
Family and Community Involvement in
Schools: Results From the School Health
Policies and Programs Study 2006

SHANNON MICHAEL, MPHa

PATRICIA DITTUS, PhDb

JOYCE EPSTEIN, PhDc

ABSTRACT

BACKGROUND: Family and community involvement in schools is linked strongly to

improvements in the academic achievement of students, better school attendance,

and improved school programs and quality.

METHODS: The Centers for Disease Control and Prevention conducts the School Health

Policies and Programs Study every 6 years. In 2006, computer-assisted telephone inter-

views or self-administered mail questionnaires were completed by state education agency

personnel in all 50 states plus the District of Columbia and among a nationally representa-

tive sample of school districts (n = 461). Computer-assisted personal interviews were con-

ducted with personnel in a nationally representative sample of elementary, middle, and

high schools (n = 1029) and with a nationally representative sample of teachers of

required health education classes and courses (n = 912) and required physical education

classes and courses (n = 1194).

RESULTS: Although family and community involvement in states, districts, and

schools was limited, many states, districts, and schools collaborated with community

groups and agencies to promote and support school health programs. More than half

of districts and schools communicated information to families on school health pro-

gram components. Teachers in 55.5% of required health education classes and courses

and 30.8% of required physical education classes and courses gave students home-

work or projects that involved family members.

CONCLUSIONS: Although family and community involvement occurred at all levels,

many schools are not doing some of the fundamental things schools could do to

increase family involvement. Improvements in family and community involvement can

support school health programs in states, districts, schools, and classrooms nationwide.
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Family and community involvement in education

is linked strongly to improvements in the aca-

demic achievement of students, better school atten-

dance, and improved school programs and quality.1-9

Family and community involvement also is associated

with improved student behavior and school disci-

pline.1,10 Therefore, schools, families, and the com-

munity should work together to deliver clear,

consistent messages to students, to encourage the de-

velopment of positive behaviors, to assist students in

receiving necessary preventive care, and to provide

access to resources and supportive networks.1,3,4,11

Families, irrespective of cultural background, edu-

cation, and income level, can positively influence

their children’s learning and behavior.5 Partnerships

between schools, families, and communities can

encourage sharing and help maximize resources and

expertise that will encourage the healthy development

of students, their families, and their community.

In the 1980s, Epstein and colleagues developed

a theoretical perspective called ‘‘overlapping spheres

of influence,’’ which posits that 3 contexts—home,

school, and community—act as overlapping spheres

of influence on children and on conditions and rela-

tionships in the 3 contexts.4,12 They continue to

conduct research to examine the nature and effects

of family and community involvement programs

developed as an official part of school organization

and district leadership.

Since 1996, the National Network of Partnership

Schools (NNPS) has been working with schools, dis-

tricts, states, and organizations to organize and sustain

research-based programs of family and community

involvement to increase students’ success in schools.

NNPS encourages schools to use a framework of 6

types of involvement that operate within the 3 over-

lapping spheres of influence.4,12-14 The 6 types of

involvement are parenting, communicating, volun-

teering, learning at home, decision making, and col-

laborating with the community. Although this

framework is generally used by states, districts, and

schools to identify and implement activities for family

and community involvement to improve academic

outcomes, it also can be applied to improve student

health outcomes.14,15 Following are examples of how

one could apply each of the 6 types of involvement

to enhance school health programs.

Parenting
Provide families with seminars, workshops, and

information on health topics that relate directly to les-

sons taught in health education and physical education

classes. For example, conduct workshops for families

on nutrition and key aspects of child and adolescent

development. In addition, build families’ leadership,

decision making, and parenting skills to support posi-

tive health attitudes and behaviors among students and

help build healthy home and school environments.

Communicating
Communicate with families about health education

classes and courses and opportunities to participate in

school health programs and other community-based

programs. By using 2-way communications (school-to-

home and home-to-school), families receive educa-

tional materials about different health topics, know

how they can be involved in school health pro-

grams, and keep in touch with teachers, administra-

tors, counselors, and other staff. School-to-home

communications include information for families

when students are given health-related screenings in

school (eg, eye exams, hearing tests, and head lice

inspections) and suggestions for follow-up services,

as needed, and school newsletters and Web sites that

feature columns on heath topics studied in class.

Home-to-school communications include messages

from parents to teachers, nurses, and administrators

about students’ medications and other health needs.

Volunteering
Recruit, train, and involve families as volunteers.

Take advantage of the time, experience, and resour-

ces of families and community members to enrich

health education and physical education classes. For

example, invite family volunteers to lead lunchtime

walkathons, weekend games, and after-school exer-

cise programs in dance, cheerleading, karate, aero-

bics, yoga, and other skills and talents.

Learning at Home
Involve families and students in health education

learning activities at home, including homework for

health instruction, personal goal setting for healthy

behaviors, and other health education-related activi-

ties. Have teachers develop homework assignments

for students that involve family discussions about

health topics and age-related health issues,16,17 iden-

tify health promotion projects in the community,

and invite families to participate in physical activities

in school or in the community such as runs, walka-

thons, and hiking.

Decision Making
Involve students, families, and community mem-

bers in parent organizations (eg, Parent Teacher Asso-

ciation or Parent Teacher Organization), on school

health councils, on school action teams to plan special

health-related events, and in other school groups and

organizations. In addition, involve parents in deci-

sions when developing school health policies, emer-

gency/crisis/safety plans, health and safety messages,

health-related curricula, food and beverage selections
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for school breakfasts and lunches, health services and

referral procedures, and other plans and programs.

