational tenants of CSH appear in the WSCC model and remain a 

mainstay in school health. The WSCC model expands on the CSH components to emphasize 

both the psychosocial and physical environment as well as the growing roles that community 

agencies, families, and students must play in promoting health. As “the WSCC approach 

combines and builds on the elements of the Whole Child model and the CSH approach to 

create a unified model that supports a systematic, integrated, and collaborative approach to 

health and learning,” (Lewallen, Hunt, Potts-Datema, Zaza, S, Giles, 2015), it is critical to 

reflect on how CSH is implemented in schools. In particular, school staff, parents, students, 

and community members should examine the role of school health teams in aligning, 

developing, and implementing practices to create optimal learning environments that support 

the whole child (Murray, Hurley, Ahmed, 2015). Further, several structural elements and 

processes have proved useful for implementing CSH and a whole child approach in schools, 

including use of school health coordinators; school health teams; systematic assessment and 

planning; strong leadership and administrative support, particularly from school principals; 

integration of health-related goals into school improvement plans; and strong community 

collaborations (Rasberry, Slade, Lohrmann, Valois, 2015)—all factors that are discussed in 

this article.

School health teams are well positioned to help establish a collaborative approach to 

learning and health. To learn more about the elements and processes essential to successful 

coordinated school health efforts, CDC and ICF International (a research and evaluation 

firm) provided evaluation support to explore CSH implementation in three school districts: 

Charlotte-Mecklenburg Schools in Charlotte, North Carolina; Gibson County Special School 

District in Dyer, Tennessee; and Jackson Public Schools in Jackson, Michigan. The study 

was intended to help the districts and CDC better understand how strong CSH initiatives 

functioned and could be improved.

As part of a larger evaluation exploring concepts of coordination and integration in a broader 

framework for CSH (Pitt Barnes et al., 2011), one area of interest was the formation and 

function of school health teams (SHTs), referred to as healthy school teams, wellness 

committees, or health leadership teams. Comprising representatives from school, home, and 

community—such as principals, school nurses, social workers, teachers, parents, students, 

and community partners serving children and youth—SHTs are charged with improving 

health within schools by planning, monitoring, and implementing CSH. SHTs typically 

identify health problems and concerns, set priorities, and develop solutions through action 
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plans incorporated into schools’ overall improvement plans to link health with learning 

outcomes (Centers for Disease Control and Prevention, 2013b).

Little has been systematically documented about the role of SHTs and how they affect health 

outcomes. The few studies that have been conducted have examined whether adequate 

resources for CSH will lead to desired outcomes (Weiler, Pigg Jr, & McDermott, 2003), 

confirming the connection between CSH and improved academic performance (Basch, 2011; 

Murray, Low, Hollis, Cross, & Davis, 2007; Rosas, Case, & Tholstrup, 2009; Vinciullo & 

Bradley, 2009), or focusing on specific roles played by certain types of school staff, such as 

nurses (Bradley, 1997) and school counselors (Henry, McNab, & Coker, 2005), in CSH 

activities. Engagement of key stakeholders on SHTs is believed important for achieving 

health and academic outcomes, but additional research is needed to understand the 

mechanics of successful SHTs and CSH. In this study, we explored barriers and facilitators 

to sustaining SHTs in high-functioning CSH programs in three school districts. Some of the 

criteria used to determine a district had a high-functioning CSH program included: presence 

of a full-time district CSH coordinator; convening of a district CSH advisory council or 

similar group; a dedicated budget for implementing school health efforts and/or facilitating 

coordination of health efforts; evidence of data collection and use of data to inform decision-

making; implementation of initiatives that were student focused and encompassed more than 

one component of the CDC CSH model; and use of multiple strategies to address any one 

topic/content area. We specifically answer the question, “What are the barriers and 

facilitators to sustaining school health teams in high-functioning CSH programs across three 

school districts?”

Methods

To understand the context and nature of barriers and facilitators of sustaining a SHT, we 

used qualitative and quantitative methods. Representatives from a total of 13 elementary, 4 

middle, and 4 high schools from the 3 districts participated in this study. Among other 

criteria, we selected a range of schools from each district that had SHTs who met regularly, 

identified CSH activities for the year, and had broad representation in its membership 

(including from health services, nutrition services, physical education, family/community). 

Each district’s CSH coordinator assisted with the planning and design of the study, including 

identifying and recruiting participants for the interviews and focus groups. We conducted 

semi-structured interviews with 22 SHT leads (school staff appointed to lead SHTs) and 17 

school principals. We also conducted 13 focus groups with 51 SHT members. The topics of 

inquiry in interviews and focus groups differed slightly by target audience as they addressed 

our overarching evaluation examining coordination and integration in a broader framework 

for CSH, but questions about barriers and facilitators to sustaining a SHT were similar in 

both interviews and focus groups. Interviews and focus groups were conducted in person by 

trained data collectors with qualitative data collection experience.

Interview and focus group data were summarized and analyzed using a thematic approach, 

systematic coding, and qualitative analysis software (ATLAS.ti). The evaluation team 

approached the analysis using a detailed process that entailed (1) data capture, (2) codebook 

development, (3) intercoder reliability assessment, (4) code application and coding 
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guidelines developed specifically for this study, and (5) detailed documentation of themes by 

district and by respondent categories of interest (Miles & Huberman, 1994). The team used 

both thematic and content analyses, which allowed identifying and labeling of themes, 

patterns, relationships, and differences in the data as they related to facilitators and barriers 

to sustaining SHTs.