Collaborating With the Community
Coordinate information, resources, and services

from community-based organizations, businesses, cul-

tural and civic organizations, health clinics, colleges

and universities, and other community groups that can

benefit students, families, and school staff. Offer com-

munity health services (eg, free immunizations, booster

shots, and health screenings) to families. Further,

encourage community businesses and organizations to

sponsor service-learning opportunities and other proj-

ects that enable students, faculty and staff, and families

to contribute to the health of the community.18

School faculty and staff need staff development to

learn how to develop strong plans and programs of

partnerships with families that take into consider-

ation the 6 types of involvement. Further, faculty

and staff must know how to relate to families in

ways that build trust and encourage participation,

effectively communicate with parents, and engage

families who come from different socioeconomic and

cultural backgrounds.19

Family and community involvement contributes

to the success of school health programs across the

country.3 Although family and community involve-

ment is an important component of a school health

program, it should be integrated with and promoted

by the other components—health education, physi-

cal education and activity, health services, mental

health and social services, nutrition services, healthy

and safe school environment, and faculty and staff

health promotion. For example, families can learn

about health topics through health education, and

by participating in school-based health education

activities (eg, parent/teacher meetings and parent

seminars) that may be cosponsored by schools and

community organizations. Families and community

members can advocate for safe spaces and facilities

at school and in the community that provide stu-

dents opportunities to engage in a range of physical

education activities. In addition, school facilities can

be made available for extracurricular activities and

community-sponsored sports leagues. Schools and

communities can collaborate to provide health serv-

ices such as physical health screenings and mental

health services including counseling, assessments, or

interventions to students, families, and community

members. Communities can support faculty and staff

health promotion programs (eg, donated exercise

equipment, stress management sessions, and healthy

weight programs). In addition, families and commu-

nity members can work with nutrition services staff

to discuss and create healthy menu choices for stu-

dents and help disseminate nutrition-related infor-

mation to all families. Finally, families and

community members can influence the climate and

culture of a school through the development of

school health policies, such as wellness promotion

policies and violence prevention policies that support

a safe and healthy school environment.

Selected Federal Support and Related Research
Family and community involvement in school

health programs is supported by several federal ini-

tiatives. The No Child Left Behind Act of 2001

updated the federal Title I program, section 1118,

which requires local schools and districts to adopt

specific strategies for developing effective programs

of school-family partnerships. Title I emphasizes the

need to involve parents in school policy decisions

about their children’s learning and development at

the school and district levels. The act also recognizes

the shared responsibilities of schools and families for

students’ high academic performance, requires

strengthening school and parent capacities for pro-

ductive mutual collaborations, and allocates Title I

funds to support the development of school-based,

goal-oriented parent involvement programs.20,21 In

addition, other federal funding for specific health

problems, such as prevention of tobacco use or ille-

gal drug use, often can be used to develop programs

that involve family and community members.3

Family and community involvement in school

health programs also is supported by nongovernmen-

tal organizations, such as the National Coalition for

Parental Involvement in Education, whose mission is

‘‘to advocate the involvement of parents in their

children’s education and to foster relationships

between home, school, and community that can

enhance the education of all our nation’s young peo-

ple.’’22 In addition, the Coalition for Community

Schools promotes the integration of academics, health

and social services, youth and community develop-

ment, and community engagement to improve student

learning, strengthen families, and sustain healthier

communities.23 Other professional education organi-

zations have identified standards for teachers to

demonstrate competency in the area of family

and community involvement.24 For example, the

National Parent Teacher Association (PTA) published

National Standards for Parent/Family Involvement

Programs, which link directly to the framework of 6

types of involvement.25 The National Board for Pro-

fessional Teaching Standards includes competencies

in family and community partnerships for every spe-

cialty and certification.26 In many communities

across the country, businesses, community organiza-

tions, and others participate on school health councils
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that advise educators at the state, district, and school

levels on school health policies and programs and

other school health efforts.

Theory, research, policies, and exemplary programs

and practices point to the importance of family and

community involvement for improving the quality of

school health programs. Little is known, however,

about the status of family and community involve-

ment in school health programs. The School Health

Policies and Programs Study (SHPPS) 2000 was the

first national study to measure school health policies

and programs involving family and community mem-

bers.27 This article describes for the first time findings

from SHPPS 2006 about family and community

involvement in school health programs. Specifically,

it uses the framework of 6 types of involvement (par-

enting, communicating, volunteering, learning at

home, decision making, and collaborating with the

community), as well as staff development, to describe

family and community involvement at the state, dis-

trict, school, and classroom levels. In addition, the

article describes changes in key family and commu-

nity involvement policies and programs from 2000 to

2006. While this article is primarily descriptive in

nature, the Centers for Disease Control and Preven-

tion intends to conduct more detailed analyses and

encourages others to conduct their own analyses

using the questionnaires and public-use data sets

available at www.cdc.gov/shpps.

METHODS

Detailed information about SHPPS 2006 methods is

provided in ‘‘Methods: School Health Policies and

Programs Study 2006’’ elsewhere in this issue of the

Journal of School Health. Following is a brief overview

of SHPPS 2006 methods specific to the family and

community involvement component of the study.

SHPPS 2006 assessed family and community

involvement at the state, district, school, and class-

room levels. State-level data were collected from

education agencies in all 50 states plus the District of

Columbia. District-level data were collected from

a nationally representative sample of public school

districts. School-level data were collected from

a nationally representative sample of public and pri-

vate elementary schools, middle schools, and high

schools. Classroom-level data were collected from

teachers of randomly selected classes covering

required health instruction and required physical

education in elementary schools and randomly

selected required health and physical education

courses in middle schools and high schools.

Questionnaires
Family and community involvement in school

health programs was assessed with questions inte-

grated into all 23 SHPPS 2006 questionnaires. Each

of these questionnaires is described in other articles

elsewhere in this issue of the Journal of School Health.

Family and community involvement topics assessed

by these questionnaires included family and commu-

nity involvement in school health councils; collabo-

ration among education agency staff and staff from

other agencies and organizations; promotion of

school health programs and services among families

and in the community; school participation in com-

munity-based health programs, community service

programs, and service-learning programs; family and

community involvement in developing, communi-

cating, and implementing school health policies or

activities; teacher promotion of family and commu-

nity involvement; and staff development on promot-

ing family and community involvement.

Data Collection and Respondents
State- and district-level data were collected by

computer-assisted telephone interviews or self-

administered mail questionnaires. Designated respon-

dents for each of 7 school health program components

(ie, health education, physical education and activ-

ity, health services, mental health and social serv-

ices, nutrition services, healthy and safe school

environment, and faculty and staff health promo-

tion) completed the interviews or questionnaires. At

the state level, the state-level contact designated

a single respondent for each component. At the dis-

trict level, the district-level contact could designate

a different respondent for each questionnaire or

questionnaire module (because of how long it took

to complete a questionnaire or the wide range of

topics assessed, some questionnaires were divided

into modules). All designated respondents had pri-

mary responsibility for, or were the most knowl-

edgeable about, the policies and programs addressing

the particular questionnaire or module.