Quantitative data were collected through a questionnaire we developed to explore elements 

of CSH coordination. The questionnaire, administered online to district- and school-level 

staff and partners, provided evaluation data for a larger study, but findings presented here 

include only data from respondents asked to provide input on SHTs and CSH at the school 

level; these respondents included SHT leads, SHT members, and school principals. The 

questionnaire examined constructs such as leadership, parent engagement, community 

engagement, funding, district and school administrative support, and skills of the district 

CSH coordinators and SHT leads. These constructs captured a broad perspective on the 

critical elements of CSH coordination that reflected our hypothesized model of CSH 

coordination and integration for the larger study. We selected a subset of constructs that were 

most directly relevant to school health teams.

A total of 106 school-level staff from 21 elementary, middle, and high schools were invited 

to participate across all three districts. Respondents who did not complete the questionnaire 

by the initial due date or who expressed a desire for a paper copy of the questionnaire 

received a printed version. Sixty-eight school-level staff from 17 schools completed the 

questionnaire, resulting in a response rate of 65.2% (district-specific response rates ranged 

from 58.1% to 79.7%). Data collection occurred in spring and summer 2010. ICF 

International’s Institutional Review Board approved the study.

Quantitative data were used to explore some of the concepts emerging from qualitative 

interviews and focus groups. Correlation and logistic regression analyses examined factors 

associated with having more active SHTs, defined by participants’ reports that their teams 

“often implement[ed] programs and services that meet the needs of students” (as opposed to 

“never,” “seldom,” “sometimes,” or “I don’t know”). Analyses examined two sets of 

characteristics: (1) SHT and district characteristics, and (2) skills of the SHT lead. 

Additional frequency distributions were examined to identify district and school 

characteristics SHT members believed to be important to their schools’ efforts in 

implementing CSH. Analyses were conducted using SPSS version 21.0.

Results

Qualitative Findings

Facilitators of sustaining school health teams

Administrative support.: Qualitative data from interviews and focus groups were analyzed 

together to identify facilitators and barriers to sustaining SHTs. Across the three districts, 

SHT members often referenced administrative support as a key facilitator for sustaining 

SHTs. At one site, district leadership provided informational meetings to guide school staff 

tasked with forming a SHT and to demonstrate implementation of CSH components. In 

addition to hosting SHT informational meetings, district representatives visited select 
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schools throughout the year. A SHT member recalled a district representative helping her 

revise her SHT’s goals and better understand the whole process.

At the school level, leadership of both school-level administrators and the SHT lead was 

important. Leadership of school administrators, particularly the principal, ensured student 

health was prioritized along with academic outcomes, and in some cases, that leadership was 

a driving force behind the formation and support of SHTs. School administration support 

was cited as very important to SHT success in interviews and focus groups, and principals 

played a key role in staff engagement in the SHT. Furthermore, the lack of administrator-

level investment and leadership for CSH was cited as a potential major barrier. “If your 
administrator doesn’t agree with some of the things that you’re doing,” said a SHT lead, 

“then it won’t get done.” In addition, SHT leads were often noted as vital to the development 

and sustainability of their schools’ SHTs because they organized the team and led the 

development of activities and initiatives.

Staff engagement in the SHT.: Another primary facilitator for sustaining a SHT was staff 

engagement in the work of SHTs. Having passionate staff and resourceful SHT members 

was reported as vital to the success of SHTs in all three districts. SHT members noted that 

concern for students was instrumental in maintaining team activity despite competing 

demands on members’ time. SHT members indicated it was deep commitment to the work—

not just staff involvement—that sustained the team. Several respondents reported that 

passion for CSH and commitment to wellness were the most important facilitators of 

continued staff engagement on the SHT.

Staff who remained active on their SHTs got along well with other team members, had 

leaders who encouraged their efforts, and enjoyed seeing the positive effects of their work, 

particularly on students’ health. For example, members of one SHT proudly cited working 

with their city to influence the development of a park across the street from the school. 

Several respondents maintained their positions on the SHTs because they believed they 

made a difference in students’ health. One SHT member stated that being a role model was 

important, as was seeing the students learn about health and watching their actions change as 

a result of SHT initiatives. Visible positive impact of SHT efforts facilitated buy-in and 

participation.

These are people who are invested in the well-being of kids or they wouldn’t be 

here. And it is easy for people to get sidetracked at the end of the day because you 

are tired…they show up because they value what happens in the group.

—SHT member

In addition, broad staff representation on the SHT facilitated sharing information and ideas 

on how to meet the school’s health needs; thus, having a larger SHT with diverse staff was 

helpful because it allowed for both the delegation of tasks and also matching tasks to staff 

members’ skills and resources.

Shared goals, responsibility, and work.: The concept of shared goals, responsibility, and 

work was another facilitator of staff engagement. SHT members indicated that having a 

purpose or a goal for the school year, such as completing the School Health Index (CDC, 
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2013b) or planning for an event, facilitated staff engagement. Planning for and implementing 

concrete health-related activities enabled SHTs to work toward goals and helped members 

feel productive. Sharing the workload also ensured every member had a responsibility and 

felt accountable.

Barriers to sustaining school health teams

Limited time and competing priorities.: In all three school districts, SHT members 

described limited time as a barrier to sustaining school health teams for two reasons: (1) 

staff often did not have enough time to add SHT to their duties, and (2) scheduling SHT 

meetings was difficult. One SHT member mentioned that involvement on multiple school-

related committees made SHT participation more difficult; teachers often served on other 

school committees and could feel “committee-ed out.” In terms of scheduling, finding 

common meeting times that did not interfere with members’ other commitments was 

challenging. Scheduling was particularly difficult for after school meetings in one rural 

school district where school and home were often many miles apart.

Another time-related challenge involved inclusion of part-time staff. Because some part-time 

staff were at school for limited hours, they were sometimes absent when meetings were held 

or they had limited free time to attend SHT meetings. This was particularly problematic in 

one district where budget cuts required more part-time staff who, because of working limited 

hours, could rarely fit SHT meetings into their schedules.