After a state- or district-level contact identified

respondents, each respondent was sent a letter of

invitation and packet of study-related materials. Each

packet contained a paper copy of the questionnaire(s)

so that respondents could prepare for the interview

and provided a toll-free number and access code that

respondents could use to initiate the interview.

Respondents were told that the questionnaire(s) could

be used in preparation for their telephone interview

or completed and returned if self-administration was

preferred. One week after packets were mailed to

respondents, trained interviewers from a call center

placed calls to them to schedule and conduct tele-

phone interviews. In April 2006, telephone interview-

ing ceased and most of the remaining state- and

district-level data collection occurred via a mail sur-

vey. All remaining respondents were mailed paper

570 d Journal of School Health d October 2007, Vol. 77, No. 8 d No claim to original U.S. government works ª 2007, American School Health Association



questionnaires and return envelopes; however, inter-

viewers remained available for any respondents who

chose to contact the call center.

At the end of the data collection period (October

2006), 84% of all completed state-level question-

naires had been completed via telephone interview

and 16% as paper questionnaires. Among the com-

pleted district-level questionnaires, 61% of the ques-

tionnaires had at least 1 module completed via

telephone interview and 78% of the questionnaires

had at least 1 module completed on paper.

School-level and classroom-level data were col-

lected by computer-assisted personal interviews. Dur-

ing recruitment, the principal or another school-level

contact designated a faculty or staff respondent for

each questionnaire or module who had primary

responsibility for or the most knowledge about the

particular component. At the classroom level, respond-

ents to the computer-assisted personal interviews were

those health and physical education teachers whose

elementary school class or middle school or high

school course was selected during the sampling pro-

cess. All interviews were completed between January

and June 2006.

Response Rates
Because questions measuring family and commu-

nity involvement were integrated into the question-

naires measuring other school health program

components, the response rates for those question-

naires are summarized here. One hundred percent

(n = 51) of the state education agencies completed

the state-level questionnaires for all components,

except faculty and staff health promotion. That ques-

tionnaire was completed by 98% of states. At the

district level, between 63% and 64% (n = 445-461)

of the districts eligible to complete any module com-

pleted at least 1 module for a particular component.

At the school level, between 66% and 74% (n =
849-1029) of the schools eligible to complete any

module completed at least 1 module for a particular

component. At the classroom level, 94% (n = 912)

of the eligible teachers completed the health educa-

tion interview and 95% (n = 1194) of the eligible

teachers completed the physical education interview.

Data Analysis
Data from state-level questionnaires are based on

a census and are not weighted. District-, school-,

and classroom-level data are based on representative

samples and are weighted to produce national esti-

mates. Two weights were constructed for analysis of

classroom data. The first weight is appropriate for

making inferences to schools nationwide based on

the aggregation of classroom data within each

school. The second weight is appropriate for making

inferences to required elementary school classes or

required middle school and high school courses

nationwide based on the data about the individual

classes or courses.

Because of missing data, the denominators for

each estimate vary slightly. The 16 figures in Appen-

dix 1 of this issue of the Journal of School Health show

the estimated standard error associated with an ob-

served estimate from each of the district-, school-, and

classroom-level questionnaires.

To analyze changes between SHPPS 2000 and

SHPPS 2006, many variables from SHPPS 2000 were

recalculated so that the denominators used for both

years of data were defined identically. In most cases,

this denominator was changed to include all states,

districts, or schools rather than a subset of states, dis-

tricts, or schools. As a result of this recalculation,

percentages previously reported for SHPPS 200027

might differ from those reported in this article. Only

estimates from 2000 and 2006 based on this same

denominator should be compared.

Because state-level data are based on a census,

statistical tests for differences between 2000 and

2006 are not appropriate. Therefore, this article

highlights changes over time meeting at least 1 of 2

criteria: (1) the difference was greater than 10 per-

centage points or (2) the 2006 estimate increased by

at least a factor of 2 or decreased by at least half as

compared with the 2000 estimate. At the district,

school, and classroom levels, t tests were used to

compare SHPPS 2000 and SHPPS 2006 prevalence

estimates. However, to account for multiple compar-

isons, this article only highlights changes over time

meeting at least 2 of 3 criteria: (1) a p value less

than .01 from the t test, (2) a difference greater than

10 percentage points, or (3) the 2006 estimate

increased by at least a factor of 2 or decreased by at

least half as compared with the 2000 estimate. Note

that not all variables meeting these criteria are pre-

sented in this article.

RESULTS

Parenting
Districts and schools offered opportunities for fam-

ilies to learn about health education and physical

education. Nationwide, 46.4% of districts and 28.2%

of schools offered health education to families during

the 12 months preceding the study and 27.8% of

districts and 21.1% of schools offered physical edu-

cation or physical activity programs to families.

Fewer families received training and education

from districts and schools about crisis preparedness,

response, and recovery. Among the 95.3% of dis-

tricts that had a comprehensive crisis preparedness,

response, and recovery plan, 15.4% provided fund-

ing for training or offered training on the plan to
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students’ families during the 2 years preceding the

study. Also during the 2 years preceding the study,

22.2% of all districts offered general education (ie,

not including training on a specific district plan) on

crisis preparedness, response, and recovery to stu-

dents’ families. Among the 97.1% of schools that

had a comprehensive crisis preparedness, response,

and recovery plan, 25.2% provided training on the

plan to students’ families during the 2 years preced-

ing the study. Also during the 2 years preceding the

study, 27.7% of all schools offered general education

on crisis preparedness, response, and recovery to stu-

dents’ families.

Communicating
Districts and schools implemented several activi-

ties to communicate with families and community

members during the 12 months preceding the study

(Table 1). For example, more than half of all districts

and schools provided families with information

about school health programs in health education,

physical education, nutrition services, mental health

and social services, and health services. However,

less than half of all schools met with a parents’ orga-

nization, such as the PTA, to discuss these school

health program components. Further, less than half

of schools invited families to tour the mental health

and social services facilities and the health services

facilities, whereas almost two thirds of schools

invited family members to tour the physical educa-

tion facilities. The nutrition services program had the

most contact with families. Most districts and schools

provided menus to families of students but less than

half provided families with information on the nutri-

tional and caloric content of foods available to them.

In addition, only 10.0% of schools conducted taste

tests with family members. At the classroom level,

63.6% of all required health education classes or

courses had a teacher who provided families with

information on health education. Similarly, 66.4%

of all required physical education classes or courses

had a teacher who provided families with informa-

tion on physical education. In addition, 28.2% of

health education and 44.0% of physical education

classes or courses had a teacher who invited family

members to attend class.