SHTs convening during the school day faced additional challenges with staff involvement 

because teachers were needed for instructional time. As one SHT lead explained, “We don’t 
have a classroom teacher … we just never pulled a teacher out of the classroom, away from 
instruction.” Similar tensions existed in another district where formal meetings waned after 

the district and school administration emphasized the importance of instructional time 

during a teacher in-service training.

We’re still doing all of our work, we just were not coming to the table as a group. 

Instruction time is sacred. If you think about a small school with a staff of 10 or 12 

people and six of them are on the healthy school team, that’s a lot of instructional 

time.

—SHT member

Budget and funding constraints.: In addition to time constraints, budget considerations 

also emerged as a barrier to sustaining strong and active SHTs. Specifically, budget cuts 

threatened to terminate the positions of some school health team members. At one district, 

school nurses were assigned to be the SHT leads, but due to budget constraints, school nurse 

positions—and therefore the SHT leads—were in jeopardy. At another district, physical 

education teachers were cut from the staff and therefore no longer able to participate in the 

SHT. Further, SHT members were often unsure if a dedicated budget existed for CSH 

activities. Sometimes, multiple funding streams were reported, but delays in securing 

funding, the effort required to submit grant applications, and the threat of budget-related 

staff cuts were all seen as hindrances to CSH efforts.
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Staff turnover.: Staff turnover also was recognized as a threat to sustaining a SHT. Staff 

turnover, including attrition, position termination, retirement, within-district transfers, and 

committee changes, often affected the momentum of SHT activities. The absence of a 

member of the team was acutely felt and often resulted in a slowdown or halt in SHT 

activities.

Quantitative Findings

Quantitative data were used to further explore concepts that emerged in the qualitative data. 

Based on existing CSH literature, a number of key variables of interest were identified from 

the questionnaires (see Table 1). Of the 10 characteristics examined, 5 were significantly 

correlated with more active teams: SHT met 4 or more times during the current academic 

year (r=.26); involvement of a principal representative in the SHT (r=.28); SHT has a written 

mission, vision, or goals (r=.29); SHT members are willing to make the necessary time 

commitment to support CSH (r=.44); and school uses data to make decisions about CSH 

programs (r=.44). When these factors were entered into a single logistic regression model, 

two were found to be significant predictors of being a more active team: “SHT members are 

willing to make the necessary time commitment to support CSH” and “School uses data to 

make decisions about CSH programs” (see Table 2).

In addition, we examined the data to identify skills of SHT leads associated with having 

more active teams. Of the 14 skills assessed on the questionnaire, 12 were significantly 

correlated with active teams; these included written communication (r=.32), oral 

communication (r=.41), group facilitation (r=.32), interpersonal communication (r=.35), 

problem solving (r=.51), managing multiple responsibilities (r=.49), identification of 

funding opportunities (r=.41), consensus building (r=.40), marketing of CSH (r=.56), 

motivating individuals or groups to advocate for or support CSH (r=.55), providing 

necessary resources (r=.48), and knowledge about CSH (r=.52) (see Table 3). We attempted 

to enter these variables into a logistic regression model to identify predictors of being a more 

active team, but discovered that due to pervasive multicollinearity among these variables, we 

could not produce a stable model.

Finally, basic descriptive statistics were analyzed for participants’ responses to questions 

about the importance of various characteristics for schools’ efforts to implement CSH. Of 

the 14 characteristics examined, the 5 rated most important based on mean scores were (in 

order of importance) having an effective team lead, having an effective district school health 

coordinator, the presence of a functional school health team, school staff engagement, and 

the district leadership’s dedication to health (see Table 4).

Discussion

This study’s findings help document processes, barriers, and facilitators experienced by 

school staff implementing CSH initiatives. The combination of the quantitative and 

qualitative data collected in this evaluation provides a rich picture of the factors related to 

the success and challenges related to implementing and sustaining SHTs. Respondents 

viewed SHTs as effective and desirable for helping students become healthier and more 

ready to learn. Participation in SHTs can empower school staff, parents, students, and 
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community members by increasing their awareness and knowledge of existing school health 

policies and programs, providing opportunities for ownership and commitment, leveraging 

resources, and involving them in decision making. The team structure with broad 

representation was reported as both helpful and necessary, and the presence of a school 

health team emerged as one of the factors identified by respondents as most important in 

schools’ efforts to implement CSH.

Garnering support and leadership endorsement of principals was a key facilitator reported by 

respondents, and although quantitative data revealed principal involvement in the SHT was 

not an independent predictor of having a more active team when controlling for other 

factors, the data did reveal that principal involvement was significantly associated with 

having a more active team. In addition, engaging staff that were committed and passionate 

about students’ health and wellness was a critical facilitator of the SHT’s success. Team 

members noted that concern for students and deep commitment of staff was instrumental in 

maintaining team activity despite competing demands. This was also evident in the 

quantitative data where having SHT members who were willing to make the necessary time 

commitment to support CSH was a significant predictor of having a more active SHT. In 

addition, having a clear purpose and seeing achievement of goals, programs, or activities 

was noted as motivational for SHTs to continue their work despite challenges, and the use of 

data for making decisions about CSH programs was predictive of having a more active SHT. 

Facilitators of SHTs that emerged in this study were often characteristics specific to the team 

or school-level staff or infrastructure, but the quantitative data also revealed a couple of key 

district-level supports for CSH. In particular, the district leadership’s dedication to health 

and an effective district-level school health coordinator were two factors participants rated as 

among the most important characteristics in schools’ efforts to implement CSH, and this 

critical role of district-level leaderships also was supported by qualitative data.

Most of the barriers to the work of SHTs were logistical (e.g., scheduling of meetings, 

identifying staff to serve as members). Having time to participate and the timing of 

participation were key barriers. The time required to be a member seemed to depend on the 

staff role of potential SHT members such that part-time staff could not always participate in 

meetings. In addition, finding time to have meetings and plan activities was described as a 

barrier when/if it encroached on instructional time—an increasing concern for school staff 

being held ever more accountable for student academic success.

The issue of resources and budget cuts also sometimes limited the effectiveness of SHTs and 

diminished members’ motivation to sustain momentum. Interestingly, budget-related 

characteristics (such as the school having a dedicated budget for CSH) and SHT lead skills 

(such as grant writing and fundraising) were not associated with having more active teams, 

but qualitative findings revealed budget constraints could have indirect impacts such as cuts 

to nursing and other allied health or professional staff, key members of SHTs who may no 

longer be present or accessible.

This study does, however, have important limitations. First, the study was limited to three 

school districts, and though these districts were selected because they have reputations for 

strong CSH programs, they may not reflect what strong CSH, or a strong SHT, looks like in 
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other districts. In addition, the response rate from the questionnaire used to provide 

information on the types of participants in, and activities of, SHTs was 65.2%; although a 

higher response rate would strengthen the validity of our quantitative findings, we used 

multiple qualitative data sources (interviews and focus groups) to supplement and expand on 

our quantitative findings. In addition, the quantitative analysis is limited by missing data for 

certain items and the infeasibility of accounting for nesting of respondents within schools.

Despite these limitations, our findings have important implications for practice. Based on 

this study, we suggest district and school staff may consider several strategies for sustaining 

SHTs. One strategy is to obtain administrative support and buy-in for the SHTs and their 

activities. Another strategy is to designate a lead staff member within the SHT to take 

responsibility for ensuring the team supports school-level CSH activities. In addition, using 

data-driven decision-making and then articulating clear purpose and shared goals can help 

sustain SHTs, as this common purpose and movement towards goals was a factor many 

participants credited with strengthening their SHTs. To this end, the use of clearly defined 

and concrete activities (e.g., completion of the School Health Index) can promote progress 

or highlight accomplishments and may help SHTs stay focused and motivated. One last, but 

important, strategy is to think creatively about ways to overcome barriers such as scheduling 

challenges, budget reductions, and staff turnover (e.g., meeting via conference calls or 

streaming video, preparing and sharing meeting notes with new members). Although no 

barrier has clear and easy solutions, awareness of the challenges may better position SHTs to 

reduce such barriers.

This study contributes to building a broader understanding of the barriers and facilitators of 

SHTs. To our knowledge, this is the first study examining the function of sustainability of 

SHTs, which are an important mechanism for creating systemic change around health 

promotion within schools. Working with current staff, parents and families, students, and 

community organizations, schools can play a critical role in influencing social and physical 

environments and providing resources and practical strategies to help students adopt healthy 

lifestyles. l (Centers for Disease Control and Prevention, 2013b). Still, barriers to developing 

and sustaining SHTs must be addressed. Respondents in our study offered insight into 

challenges and potential solutions from CSH activities in three school districts.

School health teams are not restricted just to CSH programming; they are also relevant to 

other health promotion frameworks such as the WSCC model. The WSCC model highlights 

greater alignment, integration, and collaboration between education and health to improve 

each child’s cognitive, physical, social, and emotional development (ASDC, 2012). It 

incorporates the components of a coordinated school health program with an ecological 

approach that is directed at the whole school, with the school in turn drawing its resources 

and influences from the whole community—such as through the formation of a SHT—and 

serving to address the needs of the whole child. Findings provide useful directions for 

optimizing the success of SHTs as vital supports for CSH or WSCC and implementation of 

health promotion efforts in schools.

Cheung et al. Page 9

Health Promot Pract. Author manuscript; available in PMC 2021 February 26.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



References

Allensworth DD, & Kolbe LJ (1987). The comprehensive school health program: Exploring an 
expanded concept. Journal of School Health, 57(19), 409–412.

American Association of School Administrators. (2013). AASA Belief and Position Statements. 
Retrieved November 18, 2013, from http://www.aasa.org/uploadedFiles/About/AASA_Bylaws/
AASABeliefsPositionStatementFeb2013.pdf.

ASCD. (2012). Making the case for educating the whole child. Retrieved November 18, 2013, from 
http://www.wholechildeducation.org/assets/content/mx-resources/WholeChild-MakingTheCase.pdf.

Basch CE (2010). Healthier students are better learners: A missing link in school reforms to close the 
achievement gap Equity Matters: Research Review No. 6. New York: Columbia University.

Basch CE (2011). Healthier students are better learners: High-quality, strategically planned, and 
effectively coordinated school health programs must be a fundamental mission of schools to help 
close the achievement gap. Journal of School Health, 81(10), 650–662.

Bradley BJ (1997). The school health nurse as health educator. Journal of School Health, 67(1).

Carlson S, Fulton J, Lee S, Maynard M, Drown D, Kohl H III, & Dietz W (2008). Physical education 
and academic achievement in elementary school: Data from the Early Childhood Longitudinal 
Study. American Journal of Public Health, 98(4), 721–727. [PubMed: 18309127] 

Centers for Disease Control and Prevention. (2010). The association between school-based physical 
activity, including educaiton, and academic performance. Atlanta, GA: U.S. Department of Health 
and Human Services.

Centers for Disease Control and Prevention. (2013a). Goals of Coordinated School Health. Retrieved 
April 23, 2015, from http://www.cdc.gov/healthyyouth/cshp/goals.htm.