During the 12 months preceding the study, some

schools collected suggestions from family members

about specific components of the school health

program. Specifically, 42.19% of schools collected

suggestions from family members about nutrition

Table 1. Percentage of All Districts and Schools That Communicated About School Health Program Activities With Families and
Communities,* SHPPS 2006

Communication % of All Districts % of All Schools

Health education
Provided families with information on school health education 80.1 71.4
Met with a parents’ organization, such as the PTA, to discuss school health education NA 32.8
Invited family members to attend health education classes NA 37.5
Discussed student performance in health education as part of parent-teacher conferences NA 66.8
Sought positive media attention for school health education 47.8 NA

Physical education and activity
Provided families with information on school physical education 67.6 73.7
Met with a parents’ organization to discuss school physical education NA 37.1
Invited family members to attend physical education classes NA 52.2
Invited family members to tour the physical education facilities NA 64.2
Discussed student performance in physical education as part of parent-teacher conferences NA 81.9
Sought positive media attention for school physical education 44.2 NA

Nutrition services
Provided families with information on the school nutrition services program 81.8 80.8
Provided families with information on the nutrition and caloric content of foods available to students 39.8 40.8
Met with a parents’ organization to discuss the school nutrition services program NA 34.8
Invited family members to a school meal NA 70.7
Provided menus to families of students 98.2 92.8

Mental health and social services
Provided families with information on standard school mental health and social services 87.3 86.1
Met with a parents’ organization to discuss standard school mental health and social services NA 41.7
Invited family members to tour the standard school mental health and social services facilities NA 39.4

Health services
Provided families with information on standard school health services 89.3 76.3
Met with a parents’ organization to discuss standard school health services NA 25.1
Invited family members to tour the standard school health services facilities NA 37.5

NA, not asked at this level; PTA, Parent Teacher Association.

*During the 12 months preceding the study.
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services, 35.0% collected suggestions about physical

education, 34.3% about health education, and

16.0% about health services.

Most schools had procedures to inform the fami-

lies of all students about violence-related rules

(98.1%) and procedures to inform the families of all

students about what happens if students break the

rules (97.8%). Similar percentages of schools also

had procedures to inform the families of all students

about rules related to tobacco use by students

(95.6%), alcohol use by students (95.8%), and ille-

gal drug use by students (95.2%) and procedures to

inform the families of all students about what hap-

pens if students break the rules on tobacco use

(95.1%), alcohol use (95.6%), and illegal drug use

(95.2%). Most schools (88.9%) also had procedures

to inform the families of all students about rules

related to school safety and injury prevention.

During the 12 months preceding the study, school

respondents were asked how many of their school’s

faculty used a variety of strategies to communicate

with students’ families to help promote family

involvement in school. All faculty in 71.3% of

schools and most faculty in 19.6% of schools pro-

vided students’ families with a way to communicate

directly with teachers, such as voicemail or an e-mail

address. All faculty in 66.6% of schools and most

faculty in 27.4% of schools contacted families to

communicate about problems with their child,

whereas all faculty in 36.7% of schools and most

faculty in 37.8% of schools contacted families to

communicate praise about their child. In addition,

all faculty in 79.2% of schools and most faculty in

15.2% of schools encouraged families to attend par-

ent-teacher conferences and all faculty in 59.5% of

schools and most faculty in 20.4% provided families

with the opportunity to review curricula.

Volunteering
School faculty encouraged families to volunteer

their time, experience, and resources. During the 12

months preceding the study, all faculty in 53.0%

and most faculty in 30.1% of schools encouraged

families to volunteer at the school by asking parents

for assistance with fund-raising efforts or to serve as

a chaperone for school trips.

Learning at Home
Many schools promoted learning at home and in

the community. For example, during the 12 months

preceding the study, all faculty in 51.1% of schools

and most faculty in 32.7% of schools discussed with

families ways to reinforce learning at home. In addi-

tion, all faculty in 45.8% of schools and most faculty

in 33.1% of schools provided families with copies of

assignments, and all faculty in 40.1% of schools and

most faculty in 33.4% of schools requested that fami-

lies regularly review and sign homework assignments.

At the classroom level, 55.5% of required health

education classes or courses and 30.8% of required

physical education classes or courses had a teacher

who gave students homework or projects that

involved family members. Nationwide, 20.9% of

required physical education classes or courses had

a teacher who asked students to gather information

about physical activity programs in the community.

In addition, 47.8% of required health education clas-

ses or courses had a teacher who asked students to

identify potential injury sites at school, home, or in

the community; 37.5% asked students to identify

advertising in the community designed to influence

health behaviors; 25.6% asked students to advocate

for a health-related issue; 15.0% asked students to

gather information about health services that were

available in the community; and 9.2% asked stu-

dents to visit a store to compare prices of health

products.

Decision Making
Nationwide, less than half of schools involved fam-

ilies in the development, communication, and imple-

mentation of alcohol-use prevention, illegal drug-use

prevention, injury prevention and safety, tobacco-use

prevention, and violence prevention policies or activi-

ties during the 2 years preceding the study (Table 2).

Similarly, 52.5% of schools involved community

members in the development, communication, and

implementation of violence prevention policies and

activities, whereas less than half involved community

members in the development, communication, and

implementation of alcohol-use prevention, illegal

drug-use prevention, injury prevention and safety,

and tobacco-use prevention policies or activities. Fur-

ther, during the 12 months preceding the study, all

faculty in 46.5% of schools and most faculty in

19.1% of schools encouraged family participation in

parent-teacher organization meetings.

Some communities had a group of local agencies

that coordinate crisis preparedness, response, and

recovery efforts (these groups might be called a local

emergency planning committee, an emergency man-

agement team, or something else); 56.3% of districts

were members of such a group. Almost two thirds

(63.8%) of the 95.3% of districts and 66.6% of the

97.1% of schools that had a comprehensive crisis

preparedness, response, and recovery plan worked

with students, their families, or other community

members to develop it.