Centers for Disease Control and Prevention. (2013b). How schools can implement coordinated school 
health. Retrieved December 1, 2014, from http://www.cdc.gov/healthyyouth/cshp/schools.htm.

Centers for Disease Control and Prevention. (2014). School Health Index Training Manual. Retrieved 
April 23, 2015, from http://www.cdc.gov/healthyyouth/shi/training/.

Dunkle MC, Nash MA, & Saunders D (1991). Beyond the Health Room. Washington, DC: Council of 
Chief State School Officers.

Florence MD, Asbridge M, & Veugelers PJ (2008). Diet quality and academic performance. Journal of 
School Health, 78(4), 209–215.

Harper S, & Lynch J (2007). Trends in socioeconomic inequalities in adult health behaviors among 
U.S. states, 1990–2004. Public Health Reports, 122(2), 177–189. [PubMed: 17357360] 

Henry J, McNab W, & Coker JK (2005). The school counsellor: An essential partner in today’s 
coordinated school health climate. Guidance and Counseling, 20(3–4), 102–108.

Kolbe LJ (2002). Education reform and the goals of modern school health programs. The State 
Education Standard, 4–11.

Lewallen TC, Hunt H, Potts-Datema W, Zaza S and Giles W (2015), The Whole School, Whole 
Community, Whole Child Model: A New Approach for Improving Educational Attainment and 
Healthy Development for Students. Journal of School Health, 85: 729–739. doi: 10.1111/
josh.12310

Miles MB, & Huberman AM (1994). Qualitative data analysis: An expanded sourcebook: Sage.

Murray NG, Low BJ, Hollis C, Cross AW, & Davis SM (2007). Coordinated school health programs 
and academic achievement: A systematic review of the literature. Journal of School Health, 77(9), 
589–600.

Murray SD, Hurley J and Ahmed SR (2015), Supporting the Whole Child Through Coordinated 
Policies, Processes, and Practices. J School Health, 85: 795–801. doi:10.1111/josh.12306 
[PubMed: 26440821] 

National School Boards Association. (2013). Beliefs and policies. Retrieved November 18, 2013, from 
http://www.nsba.org/About/NSBAGovernance/BeliefsandPolicies.pdf.

Novello AC, Degraw C, & Kleinman DV (1992). Healthy children ready to learn: An essential 
collaboration between health and education. Public Health Reports, 107(1), 3–15. [PubMed: 
1738805] 

Cheung et al. Page 10

Health Promot Pract. Author manuscript; available in PMC 2021 February 26.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://www.aasa.org/uploadedFiles/About/AASA_Bylaws/AASABeliefsPositionStatementFeb2013.pdf
http://www.aasa.org/uploadedFiles/About/AASA_Bylaws/AASABeliefsPositionStatementFeb2013.pdf
http://www.wholechildeducation.org/assets/content/mx-resources/WholeChild-MakingTheCase.pdf
http://www.cdc.gov/healthyyouth/cshp/goals.htm
http://www.cdc.gov/healthyyouth/cshp/schools.htm
http://www.cdc.gov/healthyyouth/shi/training/
http://www.nsba.org/About/NSBAGovernance/BeliefsandPolicies.pdf


Pitt Barnes S, Rasberry CN, Robin L, Dawkins N, Cheung K, Chervin D, … Keener Mast D (2011). 
Coordinated school health as a system: An emerging model. Paper presented at the 85th Annual 
American School Health Association Conference, Louisville, KY.

Rasberry CN, Slade S, Lohrmann DK and Valois RF (2015), Lessons Learned From the Whole Child 
and Coordinated School Health Approaches. J School Health, 85: 759–765. doi:10.1111/
josh.12307 [PubMed: 26440817] 

Rosas S, Case J, & Tholstrup L (2009). A retrospective examination of the relationship between 
implementation quality of the coordinated school health program model and school-level academic 
indicators over time. Journal of School Health, 79(3), 108–115.

Shirer K (n.d.). Promoting healthy youth, schools, and communities: A guide to community-school 
health councils. Available from http://www.cancer.org/acs/groups/content/@nho/documents/
document/guidetocommunityschoolhealhcou.pdf

Spriggs A, & Hapern C (2008). Timing of sexual debut and initiation of postsecondary education by 
early childhood. Perspectives on Sexual and Reproductive Health, 40(3), 152–161. [PubMed: 
18803797] 

Srabstein J, & Piazza T (2008). Public health, safety, and educational risks associated with bullying 
behaviors in American adolescents. International Journal of Adolescent Medicine and Health, 
20(2), 223–233. [PubMed: 18714558] 

Symons CW, Cinelli B, James TC, & Groff P (1997). Bridging student health risks and academic 
achievement through comprehensive school health programs. Journal of School Health, 67(6), 
220–227.

Vernez G, Krop R, & Rydell CP (1999). Closing the education gap: Benefits and costs. Santa Monica, 
CA.

Vinciullo FM, & Bradley BJ (2009). A correlational study of the relationship between a coordinated 
school health program and school achievement: A case for school health. Journal of School 
Nursing, 25(6), 453–465. doi: 10.1177/1059840509351987

Weiler RM, Pigg RM Jr, & McDermott RJ (2003). Evaluation of the Florida coordinated school health 
program pilot schools project. Journal of School Health, 73(1), 3–8.