School health councils provide another opportu-

nity for family and community involvement. Nation-

wide, 72.9% of districts and 39.5% of schools had at
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least 1 group (eg, a school health council, commit-

tee, or team; called a school health council for the

purposes of this article) that offered guidance on the

development of policies or coordinated activities on

health topics. Most school health councils had broad

representation. Half or more of the 72.9% of districts

that had a district-level school health council

included in their group a representative from all of

the community groups listed in Table 3 except for

local social service agencies and local health organi-

zations (eg, the local Red Cross chapter). Similarly,

half or more of the 39.5% of schools that had

a school health council included in their group a rep-

resentative from all of the community groups listed

in Table 3 except local health care providers, repre-

sentatives from the local health department and

local social service agencies, and representatives

from local health organizations. Families and com-

munity groups were more likely to be represented

on a school health council at the district level than

at the school level.

Collaborating With the Community
Participation in community-based programs can

benefit students, families, and faculty and staff. Less

than one third of districts had adopted a policy stat-

ing that elementary schools (26.6%), middle schools

(25.8%), and high schools (30.8%) will participate

in programs in which family or community members

serve as role models to students or mentor students

(eg, the Big Brothers/Big Sisters program). Nation-

wide, 47.7% of schools participated in such a program.

In addition, 46.8% of schools had or participated in

a community-based illegal drug-use prevention pro-

gram, 38.5% of schools had or participated in a com-

munity-based alcohol-use prevention program, such

as Students Against Destructive Decisions, and 37.8%

of middle and high schools had or participated in

a youth empowerment or advocacy program related

to tobacco-use prevention.

Almost one third (30.3%) of districts had adopted

a policy requiring students to participate in commu-

nity service (defined as unpaid work that helps the

community). Further, only 8.7% of districts re-

quired, but 48.0% recommended that schools pro-

vide service-learning opportunities to students

(defined as community service activities designed to

meet specific learning objectives for a course).

Nationwide, 77.4% of schools provided community

service opportunities for students, and 52.0% of

schools provided service-learning opportunities for

students. Specifically, 90.6% of high schools pro-

vided community service opportunities for students

as compared with 78.0% of middle schools and

72.2% of elementary schools. Similarly, 70.3% of

high schools provided service-learning opportunities

for students as compared with 56.6% of middle

schools and 42.6% of elementary schools. About

one fourth of high schools and middle schools that

provided community service opportunities for stu-

dents required all students to participate in them

(Table 4). High schools were more likely than ele-

mentary and middle schools to require students in

specific courses to participate in service-learning

opportunities. High schools also were more likely

than elementary schools and middle schools to

require students who met specific criteria to partici-

pate in community service opportunities. In about

half of the 77.4% of schools that provided commu-

nity service opportunities, participation was volun-

tary for all students.

During the 12 months preceding the study, state-,

district-, and school-level staff from health educa-

tion, physical education and activity, nutrition serv-

ices, mental health and social services, and health

services worked on activities with staff or members

from a variety of community-based groups and

organizations (Table 5). Collaboration was more

common at the state level than at the district or

school level. In addition, among the 95.3% of dis-

tricts and 97.1% of schools that had a comprehensive

crisis preparedness, response, and recovery plan,

Table 3. Percentage of Districts and Schools That Had 1 or
More School Health Councils That Included Representatives
From Community Groups as Members, SHPPS 2006

Community Group % of Districts* % of Schools†

Community members 88.7 60.0
Students’ families 76.3 55.0
Local health care providers 50.5 34.0
Representatives from the local

health department
50.0 30.3

Representatives from local social
service agencies

39.9 30.2

Representatives from local health
organizations (eg, the local
Red Cross Chapter)

26.1 19.3

*Among the 72.9% of districts that had 1 or more school health councils that offered

guidance on the development of policies or coordinated activities on health topics.
†Among the 39.5% of schools that had 1 or more school health councils that offered

guidance on the development of policies or coordinated activities on health topics.

Table 2. Percentage of All Schools That Involved Families and
Community Members in the Development, Communication, and
Implementation of Policies or Activities,* SHPPS 2006

Policy or Activity

% of All Schools
That Involved

Families

% of All Schools
That Involved

Community Members

Alcohol-use prevention 35.1 47.0
Illegal drug-use prevention 36.9 49.9
Injury prevention and safety 28.0 33.6
Tobacco-use prevention 29.4 43.8
Violence prevention 44.7 52.5

*During the 2 years preceding the study.
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most districts worked with a local law enforcement

agency, a local fire department, and local emergency

medical services, and most schools worked with

a local law enforcement agency and a local fire

department (Table 6).

In addition, community involvement was pro-

moted at the classroom level. Nationwide, 7.0% of

required health education classes or courses had

a teacher who asked students to perform volunteer

work with a local health department, hospital, or any

other local organization that addressed health issues,

and 22.4% of required physical education classes or

courses had a teacher who asked students to perform

volunteer work with a local physical activity program

or event. Further, 14.7% of required health educa-

tion classes or courses and 13.6% of required physical

education classes or courses had a teacher who asked

students to participate in or attend community health

fairs, and 72.6% of required physical education clas-

ses or courses had a teacher who taught about oppor-

tunities for physical activity in the community.

Faculty and staff health promotion activities also

may be enhanced through involvement with com-

munity agencies and organizations. Among the

93.7% of districts that provided funding for or

offered any health promotion service or activity and

the 93.6% of schools that offered any health promo-

tion activity or service for faculty and staff, less than

half had community agencies or organizations help

provide the activity or service (Table 7).

Staff Development
Staff development can contribute to efforts to

improve family and community involvement. Dur-

ing the 2 years preceding the study, 59.2% of states

and 51.0% of districts provided funding for staff

development or offered staff development for physi-

cal education teachers on encouraging family or

community involvement. More states (79.2%) and

districts (64.2%) provided funding for staff develop-

ment or offered staff development for health educa-

tion teachers on encouraging family or community

involvement. However, only 33.1% of required

physical education classes or courses and 41.4% of

required health education classes or courses had

a teacher who received staff development during the

2 years preceding the study on encouraging family

and community involvement. Less than half

(41.5%) of required physical education classes or

courses and 25.8% of required health education

classes or courses had a teacher who wanted staff

development on how to encourage family and com-

munity involvement.

Changes Between 2000 and 2006
Between 2000 and 2006, changes in policies and

practices related to family and community involve-

ment were detected at the state, district, and school

levels. For example, the percentage of districts that

offered any health education for families increased

from 27.8% in 2000 to 46.4% in 2006.