Cheung et al. Page 11

Health Promot Pract. Author manuscript; available in PMC 2021 February 26.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://www.cancer.org/acs/groups/content/@nho/documents/document/guidetocommunityschoolhealhcou.pdf
http://www.cancer.org/acs/groups/content/@nho/documents/document/guidetocommunityschoolhealhcou.pdf


A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Cheung et al. Page 12

Ta
b

le
 1

A
ss

oc
ia

tio
ns

 B
et

w
ee

n 
Sc

ho
ol

 A
ct

iv
iti

es
 o

r 
C

ha
ra

ct
er

is
tic

s 
an

d 
M

or
e 

A
ct

iv
e 

Sc
ho

ol
 H

ea
lth

 T
ea

m
s 

(S
H

T
s)

C
ha

ra
ct

er
is

ti
c

D
es

cr
ip

ti
ve

 S
ta

ti
st

ic
s

P
ea

rs
on

’s
 c

or
re

la
ti

on

n
M

ea
n

SD
n

r
p-

va
lu

e

SH
T

 “
of

te
n”

 im
pl

em
en

ts
 p

ro
gr

am
s 

an
d 

se
rv

ic
es

 to
 m

ee
t t

he
 n

ee
ds

 o
f 

st
ud

en
ts

a
67

0.
55

.5
0

--
--

--

SH
T

 m
et

 4
 o

r 
m

or
e 

tim
es

 d
ur

in
g 

th
e 

cu
rr

en
t a

ca
de

m
ic

 y
ea

rb
67

0.
72

.4
5

66
.2

6
.0

34
*

T
he

 s
ch

oo
l h

as
 a

 h
ea

lth
 g

oa
l i

n 
its

 s
ch

oo
l i

m
pr

ov
em

en
t p

la
nc

50
1.

30
.4

6
50

−
.2

1
.1

50

In
vo

lv
em

en
t o

f 
th

e 
“p

ri
nc

ip
al

 r
ep

re
se

nt
at

iv
e”

 in
 th

e 
SH

T
d

67
3.

33
.8

4
66

.2
8

.0
24

*

SH
T

 h
as

 a
 w

ri
tte

n 
m

is
si

on
, v

is
io

n,
 o

r 
go

al
se

65
4.

26
1.

05
65

.2
9

.0
22

*

SH
T

 m
em

be
rs

 a
re

 w
ill

in
g 

to
 m

ak
e 

th
e 

ne
ce

ss
ar

y 
tim

e 
co

m
m

itm
en

t t
o 

su
pp

or
t C

SH
e

66
4.

36
.8

7
65

.4
4

.0
00

*

SH
T

 e
ng

ag
es

 in
 o

ng
oi

ng
 p

ro
fe

ss
io

na
l d

ev
el

op
m

en
t r

el
at

ed
 to

 C
SH

 a
nd

 h
ea

lth
e

67
3.

87
1.

09
66

.2
1

.0
89

Sc
ho

ol
 h

as
 a

 d
ed

ic
at

ed
 b

ud
ge

t f
or

 C
SH

c
46

1.
70

.4
7

46
−

.1
7

.2
56

Sc
ho

ol
 r

ou
tin

el
y 

m
on

ito
rs

 a
nd

 d
oc

um
en

ts
 C

SH
 p

ro
gr

am
 im

pl
em

en
ta

tio
nc

49
1.

20
.4

1
49

−
.1

2
.4

25

Sc
ho

ol
 u

se
s 

da
ta

 to
 m

ak
e 

de
ci

si
on

s 
ab

ou
t C

SH
 p

ro
gr

am
se

65
4.

18
.8

1
65

.4
4

.0
00

*

N
ot

e.
 M

or
e 

ac
tiv

e 
SH

T
s 

w
er

e 
th

os
e 

fo
r 

w
ho

m
 p

ar
tic

ip
an

ts
 r

ep
or

te
d 

th
e 

te
am

 “
of

te
n 

im
pl

em
en

t[
ed

] 
pr

og
ra

m
s 

an
d 

se
rv

ic
es

 th
at

 m
ee

t t
he

 n
ee

ds
 o

f 
st

ud
en

ts
.”

 C
al

cu
la

tio
ns

 f
or

 d
es

cr
ip

tiv
e 

st
at

is
tic

s 
an

d 
co

rr
el

at
io

ns
 e

xc
lu

de
d 

m
is

si
ng

 d
at

a 
an

d 
an

y 
“d

on
’t

 k
no

w
” 

re
sp

on
se

s.

a D
at

a 
w

er
e 

co
de

d 
as

: n
ev

er
, s

el
do

m
, o

r 
so

m
et

im
es

=
0;

 o
ft

en
=

1

b D
at

a 
w

er
e 

co
de

d 
as

: 1
–3

 ti
m

es
=

0;
 4

 o
r 

m
or

e 
tim

es
 =

1

c D
at

a 
w

er
e 

co
de

d 
as

: 1
=

ye
s;

 2
=

no

d D
at

a 
w

er
e 

co
de

d 
as

: 0
=

no
t a

 m
em

be
r;

 1
=

no
t a

t a
ll 

in
vo

lv
ed

; 2
=

so
m

ew
ha

t i
nv

ol
ve

d;
 3

=
in

vo
lv

ed
; 4

=
ve

ry
 in

vo
lv

ed

e D
at

a 
w

er
e 

co
de

d 
as

: 1
=

st
ro

ng
ly

 d
is

ag
re

e;
 2

=
so

m
ew

ha
t d

is
ag

re
e;

 3
=

ne
ith

er
 a

gr
ee

 n
or

 d
is

ag
re

e;
 4

=
so

m
ew

ha
t a

gr
ee

; 5
=

st
ro

ng
ly

 a
gr

ee

Health Promot Pract. Author manuscript; available in PMC 2021 February 26.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Cheung et al. Page 13

Ta
b

le
 2

L
og

is
tic

 R
eg

re
ss

io
n 

A
na

ly
si

s 
Id

en
tif

yi
ng

 P
re

di
ct

or
s 

of
 M

or
e 

A
ct

iv
e 

Sc
ho

ol
 H

ea
lth

 T
ea

m
s

Sc
ho

ol
 h

ea
lt

h 
te

am
 (

SH
T

)/
di

st
ri

ct
 c

ha
ra

ct
er

is
ti

cs
 (

n=
59

)
B

S.
E

.
W

al
d

Si
g.