Communication with family and community

members increased between 2000 and 2006. At the

district level, the percentage of districts that provided

families with information on school health program

activities increased from 61.2% to 80.1% for health

education, from 52.2% to 67.6% for physical educa-

tion, from 73.8% to 87.3% for mental health and

social services, and from 76.3% to 89.3% for health

services. At the school level, the percentage of schools

that provided families with information about the

school nutrition services program increased from

63.8% to 80.8%. In addition, the percentage of

schools that met with a parents’ organization, such as

the PTA, to discuss the school nutrition services

Table 4. Percentage of Schools That Had Community Service or Service-Learning Requirements, by School Level, SHPPS 2006

Requirement

% of Schools That Had Community
Service Requirements*

% of Schools That Had
Service-Learning Requirements†

Overall
Elementary
Schools

Middle
Schools

High
Schools Overall

Elementary
Schools

Middle
Schools

High
Schools

Required for all students 18.6 13.4 23.6 25.1 13.1 11.1 14.8 15.9
Required for students in specific
grades

9.5 8.4 10.6 10.9 6.4 4.7 9.2 6.8

Required for students who met
specific criteria

16.3 10.3 14.7 35.4 NA NA NA NA

Required for students in specific
courses

NA NA NA NA 13.9 5.6 16.1 33.3

Voluntary for all students 51.8 54.5 44.9 54.8 NA NA NA NA

NA, not asked at this level.

*Among the 77.4% of schools that provided community service opportunities for students.
†Among the 52.0% of schools that provided service-learning opportunities for students.
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program increased from 24.7% to 34.8% and the per-

centage of schools that collected suggestions from

family members of students about the school nutri-

tion services program increased from 28.1% to

42.1%. Similarly, the percentage of schools that col-

lected suggestions from family members of students

about school health education increased from 23.9%

to 34.3%.

Between 2000 and 2006, some decreases were

detected in how schools involved parents and com-

munity members in the development, communica-

tion, and implementation of policies and activities. A

decrease was detected in the percentage of schools in

Table 5. Percentage of All States, Districts, and Schools That
Worked on School Health Program Activities With Community
Groups or Organizations,* SHPPS 2006

Community Group or
Organization

% of
All States

% of
All Districts

% of
All Schools

Health education
Business 62.7 26.8 21.3
College or university 92.2 26.4 24.6
State or local health department 98.0 48.1 38.4
Health organization
(eg, AHA or ACS)

90.0 63.6 53.8

Local hospital NA 35.9 25.8
Mental health or social
services agency

74.0 44.6 33.3

Local service club NA 22.4 16.7
Physical education and activity

Business 43.1 21.5 16.8
College or university 88.2 29.7 23.4
State or local health department NA 34.3 15.7
Health organization
(eg, the AHA or ACS)

78.0 59.2 46.5

Local hospital NA 24.2 11.3
Mental health or social
services agency

NA 22.5 9.0

Local service club NA 16.4 9.4
Nutrition services

Business 62.7 19.9 7.5
College or university 94.1 11.8 6.3
State or local health department NA 45.2 28.2
Health organization
(eg, the AHA or ACS)

76.5 16.8 11.6

Local hospital NA 11.7 6.5
Mental health or social
services agency

NA 8.5 2.9

Mental health and social services
Business 45.2 31.4 33.5
College or university 78.3 34.4 39.0
State or local health department 100.0 59.8 41.0
Health organization
(eg, the AHA or ACS)

43.8 39.0 26.1

Local hospital NA 34.7 31.1
Mental health or social
services agency

98.0 76.1 72.0

Local service club NA 30.4 35.2
Health services

Business 70.8 40.7 20.3
College or university 79.6 35.1 26.3
State or local health department 96.0 81.8 59.3
Health organization
(eg, the AHA or ACS)

76.0 64.7 43.7

Local hospital NA 47.0 32.4
Mental health or social
services agency

88.0 65.2 42.0

Local service club NA 39.9 29.5

AHA, American Heart Association; ACS, American Cancer Society; NA, not asked at this

level.

*During the 12 months preceding the study.

Table 6. Percentage of Districts and Schools That Worked With
Groups to Develop Their Crisis Preparedness, Response, and
Recovery Plan,* SHPPS 2006

Group % of Districts† % of Schools‡

Local law enforcement agency 96.6 83.2
Local fire department 92.9 81.6
Local emergency medical services 83.1 69.5
Local health department 66.0 47.2§

Students, students’ families, or other
community members

63.8 66.6

Local emergency management agency 59.1k 44.4{

Local mental health or social
services agency

57.5 41.2#

Local hospital 45.2 42.1**
Local homeland security office 24.1†† 21.3‡‡

Local public transportation department 20.8§§ 22.0kk

Federal Bureau of Investigation 6.4 4.4

*Defined as a comprehensive plan to address crisis preparedness, response, and recovery

in the event of a natural disaster or other emergency or crisis situation.
†Among the 95.3% of districts that had a comprehensive crisis preparedness, response,

and recovery plan.
‡Among the 97.1% of schools that had a comprehensive crisis preparedness, response,

and recovery plan.
§An additional 2.8% of schools did not have a local health department.
kAn additional 16.1% of districts did not have a local emergency management agency.
{An additional 8.1% of schools did not have a local emergency management agency.
#An additional 2.8% of schools did not have a local mental health or social services

agency.

**An additional 4.5% of schools did not have a local hospital.
††An additional 29.9% of districts did not have a local homeland security office.

‡‡An additional 16.7% of schools did not have a local homeland security office.

§§An additional 47.0% of districts did not have a local public transportation department.
kkAn additional 28.3% of schools did not have a local public transportation department.

Table 7. Percentage of Districts and Schools in Which
Organizations and Agencies Helped Provide Health Promotion
Activities or Services for School Faculty and Staff,* SHPPS 2006

Organization or Agency % of Districts† % of Schools‡

Business 15.5 14.4
University or medical school 4.1 4.4
Health department 44.0 32.1
Health organization 39.8 33.4
Hospital 30.5 28.8
Mental health or social services agency 14.4 17.9
Managed care organization 8.9 11.0
Health or fitness club 21.3 32.6
School district NA 42.3

NA, not asked at this level.

*During the 12 months preceding the study.
†Among 93.7% of districts that provided funding for or offered any health promotion

activities or services.
‡Among the 93.6% of schools that offered any health promotion activities or services for

faculty or staff.