E
xp

(B
)

95
%

C
I

SH
T

 m
et

 4
 o

r 
m

or
e 

tim
es

 d
ur

in
g 

th
e 

cu
rr

en
t a

ca
de

m
ic

 y
ea

r
−

.3
46

.8
95

.1
50

.6
99

.7
07

.1
22

4.
08

9

In
vo

lv
em

en
t o

f 
th

e 
“p

ri
nc

ip
al

 r
ep

re
se

nt
at

iv
e”

 in
 th

e 
SH

T
.1

07
.4

68
.0

52
.8

20
1.

11
3

.4
44

2.
78

6

SH
T

 h
as

 a
 w

ri
tte

n 
m

is
si

on
, v

is
io

n,
 o

r 
go

al
s

.1
74

.3
90

.1
99

.6
55

1.
19

0
.5

54
2.

55
8

SH
T

 m
em

be
rs

 a
re

 w
ill

in
g 

to
 m

ak
e 

th
e 

ne
ce

ss
ar

y 
tim

e 
co

m
m

itm
en

t t
o 

su
pp

or
t C

SH
1.

18
3

.5
50

4.
63

5
.0

31
3.

26
4

1.
11

2
9.

58
4

Sc
ho

ol
 u

se
s 

da
ta

 to
 m

ak
e 

de
ci

si
on

s 
ab

ou
t C

SH
 p

ro
gr

am
s

1.
32

0
.5

83
5.

13
4

.0
23

3.
74

3
1.

19
5

11
.7

26

Health Promot Pract. Author manuscript; available in PMC 2021 February 26.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Cheung et al. Page 14

Ta
b

le
 3

C
or

re
la

tio
ns

 B
et

w
ee

n 
Sc

ho
ol

 H
ea

lth
 T

ea
m

 (
SH

T
) 

L
ea

d 
Sk

ill
s 

an
d 

M
or

e 
A

ct
iv

e 
SH

T
s

SH
T

 L
ea

d 
C

ha
ra

ct
er

is
ti

c

D
es

cr
ip

ti
ve

 S
ta

ti
st

ic
s

P
ea

rs
on

’s
 c

or
re

la
ti

on

n
M

ea
n 

(S
D

)
R

an
ge

n
r

p-
va

lu
e

W
ri

tte
n 

co
m

m
un

ic
at

io
n

53
4.

21
.8

8
52

.3
2

.0
22

*

O
ra

l c
om

m
un

ic
at

io
n

55
4.

36
.8

5
54

.4
1

.0
02

*

G
ro

up
 f

ac
ili

ta
tio

n
55

4.
27

.8
0

54
.3

2
.0

18
*

In
te

rp
er

so
na

l c
om

m
un

ic
at

io
n

53
4.

26
.7

9
52

.3
5

.0
12

*

G
ra

nt
 w

ri
tin

g
36

3.
97

1.
03

35
.2

9
.0

97

Pr
ob

le
m

 s
ol

vi
ng

53
4.

11
.8

0
52

.5
1

<
.0

01
*

Fu
nd

ra
is

in
g

37
3.

51
1.

12
36

.2
6

.1
34

M
an

ag
in

g 
m

ul
tip

le
 r

es
po

ns
ib

ili
tie

s
51

4.
22

.8
6

50
.4

9
<

.0
01

*

Id
en

tif
ic

at
io

n 
of

 f
un

di
ng

 o
pp

or
tu

ni
tie

s
35

3.
83

1.
10

34
.4

1
.0

16
*

C
on

se
ns

us
 b

ui
ld

in
g

48
4.

02
.9

1
47

.4
0

.0
06

*

M
ar

ke
tin

g 
of

 C
SH

42
3.

71
1.

07
41

.5
6

<
.0

01
*

M
ot

iv
at

in
g 

in
di

vi
du

al
s 

or
 g

ro
up

s 
to

 a
dv

oc
at

e 
fo

r 
or

 s
up

po
rt

 C
SH

51
4.

08
1.

02
50

.5
5

<
.0

01
*

Pr
ov

id
in

g 
ne

ce
ss

ar
y 

re
so

ur
ce

s
48

4.
02

.9
8

47
.4

8
.0

01
*

K
no

w
le

dg
e 

ab
ou

t C
SH

52
4.

25
.9

7
51

.5
2

<
.0

01
*

N
ot

e.
 R

es
po

ns
e 

op
tio

ns
 in

cl
ud

ed
: 1

=
po

or
; 2

=
fa

ir
; 3

=
av

er
ag

e;
 4

=
go

od
; 5

=
ex

ce
lle

nt
. S

ki
pp

ed
 a

nd
 “

do
n’

t k
no

w
” 

re
sp

on
se

s 
w

er
e 

tr
ea

te
d 

as
 m

is
si

ng
.

Health Promot Pract. Author manuscript; available in PMC 2021 February 26.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Cheung et al. Page 15

Ta
b

le
 4

D
es

cr
ip

tiv
e 

St
at

is
tic

s 
fo

r 
th

e 
Im

po
rt

an
ce

 o
f 

Se
le

ct
 C

ha
ra

ct
er

is
tic

s 
in

 S
ch

oo
ls

’ 
E

ff
or

ts
 to

 I
m

pl
em

en
t C

oo
rd

in
at

ed
 S

ch
oo

l H
ea

lth
 (

C
SH

)

F
re

qu
en

cy
 D

is
tr

ib
ut

io
ns

 fo
r 

Im
po

rt
an

ce
 o

f 
E

ac
h 

C
ha

ra
ct

er
is

ti
c

D
es

cr
ip

ti
ve

 S
ta

ti
st

ic
s

N
ot

 im
po

rt
an

t 
%

 (
n)

Im
po

rt
an

t 
%

 (
n)

V
er

y 
im

po
rt

an
t 

%
 (

n)
D

on
’t

 k
no

w
 %

 (
n)

n
M

ea
n

SD

D
is

tr
ic

t l
ea

de
rs

hi
p’

s 
de

di
ca

tio
n 

to
 h

ea
lth

2.
9%

 (
2)

32
.4

%
 (

22
)

57
.4

%
 (

39
)

7.
4%

 (
5)

63
3.

59
.5

6

Su
pp

or
t o

f 
th

e 
Sc

ho
ol

 B
oa

rd
10

.3
%

 (
7)

23
.5

%
 (

16
)

54
.4

%
 (

37
)

11
.8

%
 (

8)
60

3.
50

.7
0

E
ff

ec
tiv

e 
di

st
ri

ct
 s

ch
oo

l h
ea

lth
 c

oo
rd

in
at

or
1.

5%
 (

1)
26

.5
%

 (
18

)
64

.7
%

 (
44

)
7.

4%
 (

5)
63

3.
68

.5
0

E
ff

ec
tiv

e 
sc

ho
ol

 h
ea

lth
 te

am
 le

ad
/c

ha
ir

2.
9%

 (
2)

22
.1

%
 (

15
)

69
.1

%
 (

47
)

5.
9%

 (
4)

64
3.

70
.5

2

Pa
re

nt
 e

ng
ag

em
en

t
22

.0
%

 (
15

)
32

.4
%

 (
22

)
39

.7
%

 (
27

)
5.

9%
 (

4)
64

3.
16

.8
6

C
om

m
un

ity
 e

ng
ag

em
en

t
22

.1
%

 (
15

)
33

.8
%

 (
23

)
38

.2
%

 (
26

)
5.

9%
 (

4)
64

3.
16

.8
2

Sc
ho

ol
 s

ta
ff

 e
ng

ag
em

en
t

4.
5%

 (
3)

25
.8

%
 (

17
)

66
.7

%
 (

44
)

3.
0%

 (
2)

64
3.

64
.5

7

A
va

ila
bi

lit
y 

of
 f

un
ds

 a
nd

 r
es

ou
rc

es
 f

or
 C

SH
15

.2
%

 (
10

)
30

.3
%

 (
20

)
43

.9
%

 (
29

)
10

.6
%

 (
7)

59
3.

25
.9

0

L
oc

al
 p

re
ss

/m
ed

ia
23

.0
%

 (
15

)
36

.9
%

 (
24

)
27

.7
%

 (
18

)
12

.3
%

 (
8)

57
2.

95
.9

5

C
le

ar
 a

nd
 r

ou
tin

e 
co

m
m

un
ic

at
io

n 
w

ith
 s

ta
ke

ho
ld

er
s

9.
1%

 (
6)

36
.4

%
 (

24
)

40
.9

%
 (

27
)

13
.6

%
 (

9)
57

3.
35

.7
2

A
va

ila
bi

lit
y 

an
d 

us
e 

of
 d

at
a

6.
1%

 (
4)

42
.4

%
 (

28
)

40
.9

%
 (

27
)

10
.6

%
 (

7)
59

3.
39

.6
2

Pr
es

en
ce

 o
f 

a 
fu

nc
tio

na
l d

is
tr

ic
t-

le
ve

l s
ch

oo
l h

ea
lth

 c
ou

nc
il

10
.6

%
 (

7)
37

.9
%

 (
25

)
40

.9
%

 (
27

)
10

.6
%

 (
7)

59
3.

31
.7

7

Pr
es

en
ce

 o
f 

a 
fu

nc
tio

na
l s

ch
oo

l h
ea

lth
 te

am
1.

5%
 (

1)
27

.7
%

 (
18

)
64

.6
%

 (
42

)
6.

2%
 (

4)
61

3.
67

.5
1

Pr
of

es
si

on
al

 d
ev

el
op

m
en

t r
el

at
ed

 to
 h

ea
lth

3.
0%

 (
2)

39
.4

%
 (

26
)

50
.0

%
 (

33
)

7.
6%

 (
5)

61
3.

51
.5

7

N
ot

e.
 F

or
 a

na
ly

si
s,

 d
at

a 
w

er
e 

co
de

d 
as

: 1
=

no
t i

m
po

rt
an

t a
t a

ll;
 2

=
so

m
ew

ha
t i

m
po

rt
an

t; 
3=

im
po

rt
an

t; 
4=

ve
ry

 im
po

rt
an

t. 
Sk

ip
pe

d 
an

d 
“d

on
’t

 k
no

w
” 

re
sp

on
se

s 
w

er
e 

tr
ea

te
d 

as
 m

is
si

ng
 w

he
n 

ca
lc

ul
at

in
g 

th
e 

m
ea

n 
sc

or
e.

 T
he

 n
 li

st
ed

 u
nd

er
 d

es
cr

ip
tiv

e 
st

at
is

tic
s 

ex
cl

ud
es

 “
do

n’
t k

no
w

” 
re

sp
on

se
s.

Health Promot Pract. Author manuscript; available in PMC 2021 February 26.


	Abstract
	Methods
	Results
	Qualitative Findings
	Facilitators of sustaining school health teams
	Administrative support.
	Staff engagement in the SHT.
	Shared goals, responsibility, and work.

	Barriers to sustaining school health teams
	Limited time and competing priorities.
	Budget and funding constraints.
	Staff turnover.


	Quantitative Findings

	Discussion
	References
	Table 1
	Table 2
	Table 3
	Table 4