576 d Journal of School Health d October 2007, Vol. 77, No. 8 d No claim to original U.S. government works ª 2007, American School Health Association



which students’ families helped develop, communi-

cate, or implement policies and activities related to

alcohol-use prevention (from 45.4% to 35.1%),

tobacco-use prevention (from 40.2% to 29.2%),

injury prevention and safety (from 39.3% to 28.0%),

and violence prevention (from 56.9% to 44.7%).

Collaboration with businesses increased at the

state level between 2000 and 2006. The percentage

of states in which health services staff worked with

businesses increased from 51.0% to 70.8%, the per-

centage of states in which physical education staff

worked with businesses on physical education activi-

ties increased from 31.3% to 43.1%, and the per-

centage of state-level school health education staff

who worked with businesses on health education

activities increased from 49.0% to 62.7%. Similarly,

the percentage of states in which nutrition services

staff worked with businesses increased from 49.0%

in 2000 to 62.7% in 2006. At the district level, the

percentage of districts in which nutrition services

staff worked with businesses increased from 8.8% to

19.9%. Similarly, the percentage of districts in which

health services staff worked with businesses increased

from 30.0% to 40.7%.

Increases in other state-level collaborations also

were detected. Between 2000 and 2006, the percent-

age of states in which state-level physical education

staff worked on physical education activities with

colleges and universities increased from 70.6% to

88.2% and the percentage that worked with state-

level health organizations (eg, the American Heart

Association or American Cancer Society) increased

from 64.6% to 78.0%. The only decrease in collabo-

ration at the state level was in the percentage of

states in which mental health or social services staff

worked with state-level health organizations (from

60.5% to 43.8%).

Increases also were detected in the percentage of

districts in which physical education staff worked on

physical education activities with local health organ-

izations (from 46.4% to 59.2%) and the local health

department (from 24.1% to 34.3%). In contrast, at

the school level, the percentage of schools in which

mental health and social services staff worked on

mental health or social services activities with a local

health department decreased from 51.3% in 2000 to

41.0% in 2006.

Between 2000 and 2006, the percentage of districts

that had adopted a policy requiring high schools to

participate in programs in which family or commu-

nity members serve as role models to students or

mentor students, increased from 17.9% to 30.8%.

The percentage of schools that had or participated

in a community-based prevention program decreased

from 49.6% to 38.5% for alcohol-use prevention pro-

grams and from 60.0% to 46.8% for illegal drug-use

prevention programs.

Between 2000 and 2006, changes in the availabil-

ity of staff development were detected. The percent-

age of states that provided funding for staff

development or offered staff development during the

2 years preceding the study to physical education

teachers on encouraging family and community

involvement in physical activity increased from

24.5% to 59.2%, and the percentage of districts that

provided funding for staff development or offered

staff development on this topic increased from

28.0% to 51.0%. Further, the percentage of districts

that provided funding for staff development or

offered staff development during the 2 years preced-

ing the study to health education teachers on encour-

aging family or community involvement increased

from 51.0% to 64.2%.

DISCUSSION

The No Child Left Behind Act and other school

reform efforts underscore the need for families, com-

munities, and schools to work together to produce

healthy and academically successful students. SHPPS

2006 indicates that states, districts, and schools value

family and community involvement and have taken

some actions to bring educators, families, and other

community partners together to develop health poli-

cies and practices that affect students at all grade lev-

els. For example, many states, districts, and schools

are collaborating with community groups and agen-

cies to promote and support school health programs.

Specifically, many states, districts, and schools are

working with health departments, health organiza-

tions, hospitals, businesses, and colleges and universi-

ties to develop and improve school health programs.

Two types of family and community involvement

were most prevalent. First, many districts and

schools communicated information to families about

health education and physical education classes;

school lunches; prevention of violence and tobacco

use, alcohol use, and other illegal drug use; and

other school health program activities. Second,

districts and schools connected with organizations

and groups in their communities to benefits stu-

dents, families, faculty, and staff through school

health councils and other school health program

activities.

More than half of health education classes or

courses had teachers who assigned homework for

students to involve their family members in discus-

sions and activities concerning health topics they are

studying in class. In addition, health education

teachers also created opportunities for students to

visit a store to compare prices of health products,

identify advertising designed to influence health

behaviors, and gather information about health serv-

ices available in their communities.
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Between 2000 and 2006, more states, districts,

and schools engaged in activities that foster family

and community involvement. In particular, commu-

nication with family and community members

increased as evidenced by increases in the percent-

age of districts offering health education for families,

increases in provision of information to families by

districts and schools, increases in meetings with

parents’ organizations by schools, and increases in

collaboration with businesses at the state level. In

addition, districts were more likely to require high

schools to participate in programs in which family or

community members serve as role models to stu-

dents or mentor students. However, between 2000

and 2006, schools were less likely to involve families

in developing, communicating, and implementing

policies related to tobacco-use prevention, injury

prevention and safety, and violence prevention. The

reason for this change is unclear from SHPPS 2006

data and needs further investigation because assis-

tance with policy development is a critical role that

families can and should play.

SHPPS 2006 was not explicitly designed to mea-

sure the framework provided by the 6 types of

involvement, particularly parenting and volunteer-

ing. Consequently, it is possible that states, districts,

and schools may have additional policies and practi-

ces related to family and community involvement

that are relevant to the 6 types of involvement but

that were not measured. SHPPS 2006 provides ini-

tial, but limited, data on the 6 types of involvement

at the state, district, school, and classroom levels.

More research is needed to enable a fuller under-

standing of the nature and extent of policies and

practices related to family and community involve-

ment and how families from diverse backgrounds,

communities, and grade levels can best become and

stay involved in school health program activities.

Despite state, district, and school efforts to involve

families and communities in school health programs,

such involvement is limited in many states, districts,

and schools. Limited time and resources, cultural

differences, and lack of faculty and staff training are

all challenges preventing greater involvement of

families and communities in school health program

activities. A study that examined barriers to paren-

tal involvement in health education found that the

reasons parents were not more involved included

their limited knowledge of opportunities to partici-

pate, perceptions that their schools did not want

them to participate, beliefs that their children

would be embarrassed by their participation at

school, and perceptions that the health education

curriculum did not allow for parental involve-

ment.28 Some of these obstacles can be overcome

by valuing the diversity of family cultures and opin-

ions, communicating directly with families and

providing translators at school events as necessary,

making schools physically and socially hospitable to

families, and providing transportation to and child

care at school events. Schools need to reach out to

and make connections with all families and with

many community members to enrich their school

health programs for students.

Many schools are not doing some of the funda-

mental things schools could do to increase family

involvement. All schools should have families repre-

sented on school health councils, but only about half

of schools with councils currently do. In addition,

schools should meet with the PTA about school

health programs, deliver health education to fami-

lies, and collect suggestions for school health pro-

grams from families but less than half currently do.

Furthermore, teachers should give students health

education and physical education assignments that

involve family members and have students collect

information about community physical activity

opportunities for families. Although slightly more

than half of teachers gave health education assign-

ments that involve family members, only about 1 in

5 teachers provided these other opportunities for

family involvement.

One of the strongest predictors of family and com-

munity involvement is what the school does to pro-

mote it.29 Principals must be engaged in partnership

efforts, and they must develop strong support for

partnerships among families, teachers, and commu-

nity members. The National Association of Elemen-

tary School Principals’ 6 standards for principal

leadership state that principals should actively

engage the community to create shared responsibil-

ity for student and school success.23 Equally impor-

tant, teachers need the skills to engage families in

student learning. SHPPS 2006 showed that less than

half of teachers of health education and physical

education classes or courses at all grade levels had

been taught how to encourage family and commu-

nity involvement during the 2 years preceding the

study. The professional development strategies, tools,

and materials for planning, evaluation, and ongoing

support from the NNPS, for example, aim to increase

the capacity of schools and districts to conduct and

sustain better partnership programs, including involve-

ment in health education.30

Another innovative approach for increasing com-

munity involvement is through ‘‘community

schools,’’ which focus on partnerships between the

school and the other community groups to increase

resources for student learning. The integrated focus

on academics, health and social services, youth and

community development, and community engage-

ment has the potential to increase student learning,

strengthen families, and sustain healthier communi-

ties. Community organizing also can advance family
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and community involvement in school programs as

parents and other residents work together to transform

low-performing schools toward higher performance

with intentional shared power and responsibilities.31,32

All of these approaches reinforce the Association for

Supervision and Curriculum Development state-

ment that ‘‘Educating the whole child requires the

community.’’33

In summary, the framework of the 6 types of

involvement allows educators to conceptualize fam-

ily and community involvement in a concrete way.

It also helps schools choose a variety of practices that

will strengthen family and community partnerships

on health-related topics. Each of the 6 types of

involvement has its own set of challenges. Thus,

a single person cannot develop, implement, evalu-

ate, and sustain comprehensive programs of school

and family partnerships; it must be a team effort.

SHPPS 2006 suggests that although some steps for-

ward have been made, much more can be done to

improve family and community involvement in

school health programs in states, districts, schools,

and classrooms nationwide.
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APPENDIX 1.
Figure 1. Estimated Standard Error for District-Level Health Edu-
cation Questionnaire, SHPPS 2006

Y = -0.5733 + 0.1417*Observed Percent - 0.00126*Observed Percent**2
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Figure 2. Estimated Standard Error for District-Level Physical
Education and Activity Questionnaire, SHPPS 2006

Y = 1.0062 + 0.0904*Observed Percent - 0.00092*Observed Percent**2
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Figure 3. Estimated Standard Error for District-Level Health
Services Questionnaire, SHPPS 2006

Y = 0.9053 + 0.0928*Observed Percent - 0.00093*Observed Percent**2
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Figure 4. Estimated Standard Error for District-Level Mental
Health and Social Services Questionnaire, SHPPS 2006

Y = 1.8305 + 0.0480*Observed Percent - 0.00048*Observed Percent**2
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Figure 5. Estimated Standard Error for District-Level Nutrition
Services Questionnaire, SHPPS 2006

Y = 0.9514 + 0.0834*Observed Percent - 0.00083*Observed Percent**2
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Figure 6. Estimated Standard Error for District-Level School
Healthy and Safe Environment Questionnaire, SHPPS 2006

Y = 1.1074 + 0.0884*Observed Percent - 0.00088*Observed Percent**2
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Figure 7. Estimated Standard Error for District-Level Faculty and
Staff Health Promotion Questionnaire, SHPPS 2006

Y = 0.8705 + 0.0808*Observed Percent - 0.00077*Observed Percent**2
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Figure 8. Estimated Standard Error for School-Level Health Edu-
cation Questionnaire, SHPPS 2006

Y = 1.0149 + 0.0654*Observed Percent - 0.00069*Observed Percent**2
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Figure 9. Estimated Standard Error for School-Level Physical
Education and Activity Questionnaire, SHPPS 2006

Y = 0.5988 + 0.0689*Observed Percent - 0.00066*Observed Percent**2
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Figure 10. Estimated Standard Error for School-Level Health
Services Questionnaire, SHPPS 2006

Y = 0.9814 + 0.0688*Observed Percent - 0.00071*Observed Percent**2
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Figure 11. Estimated Standard Error for School-Level Mental
Health and Social Services Questionnaire, SHPPS 2006

Y = 0.9907 + 0.0660*Observed Percent - 0.00068*Observed Percent**2
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Figure 12. Estimated Standard Error for School-Level Nutrition
Services Questionnaire, SHPPS 2006

Y = 0.8200 + 0.0670*Observed Percent - 0.00064*Observed Percent**2
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Figure 13. Estimated Standard Error for School-Level Healthy
and Safe School Environment Questionnaire, SHPPS 2006

Y = 0.9453 + 0.0783*Observed Percent - 0.00083*Observed Percent**2
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Figure 14. Estimated Standard Error for School-Level Faculty
and Staff Health Promotion Questionnaire, SHPPS 2006

Y = 0.8996 + 0.0545*Observed Percent - 0.00040*Observed Percent**2

0
1
2
3
4
5
6
7
8
9
10

Observed Percent

S
t
a
n

d
a
r
d

 
E

r
r
o

r
 
o

f
 
E

s
t
i
m

a
t
e

0 20 40 60 80 100

Figure 15. Estimated Standard Error for Classroom-Level Health
Education Questionnaire, SHPPS 2006

Y = 0.8631 + 0.1035*Observed Percent - 0.00101*Observed Percent**2
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Figure 16. Estimated Standard Error for Classroom-Level Physi-
cal Education and Activity Questionnaire, SHPPS 2006

Y = 0.4667 + 0.0919*Observed Percent - 0.00090*Observed Percent**2
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U.S. Environmental Protection Agency

Dana Carr
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Agency for Toxic Substances and Disease Registry
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